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

. 1210-0089
Department of the Trea;ury Beneflt Plan
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2025
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

| Partl | Annual Report Identification Information

For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending 12/31/2025

A This return/report is for: @ a single-employer plan D a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box

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

B This return/report is D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, CheCk NEre ...............covoveveeecceieceeeeeeee et 4 D
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here ......................... » D
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
LEONID KOZER MEDICAL, P.C. DEFINED BENEFIT PLAN (PN) > 003
1c Effective date of plan
01/01/2013
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.O. Box) 11-3629434
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
LEONID KOZER MEDICAL, P.C. C Sponsor’s telephone number

917-604-7851

2d Business code (see instructions)

1550 EAST 13TH STREET # 6G 1550 EAST 13TH STREET # 6G
BROOKLYN, NY 11230 BROOKLYN, NY 11230 621111
3a Plan administrator’'s name and address B] Same as Plan Sponsor. 3b Administrator's EIN

3c Administrator’s telephone number

4  If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report | 4b EIN
filed for this plan, enter the plan sponsor’'s name, EIN, the plan name and the plan number from the

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

5a Total number of participants at the beginning of the plan Year ..............ccccoveveveeeceeeeeeeeeeeeeeeeeeeenn 5a 3
b Total number of participants at the end of the PIaN YE&T .............coccovovveveeeeeeeoeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 3
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined 5c(1)

contribution plans complete this ItemM) ............ooiiiii e
€(2) Number of participants with account balances as of the end of the plan year (only defined
ber « co 5¢(2)
contribution plans complete this ItemM) .........c..oi i
d(1) Total number of active participants at the beginning of the plan year...............cccccooovuevevrverevreeeeenn. 5d(1) 3
d(2) Total number of active participants at the end of the plan year ...............coocoooiirriniiniicece. 5d(2) 3
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

were less than 100% vested

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

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 02/12/2026 LEONID KOZER
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 02/12/2026 LEONID KOZER
WERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2025)

v. 250312



Form 5500-SF (2025) Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ... B Yes I:[ No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467? (See instructions on waiver eligibility and conditions.).............cccceeiiiiieiiiii i @ Yes D No
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes B No D Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total plan @SSetS ........ccouiiiiiiiieiiiceeee e 7a 2281881 2441799
b Total plan 1abilities .............c.cccooviieiiiieieeeeeeeeeeeieeeeeeeeee, 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ................ccc.cc....... 7c 2281881 2441799

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

(1) EMPIOYETS oottt 8a(1) 100000

(2) PartiCipantS...........coovoiiiiiiieieeeeee s 8a(2) 0

(3) Others (including rolloVers)................coceccuuveeeeeeeeciiiiieaeeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueueeeeeeeeeeeeeeeeeeeeeeeeeeeeeea, 8b 59918
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 159918
d Benefits paid (including direct rollovers and insurance premiums

10 Provide DENEFILS) .........oovvoeeeeeciioeeeeeeeeeeeeeeeeeeeeeen 8d 0
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions) ... 8f 0
0 OthEr XPENSES ........c.cvvvveeeereieieeeeeeieieieieieeeressaeeaerererenenenennens 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 0
i Netincome (loss) (subtract line 8h from line 8¢) ........................... 8i 159918
j Transfers to (from) the plan (see instructions)...............ccccccevenne. 8j 0

Part IV | Plan Characteristic Codes

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
1A 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount

a Was there a failure to transmit to the plan any participant contributions within the time period

described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully

corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)............c.ccccceeuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions

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

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

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

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

2520.10T-3.) c1oovvveeee oo eeeeeee e eeeeeeeeeeeeeeeeeeeeeeeeeeeeeseeeee e eeeeeeeeee e eeeeeeeeeeeeeeeseeeeeeeeeeee 10h X

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




Form 5500-SF (2025) Page 3-| 1

Part VI Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 @ Yes D No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 | 1lla | 0

(o3

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

E Yes.

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

exceeding the unpaid minimum required contribution by the 30th day after the due date.

