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Department of the Treasury
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Benefit Plan

Department of Labor
Employee Benefits Security Administration
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Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee

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

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

OMB Nos. 1210-0110
1210-0089

2018

This Form is Open to
Public Inspection

| Part| | Annual Report Identification Information

For calendar plan year 2018 or fiscal plan year beginning  01/01/2018 and ending

12/31/2018

a single-employer plan
A This return/report is for:
D a one-participant plan D a foreign plan

B This return/report is

D the first return/report D the final return/report

D an amended return/report

C Check box if filing under: D Form 5558

D special extension (enter description)

D automatic extension

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

D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)

D DFVC program

| Part Il | Basic Plan Information—enter all requested information
la Name of plan 1b Three-digit
OMAHA CHILDREN'S DENTAL SPECIALIST CASH BALANCE PLAN plan number
(PN) » 002
1c Effective date of plan
01/01/2013
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 20-2012288
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) -
2C Sponsor’s telephone number

OMAHA CHILDREN'S DENTAL SPECIALIST

5118 N. 156TH STREET
OMAHA, NE 68116

402-932-9263

2d

Business code (see instructions)
621210

3a Plan administrator's name and address [X| Same as Plan Sponsor.

3b

Administrator’s EIN

3c

Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN
this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report.
a Sponsor's name 4d PN
C Plan Name
5a Total number of participants at the beginning of the Plan YEAr ..............c.c.ceevieeviceeeeeeeeee e 5a 8
b Total number of participants at the end 0f the PIAN YE&K ...............c.cvrrevirereeeeeeeeeeec et 5b 8
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c
(oo 4] o1 [= (= (RS (<Y 0 ) PSR O PSP PTPRT
d(1) Total number of active participants at the beginning of the plan year 5d(1) 8
d(2) Total number of active participants at the end of the Plan YEar ..............coocvuiievrueiiiiieeeeeeee e 5d(2) 8
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0
ENAN 1000 VESTOU ...ttt ie ettt ettt ettt ettt e e et sttt e e e s sttt e e e e e aa sttt et e e 44kt s bttt et 444 R R bttt e e et 4a bbb et e ee e e e nbrreeeeeaannrnnnee

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

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

belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 04/08/2019 SCOTT SEILER

HERE Signature of plan administrator Date Enter name of individual signing as plan administrator

SIGN Filed with authorized/valid electronic signature. 04/08/2019 SCOTT SEILER

HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

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

Form 5500-SF (2018)
v.171027




Form 5500-SF (2018) Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCtioNS.) ..........ccvcvevevieeeveeeieveeece e,

b

Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467? (See instructions on waiver eligibility and CONAItiONS.)..........cooiiiiiiiiiiii e

Yes [[ No
Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7? ...... 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

. (See instructions.)

| Part Ill | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal Plan @SSELS ...eeuvveieiieiieiie et 7a 368752 425851
b Total plan abilities ...............c.ccoerreeereeeeeeeeereeeeeeeeeeeeeeeeee, 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ............c..ccccoveevennne. 7c 368752 425851
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ...voiieiiieeiieeeee e 8a(l) 90700
(2) PArtiCIPANTS.....coviiiiiiiiiiiiieeeee e 8a(2)
(3) Others (including rollOVErS).........ccc.uveiiiviiiiiiieiiieeeeeeee 8a(3)
Other iNCOME (I0SS) .....vevieeieieieieciieiieeiectese et sie s eveenaeereens 8b -30564
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ....................... 8c 60136
d Benefits paid (including direct rollovers and insurance premiums
to provide DENEitS) .......c.uviiiiiiiiiiiiiiiiiei 8d
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 3037
g Other expenses 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 3037
i Net income (loss) (subtract line 8h from line 8C) ............c.c.cco.v...... 8i 57099
j Transfers to (from) the plan (see instructions)...........ccccceeevcvieinnee. 8]

