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 a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

D a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
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
SMILE DOCTORS RETIREMENT PLAN

1b Three-digit plan
number (PN) » 001

1c Effective date of plan
01/01/2021

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) 47-3435755

SMILE DOCTORS LLC

5400 LBJ FREEWAY
STE 800
DALLAS, TX 75240

2C Plan Sponsor’s telephone
number
512-318-3324

2d Business code (see
instructions)
621210

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. 12/29/2025 LYNN COURVILLE
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 4023
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) 3508
a(2) Total number of active participants at the end of the plan year ... 63_(2) 3668
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 215
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 3883
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 3883
Number of participants with account balances as of the beginning of the plan year (only defined contribution plans
9(1) [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR 6g(1) 1378
@) 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) 1580
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 151
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:
2F 2G 2J 2K 2T 2U 3B 3D 3H
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 3) Trust
4 |_| General 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 attached. (See instructions)

Pension Schedules b General Schedules
(@) R (Retirement Plan Information) 1)

B H (Financial Information)

0

2 I (Fi ial Inf tion — Small Pl

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

3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) 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)

(5) MEP (Multiple-Employer Retirement Plan Information)
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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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁtrsnggczrityaAg:ninis\ra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
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
SMILE DOCTORS RETIREMENT PLAN plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions)
No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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



Schedule C (Form 5500) 2024 Page2-| 1

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Schedule C (Form 5500) 2024

Page3-[ 1 |

2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

AMERITAS LIFE INSURANCE CORP

47-0098400
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
12131415 | NONE 128928
17 37 38 49
50 64 65 99 Yes D No@ Yes D NoD Yes D NoD
() Enter name and EIN or address (see instructions)
CHARLES SCHWAB BANK
82-3967259
(b) (c) (d) (e) ) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
compensation? (sources | compensation, for which the | service provider excluding | formula instead of
an amount or

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

other than plan or plan
sponsor)

plan received the required
disclosures?

eligible indirect

compensation for which yol

answered “Yes” to elemen
(). If none, enter -0-.

u|estimated amount?

t

19 37 50
62

NONE

9054

Yes No D

Yes B No D

Yes No D

(a) Enter name and EIN or address (see instructions)

BAKER TILLY VIRCHOW KRAUSE, LLP

(h)

30-1413443
(b) (c)
Service Relationship to
Code(s) |employer, employee

(d)

organization, or
person known to be
a party-in-interest

Enter direct
compensation paid

by the plan. If none,

enter -0-.

(e)
Did service provider
receive indirect

sponsor)

(f)

(9)

Enter total indirect

Did the service

compensation? (sources
other than plan or plan

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

compensation received by
service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

provider give you a
formula instead of
an amount or
estimated amount?

10 50

NONE

7383

Yes D No

Yes D No D

Yes D No D
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2

(b) service Codes (c) Enter amount of indirect
(see instructions) compensation

CHARLES SCHWAB & CO., INC.

19 59 0

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

ALLSPRING GLOBAL INVESTMENTS

41-0449260

RANGE OF 0.00 - 0.02% OF AVERAGE DAILY BALANCE
OF ASSETS

(a) Enter service provider name as it appears on line 2

(b) service Codes (c) Enter amount of indirect
(see instructions) compensation

CHARLES SCHWAB & CO., INC.

1959 0

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

BLACKROCK RANGE OF 0.00 - 0.02% OF AVERAGE DAILY BALANCE
OF ASSETS
04-6171663
(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
CHARLES SCHWAB & CO., INC. 19 59 0

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

FIDELITY INVESTMENTS

06-1194217

RANGE OF 0.00 - 0.02% OF AVERAGE DAILY BALANCE
OF ASSETS
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

CHARLES SCHWAB & CO., INC.

19 59

0

(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility

for or the amount of the indirect compensation.

MFS RANGE OF 0.00 - 0.02% OF AVERAGE DAILY BALANCE
OF ASSETS

04-3253929

(a) Enter service provider name as it appears on line 2 (b) service Codes

(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility

for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes

(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility

for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

This schedule is required to be filed under section 104 of the Employee

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

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
SMILE DOCTORS RETIREMENT PLAN plan number (PN) [ 3 001

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

SMILE DOCTORS LLC

D Employer Identification Number (EIN)

47-3435755

Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)
(Complete as many entries as needed to report all interests in DFEs)
a Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM STABLE VALUE FUND
b Name of sponsor of entity listed in (a): PUTNAM FIDUCIARY TRUST COMPANY, LLC
d Entity € Dollar value of interest in MTIA, CCT, PSA, or

C EIN-PN 04-3159710-202 code € 103-12 IE at end of year (see instructions) 917910

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

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

Schedule D (Form 5500) 2024
v. 240311
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Page2-[ 1 |

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFEs, other than DCGs)
(Complete as many entries as needed to report all participating plans. DCGs must report each participating plan using Schedule DCG.)

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

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
Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

Pension Benefit Guaranty Corporation 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
SMILE DOCTORS RETIREMENT PLAN plan number (PN) » 001

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

SMILE DOCTORS LLC

D Employer Identification Number (EIN)
47-3435755

‘ Part | |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢c(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ...............covevevrreueeeeeeeeeeeeeeeee e 1a 9779 138283
b Receivables (less allowance for doubtful accounts):
(1) Employer CONtrBULIONS ............voveeceeeeeereeeeeeeeeeeeece et es e 1b(1)
(2) Participant CONLIDULONS.............vveeeeeeeeeeeeeeeeeeeeeeeseeee e eeeseseseea 1b(2)
(B) OtNBT oottt 1b(3)
C General investments:
1) Interest-bgaring cash (include money market accounts & certificates 1c(1)
(o) f0 [T oo 1= 1 ) SRR OORPPR
(2) U.S. Government securities 1¢(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEfEITEA ... 1c(3)(A)
(B) AlLOtNET ..o 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PreferTed .......c.veeoeeeeeeeeeeeeeeeeeeeeee e 1c(4)(A)
(B) COMMON ... 1c(4)(B)
(5) Partnership/joint venture interests .................ccoooioeoeeeeeeeeeeeeeeeeeeeen 1¢(5)
(6) Real estate (other than employer real property) ...........ccccococeveveeveveeennn. 1c(6)
(7) Loans (other than to participants)...............ccceeveeeeereeeeereeneesenseeeas 1¢(7)
(8) Participant 08NS ............cccooveiiireeeneneenn 1¢(8) 143628 290800
(9) Value of interest in common/collective trusts.... 1¢(9) 804923 917910
(10) Value of interest in pooled separate acCoUNtS ...............ccocoveeererseeeens. 1c(10)
(11) Value of interest in master trust investment accounts..............c........... 1c(11)
(12) Value of interest in 103-12 investment entities ..............cocoveurveveeennnene. 1c(12)
(13) \f/uarlllcj:)Of interest in registered investment companies (e.g., mutual 1c(13) 33914940 50167155
(14) Value of funds held in insurance company general account (unallocated re(14)
contracts)... .
(15) OtNET ...ttt 1c(15)

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

Schedule H (Form 5500) 2024
v. 240311
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) EMPIOYEr SECUMHES .......c.viveviveeieiieseeeeeeeceeee et es s 1d(1)
(2) Employer real property 1d(2)
€ Buildings and other property used in plan operation ..............ccccceeniiiennnee. 1e
f Total assets (add all amounts in lines 1a through 1€) ...........ccccccovrueuennnn... 1f 34873270 51514148
Liabilities
g Benefit claims payable ...........co.o.ovoiiiuiuiiiieeeeee s 19
h Operating payables .............ccceueuiviieeeeeeeceeccee e 1h
i Acquisition INEbtedNESS...........c.c.cveveveeececececeeeeee et 1i
J Other lIabilies.........o.ovouiioieieeiiieiceee e 1j 191 -2225
k Total liabilities (add all amounts in lines 1g through1j) ........ccccceuevevevereennnnes 1k 191 -2225
Net Assets
| Net assets (subtract line 1k from line 1f).........cccceveveviviveiicceee e ‘ 11 ‘ 34873079 51516373

Part Il [Income and Expense Statement

2 Planincome, expenses, and changes in net assets for the year. 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. MTIAs, CCTs, PSAs, and 103-12 IEs do not
complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (a) Amount (b) Total
a Contributions:

(1) Received or receivable in cash from: (A) Employers ............ccccceeuee.... 2a(1)(A) 1114638

(B)  PartiCiDAntS ........cecvevevereveeeeeeeccececeeeeeeee et es e 2a(1)(B) 9369614

(C) Others (including rOlOVENS)..........cueueueeereeeeeeeeeeeeeeeee e 2a(1)(C) 4301362
(2) Noncash CONtHBULIONS .........c.cueueveveeeeececceceeeeee e 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............. 2a(3) 14785614

b Earnings on investments:

(1) Interest:

(A) Inte_re_zst-bearing cas_h (including money market accounts and 2b(1)(A)

certificates of deposit)

(B) U.S. GOVErNMENt SECUIHES ..........eeveveeeeeeeeeeeeeeseeeees e 2b(1)(B)

(C) Corporate debt INSIrUMENLS ............coveeeeveeeeeereeeeee e 2b(1)(C)

(D) Loans (other than to participants) ..............cccoceeeereerseeerseresesnn. 2b(1)(D)

(E)  PartiCipant I0aNS ............ov.ouiveeeieeeeeeeeeeeeeeeeseeese e e 2b(1)(E) 15710

(F)  OBNEI oo 2b(1)(F)

(G) Total interest. Add lines 2b(1)(A) through (F).........c.covvvveereveennenn. 2b(1)(G) 15710
(2) Dividends: (A) Preferred SOCK..............cooveureeeeeeeeeeeeeeeeeeeseeeeneeennen 2b(2)(A)

(B)  COMMON SOCK ... 2b(2)(B)

(C) Registered investment company shares (e.g. mutual funds).......... 2b(2)(C) 1567390

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 1567390
(B) RENS ...ttt 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ................... 2b(4)(A)

(B) Aggregate carrying amount (S€e iNStructions)..............cocococeeeeuean. 2b(4)(B)

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter resullt............... 2b(4)(C) 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate ... ... | 2b(5)(A)

(B)  OHNEI .ot 2b(5)(B)

(C) Total unrealized appreciation of assets. 2b(5)(C) 0

Add ines 2b(5)(A) AN (B) ........vveereereeeerereeseeeeeeeeeseeeseeeeseeeeeeee
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Q 0

o

(6) Net investment gain (loss) from common/collective trusts.....................
(7) Net investment gain (loss) from pooled separate accounts....................
(8) Net investment gain (loss) from master trust investment accounts.........
(9) Net investment gain (loss) from 103-12 investment entities ...................

(10) Net investment gain (loss) from registered investment
companies (e.g., mutual funds) ...........cccocciiiiiiiinii

Other iNCOME ..o
Total income. Add all income amounts in column (b) and enter total
Expenses

Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers...........
(2) To insurance carriers for the provision of benefits ............cccccevciennn.
(B) ORI ... s
(4) Total benefit payments. Add lines 2e(1) through (3) ........ccooceveviniennnnne.
Corrective distributions (see instructions) .............cccccoviiiiiiiiiec,
Certain deemed distributions of participant loans (see instructions)...

INTErESt EXPENSE....oiiiiiiii it
Administrative expenses:

(1) Salaries and AllOWANCES ..........cccccuuiiiieeeiiiiiiie e

(2) Contract administrator fees
(3) Recordkeeping fees ...........
(4) 1QPA audit feeS.......cceiiiiiiiiiee e
(5) Investment advisory and investment management fees ..
(6) Bank or trust company trustee/custodial fees...............
(7) Actuarial fees
(8) Legal fees ......ccceevuerennne
(9) Valuation/appraisal fees..................
(10) Other trustee fees and expenses ...
(11) Other EXPENSES. .....eeiiiiiieeiiiieiiiie et
(12) Total administrative expenses. Add lines 2i(1) through (11)
Total expenses. Add all expense amounts in column (b) and enter total.....
Net Income and Reconciliation

Net income (loss). Subtract line 2j from line 2d

(a) Amount

(b) Total

2b(6)

2b(7)

2b(8)

2b(9)

2b(10)

4159594

2c

7027

2d

20535335

2e(1)

2482012

2e(2)

2e(3)

2e(4)

2f

29

2h

2482012

1264663

2i(1)

2i(2)

128929

2i(3)

2i(4)

7383

2i(5)

2i(6)

9054

2i(7)

2i(8)

2i(9)

2i(10)

2i(11)

2i(12)

145366

2j

3892041

Transfers of assets:
(1) TO thiS PIAN. .. e
(2) From this Plan ........c.oieiiiiie e

2k

16643294

21(1)

21(2)
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Partlll Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) [{ Unmodified (2) [ ] Qualified (3) [ ] Disclaimer @) [ ] Adverse

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(a)(3)(C) audit. Check both boxes (1) and (2) if the audit was
performed pursuant to both 29 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither.

