Department of the Treasury

Form 5500

Internal Revenue Service

Employee Benefits Security

Department of Labor

Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

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
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

OMB Nos. 1210-0110
1210-0089

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

2025

This Form is Open to Public

Inspection

Part |

Annual Report Identification Information

For calendar plan year 2025 or fiscal plan year beginning 01/01/1991

and ending

12/31/2013

A This return/report is for:

B This return/report is:

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

D Check box if filing under:

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

D a single-employer plan
the first return/report

D an amended return/report

Form 5558

a multiemployer plan

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

employer information in accordance with the form instructions.)

D a DFE (specify)
D the final return/report

automatic extension

D special extension (enter description)

D a short plan year return/report (less than 12 months)

Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
PROBUSBREAKY20T24 number (PN) » 060
1c Effective date of plan
01/01/2009
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification

Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 20-0262626
GURUPRASAD SRIHARI -
BREAKTHRU ING 2C Plan Sponsor’s telephone

number
BREAKTHRU +919482912724
836, 16TH MAIN ROAD BANASHANKARI 2 STAGE 15080 HILTON DR 2d Business code (see
BENGALURU, KARNATAKA 560070 IN APT 302 instructions)
FONTANA, CA 92336 445310

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. 05/13/2026 GURUPRASAD SRIHARI
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 05/13/2026 GURUPRASAD SRIHARI
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN Filed with authorized/valid electronic signature. 05/13/2026 GURUPRASAD SRIHARI
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 (2025)
v. 250312
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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 ‘
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(l) Total number of active participants at the beginning of the plan year ..............cooii i, 6a(1)
a(2) Total number of active participants at the end of the plan year ..., 6a(2)
b Retired or separated participants receiving beNefits...........cooiuiiiiiiiiii e 6b
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add iNES BA(2), B0, BNA BC.........eueiiieiieeiieietiieie ettt ettt sese st et e e te e e aesessese et eseseeseneeaeseasenessenenen 6d
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccocoeciiiiiinicniecn 6e
f Total. A INES B BNA BE. ........eeeieieeeeieteteteeeereeee et s et eteeeee et st e e eaeaeseeee e eeeese e e et eseseeeeetes e e e e s e aeeseaeses et et esesesaeanenes 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [olelaaT o1 1=t (R (g TS (=Y o ) TP UPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g [olelaaT o1 1=t (R (g TS (=Y ) SRR UTPPRR 60 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thaN 100% VESE. ... . eeeeieieitititet et es e eeee et st st et et et s et s esssessssse et sssses et s en e scs et csseetes et et sses s nscscssses et et ensnsn s e snscecscseneeenans 6h
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 Characteristic Codes in the instructions:
2E 2C
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
4A  4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) D Insurance
2 Code section 412(e)(3) insurance contracts ) @ Code section 412(e)(3) insurance contracts
3) D Trust ?3) D 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
1) [] R (Retirement Plan Information) (1) [ H (Financial Information)
2 | (Financial Information — Small Plan
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D ( )
Purchase Plan Actuarial Information) - signed by the plan 3 B A (Insurance Information) — Number Attached
actuary (4) C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 DCG (Individual Plan Information) — Number Attached __ 2 (6) D G (Financial Transaction Schedules)
(5) D MEP (Multiple-Employer Retirement Plan Information)
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Part Ill | 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 4 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 B No

11c Enter the Receipt Confirmation Code for the 2025 Form M-1 annual report. If the plan was not required to file the 2025 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2015 and ending  12/31/2025
A Name of plan B Three-digit
PROBUSBREAKY20T24 plan number (PN) » 060
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

GURUPRASAD SRIHARI

20-0262626

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
CLIENTO FINANCIAL LLC SERIES

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
27-4300000 52211 AO 10929% 6 01/01/2009 12/31/2013

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

2000

450

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

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

CLIENTO FINANCIAL LLC SERIES

50 W 3900 STE3B

SALT LAKE CITY, UT 84107

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1200

200

STAN CE

REQUISITE, PERFORE WHIT S PERSONA EMBOWED ADM
AFFAIRS CINGRESS PA ENSIGN CRAN LAUD LATTE PARETE

4

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Sc

hedule A (Form 5500) 2025
v. 250312
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025
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Part Il | Investment and Annuity Contract Information