Part IV | Plan Characteristics

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

‘ Part V | Compliance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction
g oo =13 o) 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
TEPOTEO ON lINE LOB.) c...vvoeieeeeeeeeee e eee et ee st n et ee et s st en et enes e en et eneneeen e 10b X
Was the plan covered by a fidelity bond? ... 10c | X 50000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY AU OF ISNONESIY? ...........veeeeeeeceeeeeeeeeeeeeeeee et enr e 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the Plan? (SEE INSIIUCTIONS.) .. ....uuii ittt 10e X
f Has the plan failed to provide any benefit when due under the plan? .........ccccccooernineninineennnn, 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c............ 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
20 00 0 3 S 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ........ccoiiuiiiieeeriiiiiieieee s 10i




Form 5500-SF (2018) Page 3- |1

[Part \ I Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB Yes D No
(Rl TS0 0) I Vo g T K N o T (o I TP PP PPPPPPON

11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40....................... I 1la I 0

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISA? ....ooooooooeeee s oo eeeeevoseseesssse e eees s [ ves ] No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.)

a If awaiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
OFANTING thE WAIVET. ....eiiiiiiieieie ettt ettt e e e e ettt et e e e e e bbbt eeeesaanbnbeeeaeesaanrnneen Month Day Year

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

b Enter the minimum required contribution for this PIAN YEAT ................c.ccceveviiiueueereieeeeeeeeeeeeeeeeeeeeeee e 12b

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

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
LETe =T (g (o0 T T PP PPPTPPPPN

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

‘Part VI | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted iN @any PIAN YEAr? ...........cccoeeveueeveeeeeeeeeee et Yes [[ No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............ccococeiiiiiiin, 13a 0

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
(o2 10T I o) 1 =Y = T O PP

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

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




SCHEDULE SB
(Form 5500)

Department of the Treasury
Internal Revenue Service

OMB No. 1210-0110

Single-Employer Defined Benefit Plan

Actuarial Information 2018

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

Department of Labor
Employee Benefits Security Administration

Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public

Pension Benefit Guaranty Corporation

Internal Revenue Code (the Code). Inspection

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

For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending  12/31/2018

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

A Name of plan B Three-digit
OMAHA CHILDREN'S DENTAL SPECIALIST CASH BALANCE PLAN plan number (PN) 3 002
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
OMAHA CHILDREN'S DENTAL SPECIALIST 20-2012288
E Type of plan: Single D Multiple-A D Multiple-B F Prior year plan size: 100 or fewer D 101-500 D More than 500
‘ Part | | Basic Information
1  Enter the valuation date: Month _ 01 Day _ 01 Year 2018
2  Assets:
S B o AR 1TSS SRRRR 2a 368752
D ACIUAIAI VAIUE ........ocvoeeceeece ettt en et s et en et enensenas 2b 368752
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment ...........cccccovvveeviiiennns 0 0 0
b For terminated vested PartiCipants ...............ccceeveveveveuererieeeereeeeeeeeses e enennas 0 0 0
C FOr aCtive PartiCIPANTS ........eeirierieireeiie et 8 240483 240952
O TOUA .o 8 240483 240952
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (0) .............ccceveeerenee. D
a Funding target disregarding prescribed at-risk @SSUMPLIONS .........coiuiiiiiiiiiiiiie e 4a
b Fun_ding target reflecting at—ri_sk assumptiqns, but disregarding trgnsition r_ule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor ..............cccoccceeviieiiineennns
D EffECHVE INEIESE FALE ... cuvvi.iieeetetesisitete e tetesese ettt e bbb e s se sttt e bt e s e s e s e bbb s e et b et b et et e e s b s ebese e s s b sns 5 6.29%
B TAIGEL NOMMAI COSE ...viviuiriiiieieteteiee ettt ettt ettt s sttt e bbb e e e s bbb s e st bbbt et e et s b e b st s et s 6 46878

Statement by Enrolled Actuary

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

combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE 03/22/2019
Signature of actuary Date
CHARLES E. TALBERT 17-04922
Type or print name of actuary Most recent enrollment number

LURIE, LLP

612-377-4404

2501 WAYZATA BOULEVARD
MINNEAPOLIS, MN 55405

Firm name Telephone number (including area code)