(1){ DOL Regulation 2520.103-8 (2)[ | DOL Regulation 2520.103-12(d) (3) [ | neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: FORVIS MAZARS, LLP (2) EIN:  44-0160260

d The opinion of an independent qualified public accountant is not attached as part of Schedule H because:
(1) D This form is filed for a CCT, PSA, DCG or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

‘ Part IV ‘Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4l. DCGs do not complete lines 4e, 4f, 4k, 41, and 5, and DCGs generally
complete the rest of Part IV collectively for all plans in the DCG, except as otherwise provided (see instructions).

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 the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is

CRECKEA. ) e e e e ee e e e e e eee e e e e s e ee e e eesee e ab X
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ........cccccoiieiiiiiiennnnenn. 4c X

d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Ill if “Yes” is

CRECKEA. ) ...tttk ettt ettt bbbttt s s 4d X

Was this plan covered by a fidelity BONA? ..........coovoviviiieee e 4e X 2000000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

by fraud Or dISNONESTY? ... ettt ettt e e e et e e neee s 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?..........cccococeeiiiiiniii e, 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 have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format requIremMENtS.) ...........oooiiiiiiiiiii e 4i X

j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked and

see instructions for format requiremMents.) ............ccocooiiiiii 4j X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another

plan, or brought under the control of the PBGC? ...........ooiiiiiiiiiieiie et 4k X
| Has the plan failed to provide any benefit when due under the plan?............ccccoooiiiiiiiiiiin. 4] X
m [f this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520 10T-3. ) ettt ettt bt a et et h et b et et nhe e pe e nee e nee e am X
n 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. ........ccceeviieviniiniennnee. 4n

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes B No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
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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
L1 (0 Tex (1] T PPt D Yes [[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
SMILE DOCTORS RETIREMENT PLAN plan number
(PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SMILE DOCTORS LLC 47-3435755
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): 82-3967259

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 [ | 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).

D 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_Q702939A .




SCHEDULE MEP MULTIPLE-EMPLOYER RETIREMENT

OMB No. 1210-0110
(Form 5500) PLAN INFORMATION
Department of the Treasury This schedule is required to be filed under section 104 of the 2024
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and
Department of Labor :
Employee Benefits Security Administration Section 6058(a) of the Internal Revenue Code (the Code)

P File as an attachment to Form 5500. This Form is Open to Public

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
SMILE DOCTORS RETIREMENT PLAN Plan number (PN)...... » 001
C Plan administrator's name as shown on line 3a of Form 5500/Form 5500-SF D Administrator's EIN
SMILE DOCTORS LLC 47-3435755
| Part | ‘ Type of Multiple-Employer Pension Plan. All multiple-employer pension plans must complete.

1 Check the appropriate box to indicate type of multiple-employer pension plan. (Only defined contribution plans may check lines 1a, 1b,
and 1c. Defined benefit plans and defined contribution plans not checking lines 1a, 1b, or 1c should check line 1d. See Instructions).
a [X association retirement plan (See 29 CFR 2510.3-55) (Complete Part Il)

b [] professional employer organization plan (PEO Plan) (See 29 CFR 29 CFR 2510.3-55) (Complete Part Il)
¢ [] pooled employer plan (PEP) (See 29 CFR 2510.3-44) (Complete Parts Il and IlI)
d

[] other multiple-employer pension plan (Describe) (Complete Part Il)

Part Il Participating Employer Information.

2 All multiple-employer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500) must complete Part II, in
addition to Part |, in accordance with the instructions, to report the information for each employer participating in the multiple-employer pension plan.
Defined contribution plans must complete lines 2a-2d. All other multiple-employer pension plans complete lines 2a-2c only. Complete as

many entries as needed to list the required information for each participating employer that is not an individual person (see instructions).

2a Name of Participating Employer 2b EIN 2c Percentage of Total Contributions 2d Aggregate Account Balances Attributable
DANA E. FENDER. DMD PC for the Plan Year to Participating Employer
82-1286978 0.02 1598351
2a Name of Participating Employer 2b EIN 2c Percentage of Total Contributions 2d Aggregate Account Balances Attributable
DAVID L. JONES. DDS. PC for the Plan Year to Participating Employer
47-1758659 0.00 21445

CAUTION Do not individually list information for working owners (see instructions and 29 CFR 2510.3-55(d)(2)) or other individuals who are
participants or beneficiaries in the plan or arrangement that are no longer associated with a particular participating employer or participating
employer plan (see instructions). Providing identifying information for individuals may result in rejection of this filing. If there are any such
individuals in the plan, answer “Yes” to line 2e and provide the total information for all such individuals, without providing names or other identifying

information.

2e Does the plan include any individuals not participating through an employer or who are individual working 2e []Yes DNo
owners?

2f If you answer “Yes” in line 2e, enter a good faith estimate of the percentage of total contributions made by

g h 8 ) 2f

all such individuals that are not listed on line 2a during the plan year.

29 If you answer “Yes” in Line 2e, enter the aggregate account balances for all such individuals that are not 2
listed on line 2a. 9

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

v. 240311
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Part Il

Participating Employer Information (Continued).

Use this page for additional participating employer information.
2 All multiple-employer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500) must complete Part Il, in
addition to Part |, in accordance with the instructions, to report the information for each employer participating in the multiple-employer pension plan.
Defined contribution plans must complete lines 2a-2d. All other multiple-employer pension plans complete
lines 2a-2c only. Complete as many entries as needed to list the required information for each participating
employer that is not an individual person (see instructions).

2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
DR. DANA E. FENDER, DMD PC
58-2239279 0.05 3109047
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
EAST HARTFORD ORTHODONTICS LLC
45-3967784 0.00 29652
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
GOGGANS ASSOCIATES OF NORTH
CAROLINAP.C. 87-1159966 0.04 1752467
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
GOGGANS DENTAL ASSOCIATES OF
CONNECTICUT, P.C. 99-1440783 0.00 11664
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
GREGORY G. GOGGANS, DMD ARKANSAS,
PA 92-0292067 0.07 1158511
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
GREGORY GOGGANS, D.M.D., P.C.
82-5078849 0.00 36540
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
JEFFREY D. LOVELESS, D.D.S., P.A.
41-1426791 0.00 64415
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
MACK ORTHODONTICS, PLC
90-1040205 0.00 20
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
PALMETTO ORTHODONTICS & TMJ, PA
58-2344127 0.00 6981

CAUTION Do not individually list information for working owners (see instructions and 29 CFR 2510.3-55(d)(2)) or other individuals who are
participants or beneficiaries in the plan or arrangement that are no longer associated with a particular participating employer or participating
employer plan (see instructions). Providing identifying information for individuals may result in rejection of this filing. If there are any such
individuals in the plan, answer “Yes” to line 2e and provide the total information for all such individuals, without providing names or other identifying

information.




Schedule MEP (Form 5500)

Pagel-[ 2 |

Part Il

Participating Employer Information (Continued).

Use this page for additional participating employer information.
2 All multiple-employer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500) must complete Part Il, in
addition to Part |, in accordance with the instructions, to report the information for each employer participating in the multiple-employer pension plan.
Defined contribution plans must complete lines 2a-2d. All other multiple-employer pension plans complete
lines 2a-2c only. Complete as many entries as needed to list the required information for each participating
employer that is not an individual person (see instructions).

2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SCOTT LAW ORTHO CORP PC
27-0900161 0.04 2779232
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SCOTT V. LAW DMD LOUISIANA A
PROFESSIONAL DENTAL CORP 82-4540865 0.02 1246499
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SCOTT V. LAW, D.M.D. MISSOURI, LLC
82-2988756 0.00 170529
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SCOTT V. LAW, D.M.D. NEW JERSEY, PC
88-1160064 0.05 4165219
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SD ORTHODONTICS PA
84-4743601 0.02 1138826
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SIDDHI J. DOSHHI, LLC
81-1349382 0.01 226355
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF ALABAMA PC
47-5487806 0.00 301814
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF ARIZONA, P.C.
92-1521973 0.00 0
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF COLORADO PC
82-1737024 0.01 530992

CAUTION Do not individually list information for working owners (see instructions and 29 CFR 2510.3-55(d)(2)) or other individuals who are
participants or beneficiaries in the plan or arrangement that are no longer associated with a particular participating employer or participating
employer plan (see instructions). Providing identifying information for individuals may result in rejection of this filing. If there are any such
individuals in the plan, answer “Yes” to line 2e and provide the total information for all such individuals, without providing names or other identifying

information.




Schedule MEP (Form 5500)

Pagel-[ 3 |

Part Il

Participating Employer Information (Continued).

Use this page for additional participating employer information.
2 All multiple-employer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500) must complete Part Il, in
addition to Part |, in accordance with the instructions, to report the information for each employer participating in the multiple-employer pension plan.
Defined contribution plans must complete lines 2a-2d. All other multiple-employer pension plans complete
lines 2a-2c only. Complete as many entries as needed to list the required information for each participating
employer that is not an individual person (see instructions).

2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF INDIANA PC
81-4932092 0.00 353558
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF IOWA PC
84-2970097 0.00 157911
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF KENTUCKY PSC
83-1127524 0.00 1677307
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF MARYLAND, PC
87-1575977 0.01 933081
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF MICHIGAN PC
84-5063652 0.04 2190687
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF MINNESOTA PC
84-2981177 0.01 768823
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF NEW MEXICO, PC
86-3002530 0.00 4411
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF NORTH DAKOTA
93-4683015 0.00 20935
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF OHIO, INC
82-2915044 0.04 2572539

CAUTION Do not individually list information for working owners (see instructions and 29 CFR 2510.3-55(d)(2)) or other individuals who are
participants or beneficiaries in the plan or arrangement that are no longer associated with a particular participating employer or participating
employer plan (see instructions). Providing identifying information for individuals may result in rejection of this filing. If there are any such
individuals in the plan, answer “Yes” to line 2e and provide the total information for all such individuals, without providing names or other identifying

information.
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Part Il

Participating Employer Information (Continued).

Use this page for additional participating employer information.
2 All multiple-employer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500) must complete Part Il, in
addition to Part |, in accordance with the instructions, to report the information for each employer participating in the multiple-employer pension plan.
Defined contribution plans must complete lines 2a-2d. All other multiple-employer pension plans complete
lines 2a-2c only. Complete as many entries as needed to list the required information for each participating
employer that is not an individual person (see instructions).

2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF OKLAHOMA
85-4107178 0.00 257797
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF PENNSYLVANIA, P.C.
99-2947495 0.00 3034
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF SOUTH CAROLINA PC
82-3286411 0.01 612427
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF SOUTH DAKOTA, PLLC
99-0447092 0.00 24448
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF TENNESSEE PC
81-0884466 0.01 594094
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF UTAH PC
88-2040847 0.00 58499
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF WISCONSIN, PC
84-2199309 0.03 736859
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS OF WYOMING, PC
82-2994985 0.00 94851
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS ORTHODONTICS OF
VIRGINIA P 85-1169722 0.03 3223670

CAUTION Do not individually list information for working owners (see instructions and 29 CFR 2510.3-55(d)(2)) or other individuals who are
participants or beneficiaries in the plan or arrangement that are no longer associated with a particular participating employer or participating
employer plan (see instructions). Providing identifying information for individuals may result in rejection of this filing. If there are any such
individuals in the plan, answer “Yes” to line 2e and provide the total information for all such individuals, without providing names or other identifying

information.
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Part Il

Participating Employer Information (Continued).

