Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

. 1210-0089
Department of the Trea;ury Beneflt Plan
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

» Complete all entries in accordance with the instructions to the Form 5500-SF.

| Partl | 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: @ a single-employer plan D a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box

must attach Schedule MEP. Other plans must attach a list of participating employer
information in accordance with the form instructions.)

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 Check box if filing under: D Form 5558 D automatic extension D DFVC program
B special extension (enter description) NATURAL DISASTER
D If the plan is a collectively-bargained plan, CheCk NEre ...............covoveveeecceieceeeeeeee et 4 D
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here ......................... » D
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
MICHAEL A. ATCHLEY, DDS 401(K) PROFIT SHARING PLAN (PN) » 002
1c Effective date of plan
01/01/1999
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.O. Box) 62-1767942
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
MICHAEL A. ATCHLEY, DDS ATCHLEY, DDS, PC € Sponsor's telephone number

615-364-8660

2d Business code (see instructions)

2001 W MARION AVE
PUNTA GORDA, FL 33950 621210

3a Plan administrator’'s name and address ]g 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 | 4b EIN
filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the

last return/report. 4d PN
a Sponsor's name
C Plan Name

5a Total number of participants at the beginning of the plan year..............cccccveveveveveceeeeeeeeeceeeee e 5a 1
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 1
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 1
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
ber ¢ 00 5¢(2) 1
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1)
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2)
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e

were eSS than 100% VESIEA .........ooiiiiiiiiiiiiieieeeeeeeeeeee e eeeeeeeeeeeeeees

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, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, 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. 10/31/2025 MICHAEL A. ATCHLEY, DDS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii e @ Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............cc.ccooiiiiiiie e @ Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No D Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 1403447 281802
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 1403447 281802

8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:

(1) EMPIOYETS ...t e e 8a(1)

(2) PartiCipantS..........cccceeeiuuueeiiee e 8a(2)

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b -19702
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c -19702
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 1096286
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 5657
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 1101943
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i -1121645
j Transfers to (from) the plan (see instructions) 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A 2E 2J 2F
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  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)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions

repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10¢ X
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance

carrier, insurance service, or other organization that provides some or all of the benefits under X

the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.101-3.) oo 10h X

If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i




Form 5500-SF (2024)

Page 3-| 1

Part VI Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes D No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40

|11a|

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D Yes.

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.

exceeding the unpaid minimum required contribution 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

No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
T S 7 PSSP D Yes B No

(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave

line 12 blank and complete line 11 above.

a 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 letter ruling

GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this PIAN YEAr ..............cccceiueueueeeeeeeeeeeeeeeceeeeeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? .............cc............

D Yes @ No

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

13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

C 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.)

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

14a 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 [] No

14b 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).

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

M NA

15 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_ Q702751A,
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Infwtial Rovenue Servica

This form Is requined 1 be filed undisr secins 104 and 4085 of the Employee Ratirerment

Owparsment: of Laor [neme Seourfty Act of 1874 [ERIGA). and sections B057(b) and S058(a) of he nterrial
Emproyes Sonafis Sacurlty Adiminssaton

Form 5500-SF Short Form Annual Return/Report of Small Employee{ OMB Noa.  1210.8110
i
!

2024

Ravinue Code (Ihe Code}

This Form Is Open to
Pamskos Senefi Gescanty Codoralion ¥ Complete all entries in accordance with the Instructions to the Form §500-S. Public Inspaction

[ 'Partl | Annual Report Identification Information
For caiendar plan year 2024 of fsgal plah yoas beginning AR RNTO TN _ﬂf"_{\gf;’{'_”g Bttt
’—ﬁl @ single-amplayer plan & mulliple-amoloyer pian (ol multetnploysr] (Pension Flan fiers checking ihie box
o | must aftach Scheduly MEP. Othe! plans rmust atfach 3 et of participating emplover
information in accordences with the form inatruetions )

A This retumirepart & o1

1 the Tust etumdrapon I the fnal relur/renan
B This etum/repart is g 3
an amended miumispornt [ | a short plan yeur relutn/report Uess than 12 monthe)

Cheok box ¥ filing under | _ Form 8568 I | automatc exension DFVE program

[X] soecial oxtensian (sntor description) NATURAL DISASTER

D 11 the plan is 3 coliectively dargained plan, check hare
E 1r this & a sstroactively sdopted plan peemited by SECURE Act gection 201, check hér
[ Partil | Basic Plan Information—enter all recuested nformation
12 Name of plan | 1 Fan o |
MICHAEL A. ATCHLEY, DDS 401 (K) PROFIT SHARING PLAN [ " | 002

1C Efucave caw ot otan
01/01/1599%

{
Plan 5pons0r’s name (employer, i for & single-employer plan) { 2D Erviope deratesen Minte
|

Maling address {include room, apt., suite no. and street, or P.O Box)
City or town, stsls or province, country, and ZIP or foreign posta! code (if foreign, ses instructions)

-176794
MICHREL A. ATCHLEY, DDS RESCER eI o

2C Spormors paegore nuTte
2001 W MARION AVE §15-364-3680

2d savess cooe es peyuctuns)

FUNTA GORDA FL 33950
621210

32 Pun=dminstraior’s name and acdress i Same as Plan Spongor 3b ravcsursers B0

3¢ Admniramet wiecnire oy

¥ the name snd/or EIN of the plan sponsor of the plan name has changed since the last relum/rapoct
Tied fof this plan, enter the péan sponsor's name, £IN, the plan name and the plan aumber from the
las! retumy/repon

Sponsors name

Plan NMama

a
e

Sa Tow number of paricipanis at the peginning of the plan year
b Total humber of participants at the end of the plan year
(1) Mumvee of paricipanms with account balances as of the beginning of the plan year (only defined
gontribution plans complete this item) | 4
ctzf"éumbm of paticipants with account balances as of the end of the plan year {only defined
contnbytion plans compiate this jtem)
A1) Tow sumber of active particiosnts at the beginning of the plan ywar
d(Z) Toisl number of active participants st the and of the plan yeur
€ Number of particpants wno terminated employment awnng the plan year with accrued benafits that
WES less than 100% vagies L Sasge =
Caution: 4 penaity forthe late or Incomplete filing of this retumireport will be assessed unless reasonable couse is established.

Undey pennises of serjury bod other penlties set tarth 11 e insdrugtions, | declire Mal | hve maimined this relomimoo . ncluids ¥, & appioabia, & Schecle
RB W Schaduie W5 Lomoiated and s by an simiiod Bchueey, v il 3 the aleclonic vamion of thes detumepor, s & e bast al my knowindge and
Sabal, Itis S, conpol, a0l compley Az aA .

SIGN ol 2o i2tedi Ta. DS 722 5 D) MICHABL A. ATCHLEY, DDS

HERE Signatucp of plan sdministragor / Dats Enter name of individual signing as plan administrator

SIGN 2l [l (Kol JNS VO 25275 | WICHABL . ATCHLEY, DDS

HERE Signature of employarfplan spenson (Xs1e Entar name of mdidual sioning as amployer or plan spoasor
For Papeework Reduction Act Notice, see the Inatructions for Foon G500-5F Form §500.8F (2024)
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MICHAEL A. ATCHLEY, DDS 62-1767942
Form 5500-SF (2024) Page 2
6a Were all of the plan's assets during the plan year invested in eligible assets? (See instructions,) Yes E] Nao
b Are you claiming a waiver of the annual examination and report of an independent qualified public aocountam (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions) X ves [ ] No

If you answered “No” to either line 62 or line Bb, the plan cannot use Form 5500-SF lnd must instead use Form 6500
C  Ifthe plan is a defined benefit plan, is t covered under the PBGC insurance program {see ERISA secion 4021)7 [[] Yes [ ] No [] Notdetermined
If *Yes" is checked, enter the My PAA confimation number from the PBGC premium filing for this plan year .{See instructions.)

[CPartlil]_ Financial Information
7__Plan Assets and Liabilities F_@_e_gm
a Total plan assets ........................... it o SRS Sy e sx e oy e s g ois e s =ss 7a

c Net plan assets (subtract line 7b from line 7a) ................... R Tc_ 1403447 281802

Income, Expenses. and Transfers for this Plan Year
a Contributions received or receivable from:

(1) EIDIONONE . oo o v nryone v ssao oo nia oo saaacass s mnonsims S m o Y S AL A AN TS O 3
£2) POTHCRENE: . . o o ot i da oy s e a s
(3) Others (includingrollovers) ..............ooi
Q OIS} IN00MB (088) .. vuvsvssvssons ineaiiauruaiasaayisrras sinspueviuin Rotaidsa s FA LA aR SR e a iy
C__ Total income (add lines 8a(1). Ba(ZL 8ag3), and Sb) .............................................
d  Benefits paid (including direct rollovers and insurance premiums
toprovidebenafits) ... 7
-] Certa!ndesmodand!oroorrecﬂvedismbumnsgseetnstmdm) O T O e T

f  Administrative service providers (salaries, fees, commissions) .
g _ Oftherexpenses ... P T T T T A T L R D

ning of Year|  (b) End of Year
1403447 281802

If the plan provides pension benefits, enter the applicable pansion feature codes from the List of Plan Characteristic Codes in the instructions:
23 2B 2J 2F

If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

Compliance Questions

10 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

comected. instructions and DOL’s V! uciary Correction Program) ................. ~....|10a X
b Were there any nonexempt transactions with any party-in-interast? (Do not include transactions

reported ON NG 108.) ... 10b X
C__Was the plan covered by afidefity bond? . ... ... . i, 10c X
d  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY FTAUG OF B S ONE Y P . o .4 e e ittt ettt ettt et et e et e ettt e e <t e e e e e e e et e ae s et na s 10d X

e Were any fees or commissions paid to any brokers, agents, or other persons by an insuranca
carmier, Insurance service, or other organization that provides some or all of the benefits under

the plan? (See nstructions.) .. .o o i iiliiliiiiiiiiiiiiaisiiiihieaiiiis, .. 110e X
f Has the plan failed to provide any benefit when due under the plan?. ... siirscovesvinia b A0T X
Did the plan have a i loans? (If "Yes." enter amount as of ABIEY | (s dsnanvasererseiases 10g
h  If this is an individual account plan, was there a biackout period? (See instructions and 29 CFR
P [ Y O R U 10h

I If 10h was answered “Yes," check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 20 CFR2520.101-3 ... ... . ... ooovoeiiieiieiee.e. 101
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MICHAEL A. ATCHLEY, DDS 62-1767942
Form 5500-SF (2024) Page 3- |

[BEREVI Pension Funding Compliance
11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes." see Instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12

IO S0 MAor1e 2 0 iy s oo s-ecart ot case ot e b N P A R S S T T 5 S I R SLEE R DYes DNO

PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box;

Yes.

B 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.

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

[:] No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISA? 1 [] ves X No

line 12 blank and complete line 11 above.
@ Ifawalver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

AUNG he walVen: :iwcooscomin Tonil - s Ry AT 7T T Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b__Enter the minimum required contribution for this planyear ... e rervrerratresrr AR, 12b
C__Enter the amount contributed by the employer to the plan for this plan year ’ asai120

d  Subtract the amount in line 12¢ from the amount in fine 12b. Enter the result (enter a minus sign to the left of a

nagalive AMOUM) wieuiiaaaaiaiiiaiiiiz. setiaasseavs D L P U senanpsssemsvESYS 12d

e Wil the minimum funding amount reported on line 12d be met by the funding deadline? [ ]ves [ [No| | A
Plan Terminations and Transfers of Assets
S0 RO PR Yes |X| No

13a__ Has a resolution to terminate the plan been adopted in any plan year? ...

a  |If*Yes," enter the amount of any plan assets that reverted to the employerthisyear ._...... . ......ocoooooi. ... 13a
b Waere all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the =
control of the PBGC? ... | [ ves No

C If, during this plan year, any assets or abilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)

13c({1) Name of plan(s): 13¢(2) EIN(s) 13¢(3) PN(s)

[PErVill| IRS Compliance Questions

14a 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? (X|Yes No
14b Ifthis 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).
Design-based safe harbor method
"Prior year" ADP test
"Current year” ADF test
X NA
15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of Opinion06/30/2020
Letter (MM/DD/YYYY) and the Opinion Letter serial number @702 7514