Address of the firm

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

instructions

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2018

v. 171027



Schedule SB (Form 5500) 2018

Page2-[1_|

Part Il Beginning of Year Carryover and Prefunding Balances
(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
L= L PR 0 0
8 Portion elected for use to offset prior year’s funding requirement (line 35 from prior
== L I 0 0
9 Amount remaining (line 7 minus line 8) 0
10 Interest on line 9 using prior year's actual return of 3.70 % 0
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year).........cccceeevcveennnnnd) 66279
b(l) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 6.48%........c..... | 4295
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
=10 TR UU VSR U PR OUURTOURUROPRTROY 0
C Total available at beginning of current plan year to add to prefunding balance 70574
d Portion of (c) to be added to prefunding BalanCe..............ccccevivevrireeeeiieesieeeiennd
12 Other reductions in balances due to elections or deemed elections................cccceevene..] 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)..................] 0
Part Il Funding Percentages
14 Funding target attaiNMENt PEFCENTAGE .......c..c.evveiviriieeseieisesiessessssse st st ss st s bbbt s s s bbbt s s bbbt s bbbt n st st ba 14 153.03%
15 Adjusted funding target attaiNMENT PEFCENTAGE..........c.ceeeeeiirirerieieeeseteteteses e et es et et eseses et et et et esess et eseseseseas st esebesese e sesseseseseseas s et sesens 15 153.03%

16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current

YEAI'S FUNGING TEOUITEBIMENE ........v.vvseeeeeeeeeeeeteeete ettt ee et ee et eete s aet et et et eneeas s e s st sansasan s e eeeaeanantetat et asennenananenenenanennaninsees 16 162.15%
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ............c.cccceervevenn.n. 17 %
Part IV Contributions and Liquidity Shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:

(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
01/22/2018 5700 08/03/2018 5700
02/16/2018 5700 09/21/2018 5700
03/21/2018 5700 09/25/2018 5700
04/20/2018 5700 10/25/2018 5700
05/18/2018 5700 11/30/2018 5700
06/25/2018 5700 03/12/2019 28000

Totals » | 18(b) 90700 | 18(c) |
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years............cccccceeviieiiineennd 19a 0
b Contributions made to avoid restrictions adjusted to VAIUALION JALE ..............cccveveveveeererereteececee e eeeees e 19 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19c 86923
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall” for the PriOr YEAI?...........ei et e et e et e et e e e ab e e ebbeeeanneeas U Yes No
b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely manner? ................cccococovueveveuresieeerevennnnn. [[ Yes [[ No

C Ifline 20a is “Yes,” see instructions and complete the following table as applicable:

Liquidity shortfall as of end of quarter of this plan year

(1) 1st

(2 2nd (3) 3rd

(4) 4t




Schedule SB (Form 5500) 2018 Page 3

Part V |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

D Applicable MONth (ENTEF COUE)..........c.iieeeeiieeeeeee ettt ettt e et en s et e s tenee e e ennaneseneeenand 21b 4

22 Weighted average retirement age 22 65
23 Mortality table(s) (see instructions)  Prior regulation: D Prescribed - combined D Prescribed - separate D Substitute
Current regulation: Prescribed - combined D Prescribed - separate D Substitute

Part VI |Miscellaneous ltems

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required

=i £= T 4= o PSSO P RSP PR T D Yes No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ..................cc.c........ D Yes No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ....................... D Yes No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27

L= o) 1 (=T o | PP PP PPPPPPPPPP

Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years

28 Unpaid minimum required contrioutions for all PrOT YEATS ........ccuvivivereeiiierisisieieesassisiese e sessssesesessssssssesens 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
[T T ) PP PPPPNt
30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) 30 0
Part VIII [Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOrMAal COSE (INE B) .......veiiiiiieiit ettt ettt ab et e e et e s e e e sbneee e 3la 46878
b Excess assets, if applicable, but not greater than liN@ 31a .............ccceveueueueviierieeeeeeeeeeee e sese s 31b 46878
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization iNStallMENt.............cooiiiiiiiiii e
b Waiver amortization iNStallMENt ................c.cveveveerrceieeeeeere et eeesseeeeee e enenens
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ...........cccceeviveeinieeeniiieeennn 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
TEQUITEMENT. ... .eeiiieieeieiieii ettt 0 0 0
36 Additional cash requirement (line 34 MINUS INE 35)...........c.coviuiieiiirerereeieeeeeesete ettt eess s sens 36 0
37 fg;tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 86923
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of iNE 37 OVEN INE 36) ..........ccoeevevveeeeeeeeeeeeeeeeeeeeeeeeeeeee e ses e ses et enenned 38a 86923
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .........| 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37)...........ccccco.o....... 39 0
40 Unpaid minimum required coONtribUtions fOr @ll YEATS .............ccceveveveveueueeeeeeeeeeeeeeeeeeeeeee e eseses e 40 0
Part I1X Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)
41 If an election was made to use PRA 2010 funding relief for this plan:
o RS ol g [To (U] Lo (=T ox (=T AT OO PRP R POPPPPIN D 2 plus 7 years D 15 years

