Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits Security

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

OMB Nos. 1210-0110
1210-0089

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.

2025

This Form is Open to Public

Inspection

Part |

Annual Report Identification Information

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

and ending

11/15/2025

A This return/report is for:

B This return/report is:

D a multiemployer plan

a single-employer plan
D the first return/report

D an amended return/report

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

employer information in accordance with the form instructions.)

D a DFE (specify)
the final return/report

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

D Check box if filing under:

Form 5558

D special extension (enter description)

D automatic extension

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

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

Part Il

Basic Plan Information—enter all requested information

1a Name of plan

HOMETOWN URGENT CARE 401(K) PLAN

1b

Three-digit plan
number (PN) » 002

1c

Effective date of plan
01/01/2018

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)
URGENT CARE SPECIALISTS SERVICES LLC

281 SANDERS CREEK PARKWAY
EAST SYRACUSE, NY 13057

2b

Employer Identification
Number (EIN)
20-3587332

2c

Plan Sponsor’s telephone
number
614-505-7615

2d

Business code (see
instructions)
621111

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. 09/15/2026 JACOB ALLEN
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2025)
v. 250312




Form 5500 (2025) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 419
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) 102
a(2) Total number of active participants at the end of the plan year ..., 6a(2) 0
b Retired or separated participants receiving beNefits...........cooiuiiiiiiiiii e 6b 0
Cc Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add NS Ba(2), B, @NA BC.........eiiiriirieiiieiiiee ettt et 6d 0
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccocoeciiiiiinicniecn 6e 0
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 0
Number of participants with account balances as of the beginning of the plan year (only defined contribution plans
9(1) [olelaaT o1 1=t (R (g TS (=Y o ) TP UPPPRR 6g(1) 383
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g COMPIELE TNIS IEIM) ....e.vivitiiceieee ettt ettt ettt et ettt eete et e et et e s e st eseeaeeseebeeaesse b eseenseseeseebeeteate e ensesseseeresrestesean 69(2) 0
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 0
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 2F 2G 2J 2K 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) @ Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
3) Trust ?3) @ Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
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 (©)] B A (Insurance Information) — Number Attached __ *
actuary (4) C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

(5) 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 [] No

If “Yes” is checked, complete lines 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... |:| Yes D No

11c Enter the Receipt Confirmation Code for the 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

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

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  01/01/2025 and ending  11/15/2025
A Name of plan B Three-digit
HOMETOWN URGENT CARE 401(K) PLAN plan number (PN) » 002

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

URGENT CARE SPECIALISTS SERVICES LLC

20-3587332

D Employer Identification Number (EIN)

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

VOYA RETIREMENT INSURANCE AND ANNUITY COMPANY

(©) 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
71-0294708 86509 81A873 385 01/01/2025 11/15/2025

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

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

PRIMERICA FINANCIAL SERVICES, INC

1 PRIMERICA PKWY
DULUTH, GA 30099

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

6973

0| CASH COMMISSIONS

3

(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.

Schedule A (Form 5500) 2025
v. 250312



Schedule A (Form 5500) 2025 Page2—| 1

(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

Page 3

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
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
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) B other » GROUP PENSION FUNDING CONTRACT
b Balance at the end of the PreviOUS YEaI .................oiiii oo | 7b 33950
C Additions: (1) Contributions deposited during the year ...............cccccocvv...... 7c(1)
(2) Dividends and CreditS...........c.vurvevrueiieeeieeceeieieees e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3) 407
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
>
(B)TOLAI @AAIONS ... 7c(6) 407
d Total of balance and additions (add liNES 7b aNd 7C(B)). .........ovrerurueueeeeeeeeeeeeee et | 7d 34357
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 33911
(2) Administration charge made by carrier 446
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) ...t
4
(5) TOtAl ABAUCHIONS ........cooveeceeeecee ettt et e et e ns s s s en et e e s en st eneseennaeen 7e(5) 34357
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............cccoeveveveeererireeeeeeeeeeeeeen. | 7f 0
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Part Ill | 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 D 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 D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(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)
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)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c()(H)
(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 IV 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 C Service Provider Information OMB No. 12100110

(Form 5500) 2025

Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab: .
Employee Btgr?eafztrsnggczrityaAglr'ninistration P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspect|on.
For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending 11/15/2025
A Name of plan B Three-digit
HOMETOWN URGENT CARE 401(K) PLAN plan number (PN) > 002
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
URGENT CARE SPECIALISTS SERVICES LLC 20-3587332

Part | | Service Provider Information (see instructions)

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

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

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2025
v. 251114
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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




Schedule C (Form 5500) 2025

Page3-[ 1 |

2.

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

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

ASCENSUS, LLC

415 8TH AVE NE

BRAINER

D, MN 56401

82-3719843
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
49 TPA 45309 0
Yes NoD Yes@ NoD YesD No@
() Enter name and EIN or address (see instructions)
MORNINGSTAR 22 WEST WASHINGTON STREET
CHICAGO, IL 60602
36-3297908
(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
27 INVESTMENT 285 0
ADVISORY Yes No [ | Yes [{{ No[] Yes [| No
() Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

compensation? (sources | compensation, for which the | service provider excluding | formula instead of
an amount or

person known to

organization, or

a party-in-interest

by the plan. If none,

be enter -0-.

other than plan or plan
sponsor)

plan received the required
disclosures?

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

estimated amount?

Yes D No D

Yes D No D

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

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

(a) Enter service provider name as it appears on line 2 (b) Service Codes (C) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(@) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (C) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)
a Name: SWINDON, SPRINGER & CO. CPA'S b EIN: 31-1339842
C Position: ACCOUNTANT
d Address: 4130 GIBSON DRIVE € Telephone: 937-667-7771
TIPP CITY, OH 45371
Explanation: CHANGED CPAS
a Name: b EIN:
C Position:
d Address: e Telephone:
Explanation:
a Name: b EIN:
C  Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C  Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C Position:
d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

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

DFE/Participating Plan Information

P File as an attachment to Form 5500.

OMB No. 1210-0110

2025

This Form is Open to Public

Inspection.
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending 11/15/2025
A Name of plan B Three-digit
HOMETOWN URGENT CARE 401(K) PLAN plan number (PN) > 002

C Plan or DFE sponsor’'s name as shown on line 2a of Form 5500
URGENT CARE SPECIALISTS SERVICES LLC

20-3587332

D Employer Identification Number (EIN)

Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)
(Complete as many entries as needed to report all interests in DFEs)
a Name of MTIA, CCT, PSA, or 103-12 IE:  VARIABLE INVESTMENT FUNDS

b

Name of sponsor of entity listed in (a):

VOYA RETIREMENT INSURANCE AND ANNUITY COMPANY

EIN-PN 71-0294708-000

d Entity
code

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

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

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

EIN-PN

d Entity
code

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

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

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

EIN-PN

d Entity
code

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

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

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

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

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

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

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

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

Schedule D (Form 5500) 2025
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Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

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




Schedule D (Form 5500) 2025 Page3-| 1

Part Il | Information on Participating Plans (to be completed by DFEs, other than DCGs)
(Complete as many entries as needed to report all participating plans. DCGs must report each participating plan using Schedule DCG.)

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor




SCHEDULE H Financial Information
(Form 5500)

Department of the Treas . .
mfema, Revenue Semcuery Retirement Income Security Act of 1974 (ERISA), and sect

Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security Administration

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

» File as an attachment to Form 5500.