Use this page for additional participating employer information.
2 All multiple-employer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500) must complete Part Il, in
addition to Part |, in accordance with the instructions, to report the information for each employer participating in the multiple-employer pension plan.
Defined contribution plans must complete lines 2a-2d. All other multiple-employer pension plans complete
lines 2a-2c only. Complete as many entries as needed to list the required information for each participating
employer that is not an individual person (see instructions).

2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SMILE DOCTORS, LLC
47-3435755 0.33 19392103
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances

Employer

Contributions for the Plan Year

Attributable to Participating Employer

CAUTION Do not individually list information for working owners (see instructions and 29 CFR 2510.3-55(d)(2)) or other individuals who are
participants or beneficiaries in the plan or arrangement that are no longer associated with a particular participating employer or participating
employer plan (see instructions). Providing identifying information for individuals may result in rejection of this filing. If there are any such
individuals in the plan, answer “Yes” to line 2e and provide the total information for all such individuals, without providing names or other identifying

information.




Schedule MEP (Form 5500) 2024 Page 2

Part Ill | Pooled Employer Plan Information

Line 3. All Pooled employer plans must answer all of the questions in Part Il, in addition to completing all of Parts | and II.

3a Is the pooled plan provider (identified as the plan sponsor and administrator in Part Il of the Form 5500) currently in
compliance with the Form PR (Pooled Plan Provider Registration Statement) requirements? (See instructions and [JYes []No

29 CFR 2510.3-44) ...ttt ettt et e oot e a e e e £t e oAbt e e e R b et e E e £ e e e bt e e e ea bt e e e b et e e e nb e e e aabe e e abaeeeann
3b Ifline 3ais “Yes”, enter the ACK ID for the most recent Form PR that was required to be filed under the Form

PR filing requirements. (Failure to enter a valid ACK ID will subject the Form 5500 filing to rejection as

incomplete.)

ACK ID
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Independent Auditor’s Report

Plan Administrator
Smile Doctors Retirement Plan
Dallas, Texas

Scope and Nature of the ERISA Section 103(a)(3)(c) Audit

We have performed audits of the financial statements of Smile Doctors Retirement Plan (Plan), an
employee benefit plan subject to the Employee Retirement Income Security Act of 1974 (ERISA), as
permitted by ERISA Section 103(a)(3)(C) (ERISA Section 103(a)(3)(C) audit). The financial statements
comprise the statements of net assets available for benefits as of December 31, 2024 and 2023, and the
related statements of changes in net assets available for benefits for the years then ended, and the related
notes to the financial statements.

Management, having determined it is permissible in the circumstances, has elected to have the audits of
the Plan’s financial statements performed in accordance with ERISA Section 103(a)(3)(C) pursuant to 29
CFR 2520.103-8 of the Department of Labor’s (DOL) Rules and Regulations for Reporting and Disclosure
under ERISA. As permitted by ERISA Section 103(a)(3)(C), our audits need not extend to any statements
or information related to assets held for investment of the Plan (investment information) by a bank or similar
institution or insurance carrier that is regulated, supervised, and subject to periodic examination by a state
or federal agency, provided that the statements or information regarding assets so held are prepared and
certified to by the bank or similar institution or insurance carrier in accordance with 29 CFR 2520.103-5 of
the DOL’s Rules and Regulations for Reporting and Disclosure under ERISA (qualified institution).

Management has obtained certifications from a qualified institution as of December 31, 2024 and 2023, and
for the years then ended, stating that the certified investment information, as described in Note 3 to the
financial statements, is complete and accurate.

Opinion

In our opinion, based on our audits and on the procedures performed as described in the Auditor's
Responsibilities for the Audit of the Financial Statements section:

e The amounts and disclosures in the accompanying financial statements, other than those agreed
to or derived from the certified investment information, are presented fairly, in all material respects,
in accordance with accounting principles generally accepted in the United States of America.

e The information in the accompanying financial statements related to assets held by and certified to
by a qualified institution agrees to, or is derived from, in all material respects, the information
prepared and certified by an institution that management determined meets the requirements of
ERISA Section 103(a)(3)(C).

Forvis Mazars, LLP is an independent member of Forvis Mazars Global Limited



Plan Administrator
Smile Doctors Retirement Plan

Basis for Opinion

We conducted our audits in accordance with auditing standards generally accepted in the United States
of America (GAAS). Our responsibilities under those standards are further described in the Auditor's
Responsibilities for the Audit of the Financial Statements section of our report. We are required to be
independent of the Plan and to meet our other ethical responsibilities, in accordance with the relevant
ethical requirements relating to our audits. We believe that the audit evidence we have obtained is sufficient
and appropriate to provide a basis for our ERISA Section 103(a)(3)(C) audit opinion.

Responsibilities of Management for the Financial Statements

Management is responsible for the preparation and fair presentation of the financial statements in
accordance with accounting principles generally accepted in the United States of America, and for the
design, implementation, and maintenance of internal control relevant to the preparation and fair
presentation of financial statements that are free from material misstatement, whether due to fraud or error.
Management’s election of the ERISA Section 103(a)(3)(C) audit does not affect management's
responsibility for the financial statements.

In preparing the financial statements, management is required to evaluate whether there are conditions or
events, considered in the aggregate, that raise substantial doubt about the Plan’s ability to continue as a
going concern for one year after the date the financial statements are available to be issued.

Management is also responsible for maintaining a current plan instrument, including all plan amendments,
administering the Plan, and determining that the Plan’s transactions that are presented and disclosed in
the financial statements are in conformity with the Plan’s provisions, including maintaining sufficient records
with respect to each of the participants, to determine the benefits due or which may become due to such
participants.

Auditor’s Responsibilities for the Audit of the Financial Statements

Except as described in the Scope and Nature of the ERISA Section 103(a)(3)(C) Audit section of our report,
our objectives are to obtain reasonable assurance about whether the financial statements as a whole are
free from material misstatement, whether due to fraud or error, and to issue an auditor’s report that includes
our opinion. Reasonable assurance is a high level of assurance but is not absolute assurance and therefore
is not a guarantee that an audit conducted in accordance with GAAS will always detect a material
misstatement when it exists. The risk of not detecting a material misstatement resulting from fraud is higher
than for one resulting from error, as fraud may involve collusion, forgery, intentional omissions,
misrepresentations, or the override of internal control. Misstatements are considered material if there is a
substantial likelihood that, individually or in the aggregate, they would influence the judgment made by a
reasonable user based on the financial statements.

In performing an audit in accordance with GAAS, we:

e Exercise professional judgment and maintain professional skepticism throughout the audit.

o |dentify and assess the risks of material misstatement of the financial statements, whether due to
fraud or error, and design and perform audit procedures responsive to those risks. Such procedures
include examining, on a test basis, evidence regarding the amounts and disclosures in the financial
statements.

e Obtain an understanding of internal control relevant to the audit in order to design audit procedures
that are appropriate in the circumstances, but not for the purpose of expressing an opinion on the
effectiveness of the Plan’s internal control. Accordingly, no such opinion is expressed.

o Evaluate the appropriateness of accounting policies used and the reasonableness of significant
accounting estimates made by management, as well as evaluate the overall presentation of the
financial statements.



Plan Administrator
Smile Doctors Retirement Plan

e Conclude whether, in our judgment, there are conditions or events, considered in the aggregate,
that raise substantial doubt about the Plan’s ability to continue as a going concern for a reasonable
period of time.

Our audits did not extend to the certified investment information, except for obtaining and reading the
certification, comparing the certified investment information with the related information presented and
disclosed in the financial statements, and reading the disclosures relating to the certified investment
information to assess whether they are in accordance with the presentation and disclosure requirements of
accounting principles generally accepted in the United States of America.

Accordingly, the objective of an ERISA Section 103(a)(3)(C) audit is not to express an opinion about
whether the financial statements as a whole are presented fairly, in all material respects, in accordance
with accounting principles generally accepted in the United States of America.

We are required to communicate with those charged with governance regarding, among other matters, the
planned scope and timing of the audit, significant audit findings, and certain internal control-related matters
that we identified during the audit.

Other Matter — Supplemental Schedule Required by ERISA

The supplemental schedule listed in the table of contents is presented for purposes of additional analysis
and is not a required part of the financial statements but is supplementary information required by the DOL’s
Rules and Regulations for Reporting and Disclosure under ERISA. Such information is the responsibility of
management and is derived from and relates directly to the underlying accounting and other records used
to prepare the financial statements. The information included in the supplemental schedule, other than that
agreed to or derived from the certified investment information, has been subjected to auditing procedures
applied in the audits of the financial statements and certain additional procedures, including comparing and
reconciling such information directly to the underlying accounting and other records used to prepare the
financial statements or to the financial statements themselves, and other additional procedures in
accordance with GAAS. For information included in the supplemental schedule that agreed to or is derived
from the certified investment information, we compared such information to the related certified investment
information.

In forming our opinion on the supplemental schedule, we evaluated whether the supplemental schedule,
other than the information agreed to or derived from the certified investment information, including its form
and content, is presented in conformity with the DOL’s Rules and Regulations for Reporting and Disclosure
under ERISA.

In our opinion:

e The form and content of the supplemental schedule, other than the information in the supplemental
schedule that agreed to or is derived from the certified investment information, are presented, in all
material respects, in conformity with the DOL’s Rules and Regulations for Reporting and Disclosure
under ERISA.

e The information in the supplemental schedule related to assets held by and certified to by a qualified
institution agrees to, or is derived from, in all material respects, the information prepared and
certified by an institution that management determined meets the requirements of ERISA
Section 103(a)(3)(C).

Forvis Mazars, LLP

Dallas, Texas
October 10, 2025

Federal Employer Identification Number: 44-0160260



Smile Doctors Retirement Plan
Statements of Net Assets Available for Benefits
December 31, 2024 and 2023

ASSETS
Investments, at Fair Value
Mutual funds
Collective investment trust fund
Total Investments
Receivables
Participant contributions
Company contributions
Notes receivable from participants
Total Receivables
Noninterest-Bearing Cash
Total Assets
LIABILITIES
Excess contributions payable

Total Liabilities

Net Assets Available for Benefits

See Nofes to Financial Statements

2024 2023
50,773,711 $ 33,914,940
920,135 804,923
51,693,846 34,719,863
423,980 266,343
2,410,787 1,114,638
290,800 143,872
3,125,567 1,524,853
138,283 9,779
54,957,696 36,254,495
1,252,516 665,830
1,252,516 665,830
53,705,180 $ 35,588,665




Smile Doctors Retirement Plan
Statements of Changes in Net Assets Available for Benefits
Years Ended December 31, 2024 and 2023

Additions
Investment Income
Net appreciation in fair value of investments
Interest and dividends
Net Investment Income
Interest Income on Notes Receivable From Participants
Contributions
Participant
Company
Rollover
Total Contributions
Total Additions
Deductions
Distributions to participants
Administrative expenses, net
Total Deductions
Net Increase

Net Assets Available for Benefits, Beginning of Year

Net Assets Available for Benefits, End of Year

See Nofes to Financial Statements

2024 2023
4,166,186 3,856,464
1,567,390 825,296
5,733,576 4,681,760

15,710 4,178
8,903,378 7,972,179
1,782,144 1,068,767
4,301,362 6,248,147

14,986,884 15,289,093

20,736,170 19,975,031
2,474,289 2,582,582

145,366 83,692
2,619,655 2,666,274

18,116,515 17,308,757

35,588,665 18,279,908

53,705,180 35,588,665




Smile Doctors Retirement Plan
Notes to Financial Statements
December 31, 2024 and 2023

Note 1. Description of the Plan

General

The following description of Smile Doctors Retirement Plan (Plan) provides only general information. Participants
should refer to the plan document for a more complete description of the Plan’s provisions