b Eligible plan year(s) for which the election in iNe 418 WAS MAUE .......v..veeevvererereererereseeeeeeessseeeessreereseseeseesees [ ]2008 []2009 [ ]2010 [] 2011




Schedule SB, line 22
Description of Weighted Average Retirement Age

Plan: Omabha Children's Dental Specialist Cash Balance Plan
EIN/PN:  20-2012288 /002

Assumed Weighted

Age Rate Age
65 100.00% 65.0
65.0

The assumed rate of retirement is adjusted for the assumed prior retirements
and multiplied by the expected retirement age. The resulting amounts are
summed to develop the weighted average.



Schedule SB, Part V
Statement of Actuarial Assumptions/Methods

Plan: Omaha Children's Dental Specialist Cash Balance Plan
EIN/PN:  20-2012288 / 002

Investment Return

Pre-Retirement Post-Retirement

1st Segment 3.92% 3.92%
2nd Segment 5.52% 5.52%
3rd Segment 6.29% 6.29%
Interest Crediting Rate (ICR) 2.80% 2.80%
Assumed ICR for Funding 4.50% 4.50%
Salary Scale 0.00% N/A

PPA Effective Rate 6.29% 6.29%

For determination of maximum deduction, segment rates of 1.75%, 3.76%, 4.66% were used.

Explicit Provision for Expenses

Administrative expenses are assumed to be $0.

Assumed Form of Distribution

Lump sum equal to the Hypothetical Account Balance. Funding Target is equal to the Hypothetical
Account Balance increased with interest to retirement using the Interest Credit Rate and discounted
to the valuation date using the appropriate segment rate.

Mortality Rates

Pre-Retirement Post-Retirement*
Funding None 2018 Small plan sex distinct
Actuarial Equivalence None 2018 Applicable

*No Post-Retirement mortality improvement has been assumed.

Disability Rates

None.

Withdrawal Rates

None.

Retirement Age

Participants are assumed to retire on their Normal Retirement Date.

Actuarial Value of Assets

Market Value as reported by the sponsor.

Marriage Rates

None.

Changes in Methods or Assumptions

Assumptions were changed as required to comply with the Pension Protection Act.



Schedule SB, Part V
Summary of Plan Provisions

Plan: Omabha Children's Dental Specialist Cash Balance Plan
EIN/PN:  20-2012288 /002

Employer and Plan Data

Initial Effective Date January 1, 2013
Plan Year Begins January 1, 2018
Plan Year Ends December 31, 2018
Valuation Date January 1, 2018

Eligibility Requirements

Service One year
Entry Dates Dual
Age 21
Excluded Groups None.

Normal Retirement Age

First of the month coinciding with or next following age 65.

Retirement Benefits

Actuarial Equivalent of the Participant's Hypothetical Account Balance.

Hypothetical Account

A theoretical account that is maintained for each participant. Each account is credited annually
with interest at the 30 Year Treasury Bill rate in effect for the fifth month preceding the
valuation date, and an allocation following the terms of the Plan Document.

Vesting

100% vested upon completion of three years of vesting service.
Death

100% of the Participant's Hypothetical Account.
Disability

100% of the Participant's Hypothetical Account.

Plan Amendments

Amended to increase staff allocations effective January 1, 2017.