OMB No. 1210-0110

ion 6058(a) of the

2025

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  11/15/2025
A Name of plan B  Three-digit
HOMETOWN URGENT CARE 401(K) PLAN plan number (PN) » 002

C Plan sponsor’s name as shown on line 2a of Form 5500
URGENT CARE SPECIALISTS SERVICES LLC

D Employer Identification Number (EIN)
20-3587332

‘ Partl |Asset and Liability Statement

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

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total NONINtErest-beANNG CaSN .........cc.ooviveeeeeeeeeeeeeeeeeeeeeeeeee e 1a 333 0
b Receivables (less allowance for doubtful accounts):
(1) Employer CONtHBULONS ..........c.c..vuieeeeceeeeeeeeeeeeeeeeeeeeeeeeeeeeeenesen e 1b(1)
(2) Participant CONtHBULIONS..............cveueeeeeeeeeeeeeeeeeeee e 1b(2)
(B) OB .o 1b(3)
C General investments:
1) Interest-bgaring cash (include money market accounts & certificates 1c(1)
OF AEPOSIE) ...t
(2) U.S. Government securities 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEfEITEA ... 1c(3)(A)
(B) AlLONET ... 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIEfEITEA ...t 1c(4)(A)
(B) COMMON ... 1c(4)(B)
(5) Partnership/joint VENtUre interests ..............ocooweeeeeeeeeeeeeeeeeeeeeseeeenen 1¢(5)
(6) Real estate (other than employer real property) ..........coooeeeeeeceeennn.. 1c(6)
(7) Loans (other than to participants)..............ccccoveveeueeeeeeeeeeeeeee e 1¢(7)
(8) Participant I0@NS ..........o.o oo 1c(8)
(9) Value of interest in common/collective trusts .... 1c(9)
(10) Value of interest in pooled separate aCCOUNtS ................cocoveerverreeeens. 1c(10)
(11) Value of interest in master trust investment accounts......................... 1c(11)
(12) Value of interest in 103-12 investment entities .............cccccceeiiieinnnn. 1c(12)
) e oo oS compenes (o0 el fe(13) 2620339 0
(14) Value of funds held in insurance company general account (unallocated 1c(14)
contracts)... .
(15) OUNET ... 1¢(15)

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

Schedule H (Form 5500) 2025
v. 260721
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) EMPIOYEr SECUMHES .......c.viveviveeieiieseeeeeeeceeee et es s 1d(1)
(2) Employer real property 1d(2)
1e Buildings and other property used in plan operation .................c.ccccoeuevnan.... 1e
1f Total assets (add all amounts in lines 1a through 1€) ...........cccccoveueuennnna.. 1f 2829672 0
Liabilities
1g Benefit claims payable .............ccoooiiiiuiioirieeieieeeee s 19
Th Operating Payables ..............coooviiuieeeeeeeeeeeeeeeee e, 1h
1i  Acquisition iINdebtedness.............ccrueueueeeiereeeeeeeecee e 1i
] Other ADIIES. ... c..evveeeceeiiee et 1j
1k Total liabilities (add all amounts in lines 1g through1j) .......cccccccovrruererennnae. 1k 0 0
Net Assets
11 Net assets (subtract line 1k from liN@ 1) ..........coccoreuereverereeeeeeeeecccee e, ‘ 11 ‘ 2829672 0

Part Il [Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not
complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

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

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

(B)  PartiCiDAntS ........cucveveverereeeeeeeecececeeeeeeee e ee et 2a(1)(B)

(C) Others (including rOlOVENS)..........cueueueeereeeeeeeeeeeeeeeee e 2a(1)(C)
(2) Noncash CONtHBULIONS .........c.cueueveveeeeececceceeeeee e 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............. 2a(3) 0

b Earnings on investments:

(1) Interest:

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

certificates of deposit)

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

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

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

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

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

(G) Total interest. Add lines 2b(1)(A) through (F).........c.covvvveereveennenn. 2b(1)(G) 0
(2) Dividends: (A) Preferred SOCK..............cooveureeeeeeeeeeeeeeeeeeeseeeeneeennen 2b(2)(A)

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

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

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 0
(B) RENS ...ttt 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ................... 2b(4)(A)

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

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

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

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

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

o

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

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

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

Benefit payment and payments to provide benefits:

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

INTErESt EXPENSE....oiiiiiiii it
Administrative expenses:

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

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

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

(a) Amount

(b) Total

2b(6)

2b(7)

2b(8)

2b(9)

2b(10)

374873

2c

2d

374873

2e(1)

3158951

2e(2)

2e(3)

2e(4)

2f

29

2h

3158951

2i(1)

2i(2)

45594

2i(3)

2i(4)

2i(5)

2i(6)

2i(7)

2i(8)

2i(9)

2i(10)

2i(11)

2i(12)

45594

2j

3204545

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

2k

-2829672

21(1)

21(2)
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Partlll Accountant’s Opinion

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

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

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

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

C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: PLANTE MORAN (2) EIN: 33-1498605

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

‘ Part IV ‘Compliance Questions

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

During the plan year: Yes No Amount

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.) .................. 4a X

b  Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
(o T=Ter (=T N T OO PRV P PP PPTRPI 4b X

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

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

CRECKE. ).....evvvii ettt ettt ettt e a e sttt s e s s et ettt s s eee 4d X

Was this plan covered by a fidelity BONA? ...........ccciueviuiiieieeeeeeeeee e 4e| X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY fraud OF AISHONESLY? ......c.ocuiieiieeieeecee ettt ettt ettt ettt ere et et et e ete s eneeaeas 4f X

g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser?..........cccococeiiiiiiininiiiieeenne. 4g X

h  Did the plan receive any noncash contributions whose value was neither readily

determinable on an established market nor set by an independent third party appraiser?............... 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,

and see instructions for format reqUIremMEeNts.) ...........cooiiiiiiiiiiii e 4i X
i Were any plan transactions or series of transactions in excess of 5% of the current

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

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

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

2520 10T-3. ) ettt ettt bbb ea et h et bbbt a e nhe e pe e e aee e am X
n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one

of the exceptions to providing the notice applied under 29 CFR 2520.101-3. ........cccceviieviniiniennnen. 4n

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ Yes |:| No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year 0
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5b  If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and
L1 (0 Tex (1] T PPt D Yes [[No [[Not determined

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




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500) 2025

Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the

Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
Do 6058(a) of the Internal Revenue Code (the Code).
partment of Labor This Form is Open to Public
Employee Benefits Security Administration D File as an attachment to Form 5500. Inspection,
Pension Benefit Guaranty Corporation
For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending 11/15/2025
A Name of plan B Three-digit
HOMETOWN URGENT CARE 401(K) PLAN plan number
(PN) » 002
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
URGENT CARE SPECIALISTS SERVICES LLC 20-3587332
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1 0
IS ITUCHIONS . . e s
2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the
two payors who paid the greatest dollar amounts of benefits):
EIN(s): 71-0294708
Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.
3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3
[ LT TSP P PSP PP PP PPPTPPN
Part I Funding Information (If the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)
4 |s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? ......c..eveevrrenee. D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.
5  If a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.
6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 6a
deficiency not waived) ................................................................................................................................
b  Enter the amount contributed by the employer to the plan for this plan year ...............ccccccoveveveeiceeeeeereenn 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount)............cccooiiiiiii e 6C
If you completed line 6c, skip lines 8 and 9.
7 Wil the minimum funding amount reported on line 6¢ be met by the funding deadline?................cccceocevecereennan. D Yes D No D N/A
8 If achange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree With the ChANGE? ................ccooviiioeooooeoeeoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee D Yes D No D N/A
Part 11l Amendments

9  Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate
boX. If N0, CHECK the “NO” DOX......uvieiiiiiiiiiiiiieiie e eeasaesesnnssennnees D Increase D Decrease D Both D No

| Part IV | ESOPs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.

