
Form 5500-SF 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Short Form Annual Return/Report of Small Employee 
Benefit Plan 

This form is required to be filed under sections 104 and 4065 of the Employee Retirement 
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal 

Revenue Code (the Code). 

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

OMB Nos. 1210-0110 
1210-0089 

2025
This Form is Open to 

Public Inspection 

Part I   Annual Report Identification Information
For calendar plan year 2025 or fiscal plan year beginning  and ending 
A This return/report is for: X  a single-employer plan X 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 X  the first return/report X the final return/report  

X  an amended return/report X a short plan year return/report (less than 12 months) 

C  Check box if filing under: X  Form 5558 X automatic extension X  DFVC program 

X  special extension (enter description) 

D  If the plan is a collectively-bargained plan, check here ..............................................................................   X 

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

Part II   Basic Plan Information—enter all requested information
1a  Name of plan 1b Three-digit plan number

(PN) 
1c Effective date of plan

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

2b Employer Identification Number (EIN)

2c Sponsor’s telephone number

2d Business code (see instructions)

3a  Plan administrator’s name and address X 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, enter the plan sponsor’s name, EIN, the plan name and the plan number from the 
last return/report.   

a  Sponsor’s name
c  Plan Name

4b EIN

4d PN

5a Total number of participants at the beginning of the plan year .............................................................. 5a 
b Total number of participants at the end of the plan year ....................................................................... 5b
c(1) Number of participants with account balances as of the beginning of the plan year (only defined

contribution plans complete this item) ............................................................................................... 5c(1) 
c(2) Number of participants with account balances as of the end of the plan year (only defined

contribution plans complete this item) ............................................................................................... 5c(2) 

d(1) Total number of active participants at the beginning of the plan year ................................................. 5d(1) 
d(2) Total number of active participants at the end of the plan year .......................................................... 5d(2) 

  e   Number of participants who terminated employment during the plan year with accrued benefits that
were less than 100% vested ............................................................................................................... 5e 

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, I declare that I 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 
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 
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2025) 

v. 250312 

01/01/2025 12/31/2025

X

GLACIER ENT - HEAD & NECK SURGERY 401(K) PS PLAN 002

11/22/1976

160 HERITAGE WAY 
KALISPELL, MT 59901-3191

81-0364644

GLACIER EAR, NOSE & THROAT - HEAD & NECK SURGERY, P.C.
406-752-8330

621111

X

43

43

38

43

32

34

0

Filed with authorized/valid electronic signature. 02/27/2026 MITCHELL RAMSEY, M.D.
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ......................................................  X Yes X No 
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA) 

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.) ..........................................................................  X Yes X 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. 

c If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... X  Yes  X No  X  Not determined 
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year_____________________. (See instructions.) 

Part III   Financial Information 

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets ..........................................................................  7a 
b Total plan liabilities .......................................................................  7b 
c Net plan assets (subtract line 7b from line 7a) ..............................  7c 

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

(1)  Employers .............................................................................  8a(1) 
(2)  Participants ............................................................................  8a(2) 
(3)  Others (including rollovers) .....................................................  8a(3) 

b Other income (loss) ......................................................................  8b 
c Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) .....................  8c 
d Benefits paid (including direct rollovers and insurance premiums 

to provide benefits) .......................................................................  8d 
e Certain deemed and/or corrective distributions (see instructions) .  8e 
f Administrative service providers (salaries, fees, commissions) .....  8f 
g Other expenses ............................................................................  8g 
h Total expenses (add lines 8d, 8e, 8f, and 8g) ...............................  8h 
i Net income (loss) (subtract line 8h from line 8c) ...........................  8i 
j Transfers to (from) the plan (see instructions) ...............................  8j 

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: 

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) .........................  10a 

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

c Was the plan covered by a fidelity bond? ......................................................................................  10c 
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused 

by fraud or dishonesty? .................................................................................................................  10d 
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 
the plan? (See instructions.) ..........................................................................................................  10e 

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

2520.101-3.) .................................................................................................................................  10h 
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the 

exceptions to providing the notice applied under 29 CFR 2520.101-3 ...........................................  10i 

X

X

5929563 7342111

1319 1020

5928244 7341091

348984

232700

0

1016992

1598676

155959

0

29870

0

185829

1412847

0

2E 2G 2J 2K 2A 2F 2T 3D

X

X

X 500000

X

X

X

X

X
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Part VI   Pension Funding Compliance 

11 Is 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 
below. ..............................................................................................................................................................................................  

X Yes X No 

a  Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 .................. 11a 

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

_ 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. 

_ 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. 

_ No. Other. Provide explanation ___________________________________________________________________________________________ 

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of 
ERISA? ...........................................................................................................................................................................................  

  (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. 

X Yes X No 

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 waiver.  ............................................................................................................................. 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 plan year  ................................................................................... 12b 

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

negative amount)  .................................................................................................................................................. 
12d 

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

Part VII   Plan Terminations and Transfers of Assets 

13a Has a resolution to terminate the plan been adopted in any plan year?  ........................................................................ X   Yes   X  No 

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the 
control of the PBGC? ..........................................................................................................................................................  

X Yes X No 

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

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

Part VIII IRS Compliance Questions 
14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under 

the permissive aggregation rules?   Yes    No 

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

_ Design-based safe harbor method 

_ “Prior year” ADP test 

_ “Current year” ADP test 

_ N/A 

15 If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter ___/___/_____ 
(MM/DD/YYYY) and the Opinion Letter serial number__________. 

1

X

X

X

X

X

X

Q703945A
06 30 2020



Form 5500€F
D€parh€nr ol tio TEsury
lnlernal Revenue Service

Pension Benent Gu6r6nry Co.po6tion

Annual ldenlification lnformation
For calendar 2025 or fiscal n

OMB Nos. 121&0110
121&0089

202s
Thls Form ls Opon to

PuHic lnspectlon

A This retum/reporl is for fi a single-employer plan

B This retum/report is n the flrsr retum/report

and 25
a multiple-employer plan (not multiemployer) (Pen6ion Plgn filers checking this box
must attach Schedule MEP. Other plans must attach a list ot participating employer
infomalioh in accordahce with the form instructions.)

the final retum/reporl

a sho.t plan year return/repon (less than 12 months)! an amended return/report !
C Check bo,( iffling under: ! Fom S5S8 [ automatic extension

! special extension (enter desqiption)

D f the plan is a collectively-bargained plan, ch66k here..................

Short Form Annual Return/Report of Small Employee
Benefit Plan

Ihis form is required to be filed under sections 104 and 4065 of the Employee Retirement
lncome Secudty Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the tnternal

RBvenue Code (the Code).

all ent oa ln accordanco wlth the inctructlons to the Form sgro.sF.)
Part I

PN

lb Three{igit plan numbBr

5a

5b

5c(1)

5c(2)

sd(1)

5d{2)

5e

E tf hisisa SECURE Act section 201 check here .,........ t
Basic Plan lnformation-enter ait informgtion

1a Name of plan

Glacier ENT - Head & Neck Surgery 401 (k) PS Plan

2a PIan sponsor's nsme (employer, if lor a single.employer plan)
Mailing address (indude room, 6pt., suite no. and street, or P.O. Box)
City or town, state or province, country, and ZIP or loreign postal code (ifforeign, see instructions)
GLACIER EAR, NOSE & THROAT - ITEAD & NECK SURGERY. P.C.

160 HERITAGE WAY

KALISPELL MT 59901-3191

Same as Plan Sponsor

4 f the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report
filed for this plan, enter the plan sponsois name, ElN, the plan name and the plan number from the
lasl retum/repon.

a Sponso/s nam€

c Plan Name

5a Total number of participants at the beginning of the plan y€ar

b Total numberof padicipants at the end ofthe plan year..................

c(1) Number of participants with account balances as of the beginning of the plan y€ar (only defined
contribution plans complete this it€m).............

c(2) Number of partlcipants with account balances as of the ond of the plan year (only defined
contribution plans complete this ilem)..........-.-

d(1) Total number of active participants at the boginning of the plan year...............--..............

d(2) Total number of aclive participants at the end of the plan year....

e Numbe. of participants who terminated employmeht during the plan year with accrued benefits that
wsre le8s than 100% vgsted.....-......,..,..

aa2

1c Effectivs date of plan
77 /22/1916

2b Employer ldentification Numb€r (ElN)
81-036464 4

2c Sponsor's telephone number
406-752-8330

2d Businoss clde (see instructions)

62t777
3b Adminietrator's EIN

3C Administrator's telephone number

4b ErN

4d PN

43

43

38

43

32

34

0

Cautlon: A penaltY tor late or lncomDleto fllinq of this rslurh/roport wil be asEessed unlesa reasoneblo cause 13 ostablis
Under peralties ofperjury and other p6nalti6s set forth in the instructions, I declare that I hav6 examined this retum/report. incl
SB or Schedule t\48 completed and signed by an enrolled actuary, as well as the electronic version ofthis return/repon, and to

uding, if applicable, a Schedule
the best of my knowledge and

Mitchell Ramsey, M.DI
M]

oatl.-17'/b administratorEnter name of individual signing as

SIGN
HERE

Signature o, plan administrato.

Dale Enter name of individual siqniho as employe. or plan

SIGN
HERE

Siqnatuae of employ€r/plah !pohsor
-For Papenf,orl Reductlon Act l{otlcs, .06 the lGlructlons for Form 5S00-SF Form 5500-€F (2025)

v. 250312

I orvc p,ogram

!

3a Plan administrator's name and address



Form 5500-SF (2025 Page 2

6a
b

c

Were all ofthe plan's assets during the plan year invested in eligible ass€ts? (See inskuctions.).............,,.................
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
und€r 29 CFR 2520.'10446? (See instructions on waiver etigibitity and conditions.)..................
lf you answered "No" to ei$er lino 6a or line 6b, the plan cannot u6o Form 5500€F and must instead use Form 5500.
lf the plan i6 a defined benefit plan, is it covered under the PBGC insurance program (see ERTSA section 4o2 i )? ...... I ve" Ino
lf'Yes" is checked, enter the My PAA confrmaton number from the PBGC premium filing for this ptan

I v"r ! r.ro

IvesIno

! ttot aetermined

(See inst uctions.)

(a) Begirning of Year

7a 5,929,563
7b 1,319
7c 5, 928 ,244

(a) Amount

8a(1) 348,984
8a(21 232,7 O0

8a{3} 0

8b 7 , 476, 992

8c

8d 155.959
8e 0

8f 29t8'70
8q 0

8h

8i

8i 0

Part V

'l0a

10e

10t

t0t

EM

I

EH?TIII Financial lnformation
7 Plan Assets and Liabilities End of Year
a Total n assets

b Total 1iabi|ities.........................-.....

C Net an assets subtract line 7b f.om line 7a

8 lncome. and Transfers fo. this Plan Year Total
a Contdbutions received or receivable from

Others rolloverc

b Other income ss

C lota,income add lines and 8b
d Benefits paid (including direct rotlovers and insurance premiums

to

e Certain deemed and/or corrective distributions see instructions

f AdministrativeseNice salaries, fees, commissions

Othe. hses

h Totat add lines 8d 8e 8f and

i Net income btract line 8h lrom line 8c
j Transfers to (from) the plan (see instructions)

Plan Characteristic Codes
l, the plan provides pension benefits, entor the applicab,e pension f€ature codes from the List of Plan Characteristjc Codas in the instructions:
2E 2G 2J 2K 2A 2F 2T 3D

't , 342,1"1,7

1 ,020
7 ,341,097

b If the plan provides welfare benefits, enter the applicable welfare feature codes tom the List of Plan Characteristic Codes in the instructionsl

nce Questions
the Amount

a Was ther6 a failure to transmit to the plan any participant contributions within the lime period
described in 29 CFR 2510.&102? Continue to answer'Yes'for any prior year failures untiltully
corrected instructions and DOL'S Volunta Fid Correction P ram

b Wore ther€ any nonex6mpt kansactions with any party-in-interest? (Do not include transactions
reported on line '10a.)..

c Was the plan covered by a fidelity bond?

d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused
fraud or dishon

1,t598,6-76

185 ,829
L, 4L2 | 84',7

500,000

e Were any fees or commis$ons paid to any brokers, agents, or other persons by an insurance
carrier, insurahce service, or other organization lhat provides somo or all ofthe beneflts under
the See instructions.

h lf this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.101-3

i lf 10h was answered 'Yes," check the box if you either provided the requhed hotice oa one of the
to the notice under 29 CFR 2520.101-3

9a

10

f Hastheplanfail€dtoprovideanybenefitwhendueundertheplan?....-.-.....................................

g Did the plao have any participant loans? (lf ryes,' enter amount as of year-end.) ...........-.....,,...-.-

L-
xt-

I-l;

Yes No

X

xl0b

{0ct--
I roa x

x

x

l,r
1og

l0h



Form 550GSF (2025)

b

Pension Fundi Gom rance
11 ls lhis a defined benefit ptan subject to minimum funding requkements? (lr "Yes,'see instructions ahd camplete Schedule SB

(Form 5500) and lines 1la and b betow.) tf thts is a defined contribution pension plan, leave line .l.l blank and complete ling l2
below

a Enter the minimum contdbutions for all from Schedule SB Form line 40

PBGC miEsed contribution reporting requhemonts. lf the plan is covered by PBGC and the amount reported on line 1la is greater than $0, has pBGc
been notified as requir€d by ERISA s€ctions 4O€(CXS) and/or 303(kxa)? Check the appticabte boxi

I v"..

I No. Repoding was waived undor 29 CFR 4043.25(c)(2) because contributions equal to or exceeding th6 unpaid minimum requirgd contribution
were made by the 30th day after the due datB.

! Ho. *t. So-a.y p.rbd referenced in 29 CFR 4043.25(cX2) has not yet 6nded, End the sponsor intends to make a contJibutlon equal to or
excoeding the unpaid minimum rcquired contribution bythe 30th day after the du6 date.

E No. Oher. Provide erplanalion

Part Vl

E

12 ls this a defined conbibution plan sut iect to the minlmum tunding r€quiremenb of section 412 of lhe Code or section 302 of

(lf "Yes,' complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) lf this is a defined benefit p€nsion plan. leave
line 1 2 blank and complete line 1 1 above.

I v." fi r.ro

a I a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instruclions, and enter the date of tho letter roling
qrantinq the waiver. Month Dav Year

It U llne 12a com lines and'10 of Schedulo MB and ski to line 13.

b Enterthe minimum contribution for this plan year

C Enter the amount contributed the r to the for this

d Subtract the amount in llne 12c frorh the amount in line 12b. Enter the resutt (enler a minus sign lo the left of a
amou

e Will the minimum funding amount repor{ed on line 'l2d be met by the tunding d6adlin€?........

Plan Terminations and Transfers of Assets
13a Has a resolution lo terminate the plan been adopted in any plan yea? No

atf ' enter the amount of assets that reverted to the em this

b Were all the plan assets distributed lo particip6nts or beneflciaries, transferred to another plan, or brought under the !v""[ruontrol of the PBGC?...................

G lf, during this plan year, any assets or liabilities w6re hansfgrred from this plan to anothor plan(s), identify the plan(s) to

t2b

12d

Yes

13a

or liabilities insttuctions

1 Name of n 13 PN s

lests of Code sections 410(b) and 401(aX4) by combining this plan with any other plens under
tRs Questions

14a Doss the plan satlsrythe coverage and nondiscrimination
the permissive aqqreqation rules? II Yes Il No

t3c(2) EIN(s)

Part Vlll

14b I this is a Code section 401(k) plan, check all boxes thal apply to indicate how the plan is intended to salisfy the nondiscrimination requirements for
employee defenals and employEr matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2),

$ Design-based safe harbor method

! "Prior yoaf ADP test

! "Current yeaf' ADP test

fl Nn

15 lfthe plan sponsor is an adopter of a pre-approved plan that receiv€d a favorable IRS Opinion Letter, enter lhe date ofthe Opinion Letter
(MM/DD/YYYY) and the Opinion Letter serial number_!11!!l::,4.

06/ 30 / 2020

ease$[_l

!v""Sro

12c

Part vll
!"* nNo I N/A