SB ACTUARY SIGNATURE

SCHEDULE SB Single-Employer Defined Benefit Plan OMS No. 1210-0110
(Form 5500) Actuarial Information 2018

Department of the Treasury
Internal Revenue Service

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

Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public
Employee Benefits Security Administration Internal Revenue Code (the Code). Inspecption
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5§500-SF.
For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending 12/31/2018

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

Omaha Children's Dental Specialist plan number (PN) > 002
Cash Balance Plan

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
Omaha Children's Dental Specialist
20-2012288
E Type of plan: @ Single D Multiple-A I:l Multiple-B F Prior year plan size: g] 100 or fewer D 101-500 D More than 500
I Part | I Basic Information
1  Enter the valuation date: Month 1 Day 1 Year 2018
2 Assets:
@ MBIKEE VAIUE.......oovveeveiieaeieesssetesseste ettt bbb bbbt st e st st e s bt br et s s s s s s s s s ansassnansnssssrens 2a 368,752
B ACHUAFEAI VBIUS ......ovoevrereceee ettt bttt enas s esse bbb bbb sssr s en et sts et essassss s ennes 2b 368,752
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding | (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment ..........c..ccccoevervevinenene. 0 0 0
b For terminated vested participants .............ccc.oovciveveiriieeiieie e 0 0 0
C For active participants 8 240,483 240,952
A TOtAl vt 8 240,483 240,952
4  Ifthe plan is in at-risk status, check the box and complete lines (a) and (b)
a Funding target disregarding prescribed at-risk assumptions...........ccccvcvivinininevieii e e 4a
b Fun.ding target reflecting at-ri;k assumptiqns, but disregqrding trapsition r'ule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor.............ccecvceveiviveeceecneneens
B EffECHVE INMEIESE TALE..........co.eeeeceeeece ettt s et e sas e r sttt b et s st st s bbb e ems s st e s ensessaserensssssees 5 6.29%
B TAGEL NOMMAI COSE .uvuruivreieerieeieeectestest ettt as et s bbbt e e bt b et ee st enesm e s eneenan 6 46,878

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

SIGN
HERE 6T 03/22/2019
Signature of actuary Date
Charles E. Talbert 17-04922
Type or print name of actuary Most recent enroliment number
Lurie, LLP (612)377-4404
Firm name Telephone number (including area code)
2501 Wayzata Boulevard
Minneapolis MN 55405
Address of the firm
If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see |:|
instructions .
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form §500) 2018

v. 171027
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Page2-[ |

Part Il Beginning of Year Carryover and Prefunding Balances
(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (fine 13 from prior
VBT cveeneieeeeeeetreesucetessransesreeesessseeesereseseasstesatsaerre s seseeabesarenbaesreeneeabeehreaneebereaeeens 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
year)
9  Amount remaining (N€ 7 MINUS N 8)...c.cvcveverivirieicirieireree e rerssssssssssssesees
10 Interest on line 9 using prior year's actual return of 370 oo,
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year)...........c.coveerevennn. 66279
b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 480, 4295
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
TRIUIM .ottt s 0
C Total available at beginning of current plan year to add to prefunding balance............... 70574
d Portion of (c) to be added to prefunding balance...........cc..coovuveeeireseseereseseoseseni 0
12 Other reductions in balances due to elections or deemed elections............ 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d - line 12).. 0
Part 11l Funding Percentages
14 Funding target attainment percentage 14 | 153.03%
15 Adjusted funding target attainment percentage 15 | 153.03%
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAL'S FUNAING FEGUITEIMENE .........ovoeeieevrieesis o ses s evessssesss s sereeeesssssssessssssssssseseseessssssssesssessasssenssssnsssessssssesssesnsssssessssessaresseosed 162.15%
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ............c.cocevvevennees 17 %
PartlV | Contributions and Liquidity Shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:

(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b} Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
01/22/2018 5,700 08/03/2018 5,700
02/16/2018 5,700 09/21/2018 5,700
03/21/2018 5,700 09/25/2018 5,700
04/20/2018 5,700 10/25/2018 5,700
05/18/2018 5,700 11/30/2018 5,700
06/25/2018 5,700 03/12/2019 28,000

Totals » | 18(b) 90,700 | 18(c) | 0
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years.........c..cccoccovnincninnens) 19a 0
b Contributions made to avoid restrictions adjusted to valuation date ..............ococovvereererieerrerenrereeenns 19b 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date.... 19¢c 86,923
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the prior year?

b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely manner?