10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? ............. D Yes D No
11 a Doesthe ESOP hold any Preferred STOCK? .............covouoieeeueeeeeeeeeee oot ee et e et ee et et e e ae e eae e e e s e e s eeeaneaeaeeneaeeeee D Yes D No
b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “back-t0-DaCK” 108N.) ............iiiiiiiiiii e
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market?..............ccccoceveveveveveveeeeeeeeee e D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2025

v. 250312
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| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13  Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest contributors (measured in dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollarsandcents) _~
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box I:I and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:]] Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:]] Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box I:I and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):
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14  Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the

plan year, whose contributing employer is no longer making contributions to the plan for:

a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: D last contributing employer D alternative D reasonable approximation (see 14a
instructions for required attaChMENL)............oooiiiiiiii e e e e e e e e e e e e

b The plan year immediately preceding the current plan year. D Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment)

C The second preceding plan year. D Check the box if the number reported is a change from what was 14c
previously reported (see instructions for required attachment)...........coooeiiiiiiiiie e

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year 15a

b The corresponding number for the second preceding PIan YEar ...............cccoveeeeeeeererereeeeeeeeserererererennn 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against sUCh Withdrawn emMIPIOYErS ... .o s

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attachment

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

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such
participants and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding
supplemental information to be included as an attachment

19 If the total number of participants is 1,000 or more, complete lines (a) and (b):
a  Enter the percentage of plan assets held as:
Public Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets: %
High-Yield Debt: % Real Assets: % Cash or Cash Equivalents: % Other: %
b Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
D 0-5 years D 5-10 years D 10-15 years D 15 years or more

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? [[ Yes D No
b Ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

Yes.

[

g 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.

g 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.

g No. Other. Provide explanation.

[ Part VIl | IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules? [X Yes [ | No

21b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

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

L] NnA

22 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 06/ 30/ 2020
(MM/DD/YYYY) and the Opinion Letter serial number_Q702814A .
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Independent Auditor's Report

To the Plan Administrator
Hometown Urgent Care 401(k) Plan

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

We have performed an audit of the financial statements of Hometown Urgent Care 401(k) Plan (the "Plan"), an
employee benefit plan subject to the Employee Retirement Income Security Act of 1974 (ERISA), as permitted by
ERISA Section 103(a)(3)(C). The financial statements comprise the statement of net assets as of November 12,
2025 and the related statement of changes in net assets for the period from January 1, 2025 through November
12, 2025 (in liquidation), and the related notes to the financial statements.

Management, having determined it is permissible in the circumstances, has elected to have the audit of
Hometown Urgent Care 401(k) Plan's financial statements performed in accordance with ERISA Section
103(a)(3)(C) pursuant to 29 CFR 2520.103-8 of the Department of Labor's (DOL) Rules and Regulations for
Reporting and Disclosure under ERISA. As permitted by ERISA Section 103(a)(3)(C), our audit need not extend to
any statements or information related to assets held for investment of the Plan (investment information) by a bank
or similar institution or insurance carrier that is regulated, supervised, and subject to periodic examination by a
state or federal agency, provided that the statements or information regarding assets so held are prepared and
certified to by the bank or similar institution or insurance carrier in accordance with 29 CFR 2520.103-5 of the
DOL’s Rules and Regulations for Reporting and Disclosure under ERISA (qualified institution).

Management has obtained a certification from a qualified institution as of November 12, 2025 and for the period
from January 1, 2025 through November 12, 2025 stating that the certified investment information, as described in
Note 3 to the financial statements, is complete and accurate.

Opinion

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

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

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

Basis for Opinion

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



To the Plan Administrator
Hometown Urgent Care 401(k) Plan

Emphasis of Matter

As discussed in Note 6 to the financial statements, the plan sponsor terminated the Plan effective September 5,
2025, and management determined that liquidation is imminent. Full liquidation of the plan occurred on November
12, 2025. As a result, the Plan changed its basis of accounting from the going concern basis of accounting used in
presenting the 2024 financial statements to the liquidation basis of accounting used in presenting the financial
statements as of November 12, 2025 and for the period from January 1, 2025 through November 12, 2025. Our
opinion is not modified with respect to this matter.

Responsibilities of Management for the Financial Statements

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

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

Auditor’s Responsibilities for the Audit of the Financial Statements

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

In performing an audit in accordance with GAAS, we:
o Exercise professional judgment and maintain professional skepticism throughout the audit.

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

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

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

Our audit did not extend to the certified investment information except for obtaining and reading the certification,
comparing the certified investment information with the related information presented and disclosed in the financial
statements, and reading the disclosures relating to the certified investment information to assess whether they are
in accordance with the presentation and disclosure requirements of GAAP.

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

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



To the Plan Administrator
Hometown Urgent Care 401(k) Plan

Report on Prior Year Financial Statements

Predecessor auditors performed an audit of the 2024 financial statements of the Plan. In accordance with ERISA
Section 103(a)(3)(C) pursuant to 29 CFR 2520.103-8 of the DOL's Rules and Regulations for Reporting and
Disclosure under ERISA, the prior year audit did not extend to any statements or information related to assets held
for investment of the Plan that were certified to by a qualified institution. Their report dated October 10, 2025
indicated that (a) the amounts and disclosures in the 2024 financial statements, other than those agreed to or
derived from the certified investment information, were presented fairly, in all material respects, in accordance with
accounting principles generally accepted in the United States of America, and (b) the information in the 2024
financial statements related to assets held by and certified to by a qualified institution agrees to, or is derived
from, in all material respects, the information prepared and certified by an institution that management determined
meets the requirements of ERISA Section 103(a)(3)(C). Their report also indicated that the form and content of
the 2024 supplemental schedules, other than the information in the 2024 supplemental schedules that agreed to
or is derived from the certified investment information, were presented, in all material respects, in conformity with
the DOL's Rules and Regulations for Reporting and Disclosure under ERISA, and the information in the 2024
supplemental schedules related to assets held by and certified to by a qualified institution agrees to, or is derived
from, in all material respects, the information prepared and certified by an institution that management determines
meets the requirements of ERISA Section 103(a)(3)(C).

Schaumburg, lllinois
September 14, 2026



Hometown Urgent Care 401(k) Plan

Statement of Net Assets

November 12, December 31,
2025 2024

(In Liquidation) (Ongoing)

Assets
Participant-directed investments at fair value - Pooled separate accounts $ - 9 2,795,722
Participant-directed investments at contract value - Unallocated contract - 33,950
Net Assets $ - $ 2,829,672

See notes to financial statements. 4



Hometown Urgent Care 401(k) Plan

Statement of Changes in Net Assets in Liquidation
Period from January 1, 2025 through November 12, 2025

Additions
Investment income:
Interest and dividends $ 407
Net realized and unrealized gains on investments 374,466
Total additions 374,873
Deductions
Benefits paid directly to participants or beneficiaries 3,158,951
Administrative expenses 45,594
Total deductions 3,204,545
Net Decrease (2,829,672)
Net Assets
Beginning of period (ongoing) 2,829,672
End of period (in liquidation) $ -

See notes to financial statements. 5



Hometown Urgent Care 401(k) Plan

Notes to Financial Statements

November 12, 2025 and December 31, 2024
Note 1 - Plan Description

The following description of Hometown Urgent Care 401(k) Plan (the "Plan") provides only general
information. Participants should refer to the plan agreement for a more complete description of the Plan's
provisions.

The Plan was terminated effective September 5, 2025, with full liquidation on November 12, 2025.
Accordingly, the descriptions below are provisions of the Plan prior to termination and liquidation. See
Note 6 for additional information.

General

The Plan is a defined contribution plan covering substantially all employees of Urgent Care Support
Services LLC (referred to collectively as the "Company" or the "Plan Sponsor") who are at least 21 years
of age. The Plan is subject to the provisions of the Employee Retirement Income Security Act of 1974
(ERISA).

Effective May 30, 2021, all active employees of the Company became participants of The Aspen Group
401(k) Plan, which is sponsored by a subsidiary of the Company's parent, Team TAG Services, LLC. After
that date, the Plan no longer accepted contributions.

Contributions

The Company may, at its discretion, make matching contributions to the Plan. For the period from January
1, 2025 through November 12, 2025, no such contributions were made to the Plan.

Participant Accounts

Each participant's account is credited with the participant's contributions and actual earnings thereon. The
benefit to which a participant is entitled is the benefit that can be provided from the participant's vested
account.

The Plan provides for participant-directed investment programs for all funds contributed by the participants
and by the Company. Upon enroliment in the Plan, a participant may direct contributions in a variety of
investment options. Investment elections may be changed daily.

