Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

Department of the Treasury

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepa"’gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁ{;fr;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)

C Ifthe plan is a collectively-bargained plan, check here. . . .......................

D Check box if filing under: Form 5558 D automatic extension D the DFVC program

D special extension (enter description)

E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
ICRM, PC 401(K) PLAN

1b Three-digit plan
number (PN) » 001

1c Effective date of plan
01/01/2014

2a Plan sponsor’s name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 30-0047069

IDAHO CENTER FOR REPRODUCTIVE MEDICINE, PC

1000 E PARK BLVD
SUITE 110
BOISE, ID 83712

2C Plan Sponsor’s telephone
number
208-342-5900

2d Business code (see
instructions)
621111

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN |Filed with authorized/valid electronic signature. 10/15/2025 KEVIN H. MAAS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 41
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the plan year ... 6a(1) 35
a(2) Total number of active participants at the end of the plan year ... 63_(2) 30
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 9
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 39
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccccooviiiiiiiiiiienen. 6e 0
f L= I X To I g Tot ol =T Vo TSR PRSPR 6f 39
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1) a1
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 COMPIELE TNIS IEIM) ...ttt ettt ettt ettt ettt et et ettt eete et e et e te s easeseeaeeteebeebe s e b essenseseeseebe st este e ensessereeresrestesnan 69(2) 39
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h 1
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2A 2E 2G 23 2S 2T 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts

©) Trust

4 |_| General assets of the sponsor

(©)
(@)

Trust

|_| General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

a Pension Schedules

b General Schedules

1

1) R (Retirement Plan Information) 1) D H (Financial Information)
2 X | (Fi ial Inf tion — Small Pl

2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached
actuary 4) D C (Service Provider Information)

3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary

4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

® (]

MEP (Multiple-Employer Retirement Plan Information)



Form 5500 (2024) Page 3

Part IlI | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woorvvoeereeeeeeenee e [] Yes [] No

If “Yes” is checked, complete lines 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... |:| Yes D No

11c Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
ICRM, PC 401(K) PLAN plan number (PN) » 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
IDAHO CENTER FOR REPRODUCTIVE MEDICINE, PC 30-0047069
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
EMPOWER ANNUITY INSURANCE COMPANY OF AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
84-0467907 68322 370210-01 6 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid

commissions paid (c) Amount (d) Purpose (e) Organization code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(@) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2024 Page 3

Part Il | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account atyearend ..................c..coccocoeveieireenn..... 4 42063
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) B other » GROUP ANNUITY CONTRACT
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns 7b 16551
C Additions: (1) Contributions deposited during the year ...............c.ccccocuene.... 7c(1) 6240
(2) Dividends and CreditS...........c..vurvevreeeieeeieeceeieieees e 7c(2) 0
(3) Interest credited dUNNG the YEar...............cvovveueeeeeeeeee e 7c(3) 380
(4) Transferred from separate aCCOUNt .............ccooerveeueeeeeeeeeeereeerseeeeeesnees 7c(4) 22841
(5) Other (SPECIFY DEIOW) ...ttt 7c(5) 2684
» FORFEITURES
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6) 32145
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d 48696
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 77
(2) Administration charge made by carrier 56
(3) Transferred to separate account 6500
(4) Other (SPECITY DEIOW)........c.oveeeieeieeiee e 0
4
(5) TOLAl AEAUCHONS ........cooveeceeecee ettt e e e et en s e et en e een s en e en e anseneneennanen 7e(5) 6633
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. 7f 42063




Schedule A (Form 5500) 2024 Page 4

Part Ill | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract I D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ........ocveeieteete ettt ettt et et et et et et e e te et e et e et et et eseeasese et e et et ensessenseseetestessensessensereeseeresaetens 9d(2)
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes B No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE I
(Form 5500)

Department of the Treasury
Internal Revenue Service

Financial Information—Small Plan

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the

Department of Labor
Employee Benefits Security Administration

Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public
Inspection

Pension Benefit Guaranty Corporation

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
ICRM, PC 401(K) PLAN plan number (PN) » | oO01

C Plan sponsor’s name as shown on line 2a of Form 5500
IDAHO CENTER FOR REPRODUCTIVE MEDICINE, PC

D Employer Identification Number (EIN)
30-0047069

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule | if you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

| Part | ‘Small Plan Financial Information

Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar
benefit at a future date. Include all income and expenses of the plan including any trust(s) or separately maintained fund(s) and any payments/receipts to/from

insurance carriers. Round off amounts to the nearest dollar.