E 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
D No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
B RIS A 7 ettt ettt ettt e e teeeeeateeeeaateeeateeeeastteeeaateeeaateteeannteeeanteeeaseeeeannteeeateeeaasaeeeeanteeeataeeeanteeeeanreeeareeeennneeas D Yes B No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave
line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees Month Day Year

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution for thiS PIAN YEAI ............c.cooioioeeeeeeeeeeeeeeeeeeeeee e 12b

C Enter the amount contributed by the employer to the plan for this plan year .............cccccoiviiiiiiiiiiiiiniieceee 12c

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

. 12d
NEGALIVE @IMOUNT) ..o i ittt ettt et ettt e ettt e ettt eesat et e ettt e e sast et e eat et e e abs e e et nteeesateeeebnneetanreeesbeeeeanneeas

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?............cccccciniiiiiiiinns D Yes D No D N/A

Part VII Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan Year? ................ccccoeoveeomeioeeceeeeeeeeeeeeeee e D Yes B No

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year.................ccccccoiviniiin... 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes Bl No
[l lal 1o e TN d = T O T T T TP T T PO P PP PP PPPPTPPPPPPPPR

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

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

| Part VIIl | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules?[ ] Yes [X No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

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

L] NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 02/ 28/ 2023
(MM/DD/YYYY) and the Opinion Letter serial number Q705229A,




H H H OMB No. 1210-0110
SCHEDULE SB Single-Employer Defined Benefit Plan °
(Form 5500) Actuarial Information 2025

Department of the Treagury

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

Department of Labor i i i . . .
Employee Benefits Security Administration Retirsment Incomelriz¢:gr>;{2$tegz;Qggdfgl!lz'g:dn:)'seCtlon 6059 of the This Forrln IS Opf” to Public
Pension Benefit Guaranty Corporation nspection
» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending  12/31/2025

P Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B Three-digit
LEONID KOZER MEDICAL, P.C. DEFINED BENEFIT PLAN plan number (PN) > 003
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
LEONID KOZER MEDICAL, P.C. 11-3629434
E Type of plan: ]g Single D Multiple-A D Multiple-B ‘ l F Prior year plan size: B 100 or fewer D 101-500 D More than 500
‘ Part | l Basic Information

1  Enter the valuation date: Month _ 01 Day 01 Year 2025

2  Assets:
BUMATKEE VAIUE ........vevvieeiiiieie ettt ettt bttt s bbb et a bbb e s e s s bbbt e st e s b b e s ese et s s ebe s s e e s e 2a 2280458
D ACHUBIHAI VAIUE ... 2b 2280458

3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding

participants Target Target

a For retired participants and beneficiaries receiving payment............cccccceeiiieiinne. 0 0 0
b For terminated vested participants 0 0 0
C For active participants 3 2118183 2118183
O TOUAL ..o 3 2118183 2118183

4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b)............cccccevevenne.e. D
a Funding target disregarding prescribed at-risk asSUMPLIONS ........ccooiiiiiiiiiiii s 4a
b Fuqding target reflecting at-r_isk assumpti_ons, but disreggrding trgnsition _rule for plans that have been in 4b

at-risk status for fewer than five consecutive years and disregarding loading factor

5 EfECHVE INEIESE FALE .......vvcvieieiiieeeteteee ettt bttt b et s et s s se st s b s et s s ses e 5 5.24 9,

6 Target normal cost
a Present value of current plan Year @CCIUAIS ...........coiuiiiiiii ettt e e e e e enes 6a 26224
D Expected plan-related EXPENSES ............c.cveveeiiuieeeeeeeeeeee e eeeeeeee e ee et es s s eeeenen s e 6b 0
(o =T o T=Y Yo = o] TR 6¢c 26224

Statement by Enrolled Actuary

To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE 02/11/2026
Signature of actuary Date
KYLE P. BAUER 23-08986
Type or print name of actuary Most recent enroliment number
SCHWEITZER & COMPANY, LLC 631-969-2200
Firm name Telephone number (including area code)

11 GREENWOOD AVE - #59
EAST ISLIP, NY 11730

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see instructions D

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2025

v. 250312



Schedule SB (Form 5500) 2025

Page2-[ 1 |

Part Il Beginning of Year Carryover and Prefunding Balances
(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
YBA) ..ottt ettt ettt ettt ettt e eae et et et e s et eseentereeaeeneeneaae e enteneeneened 0 0
8 Portion elected for use to offset prior year’s funding requirement (line 35 from prior
YEAT) .ttt ettt ettt ettt enen 0 0
9 Amount remaining (line 7 MINUS N 8) .........ceuiueuevereieieeeecceeeee e 0 0
10 Interest on line 9 using prior year’s actual return of G0
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ...........cccccovceveninne, 162397
b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 5.02 % .ccvunn. 8152
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
TEREUIT <.t ettt e s e s ne et eenee e 0
C Total available at beginning of current plan year to add to prefunding balance 170549
d Portion of (c) to be added to prefunding balance..............ccccvcvvevvcecveveriieeeeeannd 0
12 Other reductions in balances due to elections or deemed elections ...........................|
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) ................. 0 0
Part Il Funding Percentages
14 Funding target attaiNnMENt PEICENLAGE. ...........ovverveeeeeeeeeeeeeeeeses e sseseesessesess s sesssssss s sesessssesssesssssssesesseeseessssesssessssessansssesesassssssssesssansssensasessseneen 14 107.66 %
15 Adjusted funding target attaiNMENt PEICENTAGE ..........cc.cvoveveveeeeeeeeeeeee et et eee e ee et ee s et ettt ee s s e ete et e s e aen et et et esesees e e eeeeesnennnans 15 107.66 %
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAr'S FUNING FEQUITEIMENL. ...........oiuiviieieieeeeeeeeeeeete ettt ettt ettt ettt e e ae e se e e ese e esn e ese e es e e seanenennesensenenens e 101.31 9
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ...............ccccceueuen... 17 %
Part IV Contributions and Liquidity Shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:
(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
02/09/2026 100000 0
Totals » | 18(b) 100000 | 18(c) | 0
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years................ccccccevevevevnenee. 19a 0
b Contributions made to avoid restrictions adjusted to valuation date. ...............ccccooeovoiieeioeeeeeeeeeeeeeeeeeee 19b 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date................... 19¢c 94517
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall” for the PriOr YEAI? ....... ..ottt e et e e et e e et e e e anb e e e ebeeaaaneeaas D Yes B No
b If line 20ais “Yes,” were required quarterly installments for the current year made in a timely manner?.............cc.ocooveeeeececeececeeeeee [[ Yes [[ No
C If line 20a is “Yes,” see instructions and complete the following table as applicable:
Liquidity shortfall as of end of quarter of this plan year
(1) 1st (2) 2nd (3) 3rd (4) 4th




Schedule SB (Form 5500) 2025 Page 3

Part V |Assumptions Used to Determine Funding Target and Target Normal Cost
21 Discount rate:
a Segment rates: Tst se%%%ng/:u 2nd segr‘g?not/; 3rd segggnot/; D N/A, full yield curve used
D Applicable MONth (ENEEF COUR) .......cvvveeeeeeeeece et ettt ettt s ennesessee et eesenensennnes 21b 0
22 Weighted average retir@MENt BgE ............c.eveuiieieeeeeeeeeee e et eee et e ee e e et eae et e et se e ete s et eseese e et esseneseseaesseaeananas 22 63
23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate g Substitute

Part VI |Miscellaneous Items
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
EE Y=ol a0 1LY o | SO TSP TP OO POV PPPPTPPP D Yes @ No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment................c..cccocc...... D Yes B No
26 Demographic and benefit information

a Is the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ...............

b Is the plan required to provide a projection of expected benefit payments? If “Yes,” see instructions regarding required attachment ...

D Yes No
D Yes B[ No

27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHACHMENT ... e
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PriOr YEAS ............cceeiriiiiieiereieiesesisie e 28 0
29 Qiscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
(UL LCI S ) T PP PP
30 Remaining amount of unpaid minimum required contributions (line 28 Minus liN€ 29) .............ccceeveveeeveceeenean. 30 0
Part VIII [Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOrMAl COSt (lINE BC) ......eeeieiiie ittt ettt ettt et e st e neeamt e e te e e e e anee e neenneeenneeens 3la 26224
b Excess assets, if applicable, but not greater than iNe 31a ...........cocoeioiieeeeeeeeeeeeeeeeeeeeeeeeeee e 31b 26224
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment ... 0
b Waiver amortization inStallMent.................ccccrrurueueeeeeeee oo 0 0
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year )_and the waived amount .................cccooiiiiiin, 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a- 31b + 32a + 32b - 33)....] 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding 0 o o
FeQUIrEMENt ......oooiiiiie e
36 Additional cash requirement (line 34 MINUS INE 35) ..........ccccooveveviueeieeeeeeeeeeeeeeeeeeeee et 36 0
37 1C‘;)Cn)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 04517
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of line 37 over line 36) 38a 94517
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances........... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ..........c..cc..c....... 39 0
40 Unpaid minimum required contributions for @l YEArS ...............ccc.oeveieeeeeeeeeeeeeeeeeee e 40 0
Part IX Pension Funding Relief Under the American Rescue Plan Act of 2021 (See Instructions)