Vesting
Participants are 100 percent vested as a result of the plan termination (see Note 6).
Benefit Payments

On termination of service due to death, disability, or retirement, or other reasons, a participant will receive
a lump-sum amount equal to the vested balance of a participant's account as provided by plan policy.

Party-in-interest Transactions

Certain Plan investments are pooled separate accounts and funds held in an insurance company general
account sponsored by Voya Institutional Trust Company, the Plan's trustee and recordkeeper; therefore,
these transactions qualify as party-in-interest transactions, as defined under ERISA guidelines.

The Plan's administrative fees result from services rendered by parties in interest.

Certain administrative functions are performed by officers or employees of the Company. No such officer
or employee receives compensation from the Plan.

Termination

Upon termination of the Plan, participants became 100 percent vested in their account balances. See Note
6 for additional information.



Hometown Urgent Care 401(k) Plan

Notes to Financial Statements

November 12, 2025 and December 31, 2024
Note 2 - Summary of Significant Accounting Policies

Basis of Accounting

As discussed in Note 6 to the financial statements, the Plan Sponsor terminated the Plan effective
September 5, 2025. As a result, the Plan changed its basis of accounting for periods subsequent to
December 31, 2024 from the going concern basis to the liquidation basis.

Under the liquidation basis of accounting, assets are measured to reflect the estimated amount of cash
expected to be collected in settling or disposing of the assets during the liquidation process and liabilities
are measured using the accrual basis of accounting and would include any expected costs of the disposal
of assets and other costs expected to be incurred during the liquidation process.

As the Plan has been fully liquidated as of November 12, 2025, there are no remaining costs of disposal of
assets or other costs expected subsequent to the date the plan was fully liquidated.

Use of Estimates

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

Investment Valuation

The Plan's investments are stated at fair value except as noted below. The fully benefit-responsive
unallocated contract is valued at contract value. Contract value represents deposits made to the contract,
plus earnings at guaranteed crediting rates, less withdrawals and fees.

The pooled separate accounts are valued at net asset value per share (NAV) (or its equivalent) of the
funds, which is based on the fair value of the funds' underlying net assets. There were no redemption
restrictions or unfunded commitments on these investments.

Purchases and sales of securities are recorded on a trade-date basis. Interest income is recorded as
earned. Dividends are recorded on the ex-dividend date.

Benefit Payments

Benefits are recorded when paid.

Administrative Expenses

Various administrative costs are paid by the Company.

Administrative expenses of approximately $34,000 for the period ended November 12, 2025 were paid by
the Company.

Risks and Uncertainties

The Plan invests in various investment securities. Investment securities are exposed to various risks, such
as interest rate, market, and credit risks. Due to the level of risk associated with certain investment
securities, it is at least reasonably possible that changes in the values of investment securities will occur in
the near term and that such changes could materially affect participants' account balances and the
amounts reported in the financial statements.

Subsequent Events

The financial statements and related disclosures include evaluation of events up through and including
September 14, 2026, which is the date the financial statements were available to be issued.



Hometown Urgent Care 401(k) Plan

Notes to Financial Statements
November 12, 2025 and December 31, 2024

Note 3 - Certified Information

Voya Institutional Trust Company (the "Custodian") holds the Plan's investments and executes all
investment transactions. The investment balances and related investment income and losses included in
the accompanying financial statements are based solely on information certified by the Custodian.

Note 4 - Tax Status

The Plan uses a preapproved plan. The preapproved plan has received a favorable opinion letter from the
Internal Revenue Service (IRS) indicating that the Plan, as designed, is qualified for federal income tax-
exempt status. The Plan has not individually sought its own determination letter.

Note 5 - Investment Contracts

The Plan has a benefit-responsive investment contract with Voya Institutional Trust Company (Voya).
Investment contracts held by a defined contribution plan are required to be reported at contract value.
Contract value is the relevant measurement attribute for that portion of the net assets available for benefit
of a defined contribution plan attributable to fully benefit-responsive investment contracts because contract
value is the amount participants would receive if they were to initiate permitted transactions under the
terms of the Plan.

Contributions to Voya under this contract are maintained in a general account that is credited with
earnings on the underlying investment and charged for participant withdrawals and administrative
expenses. The contract is included in the financial statements at contract value as reported to the Plan by
Voya. Contract value represents contributions made under the contract, plus earnings, less participant
withdrawals and administrative expenses. Participants may ordinarily direct the withdrawal or transfer of
all, or a portion, of their investment at contract value. There are no reserves against contract value for
credit risk. There are no unfunded commitments. Under the terms of the contract, the Plan Sponsor must
provide a minimum of 90 days' notice to Voya prior to redemption of the contract.

Certain events limit the ability of the Plan to transact at contract value with the insurance company. Such
events include the following: (i) amendments to the plan documents (including complete or partial plan
termination or merger with another plan); (ii) changes to the Plan’s prohibition on competing investment
options or deletion of equity wash provision; (iii) bankruptcy of the Plan Sponsor or other plan sponsor
events (e.g., divestitures or spinoffs of a subsidiary), which cause a significant withdrawal from the Plan;
or (iv) the failure of the trust to qualify for exemption from federal income taxes or any required prohibited
transaction exemption under ERISA. The Plan was terminated effective September 5, 2025, with full
liquidation on November 12, 2025. The contract was terminated at contract value.

Note 6 - Termination = Liquidation Basis

Effective September 5, 2025, the Plan Sponsor elected to terminate the Plan. The Plan adopted the
liquidation basis of accounting during the period from January 1, 2025 through November 12, 2025. Under
the liquidation basis of accounting, assets are recorded at the amount expected to be collected and
liabilities are recorded at amounts expected to be paid during the course of liquidation. Liquidation of
assets through distributions to participants with account balances occurred during 2025, with full
liquidation on November 12, 2025.



Hometown Urgent Care 401(k) Plan

Notes to Financial Statements

November 12, 2025 and December 31, 2024

Note 7 - Fair Value Measurements

Pooled separate account investments measured at net asset value at December 31, 2024 were as

follows:
Balanced investments (3) $ 133,861
Equity investments (1) 423,062
Fixed-income investments (2) 15,776
Retirement year-based investments (3) 2,223,023

(1)

@)

@)

Total $ 2,795,722

This class represents investments in actively managed pooled separate accounts that invest primarily in
equity securities, which may include common stocks, options, and futures.

This class represents investments in actively managed pooled separate accounts that invest in a variety of
fixed-income investments, which may include corporate bonds, both U.S. and non-U.S. municipal securities,
interest rate swaps, options, and futures.

This class represents investments in actively managed pooled separate accounts with investments in both
equity and debt securities. The investments may include common stock, corporate bonds, U.S. and non-
U.S. municipal securities, interest rate swaps, options, and futures.
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3a

Plan administrator's name and address E Same as Plan Sponsor

3b Administrator's EIN

3¢ 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/repart filed far 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 PlanName
5  Total number of participants at the beginning of the plan year 5 | 413
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),

6a(2). 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the plan Year ... 6a(1) 102
a(2) Total number of active participants at the end of the plan year ....... e e e a— et et e et eaa e 6a(2) C
Retired or separated participants reCeiving BENEItS ..........oo i e 6b C

Cc Other retirad or separated participants entitled to future benefits ... 6C 0

d Subtotal. Add lines 6a(2), BB, @Nd BC. ..o 6d C

e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... 6e C

f Total. Add NS BA AN B. ..........coiiiiiiieii b s 6f

(1) Number of participants with account balances as of the baginning of the plan year (only defined contribution plans 6 (1) )
g COMPIELE FNIS IEEIM) ..o et ettt oottt e ettt e et es e e et e e e a2 ea e et ee et ae e e ens e s g 383
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
GUED COMPISLE TS TEEM)....... oo ee oo s e ee e oeses e eeses e ee e sees e eeeeeeeeeeereeeseees oo 69(2) C
h Number of participants who terminated employment during the plan year with accrued benefits that were
1255 AN T00% VESEEU ... eveveeis oottt e e e e ses et esss e e sacssessceessesceeeeeseeee e es s s s sscscenes et eesesesses et an e sssssessasesnsessencea 6h C