1 Plan Assets and Liabilities: (a) Beginning of Year (b) End of Year
@ TOtal Plan @SSEtS.......ceveeeeeeeecececeeeeee et 1a 5455182 5761427
b Total plan Habilities.........cceveveveveeeecececeeeeee e 1b
C Net plan assets (subtract line 1b from line 1a)..........ccccceeviieennne. 1c 5455182 5761427
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYETS ...ttt 2a(1) 107138
(2) PartiCiPantS.......cc.cveeeeeeeeeeeeeeeee et 2a(2) 227244
(3) Others (including rollovers)............ccceeiieiiieiiiee e 2a(3)
b Noncash contributions.................cccerurueueviiereieeeeeeeeccecee e 2b
C OthEriNCOME ...ttt 2c 769881
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢)................ 2d 1104263
e Benefits paid (including direct rollovers) .............cococevevvreerennnnn. 2e 781023
f Corrective distributions (see instructions).................ccccceevevevevennnes 2f
g Certain deemed distributions of participant loans
(5€€ INSLIUCHIONS) ..o 2g
h Administrative service providers (salaries, fees, and
COMIMUSSIONS) ... euttiieiiieie ettt ettt ettt e et e et e e bte e e anteeeeneeas 2h 16995
i Other expenses 2i
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ............ccccoeeruene. 2j 798018
k Net income (loss) (subtract line 2j from line 2d).............cccccvene.e... 2k 306245
| Transfers to (from) the plan (see instructions) .................cc.cc......... 2
3 Specific Assets: If the plan held assets at any time during the plan year in any of the following categories, check “Yes” and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assets of more than one plan on a
line-by-line basis unless the trust meets one of the specific exceptions described in the instructions.
Yes No Amount
a Partnership/joint venture interests ............c.ooouiiiiiiiiiii e 3a X
D EMPIOYer real ProPerty .........c...ovcveueuieieeeieeeeeeeeee et 3b X
C Real estate (other than employer real property) .........cccooooeeeiiiiieiiiie e 3c X
A EMPIOYEr SECUMHES ...t 3d X
e Participant loans 3e X 37674
f Loans (other than to participants) 3f X
g Tangible personal Property ...........cccociiiiiiiiiiii i 3g X

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule | (Form 5500) 2024
v. 240311



Schedule | (Form 5500) 2024 Page 2-| 1

’ Part Il lCompIiance Questions

4  During the plan year: Yes No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program.) ......... 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of plan year or classified during the year as uncollectible? Disregard participant loans
secured by the participant’s account balance. ...............ccccooiiiii 4b X
C Were any leases to which the plan was a party in default or classified during the year as
(8T aTeTo =T (] o) U PPPPPP 4c X
d Were there any nonexempt transactions with any party-in-interest? (Do not include
transactions reported ON lINE 4a8.) ........uiiiiiiii e e e 4d X
@ Was the plan covered by a fidelity bONd? .........c.oooiiiiiii e 4de X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was
caused by fraud or diShONEStY? ........cc.uiiiiiiii e e af X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser? ...........cccoccerieiiiiieeenns 49 X
h Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser? ...... 4h X
i  Did the plan at any time hold 20% or more of its assets in any single security, debt,
mortgage, parcel of real estate, or partnership/joint venture interest?...........ccccccoviiiiiinnn. 4i X
j Were all the plan assets either distributed to participants or beneficiaries, transferred to
another plan, or brought under the control of the PBGC? ..........c.ccoiiiiiiiiiiiiiceeneee 4j X
K Are you claiming a waiver of the annual examination and report of an independent qualified
public accountant (IQPA) under 29 CFR 2520.104-467 If “No,” attach an IQPA’s report or
2520.104-50 statement. (See instructions on waiver eligibility and conditions.) ..........c.cccccceeeeeenee. 4k X
| Has the plan failed to provide any benefit when due under the plan? ...........c.ccccccceeveveveccnnne. 4] X
m |[f this is an individual account plan, was there a blackout period? (See instructions and 29
CFR 2520.101-3.) co..voeeoeeeeeeeeee oo se e s 4m X
Nn If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or
one of the exceptions to providing the notice applied under 29 CFR 2520.101-3.................... 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year

5b If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and

INSTIUCHIONS.) ...t sttt se e e e se e e se e e saeas D Yes D No [[ Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500) 2024
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

6058(a) of the Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
ICRM, PC 401(K) PLAN plan number
(PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
IDAHO CENTER FOR REPRODUCTIVE MEDICINE, PC 30-0047069
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1 0
1] 14 o1 1)

2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the
two payors who paid the greatest dollar amounts of benefits):

EIN(s): 84-1455663

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3

Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? ........vvvverrreenn. D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

5  If a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 68
deficiency not waived) ................................................................................................................................
b  Enter the amount contributed by the employer to the plan for this plan year ...............ccccoeeeeveveveveeeeeceenn. 6b
C  Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount)............cccooiiiiiii e 6C
If you completed line 6c, skip lines 8 and 9.
7 Wil the minimum funding amount reported on line 6¢ be met by the funding deadline?................ccccevcevecereencan. D Yes D No D N/A

8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree with the Change? ... D Yes D No D N/A

Part 11l Amendments

9  Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate

DOX. I N0, CRECK thE “NO” DOX. .. eeeeeeeeeeeeeeeeeeteee e e e e e eeeeee e seeeeeee et et et et eeeeeseeeeens D Increase D Decrease D Both D No

| Part IV | ESOPs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.

10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? ............. D Yes D No
11 a Does the ESOP hold @ny preferred SEOCK? ...........ocveeiueieeeeeeeeeeeeeeeeeeeeeeeeeeteeteeees e eenseaeese et e ateate e eseneaseatseeesteseeseseeneeeeaeeeeesean D Yes D No
b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “back-t0-DACK” 108N.) ............iiiiiiiiiiii i
12 Does the ESOP hold any stock that is not readily tradable on an established securities market?..............ccccccooveveeereceeeceeeee e D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2024

v. 240311
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| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest contributors (measured in dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly |:| Weekly D Unit of production |:| Other (specify):

a Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unitmeasure:[ | Hourly  [] Weekly  [] Unit of production [ ] Other (specify):

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):
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14  Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:

a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: D last contributing employer D alternative D reasonable approximation (see 14a
instructions for required attaChMENL)............oooiiiiiiii e e e e e e e e e e e e

b The plan year immediately preceding the current plan year. D Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment)................cccccciiiiiie

C The second preceding plan year. D Check the box if the number reported is a change from what was 14c
previously reported (see instructions for required attachment)...........cooeiiiiiiiiiiee e e e

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year 15a

b The corresponding number for the second preceding plan year 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against sUCh Withdrawn emMIPIOYErS ... .o s

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attachment

| Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such
participants and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding
supplemental information to be included as an attachment

19 If the total number of participants is 1,000 or more, complete lines (a) and (b):
a  Enter the percentage of plan assets held as:
Public Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets: %
High-Yield Debt: % Real Assets: % Cash or Cash Equivalents: % Other: %
b Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
D 0-5 years D 5-10 years D 10-15 years D 15 years or more

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? [[ Yes D No
b Ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:
Yes.