41 If an election was made to use the extended amortization rule for a plan year beginning on or before December 31, 2021, check the box to indicate the first

[ ]2020

[ ] 2021

plan year for which the rule applies. D 2019




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210-0110
(Form 5500) Actuarial Information 2025

Department of the Treasury
Internal Revenue Service

This schedule is required to be filed under section 104 of the Employee
Department of Labor i i i . . .
Employee Benefits Security Administration Retirement '"comeh?t‘:fx;'lt)l’:{':‘\%gzgggg d(eEmng :dned)-sectlon 6059 of the This ForrlrrlI Issp ggfgnto Public

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending  12/31/2025

» Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B Three-digit
LEONID KOZER MEDICAL, P.C. DEFINED BENEFIT PLAN plan number (PN) > 003
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
LEONID KOZER MEDICAL, P.C. 11-3629434
E Typeofplan: X Single [ ] Muttiple-A [ ] Muttiple-B | | F Prioryear plan size: [| 100 orfewer [] 101-500 [ ] More than 500
| Part | | Basic Information
1  Enter the valuation date: Month _ 01 Day _ 01 Year 2025
Assets:
Y L= V7 [V 1= OO 2a 2280458
D AGHUANEI VAIUE ...ttt en e 2b 2280458
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment.............cccccociiiineninn, 0 0 0
b For terminated vested participants................cooooeieeeoeee oo 0 0 0
C For active participants 3 2118183 2118183
A TOtAL. ...ttt n ettt enenen ettt enennened 3 2118183 2118183
4 |fthe plan is in at-risk status, check the box and complete lines (a) and (b).............cccecvvvrvnnen. |:|
a Funding target disregarding prescribed at-risk aSSUMPLIONS ...........ooiiiiiiiiiiiiii e 4a
b Fur_1ding target reflecting at-r_isk assumptif)ns, but disreggrding tra_msition _rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor..............cccccoocvvviiriiennenn,
5 Effective interest rate 5 5.24 9%
6 Target normal cost
a Present value of current plan Year @CCTUAIS.............ccuerueieieiecieceecte ettt ettt neereeae s 6a 26224
b ExXpected Plan-related EXPENSES .............cvewieieieeeeeeeeeeee ettt ettt et ee e e e e et et se et e eeete s eee et eneeeee e 6b 0
Lo T B (T (g et AP 6¢c 26224

Statement by Enrolled Actuary

To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE % ﬁ @ML 02/11/2026

7 Signature of actuary Date
KYLE P. BAUER 23-08986
Type or print name of actuary Most recent enrollment number
SCHWEITZER & COMPANY, LLC 631-969-2200
Firm name Telephone number (including area code)

11 GREENWOOD AVE - #59
EAST ISLIP, NY 11730

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see instructions |:|

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2025
v. 250312



Schedule SB (Form 5500) 2025

Page2-[ 1]

Part Il Beginning of Year Carryover and Prefunding Balances
(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
VA ..ottt ettt ettt ettt et e eeenn e eerenaeneneneen 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
VALY oottt 0 0
9 Amount remaining (line 7 mMIiNUS N 8) .........c.covurveveveeeeeeeeeeeeeeeeee e eeeeeenneeens 0 0
10 Interest on line 9 using prior year's actual return of Yo
11 Prior years excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ...........c.ccccceveeenneen, 162397
b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 5.02%-............. 8152
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
=10 L1 o RSP PUTUPPTPRRRPRPI 0
C Total available at beginning of current plan year to add to prefunding balance ..............| 170549
d Portion of (c) to be added to prefunding balance ..............cccevevcveveceeeereceeeeceeenn) 0
12 Other reductions in balances due to elections or deemed elections ...........................| 0 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d —line 12) .................. 0 0
Part lll Funding Percentages
14 Funding target attaiNMENt PEICENLAGE. ...............vveeeeereeeeeeeseeeses e ses s sses s e ssees s es s s s essssess s esses s ssssses e s esesssssess s sssesssssesseseasnsssssssesssssesansseseees 14 107.66%
15 Adjusted funding target attainMENnt PEICENTAGE ............c.oviveeeeieeeceeeeeeeeee ettt ettt ee e s s eesese st et st s s sa e e e s e s e s se et an s s e neeeseenseneeaes 15 107.66%
16 Prior year’s_ funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEA'S FUNCING TEQUITEIMENE . .......o.o.ieeeoeeoeeeeeeee oottt et ee e ee et e e et ee e e e e e e e e e eneneeeee e eeeneneenenees 101.319%
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage 17 %
Part IV Contributions and Liquidity Shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:
(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
02/09/2026 100000 0
Totals > | 18(b) 100000 18(c) |
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years........c.cccoeccvvvveeeiiccnnnns 19a 0
b Contributions made to avoid restrictions adjusted to valuation date. ............ccccoveueeeveeereeererenceennans 19b 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date................... 19¢ 94517
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall” for the Prior YEAr? ..........oiiiiiiiii ettt ene e naee s |:| Yes No
b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner?.............ccco.cvoveveeeeeeveeeeverenennnns |:| Yes |:| No
C Ifline 20a is “Yes,” see instructions and complete the following table as applicable:
Liquidity shortfall as of end of quarter of this plan year
(1) 1st (2) 2nd (3) 3rd (4) 4th
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PartV |Assumptions Used to Determine Funding Target and Target Normal Cost
21 Discount rate:
a Segment rates: 1st segment: 2nd segment, 3rd segment |:| N/A, full yield curve used
5.00% 5.27% 5.50 %
b ApPPlicable MONt (ENLEF COUE) ........ovie ettt ettt et e et e et ee e et s et s e s eeeasseeen e sae s seeens 21b 0
22 \Weighted average retifeMENt @€ .............ccveveveeeeeeeeeeeeeeeeee e teeeeeeeseeeeeeeeeeseeesessseseseasesssseseeeeteessessessesesnnnanseaenens 22 63
23 Mortality table(s) (see instructions) Prescribed - combined [ Prescribed - separate [ Substitute
Part VI |Miscellaneous ltems
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
GHEBCRIMENL. ....... oot ees s es 8888885888888 [] ves ] No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment....................c.c..c........ |:| Yes No

26 Demographic and benefit information
a Is the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ...............

b Is the plan required to provide a projection of expected benefit payments? If “Yes,” see instructions regarding required attachment ...

27 |If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHACHMEBNT. ...ttt aaes
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PriOF YEATS ...........c.c.cveveueueeieeeeeeeeeeeeeeeseeeeeeeeeeeses e en s eeeenens 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
(LTS )
30 Remaining amount of unpaid minimum required contributions (line 28 minus i€ 29) ..............ccoeevereeeveeerenne. 30 0
Part VIII |Minimum Required Contribution For Current Year

31 Target normal cost and excess assets (see instructions):

@ Target NOMMAl COSt (N BC) ...t e et et e e e e e e et e e ee e 31a 26224
b Excess assets, if applicable, but not greater than e 318 ............ooouiioeeeeeeeeeeeeee e 31b 26224
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment ... 0 0
b Waiver amortization installmMent...............cccceeuiurieeeiniis i 0 0
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year )_and the waived amount ..............overninnnnnn 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 0
Carryover balance Prefunding balance Total balance
35 Balapces elected for use to offset funding 0 0 0
[T e [T =] 03T o | R
36 Additional cash requirement (lIN€ 34 MINUS INE 35) .........cuivveeereeeeeeeereereeeeesseseseeeeeeseseesseeeeeeeseeesese e esessesseens 36 0
37 1an)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 04517
0] ettt teeeeeneeneeneeEeeheeseteteaeeatereeaeeseseseasenteseeseeseteaseasenteneenteseeseesesetententeseetteseeteasesenteneintaseateaseasenteneaneereateas
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of line 37 over line 36) 38a 94517
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances........... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ........................... 39 0
40 Unpaid minimum required contributions fOr all YIS ................ccevevvueueveeeeeeeceeeeeeeeeeeeeeeeeeeeeeeeee e e eeeneeene 40 0

Part IX

Pension Funding Relief Under the American Rescue Plan Act of 2021 (See Instructions)

41 I an election was made to use the extended amortization rule for a plan year beginning on or before December 31, 2021, check the box to indicate the first

plan year for which the rule applies. [ |2019  []2020  []2021




LEONID KOZER MEDICAL, P.C. DEFINED BENEFIT PLAN
5500-SF ATTACHMENT FOR THE 2025 FORM YEAR
STATEMENT BY ENROLLED ACTUARY

In my opinion, the assumptions used in preparing the Schedule SB, to which this certification is
attached, for the above mentioned plan (a) are in the aggregate reasonably related to the experience of
the Plan and to reasonable expectations, and (b) represent my best estimate, as of the valuation date, of
anticipated experience under the Plan. The schedule and the accompanying attachments, which
describe the actuarial assumptions and methods employed and summarize the principle eligibility and
benefit provisions upon which the valuation was based, are complete and accurate to the best of my
knowledge.