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:

25 2 22 2J Z2x 3D
b If the plan provides welfare benefits, enter the applicable welfare featurs codes from the List of Plan Characteristic Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust 3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) E R (Retirement Plan Infarmation) (W) E H (Financial Infarmation)
2 [] 1 (Financial Infarmation — Small Plan)

(2) MB (Multiemployer Defined Benefit Plan and Certain Money

Purchase Plan Actuarial Infarmation) - signed by the plan (3) E A (Insurance Information) — Number Attached __1
actuary (4) E C (Service Provider Infarmation)

(3) SB (Single-Employer Definad Benefit Plan Actuarial

Infarmation) - signed by the plan actuary

(4) I:l DCG (Individual Plan Infarnation) — Number Attached (6) D G (Financial Transaction Schedules)
e [

MEP (Multiple-Employer Retirement Plan Infarmation)

(5) El D (DFE/Participating Plan Infarmation)
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| Part lll | 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.) reenevceeeisssees e [0 ves 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.) ........... [JYes [] No

11 ¢ 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)

Insurance Information

OMB No. 1216-0110

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

Depariment of the Treasury
Internal Revenue Senvce

Cepardment cf Labor

Employae Benefits Security Administration P File as an attachment to Form 5500.

2025

Pension Bensfit Guaranty Corporation » Insurance companies are required to provide the infarmation

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning 01/01/2023 and ending 11/15/2C25
A Nzme of plan B Three-digit
Hometown Urgent Care 401 (k) Plan plan number (PN) > cCz
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Urgent Care Specialists Services IIC 20-33587332
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 |l and |1l can be reported on a single Sche

dule A.

1 Coverage Infarmation:

(a) tvame of insurance carrier

VCYA Retirement Insurance and Annuity Ccmpany

(e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or
b) EIN . 4 . d at end of
(b) code identification number pe;)ﬁg; g:;g:ﬁ " ;:t ;2 . r° (f) From (g) To
71-0294708 86509 81A873 385 01/01/2025 11/15/2025

2 Insurance fee and commission infarmation. Enter the total fees and total commissions paid. Listin 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

(o)}

, 273

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 ware paid

Inc

Primerica Financial Services,
1l Primerica Pkwy

Culuth GA 2CC28
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
Cash Ccmmissicns
2,273 C 3

(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 wnom 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 wnom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base . Organization
conmissions paid (c) Anount (d) Purpose code
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Partll | 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 €nd .............c.coeeeeeeerereseeseerenees 4

5 Current value of plan’s interest under this contract in separate accounts at year end.................cccevevvevervieerenssens 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premitms P 10 CAIMIE .....c.ouieieie ettt ettt e et ettt ettt ettt e ettt e e et sttt es et et st e et esee e s s eaeeeesaas 6b
C  Premiums due but unpaid at the end OF the YEaT.........coii e e 6¢c
d [Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, Enter AMOUN. ....... ...
Specify nature of costs P
e Typeofcontract: (1) [] individual policies @) [] group deferred annuity
(3) ]:l other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) I:l guaranteed investment (4) @ other PGrcup Pensicn *unding Centract
b Balance at the ©nd of the PrVIOUS YEBAT............ovueeeeeeeeeeeoe oo vesesesareeeeeeeeesesenensnsaserenennnnssasasasaceees | 7b 33,950
C  Additions: (1) Contributions deposited during the year ............ceceeeeeerrnnes 7c(1)
(2) Dividends and GreditS ..............vvovviveeveeeeeeeeeeee e 7c(2)
(3) Interest credited during the Year .............cocovovevevoeeeeeeeeee e 7c¢(3) 407
(4) Transferred from separate aCCOUNt................oovovveeveeeeeee e 7¢c(4)
(5) Other (spacify below)
>
LS LIS LI L 1103 TR 7¢(6) 427
d Total of balance and additions (2dd lINES 7b And 7C(6)). .......vveruirreeeeeeiiseier oo nseaees | 7d 34,357
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 33,0811
(2) Administration charge made DY CAITISr ........cvov.vvevereee e 7e(2) 44¢€
(3) Transferrad to S2parate ACCOUNL...........veeweieeeceeee e 7e(3)
(4) Other (SPECIY DRIOW) .....vovveeeeie e 7e(4)
14
(5) TOMAI ASAUCHIONS ....oecece e et ee e ese e e e e e e et as e ee e s e ma e e asesere et ee e ar s 7¢e(5) 34,357
f Balance at the end of the current year (subtract line 7e(5) from NS 7d) ..........o.c.ovuvuoevereeeeeeeeereeeeecerevee s I 7f C
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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 purposas 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 D Health (other than dental or vision) b I:l Dental C I:l Vision d I:l Life insurance
e D lemporary disability (accident and sickness) f D Lang-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) ] D HMO contract k I:l PPO contract | D Indemnity contract
m [] Other (specify) »
9 Experience-rated contracts:
a Pramiums: (1) AMOUNE FECEIVEA ......oeveecvie e et ce e ens e 9a(1)
(?) Increasa (decraase) in amount due but unpaid.......... e 9a(2)
(3) Increase (decrease) in unearned premium reserve 9a(3)
(4) EArned ((1) # (2) = (B)) e eeeeieurcereee e eeseieie s ana s e e e e rae e ean e s s s e e asaaaes I 9a(4) J
b Benefit charges (1) Claims Paid.........c.ccovvveeeererreeeeeiee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES .........co.oooiiiiieieeceee e 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3) )
(4) Claims charged .......ccccevvrvevverecene 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(AA) COMMISSIONS ..c.eeeieeiiae et ettt ee e es e 9c(1)(A)
(B) Administrative service or other fEES ......ccivviuevicececeieceeeeeeeeee 9c(1)(B)
(C) Other specific acquisition COSES ......c.covverrirereieie e 9c¢(1)(C)
(D) OthEr EXPENSES ...vieiieiee ittt e nen e e e e cn e s 9¢(1)(D)
(E) TAXES 1uetiviiiiiieieieisieie et ettt ettt n 9c(1)(E)
(F) Charges far risks or other contingencies. ..........ccceceevieeveeeceiecnne 9c(1)(F)
(G) Other r2tention ChAMGES..............v.eeeeeeeeeeeeeeeee e seeeeeres e ee e 9¢c(1)(G)
(H) TORI FEEENTION ...ttt s sttt 9c(1)(H) J
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.).... 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after ratirement ............. 9d(1)
(2) Claim reserves ............ e s e e e e 9d(2)
(B) OlNEI FRSEIVIES .......oceeee ettt ettt ee ettt ettt ettt eeeeen . 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .o 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid tO CAITIEr....... ..ot 10a
b Ifthe carrier, service, or other organization incurrad 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. .......c.ueececieea.. 10b
Specify nature of costs.
| PartIV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes Iﬂ No

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




SCHEDULE C Service Provider Information ONS Mo 12100190
(Form 5500) 2025
Depariment of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
f Labor .
Employee Bovett §&°my Administration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection.
For calendzr plan year 2025 or fiscal plan year beginning Cl/C1/2C2% and ending 11/15/2C2¢
A Name of plan B Three-digit
Hometown Urgent Care 401 (k) Plan plan number (PN) [ 002
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Urgent Care Specialists Services LLC 20-3587332

| Part | ISetvice Provider Information (see instructions)

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

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

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

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

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

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

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

For Paperwark Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2025
v. 251114
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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Schedule C (Form 5500) 2025

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

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

———

ASCENSUS, 11C

82-3719343

4.5 2th Ave NE
Rrainerd MN 56401
(b) (c) (d) (e) g (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
49 (f). If none, enter -0-.
TPA
Yeslg No[:] YesB] No|:| Yes[] No@
45,309 0

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

Merningstar
22 West Washington Street

2€-32287¢C8

Chicaygce TL 60607
(b) (c) (d) (e) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
27 answered “Yes” to element
(f). If none, enter -0-.
Investment
Advisory Yes lg No D Yes @ No |:| Yes D No E]
285 0
(@) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

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

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

compensaticn? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Yes |:| No D

Yes D No |:|

Yes |:| No D
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Page 4 -| |

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

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

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

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

(b) () (d) (e _— . (@ ()
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

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

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

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

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

compensaticn? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No |:|

Yes |:| No D
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| Partl |Service Provider Information (continued)

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

many entries as needed to report the required infarmation far each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
d) Enter name and EIN (address) of source of indirect compensation €) Describe the indirect compensation, including an
p pe g any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (¢) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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| Part Il | Service Providers Who Fail or Refuse to Provide Information

4

Provide, to the extent possible, the fallowing infarmation far each servica provider who failed or refused to provide the infarmation necessary to complete

this Schedule.