C Ifline 20a is “Yes,” see instructions and complete the following table as applicable:

Liquidity shortfall as of end of quarter of this plan year

(1) st

(2) 2nd

(3) 3rd
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Part V. | Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: 313t ;ggmen:/:a 52r.1d5s2egmenot/; 36rd ;;gmen:/; D N/A, full yield curve used
b Applicable month (enter code)...... 21b 4
22 Weighted average retirement 8ge ..........ocveuveeceeisveeiiciesesesnsesnsnns . 22 65
23 Mortality table(s) (see instructions)  Prior regulation: D Prescribed - combined |:| Prescribed - separate D Substitute
Current regulation: @ Prescribed - combined |:| Prescribed - separate D Substitute

Part VI |Miscellaneous Items

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required

AHACHIMENE. c.eiiiiiiii LR LR RS e R e b e e e et ae e b e e eten D Yes @ No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. .............cc.cccovvvvvnnn. D Yes @ No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ...................... D Yes @ No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27

AACHMEBNE ..ottt sran e

Part VIl |[Reconciliation of Unpaid Minimum Required Contributions For Prior Years

28 Unpaid minimum required contributions for @ll PHOF YEAIS ............cccvvveerieevriieececseeeseeies e eeeeeses s en oo 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 B
(N8 TO@)1uieiieriirniinrieiiinrsi ittt st sab bt et s 4L s e bt se s e bt e bt r et b et e e e s e e bes bt ob b e snnsenrtentenresreenrren] !
30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) .... 30
Part VIl |Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOrmal CoSt (lIN€ B) .....ovuiviiiiiiiiiiiini i e e s sre e bn e sre s e sbae 31a 46,878
b Excess assets, if applicable, but not greater than iNe 318 ........c.cc.ceeeurerrrieriereerenrerierisssesesessssessesessessensesend 31b 46,878
32 Amortization instaliments: Outstanding Balance Installment
a Net shortfall amortization installment............c.cccocoiiiiiniiniiei e 0 0
b Waiver amortization InStallment ..................ccvvveivecrvnerereensinierinesseisseseeresnsineeseseenes 0 0
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval 33
(Month Day Year ) and the waived amount .........cccccoeevivinienecrnnrennn
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....| 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
reqUIreMeNt........ccoerirnieninins e 0 0
36 Additional cash requirement (liNe 34 MINUS NE 35)...........oueevivierievrmneniirinsnsessesssesissresissessissssssesssssosssesseesessd 36 0
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37
2L T T OO OO O PO PP PP TORROUPOPRORROOPRRNN 86,923
38 Present value of excess contributions for current year (see instructions)
A Total (excess, if any, 0f INE 37 OVEF N 36) ............o.covevvevrreersieireesieeeveresiesessesessessnsssessssesessesserens 38a 86,923
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37)................c..........| 39 0
40 Unpaid minimum required contributions fOr @ll YEAIS ...............cc.eveeveeeveveivirecreneceeeeeeresereseveecesaenesessevensenenansd 40 0

Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)

41 Ifan election was made to use PRA 2010 funding relief for this plan:

@ SCREAUIE IBCHEA ......evveveeeeereaire e vesis e ssee s s e et esse st s st e s em s er s ens e st sesane s asr e s e senenensseesenes []2 plus 7 years I:I 15 years

b Eligible plan year(s) for which the election in i@ 412 Was MAAE ........c..c.ccoeueeeerreirieeseereeeenienssessessesesressesssessens D 2008 D 2009 I:l 2010 |:| 2011




Schedule SB, line 22
Description of Weighted Average Retirement Age

Plan: Omaha Children's Dental Specialist Cash Balance Plan
EIN/PN:  20-2012288 /002

Assumed Weighted

Age Rate Age
65 100.00% 65.0
65.0

The assumed rate of retirement is adjusted for the assumed prior retirements
and multiplied by the expected retirement age. The resulting amounts are
summed to develop the weighted average.