The Plan is a multiple employer defined contribution plan subject to the provisions of the Employee Retirement
Income Security Act of 1974, as amended (ERISA). The Plan was established on January 1, 2021 covering
substantially all employees of Smile Doctors LLC and its affiliates (collectively, Company or Plan Administrator).
Employees become eligible for participation on the first day of the month coinciding with or following their completion
of two months of service with the exception of union employees, nonresident aliens, and leased employees. An
acquired employee’s entry date will be the beginning date of the first full pay period immediately following the first
of the month coinciding with or next following the employee’s acquisition hire date. Related employers who also
participate in the Plan include Dana E. Fender, DMD PC; David L. Jones, DDS, PC; East Hartford Orthodontics
LLC; Goggans Associates of North Carolina, PC; Goggans Dental Associates of Connecticut, PC; Gregory G.
Goggans, DMD Arkansas PA; Gregory Goggans, DMD, PC; Jeffery D. Loveless, DDS, PA; Mack Orthodontics,
PLC; Palmetto Orthodontics & TMJ, PA; Scott Law Ortho Corp PC; Scott V. Law DMD Louisiana A Professional
Dental Corporation; Scott V. Law, DMD Missouri, LLC; Scott V. Law, DMD New Jersey, PC; SD Orthodontics PA;
Siddhi J. Doshhi, LLC; Smile Doctors of Arizona, PC; Smile Doctors of Colorado PC; Smile Doctors of Indiana PC;
Smile Doctors of lowa PC; Smile Doctors of Kentucky PSC; Smile Doctors of Maryland, PC; Smile Doctors of
Michigan PC; Smile Doctors of Minnesota PC; Smile Doctors of New Mexico, PC; Smile Doctors of North Dakota;
Smile Doctors of Ohio, Inc.; Smile Doctors of Oklahoma; Smile Doctors of Pennsylvania, PC; Smile Doctors of
South Carolina PC; Smile Doctors of South Dakota, PLLC; Smile Doctors of Tennessee PC; Smile Doctors of Utah
PC; Smile Doctors of Wisconsin, PC; Smile Doctors of Wyoming, PC; and Smile Doctors of Orthodontics of Virigina
PC. Charles Schwab Trust Bank (Charles Schwab or Custodian) and Bluestar Retirement Services, Inc. (Bluestar
or Record-keeper) serve as the custodian and record-keeper of the Plan, respectively. Four officers of the Company
serve as the Trustees of the Plan (Trustees).

Contributions

The Plan is funded through participant pretax and/or after-tax (Roth) elective deferrals and Company discretionary
matching contributions. Each year, participants may contribute up to 100% of annual compensation, as defined by
the Plan, subject to maximum limitations imposed by the Internal Revenue Code (IRC). Participants who are eligible
to make elective deferrals under the Plan and who have attained age 50 before the close of the plan year are also
eligible to make catch-up contributions subject to the maximum limitation imposed by the IRC. Rollover contributions
representing distributions from other qualified defined benefit plans or defined contribution plans are permitted by
the Plan.

For the years ended December 31, 2024 and 2023, the Company made discretionary matching contributions in the
amount of 50% of participant’s elective salary deferrals on the first 2% of the participant’s eligible compensation.

Participant Investment Account Options

The Plan provides for participants to direct both participant and Company discretionary matching contributions into
a variety of mutual funds of registered investment companies and a common collective trust in accordance with
participant investment elections and the provisions of the trust agreement and may change the allocation daily.

Participant Accounts

Subject to certain limitations on annual additions, each participant’s account is credited with employee pretax and
after-tax deferrals, Company contributions, and an allocation of plan earnings or losses and is charged with
administrative expenses. Allocations are based on participant earnings or account balances, as defined. The benefit
to which a participant is entitled is the benefit that can be provided from the participant’s vested account.
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Vesting

Participants are immediately vested in elective deferrals, rollover contributions, and qualified nonelective
contributions plus actual earnings thereon. Vesting in the Company’s matching contributions, plus actual earnings
thereon, is based on years of continuous service. Participants vest 25% per year beginning after one year of service,
with full vesting after four years. A participant will automatically become fully vested in the events of death,
retirement, at age 65, or permanent disability, as defined by the plan document

Notes Receivable From Participants

Borrowings are available for all participants. Notes receivable from participants are limited to a minimum of $1,000
up to a maximum of the lesser of $50,000 or 50% of their vested account balance, subject to certain restrictions as
defined by the Internal Revenue Service (IRS). A participant may only have one note outstanding at any given time.
The notes are secured by the balance in the participant’s account and bear interest at a rate of one percentage
point over the prime rate as reported in the Wall Street Journal. Any note must be repaid within five years unless
it's for the purchase of a primary residence. Repayments are made through payroll deductions and are reinvested
in the participant accounts according to individual investment elections.

Payment of Benefits

Upon normal retirement age, death, disability, or termination, a participant’s benefits are payable in a lump-sum
amount equal to 100% of the participant’s vested account balance. Employees may also make hardship withdrawals
on the balance of their account related to their elective deferral contributions. Such withdrawals are subject to
meeting hardship guidelines established by the IRS. Upon termination, vested account balances less than $5,000
may be involuntarily cashed out to the applicable terminated participant within a reasonable time after terminating
employment or rolled over to an individual retirement account.

Forfeited Accounts

Forfeitures are available to reduce future Company contributions or pay administrative expenses. At December 31,
2024 and 2023, forfeited nonvested accounts available for future use totaled $40,320 and $9,550, respectively.
These accounts will be used to reduce future employer contributions, reallocated to participants in the same manner
as employer contributions, or pay plan expenses.

Note 2. Summary of Significant Accounting Policies

Basis of Accounting

The accompanying financial statements are prepared on the accrual basis of accounting.

Use of Estimates

The preparation of financial statements in conformity with accounting principles generally accepted in the United
States of America requires management to make estimates and assumptions that affect the reported amounts of
net assets, changes in net assets, and the disclosure of contingent assets and liabilities at the date of the financial
statements. Actual results could differ from those estimates.

Investment Valuation and Income Recognition

Investments are reported at fair value. Mutual funds are valued at the net asset value (NAV) of shares held by the
Plan at year-end. The Plan’s interest in the collective trust is valued based on information reported by the investment
advisor using the audited financial statements of the collective trust at year-end. Purchases and sales of securities
are recorded on a trade-date basis. Interest income is recorded on the accrual basis. Dividends are recorded on
the ex-dividend date. The income or loss earned on participant accounts is allocated on a daily basis using the
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previous day’s ending account balance. Net appreciation of fair value of investments includes the Plan’s gains and
losses on the investments bought and sold, as well as held during the year.

Notes Receivable From Participants

Notes receivable from participants are measured at their unpaid principal balances us any accrued but unpaid
interest. Interest income is recorded on the accrual basis. Delinquent notes receivable from participants are
reclassified as distributions based upon terms of the plan document or note policy of the Plan.

Excess Contributions Payable

Amounts payable to participants for contributions in excess of amounts allowed by the IRS are recorded as a liability
with a corresponding reduction to contributions. The Plan distributed the 2023 excess contributions to the applicable
participants during 2024. The Plan distributed the 2024 excess contributions to the applicable participants during
2025.

Payment of Benefits

Benefit payments to participants are recorded upon distribution.

Administrative Expenses

Administrative expenses may be paid by the Company or the Plan, at the Company’s discretion.

Note 3. Certification of Custodian

The plan administrator has elected the method of compliance permitted by ERISA Section 103(a)(3)(C) pursuant
to 29 CFR 2520.103-8 of the Department of Labor’'s (DOL) Rules and Regulations for Reporting and Disclosure
under ERISA. Accordingly, Charles Schwab, a qualified institution, has certified the following investment information
included in the accompanying financial statements and ERISA-required supplemental schedule is complete and
accurate:

e Investments and notes receivable from participants as shown in the accompanying statements of net assets
available for benefits as of December 31, 2024 and 2023

e Investment income and interest income from notes receivable from participants as shown in the
accompanying statements of changes in net assets available for benefits for the years ended
December 31, 2024 and 2023

e Investment information and notes receivable from participants included in the accompanying schedule of
assets (held at end of year) as of December 31, 2024

The Plan’s independent auditors did not perform auditing procedures with respect to this certified investment
information, except for comparing such certified investment information to the related investment information
included in the accompanying financial statements and ERISA-required supplemental schedule.

Note 4. Related-Party and Party-in-Interest Transactions

Party-in-interest transactions include those with fiduciaries or employees of the Plan, any person who provides
services to the Plan, an employer whose employees are covered by the Plan, an employee organization whose
members are covered by the Plan, a person who owns 50% or more of such an employer or employee association,
or relatives of such persons.
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Certain plan investments are shares of mutual funds and a common collective trust are managed by Charles
Schwab. Charles Schwab is the custodian as defined by the Plan and, therefore, these transactions qualify as party-
in-interest transactions. Fees incurred by the Plan for the investment management services are included in net
appreciation in fair value of the investment. The Company directly pays any other fees related to the Plan’s
operations.

The Plan paid approximately $138,000 and $49,000 of record-keeping fees to Charles Schwab during the years
ended December 31, 2024 and 2023, respectively. The Company provides certain administrative services at no
cost to the Plan.

Note 5. Disclosures About Fair Value of Plan Assets

Fair value is the price that would be received to sell an asset or paid to transfer a liability in an orderly transaction
between market participants at the measurement date. Fair value measurements must maximize the use of
observable inputs and minimize the use of unobservable inputs. The hierarchy comprises three levels of inputs that
may be used to measure fair value:

Level 1 Quoted prices in active markets for identical assets or liabilities
Level 2 Observable inputs other than Level 1 prices, such as quoted prices for similar assets or liabilities,
quoted prices in markets that are not active, or other inputs that are observable or can be

corroborated by observable market data for substantially the full term of the assets or liabilities

Level 3 Unobservable inputs supported by little or no market activity and that are significant to the fair value
of the assets or liabilities
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Recurring Measurements

The following table presents the fair value measurements of assets and liabilities recognized in the accompanying
statements of net assets available for benefits measured at fair value on a recurring basis and the level within the
fair value hierarchy in which the fair value measurements fall at December 31:

Fair Value Measurements Using

Quoted
Pricesin
Active Significant
Markets for Other Significant
Identical Observable Unobservable
Assets Inputs Inputs
Fair Value (Level 1) (Level 2) (Level 3)
2024
Mutual funds of registered
investment companies $ 50,773,711 $ 50,773,711 $ - $ -
Common collective trust 920,135 - 920,135 -
Investments, at fair value $ 51,693,846 $ 50,773,711 $ 920,135 $ -
2023
Mutual funds of registered
investment companies $ 33,914,940 $ 33914940 $ - 9 -
Common collective trust 804,923 - 804,923 -
Investments, at fair value $ 34,719,863 $ 33,914,940 $ 804,923 $ -

Following is a description of the valuation methodologies and inputs used for assets measured at fair value on a
recurring basis and recognized in the accompanying statements of net assets available for benefits, as well as the
general classification of such assets pursuant to the valuation hierarchy. There have been no significant changes
in the valuation techniques during the years ended December 31, 2024 and 2023. The Plan had no liabilities
measured at fair value on a recurring basis. In addition, the Plan had no assets or liabilities measured at fair value
on a nonrecurring basis.

Investments

Where quoted market prices are available in an active market, securities are classified within Level 1 of the valuation
hierarchy. If quoted market prices are not available, then fair values are estimated by using quoted prices of
securities with similar characteristics or independent asset pricing services and pricing models, the inputs of which
are market based or independently sourced market parameters, including, but not limited to, yield curves, interest
rates, volatilities, prepayments, defaults, cumulative loss projections, and cash flows. Such securities are classified
in Level 2 of the valuation hierarchy.

Note 6. Plan Termination

Although it has not expressed any intent to do so, the Company may terminate the Plan at any time subject to the
provisions of ERISA. In the event the Plan is terminated, each of the participants will have a nonforfeitable 100%
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vested interest in his or her account balance, including all Company contributions, subject to payment of liquidation
costs and expenses.

Note 7. Tax Status

The Plan operates under a nonstandardized adoption agreement in connection with a prototype retirement plan
and trust/custodial document sponsored by Bluestar Retirement Services, Inc. This prototype plan document has
been filed with the appropriate agency. The Plan has not obtained or requested a determination letter. However,
the Plan Administrator believes that the Plan is currently designed and being operated in compliance with the
applicable requirements of the IRC and that the Plan was qualified and the related trust was tax-exempt as of the
financial statement date.