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4 3500
5 Current value of plan’s interest under this contract in separate accounts at year end................cccocoovevereueuerererererennnn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
e carrier, service, or other organization incurred any specific costs in connection wi e acquisition or
d Ifth i i th ganization i d any specifi ts i ti ith th quisiti 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) @ individual policies (2) D group deferred annuity
(3) other (specify) P PARETE LATTE PERSONA STAN CE WHIT PHYSQ SPOUSE EXECTIVE AFFAIRS CONG PAR ETES. STATUS PERFORE DENOTE
HIGH
f

If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here

> (]

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P

a

Balance at the end of the previous year

f

Additions: (1) Contributions deposited during the year
(2) Dividends and Credits...........oooiueieiiiieeniiie e
(3) Interest credited during the year
(4) Transferred from separate account
(5) Other (specify below)
4

(6)Total additions

Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)

(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (specify below)

v

(5) Total dedUCHIONS ........eeiiiiieiiiee e
Balance at the end of the current year (subtract line 7e(5) from line 7d)

400

Total of balance and additions (add lines 7b @and 7C(6)). «....ueeeruuriiiiiiiiiee e |

400

400

360

360

40
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Part Il

Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m IE Other (specify) P RUDIMENTARY EXECUTIVE AFFAIRS RACTIFICATIONS PERFORE ENSIGN ABSOLVE STATUS WHIT RCE NORM CRAN S LATTE

9 Experience-rated contracts:
a Premiums: (1) AMOUNL TECEIVET .......c.cuvvvriieeeececieeeaeie et 9a(1) 500
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 500
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3)
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(E) TAXES. ettt 9c(1)(E) 200
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
(H) TOtAI FEEEMHON. ....c..vvveeeeeee ettt ettt e e et et a et st ee s s ase e e e e s eses s s ensnseasanaeseses 9c(1)(H) 200
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.............. 9d(1)
(2) ClAIM FESEIVES ........ocveeieteete ettt ettt et et et et et et e e te et e et e et et et eseeasese et e et et ensessenseseetestessensessensereeseeresaetens 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAITIer..........c..ooiiiiiiiiii e 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE MB
(Form 5500)

Department of the Treasury
Internal Revenue Service

Multiemployer Defined Benefit Plan and Certain OMB No. 1210-0110

Money Purchase Plan Actuarial Information
y 2025

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

Department of Labor

Retirement Income Security Act of 1974 (ERISA) and section 6059 of the

Employee Benefits Security Administration Internal Revenue Code (the Code).

This Form is Open to Public

Pension Benefit Guaranty Corporation . Inspection
» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2025 or fiscal plan year beginning 01/07/2020 and ending 12/31/2024
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
PROBUSBREAKY20T24 plan number (PN) > 060
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
GURUPRASAD SRIHARI 20-0262626

E Type of plan: ) Multiemployer Defined Benefit

2 D Money Purchase (see instructions)

1a Enter the valuation date: Month _ 01 Day 01 Year 1991
b Assets
(1) CUITENt VaAlUE Of @SSEES ......uiiiiiiiiii ittt ettt e e e et 1b(1) 40000
(2) Actuarial value of assets for funding standard account ................ccoociiiii i 1b(2) 8000
C (1) Accrued liability for plan using immediate gain Methods .............cccveiiiiiiiiiiice e 1c(1) 7500
(2) Information for plans using spread gain methods:
(@) Unfunded liability for Methods With DASES ...............ccoviueuieeieeeeeeeeeee e eeee e 1c(2)(a) 6000
(b) Accrued liability under entry age normal MEthOd ............coioeeeeeeeeeeeeeeeeeeeee e 1c(2)(b) 1400
(c) Normal cost under entry age normal Method ..............co.o.oiiieruiuiiicieeeee e 1c(2)(c) 3200
(3) Accrued liability under unit credit cost method 1c(3) 1200
d Information on current liabilities of the plan:
(1) Amount excluded from current liability attributable to pre-participation service (see instructions) ....... | 1d(1) 3500
(2) “RPA ‘94” information:
(@) CUMTENE ALY o.ovoeeeeeeeeeeeeeeeeee e 1d(2)(a) 800
(b) Expected increase in current liability due to benefits accruing during the plan year...................... 1d(2)(b) 200
(c) Expected release from “RPA ‘94” current liability for the plan year..............cccccooveveveveviecevererene 1d(2)(c) 400
(3) Expected plan disbursements for the PIan YEar....................cccoveeueueeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereeeenn 1d(3) 600

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 01/01/2020
Signature of actuary Date