Schedule SB, PartV
Statement of Actuarial Assumptions/Methods

Plan: Omaha Children's Dental Specialist Cash Balance Plan
EIN/PN:  20-2012288 / 002

Investment Return

Pre-Retirement Post-Retirement

1st Segment 3.92% 3.92%
2nd Segment 5.62% 5.52%
3rd Segment 6.29% 6.29%
Interest Crediting Rate (ICR) 2.80% 2.80%
Assumed ICR for Funding 4.50% 4.50%
Salary Scale 0.00% N/A

PPA Effective Rate 6.29% 6.29%

For determination of maximum deduction, segment rates of 1.75%, 3.76%, 4.66% were used.

Explicit Provision for Expenses

Administrative expenses are assumed to be $0.

Assumed Form of Distribution

Lump sum equal to the Hypothetical Account Balance. Funding Target is equal to the Hypothetical
Account Balance increased with interest to retirement using the Interest Credit Rate and discounted
to the valuation date using the appropriate segment rate.

Mortality Rates

Pre-Retirement Post-Retirement*
Funding None 2018 Small plan sex distinct
Actuarial Equivalence None 2018 Applicable

*No Post-Retirement mortality improvement has been assumed.
Disability Rates

None.
Withdrawal Rates

None.

Retirement Age
Participants are assumed to retire on their Normal Retirement Date.

Actuarial Value of Assets

Market Value as reported by the sponsor.
Marriage Rates
None.

hanges in Methods or Assumptions

Assumptions were changed as required to comply with the Pension Protection Act.




Schedule SB, PartV
Summary of Plan Provisions

Plan: Omaha Children's Dental Specialist Cash Balance Plan
EIN/PN:  20-2012288 / 002

. Employer and Plan Data

Initial Effective Date January 1, 2013
Plan Year Begins January 1, 2018
Plan Year Ends December 31, 2018
Valuation Date January 1, 2018

Eligibility Requirements

Service One year
Entry Dates Dual
Age 21
Excluded Groups None.

Normal Retirement Age

First of the month coinciding with or next following age 65.
Retirement Benefits
Actuarial Equivalent of the Participant's Hypothetical Account Balance.

Hypothetical Account

A theoretical account that is maintained for each participant. Each account is credited annuaily
with interest at the 30 Year Treasury Bill rate in effect for the fifth month preceding the
valuation date, and an allocation following the terms of the Plan Document.

Vesting

100% vested upon completion of three years of vesting service.
Death

100% of the Participant's Hypothetical Account.
Disability

100% of the Participant's Hypothetical Account.
Plan Amendments

Amended to increase staff allocations effective January 1, 2017.




Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 12100109

Department of the Trea_sury Benefit Plan
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 201 8
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . i
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Public Inspection

Pension Benefit Guaranty Corporafion » Complete all entries in accordance with the instructions to the Form 5500-SF.

| Partl | Annual Report Identification Information

For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending 12/31/2018
a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a

A This return/report is for: list of participating employer information in accordance with the form instructions.)
D a one-participant plan D a foreign plan

B This return/report i

'S reflimireport s D the first return/report D the final return/report

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

C Check box f filing under: D Form 5558 D automatic extension D DFVC program

D special extension (enter description)

| Partll | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit
Omaha Children's Dental Specialist ;)'La'\:])m;mber 002
h Bal Pl
cas atance an 1c Effective date of plan
01/01/2013
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN)20-2012288
City or town, state or province, countg, and ZIP or foreign postal code (if foreign, see instructions) ;
Omaha Children's Dental Specialist 2c Sponsor’s telephone number

(402)932-9263

2d Business code (see instructions)
5118 N. 156th Street

Omaha NE 68116 621210

3a Plan administrator's name and address [X| 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/report filed for 4b EIN
this plan, enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report.
a Sponsor’'s name 4d PN

C Plan Name

5a Total number of participants at the beginning of the Plan YEar ...............ccovevevoeeeeeecececeeeeeeee e 5a
b Total number of participants at the end of the PIan YEar ..............c.ccceucucueueeeeeeeeeeeee o] 5b
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢
COMPIELE thiS HEM) ..ottt e ettt e st e e s at e e ma e e ettt e e snteeenneeeenseeeanteennneeennneeeneed]
d(1) Total number of active participants at the beginning of the plan year..............cccoooiiiiiiii | 5d(1)
d(2) Total number of active participants at the end of the plan year ... 5d(2)
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e
thaN 100% VESLEA ......rvrsieseisseis ettt ettt ettt ettt sttt 0

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

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

belief, it is true, correct omplete.
SIGN PRIW 4/8/19 Scott Seiler
HERE . 1_.]/" . s . -
Signature ofplan administrator Date Enter name of individual signing as plan administrator
SIGN SN 4/8/19 Scott Seiler
HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2018)

v.171027



Form 5500-SF (2018) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See inStructions.)............ceeveveiiiieeiiiiiiee e

Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467? (See instructions on waiver eligibility and conditions.)............ccuiieiiiiiiiiieiiiee e

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes No D Not determined

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

Yes D No
Yes D No

. (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total plan @SSetS ..........ccceuiiieiiiiiiiiie et 7a 368,752 425,851
b Total plan @bilities ...................oooooooooooiooooooooeoeeooeeeeeeeeee 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ..................c........... 7c 368,752 425,851
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS oo 8a(1) 90,700
(2) Participants... 8a(2)
(3) Others (including rolloOVers)............cc..uuviiiiiiieeeeeiiiiiieeeeieee 8a(3)
b Otherincome (10SS) ..........o.oocvvuieeeeeeoiieeeeeeeeeeee. 8b -30,564
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8Db)...................... 8c 60,136
d Benefits paid (including direct rollovers and insurance premiums
to provide benefits).........ccooeviiiiiiiiiiiiiii 8d
€ Certain deemed and/or corrective distributions (see instructions)... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 3,037
G Other eXPenses ... ..c.coouiiiiiiiiiii 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ..............c.cocveveveureenn.. 8h 3,037
i Netincome (loss) (subtract line 8h from line 8c) .. 8i 57,099
j Transfers to (from) the plan (see instructions)...............cccceererueennn. 8j
Part IV | Plan Characteristics
9a |If thiglailcpr%viIdes pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
[ Part V | Compliance Questions
10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? (See instructions and DOL'’s Voluntary Fiduciary Correction
LdueTe =T ) TP OO PPROSRRPPO 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
[ oo La C=Ye Ie) TN o TN 0 T PP 10b X
C Was the plan covered by a fidelity DONA? .........c.ooiiiiiii e 10¢c X 50,000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESLY?.........c.viiiuiiieiieietii ettt eaenens 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the Plan? (S€ INSTUCHIONS.).......eeeiiiieieiiiieeeee e 10e
f Has the plan failed to provide any benefit when due under the plan? .............cccccocoveeveveveveeerecennn. 10f
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .......................... 10g
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
D24y [0 T USRS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ...........cccccoevviiiiiiniieccnene 10i
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’Part Vi | Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB Yes D No
(FOrm 5500) @Nd INE 112 DEIOW) ...t e et e e ettt e e ettt e e e e sttt e e e ettt aesnneeeaessnnssneaaeannnes
11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40....................... | 11a | 0
12  Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of D Yes No
B R IS A 7 ettt ettt e et e oo h oo e e e ee e oo e e ae e ea et e Reeae e oo e e aee e Re e eReeeReeeaeeeaeeeaeeseeeeaeeeeeeaeeaeneeaeeeeeneeaeeanee e
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.)

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
Granting the WaAIVET. ........ooiiiiiiiiiieeeeeee et e et e e e ettt e e e ettt e eeeesanneeeeeeennreeeeas Month Day Year

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

b Enter the minimum required contribution for this PIan YEAI ..................coooovveeeeeeeeeeseeieeeeeeeeeeeeeeeeeeeeeeeeeeereen 12b

C Enter the amount contributed by the employer to the plan for this plan year 12¢

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEJALIVE BMIOUNE) ..ot e e ettt e e e ettt e e e e sttt eeeeaasse et eeeaanseeeeesansteeeaeeaannneeeeesansteeeeeannnneeeeesannreeen

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?................c..ccccceeevveveninenn... D Yes D No D N/A
’Part Vi | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @ny PIan YEAr? ............c.ovviveeieeieeeeeee et @ Yes D No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............c.cccocooiiiiiiiiiicne 13a 0

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the
) , X
CONMIOL OF the PBGC? ... ooeeeeee ettt [] Yes [ No

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

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