[

D No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. Other. Provide explanation.

[ Part VIl | IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules? [ | Yes [X No

21b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

B Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

[] NA

22 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020
(MM/DD/YYYY) and the Opinion Letter serial number_Q703259A .




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

1210-0089
This form Is required to be filed for employee benefit plans under secticns 104
and 4065 of the Employee Retirement Income Security Act of 1974 {ERISA) and

D {
.?.‘.’:‘.T.’;’fé‘é\‘,’e,',’figé‘iﬁ’;’ seclions B057(b) and 6058{a) of the Imemal Revenue Gode (the Code}, 202 4
Emﬂlgl’::"éi:ms'-;gﬁam b Comptete all enttles In accordaince with
i ,.:\dminisllation Y the Instructlons to the Form 5800,
Pension Benefil Guaranly Corporation This Form Is Open to Public
Ingpection
[ Part | 1AnnualReponldenﬁﬁcaﬁon[nﬂnnmﬁon
For calendar plan year 2024 of fiscal plan year beginning 0 1/01/2024 and ending 12/31/2024
A This relurnireport is for: D & multiemployer plan [] a mulliple-smployer pl.an {Fitars checking this box musl provide participating
employer information in accordance with the form instructions.}
E] a single-employer plan D a DFE {speclfy} __
B This returnireport Js: l] the first returnireport D the fnal refurniteport
D an amended returnfreport D a shoft plan year reiurnfreport (less than 12 months)
C | the plan Is & collectively-bargainad plan, P e 1 = 1= T R R » D
D Check box if filing under: Form 5558 D automatic oxlension D the DFVC program

D special extension (enter descriplion)

£ if this Is a refroactively adopted plan permilted by SECURE Actsection 201, checkhere. ... . ... ) D

r Partil l Basic Plan Information—enter ali requested information

~1a Name of plan
TR PC RO P TN S e o

1b Three.digit plan

1¢ Effactive date of plan

number (PN) » | 001

01/01/2014
2a Plan sponsor's name (employer, if for a single-employer plan} 2b Employer identification
Mailing address (include room, apt., sulte no. and strest, or P.O. Box) Number {EIN)
Gily of town, stata or province, country, and ZIE or foreign postal code (if foreign, see instructions) 30-0047069
IDAHO CENTER FOR REPRODUCTIVE MEDICINE, PC 2¢ Plan Sponsor's telaphone
number

208-342-5900

1000 E PARK BLVD 2d ?u?&iﬁzfe@ee
ns m

SUTTE 110 91111
BOISE 1D 83712 -

Caution: A penalty for the late or incompleta fiting of this returnireport will be assessed unless reasonable cause is established,

Under penaliles of parjury and other penalties sel forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electranic version of lhis relurniraport, and to the best of my knowladge and belief, it is lrue, comect, and complele.

SiaN s V0/I5]25 Vevin . Maa s
HERE = - f 7
Slgnature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Slgnature of employer/pian sponsor Dale Enter name of individual signing as smployer o plan spensor
SIGN
HERE
Signaturse of OFE Dala Enfer name of individual signing as DFE
For Paparwork Reduction Act Notice, sae tha Instructlons for Form 5500, Form 5500 {2024}

v, 240311
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3a Plan administrator's name and address B| Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
4 Ifthe name andfor EIN of the plan sponser or the plan name has changed since the last returnireport filed for this plan, 4b EIN
enter the plan spensor’s name, EIN, the plan name and the plan number from the last returnfreport:
a Sponsor's name 4d PN
C Plan Name
5 Total number of participants at the beginning of the plan year 5 | 41
6  Number of participants as of the end of the plan year unless otherwise stated {welfare plans complate oniy lines 6a(1),
6a(2), 8b, 6c, and 6d).
a(1) Total number of active participants at the beginning of Ihe Plan YEAr ..o e Ba(1) a5
a{2) Total numbsr of active participants at the end of the DIAN YBAF ... e sens e sesn s e sracseens 6a(2) 30
b Retired or separated participants receiving BENEfitS ... 6b 0
c Other retired or separated participants anditled to future BENERItS ... e 6¢c 9
d Subtotal. Add lines 6a(2), BB, AN BC. ... s e sare e e st a e et se et eae s sanreteae e erans 6d 39
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... ceiceenveneenns e 0
f Total, A lINOS B AN BE. ...t ceeeer et e s sy v ey rers e s e raarL SR Ia SR b e b b bea s be st e e bt 6f 39
(1) Number of paricipants with account balances as of the beginning of the plan year {only defined confributicn plans 6g(1)
g} complete this item) 9 41
2 Number of participants with account balances as of the end of the plan year {only defined contribution plans
GIUEE COMPIHE TS TOM) vr-eeereeresrrrsssesesses s s et e om0 oo 6g(2) 39
h Number of participants who terminated employment during the plan year with accrued benefits that were
[855 HEN 1O0% VESEBA ..vu. et iiiessieisietiomssresssenssesssssemassssresse st ot eesseseseeseeemmes senes s sremseeseescpemeengns e cegt e cattsicrgeegecesesnsnes 6h 1
7 Enter the total number of employers obligated to contribute to the plan (only multismployaer plans complete this itemy........ 7