Accounting principles generally accepted in the United States of America require plan management to evaluate tax
positions taken by the Plan and recognize a tax liability if the Plan has taken an uncertain position that more likely
than not would not be sustained upon examination by the IRS. The Plan is subject to routine audits by taxing
jurisdictions; however, there are currently no audits for any tax periods in progress.

Note 8. Reconciliation of Financial Statements to Form 5500

The following is a reconciliation of net assets available for benefits per the financial statements to Form 5500 at
December 31:

2024 2023

Net assets available for benefits per the financial statements $ 53,705,180 $ 35,588,665
Add excess contributions refundable 1,252,516 665,830
Less

Other - (435)

Participant contributions receivable (423,980) (266,343)

Company contributions receivable (2,410,787) (1,114,638)
Net assets available for benefits per Form 5500 $ 52,122,929 $ 34,873,079

The following is a reconciliation of net increase per the financial statements to the Form 5500 at December 31:

2024 2023
Net increase in net assets available for benefits per the
financial statements $ 18,116,515 $ 17,308,757
Add
Excess contributions refundable, beginning of year (665,830) (556,946)
Excess contributions refundable, end of year 1,252,516 665,830
Other 435 (435)
Change in participant contributions receivable (157,637) (36,289)
Change in company contributions receivable (1,296,149) (257,975)
Net increase in net assets available for benefits per Form 5500 $ 17,249,850 $ 17,122,942
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Note 9. Risks and Uncertainties

Investment securities are exposed to various risks, such as interest rate, concentration, market, and credit risk.
Market risks include global events, such as a pandemic or international conflict, which could impact the value of
investment securities. Due to the level of risk associated with certain investment securities, it is at least reasonably
possible that changes in the value of the investments will occur in the near term and that such changes could
materially affect participant account balances and the amounts reported in the statements of net assets available
for benefits.

Note 10. Subsequent Events

Subsequent events have been evaluated through October 10, 2025, which is the date the financial statements were
available to be issued.
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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 sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Department of the Treasury

Internal Revenue Service sections 6057(b) and 6058(a} of the Intemal Revenue Code (the Code). 2024
Depariment of Labor » Complete all entries in accordance with
Employee Benefts Security the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Ingpeaction
| Part | | Annual Report Identification information
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 andending 12/31/2024
A This retumireport is for: D a multiemployer plan E a multiple-employer plan (Filers checking this box must provide participaling
employer information in accordance with the form instructions. )
[] a single-employer plan [} 2 OFE (specify)
B This retumireport is: |:| the first return/report D the fina! returm/report
E an amended return/report I:l a shori plan year return/report (less than 12 months)
C Iftheplanisa collectively-bargained plan, check here. . ... ... ... .. » D
D Check box if filing under: @ Form 5558 D aulomatic extension |:| the DFVC program
D special extension (enter description)
E If this is a refroactively adopted plan permitied by SECURE Act section 201, Check here. .. .. .....ovvnosrersid D
l Part Il l Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
Smile Doctors Retirement Plan number (PN)_» 001
1c Effective date of plan
01/01/2021
2a Ptan sponsor's name (empioyer, if for a single-employer plan) 2b Employer Identification
Mailing address {include room, apt., suite no. and street, or P.0. Box) Number (EIN)
Cily or town, stale or province, country, and ZIP or foreign postal code (if foreign. see instructions) 47-3435755
Smile Doctors LLC 2¢ Plan Sponser’s telephone
number
512-318-3324
5400 LBJ Freeway 2d Business code (see
Ste 800 instructions)
- 621210
Dallas TX 75240

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 returnireport, including accompanying schedules,
statements and attachments, as well a‘;ljho electronic version of this returnfrepert, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN M o / m’;ynn Courville
HERE = 'f 4§ ‘z —
| Signaturé of plan administrator Dale Enter name of individual signing as plan administrator
| siGN

HERE - - + s e _— —
Signature of employer/plan sponsor Date Enler name of individual signing as employer or plan spansor

SIGN

HERE |- - P—
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
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3a Plan administrator's name and address Ig Same as Plan Sponsor 3b Administrator's EIN

number

3¢ Administrator's telephone

4  Ifthe name andfor EIN of the ptan sponsor or the plan name has changed since the iast relurnireport 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
€ Plan Name
5  Total number of participants at the beginning of the plan year 5 | 4,023
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 aclive participants at the beginning of he PraN YEar ....................c.cieos i | Ga(q) 31,508
a(2) Total number of aclive participants at the end of the PIAN VAN . ....._...........cooroeerereeeeveccesessrs cressos s esessreereerseessssenseeee 6a(2) 3,668
b Retired or separated participants receiving benefits... SO UROPPTOORRN I - 0
c Other retired or separated participanis entitied to future benefits... OO . 7 10 7, 215
d Subtotal. Add lines 8a(2), BB, AN BC. ........cvoicirieemceeececorereresececnrsscensss st it sssssrsesssssnsnsenrees | 6 3,883
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .. 6e 0
f Total. Add lines 6d and Ge. . ervestnneitions v | 6F 3,883
Number of parlrc:panls with account balances as of the begmnmg of the plan year (only defined contribution plans
a(1) complete this item)... ... |68(1) 1,378
(2) Number of parucupanls w:th account balances as or the end of lhe plan year (only def ned conlnbul:on plans
complete this item)... L ) 1,580
h Number of pamclpams who iermmated employment dunng the plan year wnlh accrued benef ts that were
less than 100% vested ... ....ccoccooenne........ ...| 6h 151
7 Enter the total number of employers obligated lo conlnbute lo the plan (only rnul:nemployer plans cornplete thrs ltem) 7

8a Ifthe plan provides pension benefils, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2F 2G 2J 2K 2T 2U 3B 3D 3H

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

9a Plan funding arrangement (check ail thal apply) " [9b Pian benefit arrangement (check all that apply)
(1) 1 Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code seclion 412(eX3) insurance contracts
{3) Trust | {3) Trust
(4) General 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 attached. (See instructions)
a Pension Schedules b General Schedules
M @ R (Retirement Plan Information) {1) E H (Financial Information}
2 I {Financial Information — Small Plan
{2) u MB (Muitiemployer Defined Benefit Plan and Certain Money @ D (Financia : ) )
Purchase Plan Actuarial Information) - signed by the plan (3} D A (Insurance informalion) — Number Attached _
ol (4} @ C (Service Pravider Information)
(3} I:l SB (Sin.gle-Ern.poner Defined Benefit Plan Actuarial (5) E D (DFE/Participating Pian Information)
Information) - signed by the plan actuary
4[] DCG (individual Plan iformation) - Number Attached 6 [] & (Financial Transaction Schedules)
(5) E MEP (Multiple-Employer Retirement Plan Information)
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[ Partlll | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefils, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) cvvvvsecermecemeeeneenereninennens [ Y€S 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 GFR 2520.1 01-2) ........... [JYes [] Mo

11¢ 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.)

Receipl Confirmation Code




SCHEDULE C Service Provider Information OMB No. 12100110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Employes Benehts Seouiy Adpivistration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation 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
Smile Doctors Retirement Plan plan number (PN) > 001

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

Smile Doctors LLC 4T7-3435755

| Part| | Service Provider Information {see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$5.000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
posilion with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 bul are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No™ to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures {see instructions for definitions and conditions).. . ... ........ D Yes @
No

b if you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

{b) Enter name and EIN ar address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

v. 240311
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(b} Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b} Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b} Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes" to line 1a above, complete as many enfries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i-e., money or anything else of value) in connection with services rendered to the plan or their posttion with the plan during the plan year. {See instructions).

{a} Enter name and EIN or address (see instructions)

Ameritas Life Insurance Corp

47-009B400

(b) (c) (d) (e) g (h)
Service Reilationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enler -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes" to element
12 37 65 (f. If none, enter -0-.
13 38 99
14 49 None
15 50 Yes [ ] No [y Yes [] No[] Yes [] No[]
17 64 128,928
(a) Enter name and EIN or address (see instructions)

Charles Schwab Bank 82-3967259

(b) (c) {d) (e) (N » ~(hy
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  [by the plan. If none,| compensation? {sources | compensation, for which the | service provider excluding | formula instead of
person known {o be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered "Yes” o element
19 {f). If none, enter -Q-,
37
50 None
62 Yes@ No[] Yes@ No D Yes@ NoD
9,054 0

{@) Enter name and EIN or address {see instructions)

Baker Tilly Virchow Krause, LLP 30-1413443
(b) (c) (d) (e) 0 N (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensalion paid receive indirect include eligible indirect cempensation received by |provider give you 2

10
50

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources

other than plan or plan
Sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes" to element
(f}. if none, enter -0-.

formula instead of
an amount or
estimated amount?

None

7,383

Yes D No lg

ves [] o []

Yes |:| No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered "Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in tolal compensation
(i.e., money or anything else of value) in conneclion with services rendered to the plan or their pasition with the plan during the plan year. (See instructions).

{a} Enter name and EIN or address (see instructions)

() © (d) () 0] (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? {sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest SPONSOr) disclosures? compensation for which you |estimated amount?
answered "Yes" o element
{f). If none, enter -0-,
ves [] no[] Yes [] No[] Yes [] ne []
{a) Enter name and EIN or address {see instructions)

(b) (c) {d) (e) # (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter tolal indirect Did the service
Code(s) |employer, employee | compensalion paid receive indirect include eligible indirect compensalion received by |provider give you a

organization, or  |by the plan. If none.| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
{f). If none, enter -0-.
Yes [| No [] Yes [] No [] Yes [] o []
{a) Enter name and EIN or address (see instructions)

{b) (c} (d) (e) (f) ~(h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code{s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by lhe plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -(-. other than plan or plan plan received the required eligible indirect an amount or

a party-in-interest

sponsor)

disclosures?

compensation for which you
answered “Yes” to element
{f. If none, enter -0-,

estimated amount?

Yes D No D

Yes [] No[]

Yes D No D
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| Part! [Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider. and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for {(a) each source from whom the service provider received $1,000 or more in indirect compensation and (b} each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

{a) Enter service provider name as it appears on line 2

{b) Service Codes
(see instructions)

{c) Enter amount of indirect
compensation

Charles Schwab & Co., Inc.

19
59

0

{d) Enter name and EIN (address) of source of indirect compensation

{e) Describe the indirect compensation, including any
formula used to determine the service provider's efigibility
for or the amount of the indirect compensation.

Allspring Glcobal Investments 41-0449260

Range of 0.00 - 0.02% of average
daily balance of assets

{a) Enter service provider name as it appears on line 2

{b) Service Codes
{see instructions)

(c) Enter amount of indirect
compensation

Charles Schwab & Co., Inc.

19

59

0

{d) Enter name and EIN (address) of source of indirect compensation

{e) Describe the indirect compensation, including any
formuia used to determine the service provider's eligibility
for or the amount of the indirect compensation.

BlackRock 04-6171663

Range of 0.00 - 0.02% of average
daily balance of assets

{a) Enter service provider name as it appears on line 2

{b) Service Codes
{see instructions)

(c) Enter amount of indirect
compensation

Charles Schwab & Co., Inc.

19
59

0

{d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation,

Fidelity Investments 06-1194217

Range of 0.00 - 0.02% of average
daily balance of assets
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|_Part1 [ Service Provider Information (continued)

3. If you reported on fine 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complele as

many entries as needed 1o report the required information for each source.

(a) Enter service provider name as it appears on Iine. 2

(b) Service Codes
{see instructions)

(c) Enter amount of indirect
compensation

Charles Schwab & Co., Inc.