In preparing this report, I have relied upon information on plan participants as provided by the
employer, the plan administrator, and/or the employer's tax advisor, and financial information regarding
the plan assets for this pension plan supplied by the employer and/or the plan's investment manager.

All values are based upon valuation data provided for the preparation of the Actuarial Valuation.

Kyle P. Bauer
Enrollment No. 23-08986



Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 12100112

1210-0068
Pepartinent of tha Trassury Benefit Plan
I
mtamsl Revanue Safvlcs This form is requirad 1o be filad under sections 104 and 4065 of the Emplayae Retirsment 2025
— Deparimant of Labar Income Security Act of 1974 (ERISA), and saclions G057{p} and 6058(z) of the Intamal . .
Employea Benefits Sacurly Adminlatration Reyenue Coda (the Code). This Form ig Open to
Panslon Benalit Guaranty Gorporadion Fublic Inspectian

» Complete all entries in accordance with the Instructions to the Form 5500-3F.

2art]”| Annual Report Identification Information
Fot calendar pian year 2026 or fiscal plan year beginning  Q1101/2025 ond ending _12/31/2025
A This raturnireport 1 for; ‘ a gingle-employar plan D a multiple-employer plan (ot multiemployar) (Pension Flan filers checking this box

-must attach Schedule MEP. Other plans must attach a list of parficipating employer
informatlon in accordance with the form instructions.)

B This retumirepott is D the first returnfrepaort D the final return/raport
[1 an amended return/report [ 2 short plan year returnreport (tess than 12 months)
C Check box if fillng undar: D Form 5558 D automatic extension D DEVC program

[] special extension (enter descriptian)
D 1 the plan is a collectively-bargained plan, CREGK MBI 1vvee oo ecsvire seeeeecestaanarrese st s eeees
E Ifthis is.a retroactively adopted plan permitted by SECURE Act section 201, check hare
T Bartll | Basic Plan Informatlon—enter all requested informatiah

4a Name of plan 1b Three-digit plan numbat
L EONID KOZER MEDICAL, P.C. DEFINED BENEFT PLAN () P 03
1¢ Effective date of plan
01/01/2013
2a Pian sponsor's name (smployet, 1f for slngle-employer plan) 2b Employer identification Nurnber (EIN}
Maillng address {include room, apt., sufte o, and straet, or P.0. Box) : 11-3629434
City or town, state or provincs, country, and ZIP or forelgn pastal code (If foreign, see inatructions) -
LEONID KOZER MEDICAL, P.C. 2¢ Sponsors telephane number
‘ 917-804-7B51
2d Business code (see instructions)
1550 EAST 13TH STREET # 866G 1650 EAST 13TH STREET # 6G
BROQKLYM, NY 11230 BROOKLYN, NY 11230 21111
3a Plan administrator's name and address E' Same as Plan Spongar. 3b Admlinistrator's EIN

3¢ Adminiztraior's telephone number

A If the name and/or EIN of the plan sponeor of the pian name has changed since the last retutnfreport | Ab EWN
filsd for this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the

last returnfreport, 4d PN
A Sponsot's REMe
¢ Plan Name
5a Total number of participants et the haginning of (e PIAN YERr.-.www. et 5a 3
b Total nurmber of pRrICIPANS at the end Gf thi PIBN YEBI ..o -crmmmressersar s et 2 5b 3
¢{1) Number of participants with account balances as of the beginning of the pian year {only defined 5c(1)
contriputlon plans complete o) PO D e A
¢(2) Number of particlpants with account balances as of the end of the plan year {only defined 5¢(2)
contribution plans completa this TRITAD warverecevemsnnsseecesesbbipae s s o e oA e
d{1) Total number of active participants at he beginning of e PIEN YEAM ...t 5d(1) 3
d(2) Total number of active particlpants at the G OF L6 PIAN YERT wrerrrmeesssimsessssssmnsssssssasssssssssian oosssnss 5d{2)
e Number of participant who terminated employment during the plan year with accrued benefits that Be 0
ware less than 100% vested ..o . ST VRPNV SN O TEPPLT

Caution: A penalty for the late or incom Iate filir; "uf th-i;returﬁ;'re nrt- will be sssesged unless reasonable cause is establlshad.
Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this returnfrepart, including, i applicable, a Schedute
2B or Schedule MB cornpleted and signed by an enrolled actuary, as well ag the elactronic vetsion of this ratumiraport, and te the bast of my knowisdge and
correct, apgd co 0 I

D e w2/ / Llfﬁé LEONID KOZER

Enter name of Individual gigning as pan admimstiator

: . Daté
] 2/ /Z/ /.| LEONID KOZER

3 Signature of amployer/plan sponser : Data[ Entat name of indlvidugl signing a3 amployar or plah sponsor
For Paparwork Reduction Act Notkce, see the Instructions for Form 5500-3F, ' Form S500-SF (2025)

v, 25032
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&a Were all of the plan's assets during the plan year invested In eligible assets? (See Instruglions.) ...

b Are you cigiming a waiver of tha annual examination and repart of an indapendant qualified public accountart (IQPA)
under 29 CFR 2520.104-467 {Ses instructicns on walver eligibllity and GONGHONS.) .. ..ormrmerr s sttt
If yeu answerad “No” to sither iine 8a or line 6b, the plan cannot use Form 5500-SF and nust Instead use Form 5500.
¢ If the plan is a defined banefit plan, i it covered under the PRGE insurance program {see ERISA section A021)7 ..

If “Yfes“ is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year,_,

Yes D Mo
Yes D Mo

] Yes B No [] Not determined

. [See instructions.)

[.Partiil;| Financial Information

7 Plan Assets and Lisbillties (a) Beginning of Year (b) End of Year
A Tatal Plan BESEHS orrermsmarrroerss s e 7a 2281381 2441798
b Total plan KDl a. e crursesssimsmees s gy gy 7b 0 )
¢ Mot plan assets (sublract line 7b from ling Ta) e 2281881 2441799
B Incame, Expénses, and Transfers for this Plan Year (a} Ameunt () Total
a Contributions received or receivable from:
{1) EMpoyens ..o 8al1) 1000040
(2) Patigpants,.....ormmremsgnn e §a(2) a
(2} Others (ncluding rolloVErS) oz ssssazgs st Ba(3) ¢
b Other income (I055) ciuawesieemcsaiirs 8b

Total income (add lines 8a(l), gia{2), 8a{3), and 8}

' e 159918 -
d Benefits paid (including direct rollovers and insurance premiums
£ PrOVIde BENEMIS). .o s crssssr gy eeesasncnis: ad v
& Cartain deemed and/or comactive distributions {see instructions) . (il:] o
| Administrative servica providars (salaties, faas, commissians) ... 8¢ o
0§ Other expenses ... e heeesueeeeetassarsaesesheneroees ki e sl g 0
h Total expenses (add lines 8d, Ba, Bf, and Bg) iy eees 8h - o
| Net income (loss) (subtract line 8t from Hne 86) v ooz 8l 158818
j Transfers to (fram) the plan (see INSEAUCHIONE} - c1issinsmenescssesimnsnsss 8

[:Part V.| Plan Characteristic Codes

Oa |if the plan provides pensian herafits, enter the applicable pension feature codes from the List of Plan Characteristic Codes In the instructions:

14 3D

b |if the plan provides welfare benefits, enter the applicable welfare featura codes from the List of Plan Characterstic Codes in the instructions:

| compliance Questions

40 During the plan year:

Yez | No Amount
a Was there a failure to transmit to the plan any participant centributians within the time pericd
described in 29 CFR 2510.3-1027 Continug to anawer “Yes" for any priT year failures urtil fubly
carrected. (Sae Instructions and DOL's Voluntary Fldugiary Correction PROGTAM) verserccmecrenrncee | 108 X
b ware thera any nonexempt fransactions with =ny party-In-interest? (Do not include transactions x
o raported on ling 'll)a) 10b
€ \Was the plan covered by a FCIGIY DOND? _oareeeeeevsssarmer a8 10 A
d Did the pian have & loss, whethar ar nat relmpursed by the pian's fidality bond, that was caused % ‘
by fraud OF diShON@EtyZ oo cwuewuresccsssg gyt AR i {1
e Wate any fees or commissions paid to any brokers, agents, of ather persons by ah insurance
carier, insurance service, or ather organization that provides same or all of the benefits under
tne plan? (Sea INSHUGHONS, ) coossis e emrsm e eoontar et T 10e _
Has the plan falled to provide any benefit when due under the plan? ... 10f
g Did tha plan have any particlpant luans? (if s * entar amount ag of year-and.) .....aeeunen- | 10g
h [Ifthis iz 8n individual account plan, was there 4 blackout period? {See instructions and 23 CFR X
| If 10h was answared "Yas," chack the box if you aither provided the raguired notice or one of the
exceptions lo providing the notice applied under 29 CER 2520, 4013 11 cccsrrnna st 101
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lP art.Vl-:| Pension Funding Compliance
11 (s this a defined benefit plan subject to minimum funding requirements? (If "Yes," saa Instructions and complete Schedule 5B
{Farm 5500) and fines 114 and b below.} If this s a defined sontribution pension plan, leave line 11 blank and complate ling 12 Yes D No
MW, .ot & seeeere eeececmmeestesss fecmss cebd oA o b eaE g St M
a  Enter the unpaid mintmum reduired contributions for all years from Scheduls SB (Form 5500) line 40 . ooooese ‘ 14 I v
b PBGC missed contribution reporting requirsraents. If the plan 1a covered by PBGC and the amaount reparted on line 11a Is grestar than $0, has PRGC
bean notifled s reguirad by ERISA sections 4043{c)(5) andfar 303{k)(4Y? Chack the applicable box:
D Yes,
D No. Reporting was walved under 29 CFR 4043,25(c)(2) because contributions squal to or exceeding the unpaid minlmum required contribution
wate made by the 30th day after the due data.
D No. The 30-day period referenced In 28 CFR 4043.25{0)(2) has not yet anded, and the sponsar Intends to make & contributlon equal to or
axceeding the unpald minimum required contribution by tha 30th day after the dua date,
L] No. Other. Provide explanatian
12 |5 this a defined cantribution plan suject to the rminimurm funding requirements of section 412 of the Code or zection 302 of
ERISA? D Yer No
( "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.) If thiz iz | defined benefit pension plan, leave
line 12 blank and complete line 11 above,
a Ifawsiver of the minimum funding standard for g prior year is being amortized In this plan year, 589 Instructions, and enter the date of the letter rling
granfing the waiver. Mcmth Day Year
If you completed lino 12a, gomplete linas 3, 9, and 10 of Schedule MB (Form 55004, and skip to line 13.
b Entar the mirimum raquired contribution far this PIBR YEBE o osvimerreeesoosssesereccoee st oo 12b
¢ Enter the amaunt contributed by fhe emplover o the plan for this plan year .. [T I I
d Subtract the amount in line 12c from tha amount in line 120. Enter the result (snter a minus sign ta the leftof & 124
negative amourit)
& Wi the mitimum funding amount reported an line 12d be met by the funding deadiing? ... D Yes D No |:| MNiA
Mi:| Plan Terminations and Transfers of Assets ‘
13a Has a resoiution fo tetminate the plan been adoptad in any plan YBEPD Lovvvvmueeemee oot AR D Yes Mo
a If"Yes," enter tha amount of any plan arzets that reverted to the employer this YEAr... .. uere oo 13a
b Werte all tha plan assets disinbuted to pariicipants or baneficiaries, transferred to another plan, or brought under the D Vo3 No
contral of the PBGC?
€ If, duting this plan yesr, any assets or Nigbllities were transferred from this plan to another plan(s), identify the plan(s) ta

which assets or liabllities were transferred, (See instructiong.}

o 13e(l) MName of plan(s): 13c(2) EIN(=) 13e(3) PN(s)

[Part Vil | IRS Gompliance Questions

143 Does the plan satisfy the caverage and nondizcrimination tasts of Code sections 410{b) and 401(a)(4} by combining this plan with any cthar plans undar

the permisslve aggregation rulgs? [ ] Yes [ No

14k IFthis s a Code section 401 (k) plan, check all boxas that apply ta indicate how the plan is Intended to satisfy the nondiscrimination requirements for

amployee deferrats and employer matching contributions (as applicable) under Code sactlons 401{k)3) and 401(m)2).
D Design-based safe harbor method :

D “Pripr yoar" ADP test
[ "Current yea” ADP test

0 wa

15

If the plan sponsor is an adopter of a pre-appraved plan that recaivad 3 favorable IRS Opinion Letler, enter the date of the Opinion Letter 02/ 28/ 2023
(MM/DDAYYYY) and the Dpinicn Letter safial number QITO5228A,