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

(b) Nature of
Service
Caode(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide
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Partlll | Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many entries as nesded)

a Name: Swindon, Springer & Co. CPA's b EIN: 31-1332842
C Position: Accountant
d Address:412C Gibson Drive e Telephone:227=-557=T7771
Tipp City CH

Explanation: ~hanged CPAs
a Name: b EIN:
C  Position:
d Address: € Telephone:

Explanation:

a Name: b EIN:

C Position:

d Address: e Telephone:

Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:

a Name: b EIN:

C Position:

d Address: e Telephone:

Explanation:




SCHEDULE D DFE/Participating Plan Information

OMB No. 1210-0110

(Form 5500)
Department of the Treasury This schedule Is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA). 2025
Department of Labor P File as an attachment to Form 5500.

Employee Benefits Security Administraticn

This Form is Open to Public

Inspection.
For calendzr plan year 2025 or fiscal plan year beginning C1/C1/2C23 and ending 11/18/207¢8
A Name of plan B Three-digit
Hometown Urgent Care 401 (k) Plan plan number (PN) [ 002
C Plan or DFE sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Urgent Care Specialists Services LLC 20-3587332

Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 |IEs (to be completed by plans and DFEs)
(Complete as many entries as needed to report all interests in DFEs)

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

b Name of sponsor of entity listed in (a): Voya Retirement Insurance and Annuity Company

d Entity e Dollar value of interest in MTIA, CCT, PSA, or

C EIN-PN 71-0294708 CCC cade P 103-12 IE at end of year (see instructions)

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

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

d Entity € Dollar value of interest in MTIA, CCT, PSA, or

C EIN-PN code 103-12 IE at end of year (se instructions)

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

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

d Entity e Dollar value of interest in MTIA, CCT, PSA, or

C EIN-PN cade 103-12 |E at end of year (see instructions)

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

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

d Entity e Dollar value of interest in MTIA, CCT, PSA, or

¢ EIN-PN code 103-12 |IE at end of year (se= instructions)

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

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

d Entity € Dollar value of interest in MTIA, CCT, PSA, or

C EIN-FN cade 103-12 IE at end of year (se2 instructions)

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

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

d Entity e Dollar value of interest in MTIA, CCT, PSA, or

C EIN-PN cade 103-12 |E at end of year (see instructions)

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

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

C EIN-PN d Entity e Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 |E at end of year (se= instructions)
For Paperwark Reduction Act Notice, see the Instructions for Form 5500. Schedule D (Form 5500) 2025

v. 250702
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Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (se2 instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
cade

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
cade

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (se2 instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (se2 instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
cade

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
cade

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Q

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

a Planname

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN




SCHEDULEH Financial Information OMB No. 12100110

(Form 5500)
Depa"“e"'g;";‘:‘:":f“ﬁ” S This schedule is required to be filed under section 104 of the Employes 2025
s Gooary Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the

Internal Revenue Code (the Code).

Depariment of Laber

Employee Bensfis Securly A nistaton D File as an attachment to Form 5500. This Form is Open to Public
Pensicn Benefit Suaranty Corporaticn Inspection
For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending 11/15/2025
A Name of plan B  Three-digit
Hometown Urgent Care 401 (k) Plan plan number (PN) ) 002
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Urgent Care Specialists Services LLC 2C0-25873222

I Part | |Asset and Liability Statement

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

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ...........covierieciiiieece e 1a 333
b Receivables (less allowance far doubtful accounts):
(1) EMPIOYET CONTBULIONS .......ovevce oot 1b(1)
(2) Participant CONtADULONS ..........ev.eveeeeeeeoeee et eeeeese e e e e 1b(2)
(B) OBNET oot ses et e e st seeeeneeeeeeene s 1b(3)
C General investments:
1) Interest-bgaring cash (include money market accounts & cerfificates 1c(1)
OF AEPOSIE) .. ee ettt et et e e aea e e an e
(2) L.S. Government S2CUNLIES ..........ccoiiiiiiiiiiiieii e 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PLEFEITEA. ......oeoeoeeeeeeeeeeeeeee e 1c(3)(A)
(B) Al OtNEI .eee et e e 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PrEFRITEA ..vovveeieieiceoeeeteieee et ee st 1c(4)(A)
(B) COMMION 1ottt e et e e e 1c(4)(B)
(5) Partnership/joint venture INtErests ..............coowvveovveeeveeseeeeeeceseeeseeesnenne 1¢(5)
(6) Real estate (other than employer real proparty)............c.cooccocoovioere.... 1c(6)
(7) Loans (other than to participants)............ccveeeeeevcuererececeecesees e 1¢(7)
(8) PartiCiPANt 08NS ......uovuveveeeeeee e e ettt 1c(8)
(9) Value of interest in common/collective trusts ............coeeeeeeeruev e 1c(9)
(10) Value of interest in pooled separate acCouNtS..........cocoovveveveeeececeeeeinene 1¢(10)
(11) Value of interest in master trust investment accounts ........................... 1c(11)
(12) Value of interest in 103-12 investment entities...............o.cocoevrveverreene.. 1c(12)
ey e coTpanes B el e(13) 2,829,339
(14) Value offunds held in insurance company general account (unallocated 1c(14)
CONBFACES) ..ttt et et e e e et e e s st sa et et e e e nr e e e
(15) Other............. e e e T 1c(15)
For Paperwark Reduction Act Notice, see the Instructions for Form 5500 Schedule H (Form 5500) 2025

v. 250615
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) Employer securities 1d(1)
(2) Employer real Property ... 1d(2)
1e Buildings and other property used in plan operation ..........c.cccceiviiiininiene, 1e
1f Total assets (add all anounts in lines 1a through 1€) ........voveeeveeeeeereeeeas 1f 2,829,672 0
Liabilities
1g Benefit claims payable ..............occooovooeeeee e 1g
Th Operating Payables..............c.coiuiuiuiueiieeeeeeiei e 1h
1 ACqUISIION INAEBLEANESS ... 1i
1j Other liabilities 1
1k Total liabilities (add all amounts in lines 1g through1j) ........oooeveeveeveereeeen, 1k 0 0
Net Assets
1l Net assets (subtract line 1K from Ne TF).........oo..ooroooorsooeeoereoes T 2,829,672| c

Part Il |Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the y=ar. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts toffrom insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not
complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (a) Amount (b) Total

a Contributions:

(1) Received or receivable in cash from: (A) Employers............ccccvvnecne.e.. | 28(1)(A)

(B)  PartiCIPANES ..eveveeeveee et ee ettt 2a(1)(B)

(C) Others (including rollovers).......... e e R 2a(1)(C)
(2) Noncash contributions........ e R e 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2).............. | 2a(3) C

b Earnings on investments:

(1) Interest:

(A) Intergst—bearing cash (including moneay market accounts and 2b(1)(A)

certificates of deposit).......cooveiiiiiiini

(B) U.S. GOVErNMENt SECUMIHIES ......voeeecvcveeeeeeeieeee e e e e sssincaceeeas 2b(1)(B)

(C) Corporate debt iNStrUMENES .......cc.c..eviveeee et ee et e 2b(1)(C)

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

(E)  Participant 02N ........ovucuererereeceeses e ee s eve e e esas e 2b(1)(E)

(F)  OthEF eeeoecece ettt e et e ee e 2b(1)(F)

(G) Total interest. Add lines 2b(1)(A) through (F)......oeveeeveevereerieenene, 2b(1)(G) C
(2) Dividends: (A) Preferred StOCK. ........c.owuvrererreeeieesceeieceeseees s seens e 2b(2)(A)

(B)  COMMON SLOCK. ... ceeeeeeee st eves e eee s ere e e e es s sre e 2b(2)(B)

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

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) C
(3) RENES c.oee oo eceeve et ee e ee e 2b(3)

(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds................... | 20(4)(A)

(B) Aggregate carrying amount (Se€ inStructions)...............oeevereeeerenn. 2b(4)(B)

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

L= T3 OO POU N 2b(5)(B)

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

AdC NS 2D(5)(A) AN (B) .o eeee e eee e e C
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(6) Net investment gain (loss) from common/collective trusts.......................
(7) Netinvestment gain (loss) from pooled separate accounts
(8) Net investment gain (loss) from master trust investment accounts..........
(9) Netinvestment gain (loss) from 103-12 investment entities....................

(10) Net investment gain (loss) from registerad investment
companies (e.g., Mutual funds) ......cooieeiiiecic e e

€ OhEIINCOME ...ttt ettt et
d Total income. Add all income amounts in column (b) and entertatal ..................
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers ...........
(2) Toinsurance carriers far the provision of benefits..............ccccooiiiiees
(B) MBI e e
(4) Total benefit payments. Add lines 2e(1) through (3) ...ooooveeciiiiiiiiieine,
f Corrective distributions (s INStrUCONS) ..........o.ovveieececeeceeeee e
g Certain deemed distributions of participant loans (see instructions) .............
D INESrESt EXPENSE .ooceeeececee ettt ettt
i Administrative expenses:

(1) Salaries and alloWaNCES ...........iiuiiiiiii et

(2) Contract administrator fEES. ...........coiiiiiiiiii e
(3) Recordkeeping fES......uuiiiieeiei e
(4) 1QPA QUAIL FEES. ...
(5) Investment advisory and investment managementfees ........................
(6) Bank or trust company trustes/custodial f@es ..........cccoeiiiiiiiiiiiici
(7) ACtUGMAI FEES ...
(8) LEGAITEES ...t
(9) Valuation/appraisal fEES ............ccoviiiiiiieiie e
(10) Other trustee fees and XPeNSES .........ccccv i iieiiiiiiiiee e
(11) OhEF EXPENSES ...eiii i ettt
(12) Total administrative expenses. Add lines 2i(1) through (1) ..o
J Total expenses. Add all expense amounts in column (b) and enter total .....
Net Income and Reconciliation

k Netincome (loss). Subtract line 2j from line 2d

(a) Amount

(b) Total

2b(6)

2b(7)

2b(8)

2b(9)

2b(10)

2c

2d

2e(1)

3,158,951

2¢(2)

2e(3)

2e(4)

2f

29

2h

3,158,951

2i(1)

2i(2)

45,594

2i(3)

2i(4)

2i(5)

2i(6)

2i(7)

2i(8)

2i(9)

2i(10)

2i(11)

2i(12)

45,594

2

3,204,545

| Transfers of assets:
(1) TORNIS PIAN 1. et
(2) From this Plan ...

2k

-2,829,672

21(1)

212)
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Partlll Accountant’s Opinion

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

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
() [] unmodified  (2) [] Qualfied (3) [X] Disclaimer  (4) [ ] Adverse

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

(1) @ DOL Regulation 2520.103-8 (2) D DOL Regulation 2520.103-12(d) (3) D neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Nane:Plante Mcran (2)EIN: 33-1488¢6CES

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

| Part IV |Complianoe Questions

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

During the plan year: Yes No Amount

a Was there a failure to transmit to the plan any participant contrbutions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes" for any prior year failures until
fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.) ................... 4a X

b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollecfible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” Iis
ORECKEA. ). evoveeveceeeees e eeeeseeees s ees e ese s et s sss s e sasess e s s ss e ee s st s sseesaes st eessnssnseeesanen 4b X

C Were any leases to which the plan was a party in default or clessified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .......cccceevevveieieiieenccnnes 4c X

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

Lo =T =T TSP 4d X
€@  Was this plan covered by a fidelity DONA?.............ocuccueieceeeeeeee et seeeeesees s ee s sesnenes 4| X 500,000
f  Didthe plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY AU OF QISNONESLY? .......oeeeeveeeeeieeeeeaseesesesseses s easssn s ssssasssessssesesesesesssaessesessssssesnsassassnsensassanans I X
g Did the plan hold any assets whose current value was neither readily determinable on an

established market nor set by an independent third party appraiSer? .............eeuereinieseresnienes 4g X
h Did the plan receive any noncash contributions whose value was neither readily

determinable on an established market nor set by an independent third party appraiser?............... 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,

and see instructions for format requirements.)...........cccciiiiiiiiiiiii 4i X
Jj  Were any plan transactions or series of transactions in excess of 5% of the current

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

see instructions for format requirements.).............oooiiiii s 4j X
Kk  Were all the plan assets either distributed to participants or beneficiaries, transferred to another

plan, or brought under the control of the PBGC?..........ccuviiieiiie e 4k | X
| Has the plan failed to provide any benefit when due under the plan? ..............cccccuviieinieiiiinniccens 41 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

50 L0 T PPN 4m X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one

of the exceptions to providing the notice applied under 29 CFR 2520.101-3. ........cccvvuvmieiriieesenenens 4n

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ @ Yes |:] No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year 0,
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Sb If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were
transferred. (See instructions.)

5b(1) Name of plan(s) 5b(2) EIN(s) 5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and
L1 (0T (T T T PSPPSRt D Yes [:] No D Not determined

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




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500) 2025
Dsparment of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

6058(a) of the Internal Revenue Code (the Code).

Departrent of Later 2 N .
5 i istrati This Form is Open to Public
Employee Benefits Security Administration » File as an attachment to Form 5500. |nspgc‘::,n_
Pension Benefit Suaranty Corporation
For calendar plan year 2025 or fiscal plan year beginning 01/01/202= and ending 11/15/2C2¢%
A Name of plan B Three-digit
Hometown Urgent Care 401 (k) Plan plan number
(PN) » 002
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Urgent Care Specialists Services LLC 20-3587332

Partl | Distributions

All references to distributions relate only to payments of benefits during the plan year.

1  Total value of distributions paid in property other than in cash or the farms of property specified in the -
(1015 (¥ L1 (oo T PSPPI

(@]

2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the
two payors who paid the greatest dollar amounts of benefits):

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

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3

Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Intemal Revenue Code or
ERISA section 302, skip this Part.)

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?............cevvennn. D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

5  If a waiver of the minimum funding standard far a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver Date: Month Day Year

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

6 a FEnter the minimum required contribution far this plan year (include any prior year accumulated funding 6a

deficiency not waived) .....................................................................................................................................
b Enter the amount contributed by the employer to the plan for this plan Y ar............ccocccveeeeeeeeeeeeeeeee e, 6b

C Subtract the amount in line 6b from the amount in line 5a. Enter the result
(enter a minus sign to the left of a negative amOUNt) .........ooiiiii s 6¢C

If you completed line 6c, skip lines 8 and 9.
7 Wil the minimum funding amount reported on line 5c be met by the funding deadline?............ocvcveeerieeiiiieieines D Yes I:l No I:l N/A

8 Ifachange in actuarial cost method was made far this plan year pursuant to a revenue procedure or other
authority providing automatic approval far the change or a class ruling letter, does the plan sponsor or plan
acministrator agree With the ChaNGE? ... oo D Yes D No D N/A

Part Il Amendments

9  Ifthis is a defined benefit pension plan, were any amendments adopted during this plan

year that increased or decreased the value of benefits? If yes, check the appropriate
BOX. I N0, CNECK TNE “NO” DOX. ..o l:] Increase D Decrease D Both D No
| PartIlV | ESOPs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.
10  Were unallocated employer securities or proceads from the sale of unallocated securities used to repay any exeampt loan?.............. D Yes D No
11 @ Doesthe ESOP hold @ny Preferred SLOCK? .............ovueiruiueersorreesisesseessssssseeissesssssssiesesssssssiessesesessssssssessssssssssessessesssessssssesssessessen D Yes D No
b Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No
(See instructions far dafinition Of "BACK-E0-DACK” IOAN.) 1.uitiiuiiiii i it e ca b cr s sar s e ca et
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market? ...............c.ccc.oooevriereerieriesscneneenne. D Yes D No
For Paperwark Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2025

V. 250312
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| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the fallowing infarmation far each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest contributors (measured in dollars). See instructions. Complete as many entrics as needed to report all applicable employers.

a Name of contributing employer

b EIN C __ Dollar amount contributed by employar

d Date collctive bargaining agreement expires (i employer contributes und=r more than one collective bargaining agreement, chack boxl:l
and seeg instructions regarding required attachment. Otherwiss, enter the applicable date.) Month Day Year

@  Contribution rate information (If more than one rate applies, check this box I:I and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly [] Weekly [] Unit of production [] Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer
d Date collective bargaining agreement expires (i employer contributes under more than one collective bargaining agreement, check boxl:l
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Yé&ar & .
- )
€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachmer, Qherwfsé;"‘
complete lines 13e(1) and 13¢(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify): J_.' o
a Name of contributing employer
b EIN C  Dollar amount contributed by employer
d Date collective bargaining agreement expires (I employer contributes under more than one collective bargaining agreement, check boxD
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Yé&ar - '
- B
€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachmeri, Qherwiféf'
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents) .
(2) Base unit measure: D Hourly D Weekly |:| Unit of production I:] Other (specify): r o
a Name of contributing employer
b EIN C __ Dollar amount contributed by employer
d Date collective bargaining agreement expires (i employer contributas undar more than one collective bargaining agreement, chack box[l
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year
€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly |:| Unit of production D Other (specify):
a Name of contributing employer
b EIN C  Dollar amount contributed by employer
d  Date collective bargaining agreement expires (i employer contributes under more than one collective bargaining agreement, check boxD
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Yé&ar .
. Ll
€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachmeri, Qherwfsé;"‘
complete lines 13e(1) and 13¢(2).)
(1)  Contribution rate (in dollars and cents) .
(2) Baseunitmeasue:[ | Hourly  [] Weekly  [] Unitof production [ Other (specify): L a

a__ Name of contributing employer
EIN C  Dollar amount contributed by employer

o

d  Date collective bargaining agreement expires (if employer contributas undar more than one collective bargaining agreement, chack box|:|
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e  Contribution rate information (/f more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unitmeasure:[l Hourly I:l Weekly [] Unit of production D Other (specify):
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14

Enter the number of deferred vested and ratired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan far:

a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: D last contributing employsr D alternative D reasonable approximation (see 14a
iNStructions far requIred QtEACIMENE) ...oc.v i ettt et e e et een e en e ens e n

b The plan year immediately preceding the current plan year. I:l Check the box if the number reported is a 14b
change from what was previously reported (see instructions far required attachment) ...
C The second preceding plan year. ]:l Check the box if the number reported is a change from what was 14c¢
praviously reported (see instructions far required attachment). .........oovvvv v,
15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:
a The corresponding number far the plan year immediately precaeding the current plan year ... 15a
b The corresponding number far the second precedingplan year. ... 15b
16 Infarnation with respect to any employers who withdrew from the plan during the preceding plan year:
a Enter the number of employers who withdrew during the preceding plan year ... 16a
b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against SUCh WItHArawn SMPIOYETS ... oottt ettt es e et e et teetaesssecreeaeieineeans
17

If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regardin:
supplemental infarmation to be included as an atta(.hmentﬁl

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

18

If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such
participants and beneficiaries under two or more pension plans as of immediately befare such plan year, check box and see instructions regarding
supplemental infarmation to be included as an attachment

19

If the total number of participants is 1,000 or more, complete lines (a) and (b):
a  Enterthe percentage of plan assets held as:
Public Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hadging Assets: %
High-Yield Debt: % Real Assets: % Cash or Cash Equivalents: % Other: %
b Provide the average duration of the Investnent-Grade Debt and Interest Rate Hedging Assats:
D 0-5 years I:l 5-10 years |:| 10-15 years |:| 15 years or more

20

PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a Is the amount of unpaid minimum required contributions far all years from Schedule SB (Form 5500) line 40 greater than zero? D Yes |:| No
b Ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

Yes.

[

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

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

D No. Other. Provide explanation.

| Part VIl | IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under

the permissive aggragation rules? [ Yes [] No

21b Ifthis is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements far

22

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
B “Current year” ADP test
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If the plan sponsor is an adopter of a pre-approved pla
(MM/DDIYYYY) and the Opinian Letter serial number,
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e4ived a favorable IRS Opinion Letter, enter the date of the Opinion Letter €6/3C/2C02C
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SCHEDULE H, LINE 4i - SCHEDULE OF ASSETS (HELD AT END OF YEAR)

(b)
Identity of Issue
Borrower, Lessor,

(a) or Similar Party

Pooled Separate Accounts:
* VOYA Financial

Urgent Care Specialists LLC
401(k) Plan
EIN: 20-3587332 PLAN #002

December 31, 2025

(c)

Description of Investment
Including Maturity Date,
Rate of Interest, Collateral,
Par, or Maturity Value

AmCen Shrt Dur In Pr Bd Fd R6
American Funds Cap Wd Bd R6
American Funds Nw Prspctv R6
American Funds Wash Mutual R6
Columbia Mid Cap Value Fund I3
DFA Real Estate Secs Port Ins
DFA US Targeted VI Port Ins
Fidelity Intl Index Fnd

JPMorgan LgCp Grw Fnd R6
JPMorgan US Equity Fund R6
MFS Total Return Bond Fund R€
Neuberg Berm Genesis Fund R6
PGIM High Yield Fund R6

PIMCO Income Fund Ins

Vangrd 500 Index Fund Adm
Vangrd Balanced Index Fnd Adm
Vangrd Em Mkts Stk Ind Fd Adm
Vangrd LifeStrat Inc Fd Inv
Vangrd Mid-Cap Index Fund Adm
Vangrd Small-Cap Index Fnd Adm
Voya Fixed Account (4062)

Voya Gv Mny Mkt F A (HId Acct)
Voya Index Solution 2025 P Z
Voya Index Solution 2030 P Z
Voya Index Solution 2035 P Z
Voya Index Solution 2040 P Z
Voya Index Solution 2045 P Z
Voya Index Solution 2050 P Z

(d)

Cost

%k
%k
%k
%k
%k
%k
%k
% %
%k
%k
%k
* %
% %
% %
% %
% %
%k
%k
% %
% %
* %k
%k
%k
%k
%k
* %k
%k

%k

(e)
Current
Value
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Urgent Care Specialists LLC
401(k) Plan
EIN: 20-3587332 PLAN #002
SCHEDULE H, LINE 4i - SCHEDULE OF ASSETS (HELD AT END OF YEAR)
(CONTINUED)
December 31, 2025

(c)

(b) Description of Investment
Identity of Issue Including Maturity Date, (e)
Borrower, Lessor, Rate of Interest, Collateral, (d) Current
(a) or Similar Party Par, or Maturity Value Cost Value_

Pooled Separate Accounts:
* VOYA Financial

Voya Index Solution 2055 P Z *k
Voya Index Solution 2060 P Z *k
Voya Index Solution 2065 P Z *k
Voya Index Solution Inc P Z **
Voya Intermediate Bond Fund R6 *k
Voya Mid Cap Opport Port R6 *k

* A party in interest as defined by ERISA.
** Cost omitted for participant-directed investments.
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