GURUPRASAD SRIHARI 24-75494

Type or print name of actuary
GARY R HUNZIKER IRA

Most recent enrollment number

+919482912724

Firm name

12555 MANCHESTER ROAD
SAINT LOUIS, MO 63131

Address of the firm

Telephone number (including area code)

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 MB (Form 5500) 2025
v. 250312
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2 Operational information as of beginning of this plan year:

a Current value of assets (SEE INSIIUCHIONS) ......coiiiiiiiiiie ettt et et e e aee e | 2a 12500

b “RPA ‘94’ current liability/participant count breakdown: (1) Number of participants (2) Current liability
(1) For retired participants and beneficiaries receiving payment.............cccccovcieenenne.
(2) For terminated vested participants ............ccccooiiiiiiiiiiii e
(3) For active participants:

(@) Non-vested Benefits..........ccoiiiiiiiiiii e
(b) Vested benefits..........ccoiiiiiiiii e 900

(5 I €= L= T V= USSR 2200 1400
(4) 2200 1400

500

C If the percentage resulting from dividing line 2a by line 2b(4), column (2), is less than 70%, enter such 2¢
LT (e= gL = To TSP PP PPP %

3 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

01/01/2020 700 200

Totals > | 3(b) 700 | 3(c) 200

(d) Total withdrawal liability amounts included in in@ 3(b) total ............cooiiiiiiiii e 3(d)

4 Information on plan status:

a Funded percentage for monitoring plan’s status (line 1b(2) divided by line 1¢(3)).....cccccoveiiiiiiniiiiniiiciieeen 4a 666.7 %

b Enter code to indicate plan’s status (see instructions for attachment of supporting evidence of plan’s status). 4b N
If entered code is “N,” GO0 IINE 5 ...cceeiiiiiiie e e e e e e e e e e e e e e e e e e e e e

C Is the plan making the scheduled progress under any applicable funding improvement or rehabilitation plan? ... B Yes [[ No

d If the plan is in critical status or critical and declining status, does line 1(c) reflect any benefit reductions for the first time
(G 0 (UL (T ) USSP UUPPUPPRN D Yes D No

e Ifline dis “Yes,” enter the reduction in liability resulting from the reduction in benefits (see instructions), de
measured as of the valuation date ...

f If the plan is in critical status or critical and declining status, and is:
* Projected to emerge from critical status within 30 years, enter the plan year in which it is projected to
emerge;
* Projected to become insolvent within 30 years, enter the plan year in which insolvency is expected and 4f
(o 4 1=Tot QT = PP PP PP
* Neither projected to emerge from critical status nor become insolvent within 30 years, enter “9999.”

5 Actuarial cost method used as the basis for this plan year’s funding standard account computations (check all that apply):
a D Attained age normal b D Entry age normal C |:| Accrued benefit (unit credit) d Aggregate
e D Frozen initial liability f D Individual level premium g |:| Individual aggregate h D Shortfall
i [ ] Other (specify):

j If box h is checked, enter period of use of shortfall Method...............ooviiiiiiiiii e | 5j |
Kk Has a change been made in funding method for this PIAN YEAIr? ...........c.oovovivieeeeeeeeee e U Yes No

| Ifline k is “Yes,” was the change made pursuant to Revenue Procedure 2000-40 or other automatic approval?............ccccccveveveveveuennnes. [[ Yes [[ No

m If line k is “Yes,” and line | is “No,” enter the date (MM/DD/YYYY) of the ruling letter (individual or class) 5m
approving the change in funding MEthOd ............oooi e e e e e e e e e e e ennnes
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6 Checklist of certain actuarial assumptions: -
a Interest rate for “RPA ‘94” current ability. ...........ccuoii i ‘ 6a ‘ 2.60 o
Pre-retirement Post-retirement
b Rates specified in insurance or annuity contracts.............cccceeeeeevenenen. Yes D No D N/A @ Yes D No D N/A
C Mortality table code for valuation purposes:
(1) Males 6c(1) AD12J5 AD12J5
(2) FEMAIES ... 6c(2) AD12J5 AD12J5
d Valuation liability interest rate ............ccccceeveveeereccrcererennan, 6d 370 % %
€ Salary SCAlE.......ceeeeeeeeeeeceee s Ge % N/A
f Withdrawal liability interest rate:
(1) TYPE OF INLEIESE FALE ...orcooe oo 6(1) [] singlerate [x| ERISA4044 [] Other [] N/A
(2) If “Single rate” is checked in (1), enter applicable single rate ............cccccooiiiiiiini 6f(2) %
g Estimated investment return on actuarial value of assets for year ending on the valuation date............ 69 32%
h Estimated investment return on current value of assets for year ending on the valuation date.............. 6h 5.59%
i Expense load included in normal cost reported in N 9 ...........ccveioiieieeeeceeeeeeeeee et 6i B N/A
(1) If expense load is described as a percentage of normal cost, enter the assumed percentage........ 6i(1) %
2 !f expense load is a dollar amount that varies from year to year, enter the dollar amount included 6i(2) 250
INTINE 9D
(3) If neither (1) nor (2) describes the expense load, check the box 6i(3) D