19

59

{d) Enter name and EIN (éddreSS) of source of indirect combensation

(€) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

MFS D4-3263929

Range of 0.00 - 0.02% of average
daily balance of assets

(a) Enter service pravider name as it appears on line 2

(b} Service Codes
{see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

{e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation

{a) Enter service provider name as it appears on line 2

(b) Service Codes
{see insiruclions)

{c) Enter amount of indirect
compensation

(cd) Enter name and EIN (address) of source of indirect compensation

{€) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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| Partil | Service Providers Who Fail or Refuse to Provide Information

4 Provide, o the extent possible, the following information for each service provider who failed or refused to provide the information necessary o complete

this Schedule.
{a) Enter name and EIN or address of service provider (see (b) Nature of | (€} Describe the information thal the service provider failed or refused to
instructions) Service provide
Code(s)

{a) Enter name and EIN or address of service pravider (see
instructions)

(b) Nature of
Service
Code(s)

{c) Descrive the information that the service provider failed or refused to
provide

{a) Enter name and EIN or address of service provider (see
instructions)

{b) Nature of
Service
Code(s)

{¢) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

{c) Describe the information that the service provider failed or refused to
provide

{a) Enter name and EIN or address of service provider (see
instructions)

(b} Nature of
Service
Codefs)

{c) Describe the information that the service provider failed or refused to
provide

{a) Enter name and EIN or address of service provider (see
instructions}

(b) Nature of
Service
Code(s)

(¢) Describe the information that the service provider failed or refused to
provide
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Partlll | Termination Information on Accountants and Enrolled Actuaries (see instructions)
{complete as many entries as needed)

a Name: b EIN:

€ Posilion:

d Address: @ Telephone:
Explanation:

a Name: b EIN:

€ Position:

d Address: € Telephone:
Exptanation:

a Name: b EIN:

€ Position:

d  Address: € Telephone:
Explanation:

a Name: b EN:

C  Position.

d  Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position;

d  Address: @ Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Depariment of Labor

Employee Benefits Secunty Administration

This schedule: is required to be filed under section 104 of the Employee

DFE/Participating Plan Information

OMB No. 1210-0110

Retirement Income Security Act of 1974 (ERISA). 2024
P File as an attachment to Form 5500.

This Form is Open to Public

Inspection.
—For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 andending  12/31,/2024 —
A Name of plan B Three-digit
Smile Doctors Retirement Plan plan number (PN) > 001
C Plan or DFE sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Smile Doctors LLC 47-3435755
Part| | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs {to be completed by plans and DFEs)
{Complete as many entries as needed to report all interests in DFEs)
A Name of MTiA, CCT, PSA, or 103-12 IE:PUTNAM STABLE VALUE FUND
b Name of sponsor of entity listed in (a): PUTNAM FIDUCIARY TRUST COMPANY, LLC
_ d Entity € Dollar value of interest in MTIA, CCT, PSA, or
i code ¢ 103-12 |E _at end of year (see instructions) 917,910

a Name of MTIA, CCT, PSA, or 103-12 IE;

b Mame of sponsor of enlity listed in (a):

€ EIN-PN

d Entity
code

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in {a):

C EIN-PN

d Entity
code

e Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity
code

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN

d Entity
code

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instruclions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

€ EIN-PN

d Entity
code

€ Dollar value of interest in MTIA, CCT. PSA, or
103-12 IE at end of year (see instruclions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a);

C EIN-PN

d Entity
code

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year {see instructions)

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

Schedule D (Form 5500) 2024

v. 240311
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a Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE al end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar vaiue of interest in MTIA, CCT. PSA, or

103-12 IE at end of year (see instructions)

‘Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity histed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA. or

103-12 IE at end of year {see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year {see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE;

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar valué of interest in MTIA, CCT, PSA, or
103-12 IE at end of year {see instruclions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dailar value of interest in MTIA, CCT, PSA, or
103-12 (E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Enity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E al end of year {see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interesl in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in {a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year {see instruclions)
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Part Il | Information on Participating Plans (to be completed by DFEs, other than DCGs)

(Complete as many entries as needed to report all parlicipating plans. DCGs must repor each participating plan using Schedule DCG))

@& Planname

b Name of
plan sponsor

€ EIN-PN

a Plan name

Name of
plan sponsor

C EIN-PN

a Plan name

b Name of
plan sponsor

C EIN-PN

a Plan name

Name of
plan sponsor

C EIN-PN

a Plan name

Name of
plan sponsor

€ EIN-PN

a Plan name

b Name of
ptan sponsor

C EIN-PN

a Plan name

Name of
plan sponsor

C EIN-PN

a Pian name

b Name of
plan sponsor

C EIN-PN

a Plan name

Name of
plan sponsor

C EIN-PN

a Plan name

Name of
plan sponsor

] ¢ EIN-PN

a Plan name

b MName of
pian sponsor

G EIN-PN

a Plan name

b Name of
plan sponsor

C EIN-PN




SCHEDULE H Financial Information OMB No. 1210-0110
{Form 5500)
Deparmmentof e Tresss This schedule is required to be filed under section 104 of the Employee 2024
Intesnal Revenug S,Nm'y Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
o Internal Revenue Code (the Code).
partment oerabor o )
Employes Benefits Security Administration P File as an attachment to Form 5500, This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 1273172024
A Name of plan B Three-digit
Smile Doctors Retirement Plan plan number (PN) > 001

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

Smile Doctors LLC

D Employer Idenlification Numbar (EIN)

47-3435755

Ijaﬂ I |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on

lines 1¢(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, d
benefit at a fulure date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instruclions

uring this plan year, to pay a specific dollar
not complete lines 1b(1), 16(2), 1c(8), 1g. 1h,

Assets {a) Beginning of Year (b) End of Year
@ Tolal NONINLEreSt-DEANNG CASN ........coorceer i et ese e esere s L 1a 8,773 138,283
b Receivables (less allowance for doubtful accounts):
(1) Employer contribulions...............ccoveeeveeremen.e. 1b{1)
(2) Participant contributions 1b{2}
{3) OB ... ettt ee e eaee e 1b{3)
C General investments:;
{1} interesl-bgaring cash (include money market accounts & cerificates 1e(1)
OF BBPOSIY ettt ettt et eee e v s et ar et
(2) U.S. GOVErnment SECUNLIES ..........ococevrveereresreeeeet s s eeeeeesse 1c(2)
{3) Corporate debt instruments (other than employer securities):
{A) PrOfEITEA......cooovoemerierecenr et scssssssssece e ssemee s e es s s sosens 1c{3)(A)
(B} All other 1c(3)(B}
{4} Corporate stocks (other than employer securities):
(A) Prefermed...............oooevnniemencimeneneeeenssecnnsnnssossesseoseesnenee | TCIANA)
(BY COMMON ..ottt e e e e es e oo 1c{4)(B)
(5) Parinershipljoint venture interests .. 1¢{5)
(6) Real estate (other than employer real property) ................coveecrveecos e 1¢{6}
(7) Loans (other than to participants}...........c..oueeerecvooseoossons 1¢(7)
(8) Panicipant I0@NS ...........c...cvvuvveoneseeseiesi e eeeeeeeeees s 1c(8) 143,628 250,800
(9) Value of interest in COMMON/CONECHYE tTUSES ............oeovvvvrorrssrrennnn, 1¢(9) 804,923 917,910
(10} Value of interest in pooled separale 8CCOUNS...............coveereeeeeereeenroa, 1c(10)
(11) Value of interest in master trust investment accounts................o..co......... 1c(i1)
{12) Value of interest in 103-12 investment entities....................oooovoveeeevn.n. te(12)
el b L 1613} 33,914,940 50,167,155
{14) Value of funds held in insurance company general account {unaliocated 1c(14)
COMMPACES) ..ottt seer st b ettt e s s nenaes
(151 Other ...t et 1¢{15)

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

Schedule H {(Form 5500} 2024
v. 240311
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1d Employer-related investments:
{1) Employer securities........... .
e Buwnmwwﬁmmumhﬂmm

f Towassemaddﬂmmmlmmmrougn1e}........_._.._._...._._._._ .
Liabilities

k Twlhhim;{addalmwﬂmnlmmlhwm
Net Assets

| Mot assels (subbract line 1K from g 0., oo

{a} Beginning of Year

{b) End of Year

1d{1)

1d(2)

1e

1f

34,873,270

51,514,148

g

1h

1i

1

191

-2,225%

1k

191

-2,22%

L |

34,873,079|

51,516,373

|_Fjart Il | Income and Expense Statement

2 Plan income, expenses, and changes in nel assels far {he year. Include all income and expenses of the plan, mchdmgwtrmt{s]ursmmly mrainiained
fund(s} and any paymentsireceipls toffrom insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not

complete lines 2a, 2b(1)E), 2e, 21, and 2g.
Income
a Contributions:
(1} Received or receivable in cash from: (A) Employers......_. ...
{B) Parlicipanis. S —
{C) Others {including rollovers)....
{3) Total contributions. Add lines zqﬂ{nj, (B;u. ﬂ:]. and line z-m ........
b Eamings on investments:

{1} Interest:
{A} Inlerest-bearing cash [inchding mmeqr markel sccounts and
certificates of deposit)....

(B} U.S Govemmen! securities...............
(C} Corporate debl insiruments ............o..........
(D) Loans (cther than to participans).....
(E) Participant I0ans ............ocooiveeesieeneosi e
{F) Other.......
(G} Tnmnmmmmaa zmun} through (F}....
(2} Dividends: {A) Preferted SHOeK ... ...,
{C} Registered invesiment company shares [eg m.llua”u'ids] ..........
{D} Tolal dividends. Add lines 2b(2){A), (B}. and (C)

{4) Nalgmib:aslmuha{asm 1&] ﬁggragalapmoaeds
{B) Awmhwmmamﬂ{mmhm}.._........................._
{C) Subtract line 2b{4}(B) from line 2b{4){A) and enter result...............

{5) Unrealized appreciation (depracialion) of assets: (A) Real estate ....................

(C) Tolal unrealized appreciation of assets.
Add lines ZB[SHA) ENAIBY ..o

.| 2al14B)

o | 20{1)(B)
.| 2b{INC)

.| 2b(S)B)

(a) Amount

{b) Total

2a(1){A)

1,114,638

9,369,614

2a{1)(C)

4,301,362

2a(2)

2a(3)

14,785,614

2b(1)(A)

2b{1)(D)

2b(t)(E)

15,710

2b(1){F)

2b(1)(G)

2b(2)(A)

2b(2)(B}

2b(24C)

1,567,390

15,710

2b(2)(D)
2b(3)

1,567,350

2b{4)(A)

2bi4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(C)
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(6) MNet invesiment gain (loss) from commonfeollective frusts.. ... ;
{7} Net investment gain (loss) from pooled separate accounls....................
(8} Met investment gain (loss) from master trust invesiment accounls....... .
(9} Net investment gain (loss) from 103-12 investment entities..................

{10) Hﬂrmmnlganﬂma]ﬁwnrmmmmanl
compan:es (e.qg,, mutual funds) ...

d nwunamnaunaummm-amununuammumaMemauml
Expenses
& Benefit payment and payments to provide benefits:
{1) Directly lo participanis or beneficiaries, including direct rollovers ...,
(2) Toinsurance cariers for the provision of benefits...............................
{3) Other.... :
{4} Total bersaﬁt parmaﬂ;s Add i'-eahﬂjmmugh (3) ...
f  Corrective distribulions (see instructions).... Vi et
g Cerlain deemed distibulions of participant loans {m mtrminns}
i Administrative expenses:
(1) Salaries and SUOWENCES ................crieeeesrsssa e s sesb s s e
(3) Recordkeeping fees.. .
(4) 1QPA audit fees. ..
(5) mwwmmmawm
(6) Bank or trust company trustes/custodial fees ...
{9) Valualion/appraisal Fees ............oooooovrreeennn, R
{10} Other trustee fees and EXPENSES ... s
{11} Other expenses.... T e
{12) Total administrative expenses, Add lines znm mrmg-n :1 1] __________________
j Tolal expenses. Add all expense amounts in column (b) and enter total ...,
Net Income and Reconciliation
Kk Met income (loss). Sublract line Zj from Bne 20, ...
| Transfers of assets:
R TR g L L

{a} Amount

{b} Tatal

2b(6)

e : P
2b(8)
26(9) .

2b{10}

4,159,594

2¢

7,027

2d

20,535,335

2e(1)

2,482,012

2e{2)

2e(3)

2e{4)

2f

2g

2h

2,482,012
1,364,663

2i1)

2i(2)

128,929

2i(3)

2i(4)

7,383

2i(5)

2i(6)

9,054

2i(7)

2i(8)

2i(8)

2i{10)

2i(11)

2i{12)

145,366

]

3,832,041

2k

16,643,294

21(1)

21{2)
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Partlll  Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
aftached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) [ unmodified  (2) [] Qualified @3)[] pisclaimer (4[] Adverse

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103{a){3XC}) audit. Check both boxes (1) and (2) if the audit was
performed pursuant to both 2@ CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3} if pursuant to neither.