8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Cedes in the instructions:
2 2E 2G 23 28 2T 3D

b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Cedes in the instructions:

9a Plan funding arrengement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(n Insurance {1n E Insurance
(2} Code section 412(a)(3) insurance contracis (2) I Code section 412{e)(3) insurance contracis
{3) Trust {3) Trust
(4} Generat assets of the sponsor {4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number altached. (See instructions)
a Pension Schedules b General Schedules
) R (Retirement Plan Information) 0 [] H {Financial Information)
2 1 (Fi i ion — Small Pl
{2} D MB {Multiemployer Defined Benefit Plan and Certain Money @ (Financial Information — Small Flan)
Purchase Plan Actuarial Informaticn) - signed by the plan (3) @ A (Insurance Information) - Number Attached __ 1
actuary (4} D C (Service Provider Information}
(3) D sB (Sln.gIe-Em'poner Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)
Informaftion) - signed by the plan actuary
{4) D DCG (Individuatl Plan Information} — Number Attached {6) |:| G (Financial Transaction Schedules)
(5) |:| MEF (Multiple-Employer Retirement Plan Information)
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| Partlli_ | Form M-1 Compliance Information {to be compieted by welfare benefif plans)

114 If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? {See instructions and 29 CFR
2520.101-2.) covvvceeeremmeenersssseneeeeeonienns || Yo [] No

IF"Yes" is checked, complete lines 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 fifing requiremenis? {See instructions and 29 CFR 2520.101-2.) ..o |:| Yes |:] No

11¢ Enter the Receipt Confirmation Gode for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was requirad to be filed under the Farm M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Ferm 5800 filing to rejection as incomplete,)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Oepartment of the Treasury
Intarnal Revenus Service

Depariment of Labor
Employee Benefits Security Adminisiration

Pension Benafit Guaranty Corporation

Insurance Information

This schedule is required fo be filed under secticn 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a){2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
ICRM, PC 401(k) PLAN plan number (PN) > 001

C Plan sponsot's name as shown on line 2a of Form 5500

IDAHO CENTER FOR REPRODUCTIVE MEDICTNE,

PC

30-0047069

D Employer Identification Number {EIN)

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

EMPOWER ANNUITY INSURANCE

CCOMPANY OF AMERICA

Appraximate number of Policy or contract year
¢) NAIC {d} Contract or {e)
{b) EIN t . e persons covered at end of
code identificaticn number policy or contract year {f} From (g} To
84-0467907 68322 370210-01 6 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the fotal fees and total commisstons paid. List in line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commissions paid

{b) Total amount of fees paid

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(2) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b} Amount of sales and base
commissions paid

{e) Amaount

(d) Purpose

(e} Organization code

{a} Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b} Amount of sales and base
commissions paid

(¢} Amount

{d) Purpose

() Organization code

For Paperwork Reduction Act Notice, see the Insfructions for Form 5500.

Schedule A (Form 5500) 2024
v. 240311
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{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (¢} Amount {d) Purpose code

(a) Name and address of the agent, braker, or other person o whom commissions or fees were paid

Fees and other commissions paid (&)
{b} Amount of sales and base Organization
commissions paid {c) Amount (d} Purpose code

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid {e)
{b) Amount of sales and base Organization
commissions paid {c} Amount (d) Purpose cade

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e}
(b) Amount of sales and base Organization
commissions paid {c} Amaunt {d) Purpose code

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid . (e)
{b} Amount of sales and base QOrganization
commissions paid (c) Amount (d} Purpose code
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Part I | Investment and Annuity Contract Information
Where individual coniracts are provided, the antire group of such individual cantracts with each carrier may be treated as a unit for purposes of
this report.
4 Current value of plan’s interest under this confract in the general 8CCOUNE AL YEAI 8N ......oeovvevveeeeereeverreeseseesssrsen 4 42,063
5 Current value of plan's interest under this contract in Separate ACCOUNTS &t YT BN ......coovv.cvrveeorrrsesessseseesaseessens 5
6 Contracts With Allocated Funds:
a  State the basls of premium rates P
B Premiums Paid 10 CAITIEN ... st ss s st sstsesssssesse s oessess e sremseseseeseeseeseeetseses ere e sse s enessesessses s s snmmeeses 6b
€  Premiums due but unpaid at the @nd OF B YBA......i..ceii et ceecesee et tems et seesss s st sesse et en e esseensenenrneen 6c
d  Ifthe carier, service, or other organization incurred any specific costs in connection with the acquisition or 8d
retention of the contract or policy, NTer AMOUNL. ........c..ce et e eemens et
Specify nature of costs P
e Type of contract: (1) |:| individual policies (2} D group deferred annuity
3) [] other (specity) P
f  If contract purchased, in whale or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds {Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1 D deposit administration (2} D immediate pariicipation guarantee
(3) D guaranteed investment {4) other PGROUP ANNUITY CONTRACT
D Balance at the end OF the PrEVIOUS YBET.........oocooevimooveeeieeeveoseeessssosresseeseeseessesessessessemseemereemssessosseessesessssssses o i 7b 15,551
€ Additions: (1) Contributions deposited during the YEar ......c...ee.veeeeeerieernens 7c(1) 6,240
{2} DIVIENAS ANG CrEUIS .vvuverussraenscrsrrrsverisesmeseeeesssseess sesssssessssssessseesssassrss 7c(2) 0
{3) Interest credited dUNNG the YEAT .....ceeeeeeeeeeee e 7c(3) 380
(4) Transferrad from separate account...... 7c{4) 22,841
(5) Other {SPECIFY BRIOW) ..v.vurvereceeecemeceeeereer oo eesesssesnenssessess s bieeeeses 7c(5) 2,684
PFORFEITURES
(B)TOHAN AUAIIONS 1..vuev1evs erers e et seibsa bbbt eem s e cesasseeen eeessese s eesemesssseneaseseeseseesaesasastaesn anearsseesseeas eeearaseens 7¢(6) 32,145
¢ Total of balance and additions (add INES Th aNA TCLB)). ....uuerereesnsisisrssssssssssssssssseseesseeeseesesesossseeeereseresesesoessesees | 7d 18,696
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 77
{2} Administration charge made by carrier . 7e(2) 56
{3) Transfarrad 10 SEPArale ACCOUNE.............eve.eeeerseassreessesssssmsesesesteseessemseen 7e(3) 6,500
{4) Oher (SDEGIFY DRIOW) .uv.vvrreceeoceeeeeee oo ens s se st srssns e 7e{4) 0
b
(5) TOA! QBAUGBHIONS. ... vvrvereecretretetiessoeescestcees s ersrsererssesssss st es sonass s b e e eeesee e s seeesmet cenesensee et reseeseeeseanerens 7e(5) 6,633
f Balance at the end of the current year (sublract line 7e{5) fTOM NG TH) ... oeesecssseessseenmaesesseensssessens | 7f 42,063
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Part lll | Welfare Benefif Contract Information

If more than one contract covers the same group of employees of the same employer{s} or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as & unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be tfreated as a unit for purposes of this report.

8 Benefit and contract type {check all applicable boxes)

a D Health {other than dental or vision} b |:| Dental c D Vision d |:| Life insurance
e D Temporary disability (accident and sickness) f |:| Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i [I Stop loss (large deductible) | I:] HMO contract k D PPQ contract | D Indemnity contract
m I:l Other (specify) P
9 Experience-rated contracts:
& Premiums: (1) Amount received ..o F TSR 9a(1)
(2) Increase {decrease) in amount due but UNpaid............ocoevrvrrieiiinnnns 9a(2)
(3} Increase (decrease) in unearned Premium rESEIVE ..o veereeeseeenas 9a(3)
(4) EAMEU ({1) + (2} - (3]).srvvemernensssssessssssssssssssmsssss st sssss sttt s ssssemssss st sssssissss s | 9a(4)
b Benefit charges (1) Claims Pait........vvreesmssessenissesesissssissssere s 9b(1)
(2) Ingrease (decrease} in Claim reSEIVES ... 9b{2)
(3) Incurred claims (Add {1} BN {2)).ccer oo s ——a 9b(3)
(4) ClAIMS CRAFGED ....o.eceeeeeeeie et ceeer s ee e s e s ss e b st s s e et a b st s b s et s st eanase st o s s s sbane st ass st ssnsans st se st rnron 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) CommISSIons ............ R g st e s 9e(1)(A)
(B) Administrative service or other fees ..., 9c{1){B})
(C) Other spacific acqUISIIEN GOSES ... 9¢{1}{C)
(D) ONET BXPONSBS ovceueererereceeas e recreena s iese s s s rreses s en 9¢{1)(D)
{EY TAXES covtitttireeemeeeeeebeeesereeee e eeeeese e seeseeesee e ereaesasseeessetaneeeesene 9c(1)(E)
{F) Charges for risks or other contingencies ........c.ccceeeeniceceennes 9c{1)(F)
{G) Other retention charges.... 9c(1}{G)
LRI e= T =1 =11 P 9c{1}{H)
(2) Dividends or retroactive rate refunds. (These amounis were I:I paid in cash, or |:| credited.}.......coovnnn, 9c{2}
d Status of policyholder reserves at end of year: (1) Amount held fo provide benefits after retirement ... 8d(1)
(2) CIAIME PESBIVES .ueirseeee s easseemmceceese e vre s e rrt s ey sarris e irb e e e b AR e e bR seE e d e abs et e e R naR R s 9d(2)
(B) DN TOSEIVES . .veeereeereereiees i teteeteseese s aesesemesensssesseassses e ease st e eemsameasmeseeee et e epramateaseeeessemeaseaseesesetrasnns saesinnnn 9d(3}
€ Dividends or retroactive rafe refunds due. (Do not include amount entered in line 9¢{2).) ..oviinniniseninenns 9e
10 Nonexperience-rated contracts:
a Tofal premiums or subscription charges paid {0 Carmier ... e e s st st 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ...cvvccevvveeer e 10b
Specify naiure of costs.
| PartIv | Provision of Information
11 bid the insurance company fail to provide any information necessary to complete Schedule A7 ............. D Yes @ No

12 ifthe answer to line 11 is “Yes,” specify the information not provided. P




. ' . OMB No. 1210-0
SCHEDULE | Financial information—Small Plan MB No. 1210-0110
(Form 5500}
Department of the Treasury This schadule is requirgd to be filed under section 104 of the Employee 2024
Inlermal Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 8058(a) of the -
Departmentof abor Internal Revenue Code (the Code). This FO"TI;F;, gcﬁ?:nto Public
Employae Banefits Securily Administration b Filo as an attachment to Form 5500,
Penslen Banefit Guaranty Corporaticn
Far calendar plan year 2024 or fiscal plan year beginning 0L/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
ICRM, PC 401{k) PLAN plan number (PN) » 001

C Plan sponsor's name as shown on line 2a of Form 5500

IDAHO CENTER FOR REFPRODUCTIVE MEDICINE, PC

D Employer ldentification Number (EIN)

30-0047069

Complete Schedule [ if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule 1 if you are filing as a
small plan under the 80-120 participant rute {ses instructions). Complete Schedule H if reporting as a large plan or DFE.

f Part | meaIl Plan Financial Information

Report below the current value of assats and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do net enter the value of the poertion of an insurance contract that guarantees during this plan year to pay a specific dollar

benefit at a future date. Include all income and expenses of the plan including any trust(s} or separately maintained fund(s) and any payments/receipts toffrom
insurance cartiers. Round off amounts to the nearest dollar.

1  Plan Assets and Liabllities: {a} Beginning of Year (b} End of Year
@ Total plan GSSEIS ...t e e 1a 5,455,182 5,761,427
b Total plan BabiltiEs ... e s e e 1b
C Net plan assets (subfractiine 1b from Iine 18} ccceevcovvvenvrccvnnnnns 1c 5,455,182 5,761,427
2  Income, Expenses, and Transfers for this Plan Year: {a) Amount {b) Total
a Contributions received or recaivable:
(1) EMPIOYETS ..rvrrrreeesivervtrsasssresssssesssseninissssssssssss srsssssessensassan 2af1) 107,138
(2} PartiCIPaNTS ........ovevevveeeeeeseeeeeeeteeeseeemsses st eesseees e e emeeeoes 2a(2) 227,244
(3) Others (including rolloVers) .....ucmeivrvresreesreesiensienssneeneserenss 2a(3} )
b Noncash contifbutions 2b
Lo (T 1 oty T T 2¢ 769,881
d Total income {add lines 2a(1), 2a(2), 2a{3), 2b, and 2¢) ............... 2d 1,104,263
e Benefits paid (including direct rolloVers) ........oveeereeeeirecereseerncreniene 2e 781,023
f  Corrective distributions (see INStructions)............oocoovvvoovrrerronn, 2f
g Certain deemed distributions of participant loans
(s2e INSIrUCtiONS) s e 2y
h  Administrative service providers {salaries, fees, and
COMMIsSsions)..... 2h 16,995
i Other expenses 2§
j Total expenses {(add lines 2e, 2f, 2g, 21, aNd 2} uevveseesnmsssssinns 2§ 798,018
k  Net income {loss) (subtract line 2j from line 2d) ........c.................. 2k 306,245
| Transfers to {from} the plan (see inStructions) .............o.ooceeervccene. 20

3 Specific Assets: If the plan heid assets at any fime during the plan year in any of the following categories, check “Yes” and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan's interest in a commingled trust containing the assets of more than one planon a

line-by-line basis unless the trust meets one of the specific exceptions described in the instructions,

Yes No Amount

2 Partnershipfoint venture INterests ... ——————— 3a X

B) EMPIOYET r8EI PrODEILY ovvvveerirssieesessesssasstesmesssssssssss st ssssssss s v tas bt emeemseessseesesesssenne 3b X

€ Real estate (cther than employer real property) 3¢ b4

O EMPIOYET BECUMIES ouvvvecresiverrestvessressrsss st ses e ssnsssass s simsbe b ssss st secesees e eseeeeseeseeneeerenes 3d X

€ Participant [08nS...........coeeniinnenis e s sersmsr e ssens 3e X 37,674
f Loans {other than to participants) 3f

g Tangible personal Proparty ... s s ermnes e sss et s et aa 3g X

For Paperwork Reduction Act Nofice, see the Instructions for Form 5500.

Schedule | {Form 5500} 2024
v. 240311



Schedule | {Form 5500) 2024 Page 2~ |

[ Part Il ICompIiance Questions

4 During the plan year: Yes No Amount
& Was there a failure to transmit to the plan any participant contributions within the fime period
described in 29 CFR 2510.3-102% Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.) ......... da X
b Were any loans hy the plan or fixed income obligations due the plan in defauit as of the
close of plan year or classified during the year as uncellectible? Disregard participant loans
secured by the participant’s acCount BAIANGCE. ...cvcer st ere s 4b X
C Wera any leases to which the plan was a party in default or classified during the year as
UNCBHEEHDIET ..vrevrreerns s cesseesseseesesesssees s seassenas s e s sers s e e e r s e e s e emsne e s dc X
d Were there any nonexempt transactions with any party-in-interest? (Do not include
transactions reported oN lINE 4a.) ... e 4d X
Was the plan covered by a fidelity bond? ... 4e X 500,000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was
caused by fraud of BISHONGSIYT w.uieciveecvceeeeees et et ees e eeens s s ssr st s s enrns 4f X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser? .........cccoceveeeeeeiveeeeee e, g X
h Did the plan receive any noncash centributions whose value was neither readily
deferminable on an established market nor set by an independent third paity appraiser? ...... 4h X
i Did the plan at any time hold 20% or more of its assets in any single security, debt,
mortgage, parcel of real estate, or partnership/joint venture interest?..........cconvicvinniciniinnens 4 X
j Were all the plan assets either distributed to participants or beneficiaries, iransferred to
another plan, or brought under the control of the PBGCT ...cccevcviciininin i e 4) X
K Are you claiming a waiver of the anrual examination and report of an independent qualifiad
public accountant {IQPA) under 29 CFR 2520.104-467 If “No,” attach an IQPA’s report or
2520.104-50 statement. (See instructions on waiver eligibility and conditions.) ... 4k X
| Has the plan failed to provide any benefit when due under the plan? ... eeervrerrsessrnes 4] X
m If this is an individual account plan, was there a blackout period? (See instructions and 28
OFR 252010310 1. ceeeereeesircereeesees e remasseessessassessvansas s enms o eoesr erssssse s esssressesssss s ssasmss et 4m X
1 If 4m was answered "Yes,” check the "Yes” box if you either provided the required notice or
one of the exceptions to providing the nolice applied under 29 CFR 2520.101-3....cccocvvvnnen. 4n
5a Has & resclution fo terminate the plan been adopted during the plan year or any prior plan year?........ |:| Yes BI No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year

5b If, during this plan year, any assets or llabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or llabllities were

transferred. (See instructions.)

5h(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

5¢ Was the plan a defined benefit plan coverad under the PBGG insurance program at any time during this plan year? (See ERISA section 4021 and
INSIUGHIONS.) L orieas i sttt e et et e e eemeemnans s e e s e s ae e ce et e s e seameas s D Yes D No |:| ot determined
If "Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year .




SCHEDULE R Retirement Plan Information OMB No. 1210-0110
(Form 5500) 2024
Depatment of the Fraasury This schedule is required to be filed under sections 104 and 4065 of the
Irtemnal Revenue Service Employee Retirement Income Security Act of 1974 {ERISA) and section
8058(a) of the Internal Revenue Code (the Code).
Department of Lab . . -
Employee Benefis Security Adminisiration This Form is Open to Public
P File as an attachment to Form 5500, Inspection.
Penslan Beneiit Guaranty Corporation
For calendar pfan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
ICRM, PC 401(k) PLAN plan number
{(PN) 4 001

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

IDAHO CENTER FOR REPRODUCTIVE MEDICINE, PC 30-0047063
Part! | Distributions
All references to distributions relats only to payments of benefits during the plan year,
1  Total value of distributions paid in property ather than in cash or the forms of property specified in the 1
ISETUGHIONS ... o eeet et e e e vt vt vt v e e er e e e as e s e i e e e e rae e e e Earbs ks stk th ek aa ek ek aa a e e e pateaen 0

2 Enfter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year {if more than two, enter EINs of the
fwo payors who paid the greatest dollar amounts of benefits):

EIN{s): 84-1455663

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3

Part il Funding Information (If the pian is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)

4 Is the plan administrator making an slection under Code section 412(d)(2) ar ERISA saction 302{d)2)7 ..mv.eerrerremmereen D Yes D Na D NIA

If the plan is a defined benefit plan, go to line 8.

5 If a waiver of the minimum funding standard for a prior year is being amortized in this

plan year, see inslructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.
6 a Enterthe minimum required contribution for this plan year {include any prior year accumulated funding 6a
deficiency not waived) .....................................................................................................................................
b  Enter the amount contributed by the employer ta the plan for this Plan year ... 6b
C  Subtract the amount in line 6b from the amount in line 6a. Epter the resuit
6c

{enter a minus sign to the leit of a negative amount) ..o e
If you completed line 6c, skip lines 8 and 9.

D Yes |:| No D N/A

Will the minimum funding amount reported on line 6¢ be met by the funding deadliNe? ........cc.eeeeeeeveseecieeeeeennns

-]

If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
AdMINISIrALOr AOrEe WIth the CRANGET ... eeeeeeeeeeeeeeeeeevrvse et veeseesessenssses e esee s esse e st semeenseeerensenerens D Yes D Ho [] N/A

| Partlll [Amendments

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan

Do 1 0, sk h "No” bt e e [] Inoroase  [[Docroass ] Both [] o
| PartlV | ESOPS (see insiructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.
10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.............. |:| Yes D No
11 @  Does the ESOP holt 8Ny PRfeiTet SI0CKT ..ooveirivierieeeecertesiesiaeeeereserereeeeessseesesssesssenseessesseesssosassesessesessessesossesesessresscomeenessesssros D Yes D No
b I the_ESOP has an eutslaft]ding exempt loan with the employer as lender, is such loan part of a "back-to-back” loan? I:I Yes D No
{See instructions for definition of "BaCk-AD-DACK" IOAN.)-.c.ci i e r e e ran e

12  Does the ESOP hold any stock that is not readily tradable on an established SecUMles Market? .............cocemeeereveeeversseeesesereessensenee D Yes I:I No

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2024
v. 240311




Schedule R {Form 5500) 2024 Page 2 -

| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13  Enter the following information for each employer that (1) contributed more than 5% of total contributions fo the plan during the plan year or (2) was one of

the top-ten highest contributors {measured in dollars}. See instructions. Complete as many entries as needed to report all applicable emplayers.

@& Name of contributing employer

b ENN € Doilar amount contributed by employer

d Date collective bargaining agreement expires {If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required affachment. Otherwiss, enfer the applicable date.) Month Day Year

e  Contribulion rate informalion (If more than one rafe applies, check this box D and see insfructions regarding required aftachment. Otherwise,

complete lines 13e(1) and 13e(2}.)
(1) Coniribution rate {in dollars and cents)

(2) Base unit measure:[l Hourly D Weekly |:| Unit of production D Cther (specify):

a Name of contributing employer

EIN ¢ Dollar amount contributed by employer

o

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see insfructions regarding required attachment. Otherwise, entor the applicable dale.) Manth Day Year

€  Contribution rate information (Iif more than one rate applies, check this box |:| and see Instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
{1) Contibution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly I:I Unit of preduction D Other (specify):

a Name of contributing employer

b EN C  Dellar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than one coillective bargaining agreement, check box D
and see instructions ragarding required aftachment, Otherwise, enfer the applicable date.) Month Day Year

€  Coniribution rate information (If more than one rate appfies, check this box D and see instructions regarding required attachment. Otherwiss,

compiate jines 13g(1) and 13e(2).)
(1) Contribution rate (in dolflars and cents)

(2) Base unilmeasufe:l] Hourly D Weekly D Unit of production |:| Other {specify):

2 Name of confributing employer

EiN ¢ Dollar amount contributed by employer

[~

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check boxl:l
and sge instructions regarding required affachment. Otherwise, entsr the applicable date.) Month Day Year

e  Conkibution rate information (If more than one rale applies, check this box D and see insfructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2}.)
(1)  Coniribution rate {in dollars and cents)

(2) Base unit measure:D Hourly |_| Weekly D Unit of production D Other (specify):

a Name of contributing employer

EIN € Dollar amount contributed by employer

o

d  Date collective bargaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachmeni. Otherwise, enfer ihe applicable date.) Month Day Year

€  Contribution rate information {If more than one rate applies, check fhis box D and see instructions regarding required attachment, Otherwise,

complete lines 13e(1) and 13e(2).)
(1}  Contributien rate {(in dollars and cents)

{2) Base unit measure:D Hourly D Weekly I:I Unit of production |:| Other (specify):

a  Name of contributing employer

EIN C  Dollar amount contributed by employer

T

d  Date collective bargaining agreement expires (If employer contributes under more than one colfective bargaining agreement, check box D
and seeg instructions regarding required affachment. Otherwise, enter the applicable daie.} Month Day Year

e  Contribution rate information {if more than one rate applies, check this box D and see Instructions regarding required affachment. Otherwise,

cemplete lines 13e(1} and 13e(2).)
(1)  Cantribution rate (in dollars and cents)

(2) Base unit measure:l] Hourly |:| Woeekly |:| Unit of production |:| Other (specify):
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14 Enter the number of deferred vested and retired participants (inactive paricipants}, as of the beginning of the
plan year, whose contributing employer is no longar making confributions to the plan for;
a The current plan year. Check the box to indicate the counting method used to determine the number of
N L . - . _— 14a
inactive participants: last contributing employer alternative reasonable approximation (see
insfructions for required attachmMent) ... e s
b The plan year immediately preceding the current plan year. I:I Check the box if the number reportedis a 14b
change from what was previcusly reported {see instructions for required attachment) ...........crvvvrrvrrscciieecccni
€ Ths second precading plan year. D Check the box if the number reported is a change from what was 14c
previously reported (see instructions for required attachment).......occ e i rerre e
15  Enter the ratio of the number of participants under the plan on whose behaif no amplcyer had an obligation to make an
amployar contribution during the current plan year to:
a The corresponding number far the plan year immadiately precading the current plan year .......vvec e 15a
b The corresponding number for the second precading Plan YBAM ..........covviieerersissssssssmmemssessssassrasesiecssnees 15b
16 Information with respect to any employers who withdrew from the plan during the preceding plan year:
a Enter the number of employers who withdrew during the preceding plan vear ........ccecemvvniecccsinin s 16a
b Ifline 18ais greater than 9, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assassed against such withdrawn emMPIOYEIS ... s s censesnssntisassreessssssssmsesessssssessssssnas
17  If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding

supplemental information to be included as an altachiment..................oo e s

[ Partvi | Additional Information for Single-Employer and Multiempiloyer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of ilabilities to such
pariicipants and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding
supplemental information to be included as an affaChMENE. ... e e e e e e

19 It the total number of participants is 1,000 or more, complete lines {a} and (b):

a Enter the percentage of plan assets held as:
Public Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets: %
High-Yield Debt: % Real Assets: % Cash or Cash Equivalents: % Cther: %
b Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
|:| 0-5 years |:| 5-10 years D 10-15 years D 15 years or more
20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.

a Is the amount of unpaid minimum required contributions for all years from Schedule 88 {Form 5500) line 40 greater than zero? D Yes D Mo
b Ifline 20a is "Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) andfor 303(k)(4)? Cheack the applicable box:

Yes.
No. Reporting was waived under 28 CFR 4043.25(c){2) because contributions equal to or exceeding the unpaid minimum required contribution

were made by the 30th day after the due date.
D No. The 30-day period referenced in 28 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal fo or

exceeding the unpaid minimum required contribution by the 30th day after the due date.
No. Other. Provide explanation.

| Part VIl | IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under

the permissive aggregation rules? |:| Yes Mo

21b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for

22

employee deferrals and employer matehing contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).
Dasign-based safe harbor method
|:| "Prior year” ADP test
D “Current year" ADP fest

[] na

If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/30/2020
{MM/DDJYYYY) and the Opinicn Letter serial number @703259a