7 New amortization bases established in the current plan year:

(1) Type of base (2) Initial balance (3) Amortization Charge/Credit

5 6000 29

8 Miscellaneous information:

a If awaiver of a funding deficiency has been approved for this plan year, enter the date 8a
(MM/DD/YYYY) of the ruling letter granting the approval .............ccccooiiiiiiiiii e

b Demographic, benefit, and contribution information
(1) Isthe plan required to provide a projection of expected benefit payments? (See instructions) If “Yes,” see

instructions for required attaChMENt. ............coo it D Yes @ No
(2) Is the plan required to provide a Schedule of Active Participant Data? (See instructions). ..........ccccccceviiiiiiinnene, D Yes B No
(3) Is the plan required to provide a projection of employer contributions and withdrawal liability payments? (See D Yes B No
instructions) If “Yes,” attach a schedule.
C Are any of the plan’s amortization bases operating under an extension of time under section 412(e) (as in effect D Yes B No
prior to 2008) or section 431(d) Of the COAE? ... ittt e et e e et e e et ee e
d Ifline cis “Yes,” provide the following additional information: |
(1) Was an extension granted automatic approval under section 431(d)(1) of the Code?................... D Yes D No
(2) Ifline 8d(1) is “Yes,” enter the number of years by which the amortization period was extended .. 8d(2) ‘
(3) Was an extension approved by the Internal Revenue Service under section 412(e) (as in effect D Yes D No
prior to 2008) or 431(d)(2) Of the COE? .......coiiuiiieiiie e
(4) Ifline 8d(3) is “Yes,” enter number of years by which the amortization period was extended (not
. ) g 8d(4)
including the number of years in liN€ (2)) .......coouiiiiiiii e
(5) Ifline 8d(3) is “Yes,” enter the date of the ruling letter approving the extension ............................ 8d(5)
(6) Ifline 8d(3) is “Yes,” is the amortization base eligible for amortization using interest rates D Yes D No
applicable under section 6621(b) of the Code for years beginning after 20077 .............cccccvveeennn.

€ If box 5h is checked or the plan received an amortization extension for this plan year under Code
section 431(d), enter the difference between the amount necessary to satisfy the plan’s minimum 8e
funding standard for this plan year and the amount that would have been necessary without using
the shortfall method or extending the amortization period(s). ..........ccccccoeeiiiiiiiiiiiiiiiiiiiiii e

9 Funding standard account statement for this plan year:

Charges to funding standard account:

a Prior year funding defiCiency, if @NY ...........ooiiiiiiii 9a

b Employer's normal cost for plan year as of valuation date..................cccooeeeeveveveeeeceeeeeeeeeeeeereeeenn 9b 7000
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C Amortization charges as of valuation date: Outstanding balance
1) All ba_ses_except_ funding waivers and certain bases for which the 9c(1) 3200 3600
amortization period has been extended ..............c.ccoeiiiiii
(2) FUNAING WAIVETS .....coiiiiiiiiiie ettt 9c(2)
(3) Certain bases for which the amortization period has been extended..... 9c(3) 800 2500
d Interest as applicable on [iNes 92, 9D, ANA 9C...........cvouiuiieeeeeeeeeeeeeeee e od 200
€ Total charges. Add lines 9a through 9d.............ooiiiiiiiiiii e 9e 13300
Credits to funding standard account:
T Prior year credit balance, if @NY............cccovoviviveieeecceceeeee et of
g Employer contributions. Total from column (b) of line 3., 99 700
Outstanding balance
h Amortization credits as of valuation date.................cccceveveerevereruerevereneenn, 9h 12 20
i Interest as applicable to end of plan year on lines 9f, 99, and 9 ..........c.c.coeveriiieeueeeeeeeeeeeeeene 9i 70
j Full funding limitation (FFL) and credits:
(1) ERISA FFL (accrued liability FFL)..........ccccevee. 9j(1)
(2) “RPA *94” override (90% current liability FFL) 9i(2)
(60 T o =T L1 SRS 9(3) 29
K (1) Waived FuNding defiCIENCY ...........cevivieeeeeieieieeeeee et ee et en e e aean s s seaea 9k(1)
(2)  OtNEI CrEAItS ...ttt ettt et e e e e st e e e et e e anr e e e nteeeenane 9k(2)
| Total credits. Add lines 9f through 9i, 9j(3), 9K(1), @Nd OK(2) .....cvrvivivirerireieeieeeeereeeiete e 9l 819
M Credit balance: If line 9l is greater than line 9e, enter the difference ..............ccoociiiiiiiiiii . 9m
N Funding deficiency: If line 9e is greater than line 9, enter the difference............c.cccocoiiniiniie. 9n 12481
O Current year's accumulated reconciliation account:
(1) Due to waived funding deficiency accumulated prior to the current plan year................c.ccoco........ 90(1) 6200
(2) Due to amortization bases extended and amortized using the interest rate under section 6621(b) of the Code:
(a) Reconciliation outstanding balance as of valuation date ................ccocoeveveveeeeeeeeeeeeeenen 90(2)(a) 200
(b) Reconciliation amount (line 9¢(3) balance MIiNUs liN€ 90(2)(8)) ....vvevveveveeeeeereeeeeseeereeenes 90(2)(b) 600
(3)  Total @S Of VAIUBHON TALE ...........o.eoveeeeeeeeeseeeeeeeeeeeeeeeee et 90(3) 6800
10 Contribution necessary to avoid an accumulated funding deficiency. (see instructions.)......................... 10 250

11 Has a change been made in the actuarial assumptions for the current plan year? If “Yes,” see instructions

D Yes @ No
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(Form 5500) This schedule is required to be filed under section 103 of the
Employee Retirement Income Security Act of 1974 (ERISA) and 2025
D.if;ﬁ';]i?é?;ﬁigfﬁiy Section 6058(a) of the Internal Revenue Code (the Code).
Department of Labor
Emp'oﬁem?ﬁgﬁgtﬁs;ecumy P File as an attachment to Form 5500. This ':O”l?li:bgg’t%‘nm Public
Part | DCG Information
A Name of DCG B  Three-digit plan
PROBUSBREAKY20T24 number (PN) » 060
C DCG Sponsor's Name (enter here only if different from Name of DCG) D Employer Identification Number (EIN) for
GURUPRASAD SRIHARI DCG 20-0262626

Individual Schedule DCG Information. Complete a separate Schedule for each individual defined

Rarll contribution pension plan.
E  This Schedule DCG is for: D a single-employer plan a collectively-bargained plan
F  This Schedule DCG is: ]:] the first Schedule the final Schedule
[ ]an amended Schedule
Part Ill  Basic Individual Plan Information
la Name of plan 1b Three-digit plan number
PROBUSBREAKY20T24 (PN) 060
1c Effective date of plan
01/01/2009
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box), (EIN) 00-0262626
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
GURUPRASAD SRIHARI 2c Plan sponsor’s telephone number
BREAKTHRU INC +919482912724
BREAKTHRU INC -
836, 16TH MAIN ROAD, BSK 2 STAGE BANASHANKARI 15080 HILTON DR 2d  |Business code
2 STAGE FONTANA, CA 92336
BENGALURU, KARNATAKA 560070 IN 445310
3 If the name and/or EIN of the plan sponsor or the plan name has changed since the last 3b EIN
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 Plan sponsor's name 3d PN
C Plan Name
4a  Plan administrator's name and address 4b EIN 20-0262626
BREAKTHRU INC
BREAKTHRU INC 4c Administrator’s telephone
15080 HILTON DR
FONTANA, CA 92336 number
+919482912724
5a  Total number of participants at the beginning of the plan Year ...............cccccceiieeiniiieieeeee e, 5a 6
b Total number of participants as of the end of the plan year ... 5h 6
c(1) Total number of active participants at the beginning of the plan year ..............cccoccoiiiiiiiiiiis 5¢c(1) 6
c(2) Total number of active participants at the end of the plan year...............cccoiiiiiiiiie 5¢c(2) 6
d(]_) Number of participants with account balances as of the beginning of the plan year .......................... 5d(]_) 6
d(2) Number of participants with account balances as of the end of the plan year..............cccccocoiiinn. 5d (2) 6
e Number of participants who terminated employment during the plan year with accrued benefits that |5e
were 1858 than 100% VESTEA .........oiiiiiii it