(1) [{] DOL Regulation 2520.103-8 (2) [] oot Reguiation 2520.103-12(d) (3) [ ] neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

C Enter the name and EIN of the accountant (or accounting firm) below:
(1} Name:Forvis Mazars, LLP (2)EIN: 44-0160260
d The opinion of an independent qualified public accountant is not attached as part of Schedule H because:
(1) D This form is filed for a CCT, PSA, DCG or MTIA,  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

| Part IV ICompIiance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GJAs do nol complete lines 4a, de, 41, 4g. 4h, 4k, 4m, 4n, or 5
103-12 IEs also do not complete lines 4 and 4. MTIAs also do not complete line 41. DCGs do not complete lines 4e, 4f, 4k, 41. and 5, and DCGs generally
complete the rest of Part IV collectively for all plans in the DCG, except as otherwise provided (see instructions).

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 2510.3-1027 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 the plan year or classified during the year as uncoflectible? Disregard participant loans
secured by pamcupant's account balance. (Attach Schedule G (Form 5500) Part | if “Yes" is

checked.).............. . cereremreessressienn s | 4B X
€ Were any leases to which the p!an was a parly in default or classified dunng the year as
uncollectible? {(Attach Schedule G (Forrn 5500) Part Il if “Yes" is checked.) .. eareeaunes R . | 4 X

d  Were there any nanexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Il if “Yes™ is

checked ).... eterrre e rtaa e e beas s naeensenressaaeresesanresessenansinsennerneenes | B X
€  Was this plan covered by a fidelity bond?... SOOI - O DR " I 1 2,000,000
f  Did the plan have a loss, whether or not reimbursed by the plan's fi dellty bond, that was caused

by fraud OF GISRONESIY? ...ttt e s e ae s san st searet s e e s s eee e e af X

9 Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third parly appraiser? ..........ooovveeveeveeeevevoeeeeorens 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 parly appraiser?............... 4h X

1 Did the plan have assets held for investment? (Atlach schedule(s) of assets if "Yes™ is checked,
and see instructions for format requirements.).... T 0L SO . MR B || X

i were any plan transactions or series of transactions in excess of 5% of the current

value of plan assets? (Attach schedule of transactions if “Yes” is checked and

see instructions for formal reqUIFeMENtS.)............cooo.vvcrieece s i seeereres | 48 X
Kk  Were all the plan assels either distributed to participants or beneficiaries, transferred to ancther

plan, or brought under the control of the PBGC?...........coocooovsiomeve et ies i eies i enisessnsseinees | 4K X
| Has the plan failed to provide any benefit when due under the plan? ..., | 41 X
m If this is an individual account plan, was there a blackout penod" {See instructions and 29 CFR
N If 4m was answered “Yes,” check the “Yes” box if you either provided the requued notice or one

of the exceptions 1o providing the notice applied under 29 CFR 2520.101-3. . [OOSR I |

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?.... |:] Yes @ No
If “Yes," enter the amount of any plan assets that reverted to the emplos_rer this year
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5b I, during this plan year, any assels or liabilities were transferred from this plan to ancther plan(s), identify the plan{s) to which assets or liabilities were
transferred. (See instructions.)

5b(1) Name of plan{s) _ i 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 ptan year? {See ERISA section 4021 and
IMSIUGLIONS.) . ..ottt ettt e []ves [Ino [Jnot determined
If “Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year .




SCHEDULE MEP
(Form 5500)

Department of the Treasury
Internal Revenue Service
Depariment of Labor
Employee Benefits Security Administration

MULTIPLE-EMPLOYER RETIREMENT
PLAN INFORMATION

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 Inlernal Revenue Code (the Code)

P File as an attachment to Form 5500.

OMBNo. 12100110

2024

This Form is Open to Public

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
Smile Doctors Retirement Plan Plan number (PN} ...... P 001
C Plan administrator's name as shown on line 3a of Form 5500/Form 5500-5F D Administrator’s EIN
Smile Doctors LLC 47-3435758

[ Partl ] Type of Multiple-Employer Pension Plan. All multiple-employer pension pians must complete.

1 Check the appropriate box to indicate type of multiple-employer pension plan. (Only defined contribution plans may check lines 1a, 1b,
and 1c. Defined benefit plans and defined contribution plans not checking lines 1a, 1b, or 1¢ should check line 1d. See Instructions).

association retirement plan (See 29 CFR 2510.3-55) {Complete Part 11}

b [J professional employer organization pian (PEQ Plan) (See 29 CFR 29 CFR 2510.3-55) (Complele Part 1}
¢ [] pooled employer plan (PEP) (See 29 CFR 2510.3-44) (Complete Parts Il and Iy
d [ other multiple-employer pension plan (Describe)

(Complete Part 1)

| Partil

Participating Employer Information,

2 All muitiple-employer pension plans that are subject to seclion 210(a) of ERISA (see instructions for filing the Form 5500) must complete Part |1, in
addition lo Part |, in accordance with the instructions, to report the information for each empioyer participating in the multiple-employer pension plan.
Defined contribution plans must complete lines Za-2d. All other multiple-employer pension plans complete lines 2a-2c only. Complete as

many entries as needed to list the required information for each participating employer that is not an individual person (see instructions).

of Connecticut, P.C,

2a Name of Participating Employer 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances Attributable
Contributions for the Plan Year to Participating Employer
Dana E. Fender, DMp pc | 82-1286978 0.02 1,598,351
2a Name of Participating Employer 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances Attributable
Contributions for the Plan Year to Participating Employer
David L. Jones, Dps, pc |47-1758659 0.00 21,445
2a Name of Participating Employer 2h EIN 2¢ Percentage of Total 2d Aggregate Account Balances Alttributable
Contributions for the Plan Year to Parlicipating Employer
Dr. Dana E. Fender, DMD
pC 58-2239279 0.05 3,109,047
2a Name of Participating Employer 2h EIN 2¢ Percentage of Total 2d Aggregate Account Balances Atiributable
Contributions for the Plan Year to Parlicipating Employer
East Hartford
_Qm —_ 45-3967784 0.00 29,652
2a Name of Participaling Employer 2b EIN 2c Percentage of Total 2d Aggregate Account Balances Attributable
Contributions for the Plan Year to Participating Employer
Goggans Associates of
North Carolina P.C. U 0.04 1,752,467
2a Name of Participating Employer 2b EIN 2c Percentage of Total 2d Aggregate Account Balances Attributable
Contributions for the Plan Year to Participating Employer
Goggans Dental Associates 99-1440783 0.00 11,664

CAUTION Do not individually list information for working owners {see instructions and 29 CFR 2510.3-55(d)(2)) or other individuals who are
participants or beneficiaries in the plan or arrangement that are no longer associated with a particular participating employer or participating
employer plan (see instructions). Providing tdentifying information for individuals may result in rejection of this filing. If there are any such
individuals in the plan, answer “Yes" to line 2e and provide the total information for all such individuals, without providing names or other idenlifying

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

Schedule MEP (2024)
v. 240311
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Page 1-__ |

| Part ll | Participating Employer Information (Continued).

Use this page for additional participating employer information.
2 All multipte-employer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500) must complete Part Il, in
addition to Part |, in accordance with the instructions. to report the information for each employer participating in the multiple-employer pension plan,
Defined contribution plans must complete ines 2a-2d. All other multiple-employer pension plans complete
lines 2a-2c only. Complete as many entries as needed to list the required information for each participating
employer that is not an individual person (see instructions).

PO

Jersey,

2a Name of Participating 2b EIN 2c¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
giﬁgggs?'s’goggans‘ PP | 92-0292067 0,07 1,158,511
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
G G , D.M.D.,
p.o Y C099ams, DM 82-5078849 0.00 iy 30
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Jeffrey D. Loveless, D. 3
D.§., P.A. 41-1426791 0.00 64,415
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Mack Orthodontics, PLC 90-1040205 9.00 20
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Palmetto Orthodontics &
TMT. PA 58-2344127 0.00 6,981
2a Name of Participating 2b EiIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Scott Law Ortho Corp pc | 27-0900161 0.04 2,779,232
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Ptan Year | Attributable to Participating Employer
Scott V. Law DMD Louisiana
A Prof . 1D 1 Corp 82-454086% 0.02 1,246,499
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Scott V. Law, D.M.D.
Missouri., LLC 82-2988756 0.00 170,529
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Scott V. Law, D.M.D. New | .0 1160064 0.05 4,165,219

CAUTION Do not individually list information for working owners (see instructions and 29 CFR 2510.3-55(d)(2)} or other individuals who are
participants or beneficiaries in the plan or arrangement that are no longer associated with a particular participating employer or participating
employer plan (see instructions). Providing identifying information for individuals may result in rejection of this filing. If there are any such
individuals in the plan, answer "Yes" to line 2e and provide the total information for all such individuals, without providing names or other identifying

information.
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Page 1. |

LPart ] | Participating Employer Information (Continued).

Use this page for additional participating employer information.
2 All muitiple-employer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500) must complete Part Il, in
addition to Part I, in accordance with the instructions, ta report the information for each employer participating in the multiple-employer pension plan,
Defined contribution plans must complete lines 2a-2d. All other multiple-employer pension plans complete
lines 2a-2¢ only. Complete as many entries as needed to list the required information for each participating
employer that is not an individual person (see instructions).

Maryvland, PC

2a Name of Participating 2h EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SD Orthodontics PA 84-4743601 0.02 1,138,826
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Siddhi J. Doshhi, LLC Ee L 0.01 226,355
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
gréule Doctors of Alabama 47-5487806 ST 301,614
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributabie to Participating Employer
Smile Doctors of
Arizopa. P.C. 92-1521973 0.00 o
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year ;| Attributable to Participating Employer
Smile Doctors of
Colorado PC 82-1737024 0.01 530,992
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
gréule Doctors of Indiana 81-4932092 0.00 353,558
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Smile Doctors of Towa BC 84-2970097 0.00 157,911
2a Name of Participating 2k EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Smile Doctors of
Kentucky PSC 83-1127524 0.00 1,677,307
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Smile Doctors of 87-1575977 0.01 933,081

CAUTION Do not individually list information for working owners (see instructions and 29 CFR 2510.3-55(d)(2)} or other individuals who are
participants or beneficiaries in the plan or arangement that are no longer associated with 2 particular participating employer or participating
employer plan (see instructions). Providing identifying information for individuals may result in rejection of this filing. If there are any such
individuals in the plan, answer “Yes" to line 2e and provide the total information for all such individuals, without providing names or other identifying

information.
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Partll

Participating Empiloyer Information (Continued).

Use this page for additional participating employer information,
2 All muttiple-employer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500} must complete Part Il, in
addition 1o Part I. in accordance with the instructions, to report the information for each employer participating in the multiple-employer pension plan.
Defined contribution plans must complete lines 2a-2d. All other multiple-employer pension plans complete
lines 2a-2c only. Complete as many entries as needed to list the required information for each participating
employer that is not an individual person (see instructions).

Dakota, PLLC

2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Smile Docto of
Michigan BC. 84-5063652 0.04 2,190,687
2a Name of Participating 2b EIN 2c¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Smile Doctors of
Minhesota PO 84-2981177 0.01 768,823
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Smile Doctors of New
Mexico, PC 86-3002530 0.00 4,411
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Smile Doct £ N h
Sl 93-4683015 0.00 20,935
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Srnéle Doctors of Ohio, 82-2915044 0.04 2,572,539
2a Name of Participating 2h EIN 2c¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Smile Doctors of
Ok lahoma 85-4107178 0.00 257,737
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Smile Doctors of
Pennsylvania, P.C. 93-25474395 0.00 3.034
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Smile Doctors of South
lCarclina PC 82-3286411 0.01 612,427
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Smile Doctors of South 99-0447092 0.00 24,448

CAUTION Do not individually list information for working owners (see instructions and 29 CFR 2510.3-55(d){2)) or other individuals who are
participants or beneficiaries in the plan or arrangernent that are no fonger associated with a particular participating employer or participating
employer plan (see instructions). Providing identifying information for individuals may result in rejection of this filing. ¥f there are any such
individuals in the plan, answer “Yes" lo line 2e and provide the total information for all such individuals, without providing names or other identifying

information.
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Part Il

Participating Employer Information (Continued).

Use this page for additional participating employer information.
2 All multiple-employer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500) must complete Part 1, in
addition to Part ), in accordance with the instructions, to report the information for each employer participating in the multiple-employer pension plan.
Defined contribution plans must complete lines 2a-2d. All other multiple-employer pension plans complete
lines 2a-2¢ only. Complete as many entries as needed to list the required information for each participating
employer that is not an individual person (see instructions).

Employer

Contributions for the Plan Year

2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Smile Doctors of
Tennessee PC 81-0884466 0.01 594,094
2a Name of Participating 2b EIN 2c¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Smile Doctors of Utah pc | 88-2040847 0.00 58,499
2a Name of Participating 2h EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Smile Doctors of
Wisconsin, PC 84-2199309 0.03 736,859
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Smile Doctors of -
Wyoming, PC 82-2994985 0.00 94,851
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Smile Docteors QOrthodontics
of Virqinia P 85-1169722 0.03 3,223,670
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Smile Doctors, LLC 47-3435755 DoEk g IO
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances

Attributable to Participating Employer

CAUTION Do not individually list information for working owners {see instructions and 29 CFR 2510.3-55(d}{2)) or other individuals who are
participants or beneficiaries in the plan or arrangement that are no longer associated with a particular participating employer or participating
employer plan {see instructions}. Providing identifying information for individuals may result in rejection of this filing. If there are any such
individuals in the plan, answer "Yes™ to line 2e and provide the total information for all such individuals, without providing names or other identifying

information.
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2e Does the plan include any individuals not participating through an employer or who are individual working 20 [Yes ENo
owners? L

2f ) you answer “Yes” in line 2e. enter a good faith eslimate of the percentage of total contributions made by

all such individuals that are not listed on iine 2a during the plan year. Gl

29 If you answer “Yes" in Line 2e. enter the aggregate account balances for all such individuals that are not 2
listed on line 2a. g

Part lll | Pooled Employer Plan Information

Line 3. All Pooled employer plans must answer all of the questions in Part Ill, in addition to completing all of Parts | and Il

3a Is the pooled plan provider (identified as the plan sponsor and administrator in Part If of the Forrm 5500} currently in

compliance with the Form PR (Pooled Plan Provider Registration Statement) requirements? (See instructions and OYes [JNo
3b Hline 3ais “Yes", enter the ACK ID for the most recent Form PR that was required 1o be filed under the Form

PR filing requirements. (Failure to enter a valid ACK ID will subject the Form 5500 filing to rejection as

incomplete.)

ACKID




SCHEDULE R Retirement Plan Information S SN
(Form 5500) 2024
Department of the Treasury This schedule is required lo be filed under sections 104 and 4065 of the
Intema! Revenue Sarvice Employee Retirement Income Security Act of 1974 (ERISA) and section
T 6058(a) of the Internal Revenue Code (the Code),
Employee Benefits Secunty Adminisication 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
Smile Doctors Retirement Plan plan number
{PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number {EIN)
Smile Doctors LLC 47-3435755
Partl | Distributions
All refarences to distributions relate only to payments of benefits during the plan year.
1 Total vake of distributions pald in property other than in cash or the forms of properly specuf' led in the 1
instructions.................. : e e

2 Enter the EIN{s) of payor(s) who paid benefils 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): 82-3967259

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

3 Numberof pamclpanls (ltvmg or deceased) whose benefits were distributed in a smgle sum, dunng the plan 3
year .. .. OO

Part || Fundlng Informatlon (Ifthe plan is not sub;ect to the minimum fundlng requirements of section 412 of the Intemal Revenue Code or
ERISA section 302, skip this Part.)

4 Is the plan administrator making an election under Code section 412(d)2) or ERISA section 302(}2)? ... :J Yes [] No [] na
If the plan is a defined benefit plan, go to line 8.

5  If 2 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: Moanth Day — Year

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

6 a Enter the minimum required conlribution for this plan year (include any prior year accumulated funding

6a
deficiency not waived).....
b Enler the amount contributed by the employer to the plan for this plan year... 6b
C  Subtract the amount in line 6b from the amount in line 6a. Enter the result
{enter 3 minus sign to the left of a NEGAtIVE AMOUNT ...t et er s e st a st anar s i 6c
If you completed line 6¢, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the fuNding deadling? ...........oo..vvveeesvvcsneirsiinsns j Yes L 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 pIan sponsor or plan
adminisirator agree with the change? ... et reetere a4 RS b4t et e e eene s sesnnen D Yes I:l No (] na

LPart n ' 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 appropnale
box. If no. check the “No” box... j Increase [ | Decrease -] Both D No

| Partiv | ESOPs {see instructions). if this is not a plan described under section 409{a) or 4875(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 any preferred stock? .................... O 1 B £ S
b Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan parl of a “back-to-back” loan? D Yes [:[ No

{See instructions for definition of "back-to-back” loan.) ...
12  Does the ESOP hold any slock that is not readily tradable on an eslablished securities Markel? ...................corecvseemrnersesmseressessnenins 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 Enterthe 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-len highest contributors {measured in dollars). See instructions. Complele as many entries as needed lo report all applicable employars,

a Name of contributing employer

b &N C__ Dollar amount contributed by employer
d Date collective bargaining agreement expires (If empioyer contributes under more than one cofleclive bargaining agreement, check box D
and see instructions regarding required altachment. Otherwise, enler the applicable date.) Month Day Year

€  Contribution rate information (i more than ona rate applies, check this box D and see insiructions regarding required attachment. Otherwise,
complete fines 13e(1) and 13e(2}.)
(1}  Contribution rate (in dellars and cents)

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

a Name of contributing employer

o

EIN € Dollar amount contributed by employer

d Date collective bargaining agreement expires (if employer contributes under more than one coflective bargaining agreement, check box D
and see insiructions regarding required attachment. Otherwise, enler the applicable dale.) Month Day Year

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

@ Name of contributing employer

o

EIN ¢ Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer confributes under more than one coflective bargaining agreement, check box I:[

and see insiructions regarding required attachment. Otherwise, enler the applicable date.) Month Day Year

€@  Contribution rate information (if more tharn one rate applies, check this box D and see insiructions regarding required altachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2} Base unit measure; D Hourly |_| Weekly [_] Unit of production |:| Other (specify):

Name of contributing employer

1=} )

EIN € Dollar amount contribuled by employer

d Date collective bargaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box D
and see instryctions regarding required atlachment. Otherwise, enler the applicable date.) Month Day Year

€  Conlribution rate information (/f more than one rate applies, check this box D and see instructions regarding required aftachment. Otherwise,
complele fines 13e{1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2} Base unit measure: D Hourly D Weekly D Unit of production |:| Other (specify):

a  Name of contributing employer

o

EIN € Doltar amount contribuled by employer

d Date collective bargaining agreement expires (If employer contribules under more than one colleclive bargaining agreement, check box []
and see instructions regarding required attachment. Otherwise, enler the applicable date.) Month Day Year

€  Conlribution rate information (if more than one rate applies, check this box I:I and see instructions regarding required altachment. Otherwise,
complele fines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
{2y Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

@ Name of contributing employer

o

EIN € Dollar amount contributed by employer

d Date collective bargaining agreement expires {If employer coniribules under more than one colfective 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 attachmemnt. Otherwise,
complete lines 13e(1} and 13¢(2).)
(1} Contribution rate (in dollars and cents)
(2 Base unit measure: D Hourty |:| Weekly I:l 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 conlributing 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 requUIred atACHIMEBNL) ...........ovieuiieeeees e eeeeneseeeeees e res e et es s oot s st s e ee oo

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 atachment) ..............ooveeeovoveoeeresrvnnnnn,

C The second preceding plan year. I:l Check the box if the number reported is a change from what was 14¢
previously reported (see instructions for required AHACAMEN.......ocoioeeveieeree s ssesesteeeeeeeeeeeeeeeeseoesoen

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 comresponding number for the second preceding Plan Y ar ... it icearr e sasers s saensens 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 ..........ooooeeivveeeerrrisrnns 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against SUCh WHNATAWN EMIDIOYEIS ......ccoooviiieeeeeeescecevesseeeeet e e e eeeeeeeseseceeasesseseeeseessessesssseese e

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 regardin
supplemental information to be included as an attachment.................. E.I

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

18  (f any Nabilities to participants or their beneficiaries under the plan as of the end of the plan year consist {in whole or in pant) 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 10 be INCIUAEA 35 AN AHACKMENL. ........c.overeecece e eecaeesseeesse s ceaseeseesesesssesss s s srssmsts s eseseeeseeesseseseemee e se s sen s eeeee e e e e e e eeeseseeeeeen]

19 i 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:
[] 0-5 years [] 5-10 years [] 10-15 years [] 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 minimumn required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? [:| Yes |:| No
b ifline 20a is “Yes.” has PBGC been notified as required by ERISA sections 4043(c){5) and/or 303(k)(4)? Check the applicable box:
[J ves.
D No. Reporting was waived under 29 CFR 4043.25(c}{2) because confributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.
|:| 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 fo 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 rutes? [] Yes [] 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).
D Design-based safe harbor method
[] “Prior year” ADP test

[] "current year” ADP test

[0 wa

22 K the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Lefter, enter the date of the Opinion Letter 06/30/2020
(MMIDD/YYY'Y) and the Opinion Letter serial number @70293%a




Smile Doctors Retirement Plan
EIN 47-3435755 PN 001

Schedule H, Line 4i — Schedule of Assets (Held at End of Year)
Year Ended December 31, 2024

Identity of Issue

Description of Investment

Current Value

Mutual Funds
Allspring Special Small Cap Value Fund
Blackrock Mid-Cap Growth Equity Fund
Fidelity Extended Market Index Fund
Fidelity Total International Index Fund
Fidelity US Bond Index Fund
Fidelity 500 Index Fund
JPMorgan Equity Income Fund R6
JPMorgan Large Cap Growth Fund R6
Fidelity Advisor Total Bond Fund
MFS International Growth Fund R3
MFS Mid Cap Value Fund Class R3
Principal SmallCap Growth | R6

AAAAAAAA A A A A

. Rowe Price Retirement 2005 Fund - Class

Rowe Price Retirement 2010 Fund - Class
Rowe Price Retirement 2015 Fund - Class
Rowe Price Retirement 2020 Fund - Class
Rowe Price Retirement 2025 Fund - Class
Rowe Price Retirement 2030 Fund - Class
Rowe Price Retirement 2035 Fund - Class
Rowe Price Retirement 2040 Fund - Class
Rowe Price Retirement 2045 Fund - Class
Rowe Price Retirement 2050 Fund - Class
Rowe Price Retirement 2055 Fund - Class

. Rowe Price Retirement 2060 Fund - Class

Rowe Price Retirement 2065 Fund - Class

Common Collective Trust
Putnam Stable Value Fund

* Participant Loans

* Parties in interest

23,504
21,683
14,762
180,072
242,285
44,770
75,639
38,196
101,164
21,787
14,068
75,740
3,020
631
1,888
18,372
103,274
98,692
152,527
132,310
206,451
176,804
154,407
90,718
53,129

917,910

shares
shares
shares
shares
shares
shares
shares
shares
shares
shares
shares
shares
shares
shares
shares
shares
shares
shares
shares
shares
shares
shares
shares
shares
shares

shares

Various maturity dates
through October 2042

Interest rates: 4.25% to 9.50%

946,493
938,877
1,341,574
2,418,363
2,476,150
9,141,582
1,810,808
3,198,533
949,929
887,381
429,229
1,128,523
36,114
9,560
23,709
341,351
1,709,189
2,527,491
3,210,690
4,044,723
4,595,595
3,346,906
3,072,696
1,505,012
683,233

50,773,711

920,135

290,800

51,984,646
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