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule DCG (2025)
v. 250312
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Part IV | Financial Information

6 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan @ssets ..o, 6a 16000 18000
(1) Participant loans . 6a(1)
b Total plan liabilities ..........ccoooiiiiii e 6b 1800 1600
c Net Assets (subtract line 6b from line 6@) ............cccoeevciiiiiiiniiieenns 6C 14200 16400
7a Contributions received or receivable in cash from ...........c.ccoovoeeveveuiiiieeeee e Amount
(1) EMIPIOYETS ...ttt st ettt et et e e e n e nre e 7a(1) 3200
(2) PArICIPANTS ...ttt 7a(2) 600
(3) Others (INCIUAING FOIIOVEIS) .......ciiiiiiiiiiie ettt 73_(3) 1200
b Noncash CoNtribULIONS ..o e 7b 2500
C Total Contributions (add lines 7a(1)-(3) and liN€ 7(D).........ooriiiiiiiii e 7c 7500
d OhET INCOME (I0SS) .....ceeuevitieieieteieisie ettt ettt ettt e bt es e s s s s e eseseseses e 7d 3200
e Total Income (add lINES 7C @Nd 7d)........coiiiiiiiiiiii et 7e 10700
f Benefit payment and payments to provide benefits..............coiiiiiiiiiii e 7f 500
g Corrective distributions (S€€ INSHUCHIONS) .........uiiiiiiiiiii e 79 300
h Certain deemed distributions of participant loans (see instructions)...........cccocceeiiiiiniinic . 7h
i Administrative service provider's expense (salaries, fees, COMMISSIONS).........cccccevvuveiriieieiinee e, 7i 600
j ONET EXPENSES ........eieiieeieitetetete ettt eeses et et s e s st st e s s et et e s e e st et e e e s s s s s e s e s s e e e s s s s sess e 7
k Total expenses (add lines 7f, 79, 7N, 7i, QN 7j)...ceeiiiieiiiieieciece ettt 7k 1400
I Net income (loss) (subtract line 7K from liNE 7€) ........c.coueieeieiieieiecie st 71 9300
m Transfers of assets
(1) TO RIS PIAN.... .ttt et e et e e ettt e e e nb e e e e mbe e e e nbeeeenbeeeentaeeeanneas 7m(1) 2400
(2) From thisS PIAN.......ooiieiieiee ettt e et e e et e e et e e na e e e s e e et eeaneeas m(2) 400
| Part V | Plan Characteristic Codes
8 Enter the applicable two-character feature codes from the List of Plan Characteristic Codes in the instructions.
2T 2y
| Part VI | Compliance Questions
Yes | No Amount
9a 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.) ....... 9a
b Were there any nonexempt transactions with any party-in-interest?.............cccccoiiiiiiiiiiiienns 9h
c Has the plan failed to provide any benefit when due under the plan?............cccocciviiiiiiiineeenne oc X
d Was the plan covered by a fidelity BONA? .........cooiiiiiii e 9d X 5000
e Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was Oe X
caused by fraud or diShONESTY? ..........ccuiiiiiiiiiiii e
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10 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)
10a Name of plan(s) 10b EIN(s) 10c PN(s)
PBREAK
38-3269858 120
11 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code? @ Yes D No
12a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by Yes D No
combining this plan with any other plans under the permissive aggregation rules?
12b [f 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)?
[X Design-based safe harbormethod [ | “Prior year” ADP test [ | “Current year” ADP test [ | N/A
13 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

1 (MM/DD/YYYY) and the Opinion Letter serial number

| Part VII | Accountant Opinion Information for Participating Plans

14

Is the plan required to attach a report of an independent qualified public accountant (IQPA)? (See instructions on eligibility and condition for
waiver of the annual examination and report of an IQPA under 29 CFR 2520.104-46):

]:]Yes @ No

Complete lines 14a through 14c if you checked “YES” and the report of an IQPA for the plan is required to be attached to this Schedule DCG.

The opinion reflected in the attached report of an IQPA accountant for this plan is (see instructions):

)[ ]Unmodified  (2)[ | Qualified  (3)[ | Disclaimer ~ (4)[ | Adverse

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) D DOL Regulation 2520.103-8 ) D DOL Regulation 2520.103-12(d) ?3) D neither DOL Regulation 2520.103-8 nor DOL
Regulation 2520.103-12(d).

Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: (2) EIN:




