Form 5500-SF

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee

Benefit Plan

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

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

OMB Nos. 1210-0110
1210-0089

2021

This Form is Open to
Public Inspection

| Part| | Annual Report Identification Information

For calendar plan year 2021 or fiscal plan year beginning

01/01/2021

and ending

12/31/2021

A This return/report is for:

B This return/report is

C Check box if filing under:

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

D the first return/report

D an amended return/report

[ ] Form 5558

a single-employer plan

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

|:| the final return/report

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

|:| automatic extension

D special extension (enter description)

D DFVC program

| Partll | Basic Plan Information—enter all requested information
la Name of plan 1b Three-digit
LINGRAPHICARE AMERICA, INC. 401(K) SALARY SAVINGS PLAN plan number
(PN) P 001
1c Effective date of plan
01/01/2019
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) 77-0248793
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
2c Sponsor’s telephone number

LINGRAPHICARE AMERICA, INC.

103 CARNEGIE CENTER

SUITE 104

PRINCETON, NJ 08540

609-275-1455

2d

Business code (see instructions)
423400

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.cccoveeoveuieeeeeieeeeeeeeeeeee e 5a 94
b Total number of participants at the end of the PIAN YEAT .............ccoeeueuiviveeeeeeeeeeeee et es s en s 5b 125
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c 125
(oo 4] o1 [= 1 (g TES 1 (=] o ) T TP PP P T PRPOTPPRP
d(1) Total number of active participants at the beginning of the plan Yar...............cc.coeveveievereuereeieeieieeeeiesen 5d(1) 81
d(2) Total number of active participants at the end of the Plan YEar ..........c..cccrirrireeinieeeee e, 5d(2) 106
€ Number of participants who terminated employment during the plan year with accrued benefits that were less
5e
ENAN 1000 VESTEU ...ttt sttt st e sttt se e e sr et e e e st e e s e e st e s b e e ee e e sn et e e e shn e e nn e e sr e enneenreenneeennees

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. 06/20/2022 ANDREW GOMORY
HERE ) L L S -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE ; L L
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 (2021)
v.201209




Form 5500-SF (2021) Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCHIONS.) ........cccviiiiiieeiiiieiniee e Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467? (See instructions on waiver eligibility and coNditions.)...........cooouiiiiiiiieiiiii e 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 ...... |:| 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 lll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total PIAN @SSELS ...evuvveeieiiieiiieie e 7a 3442730 4700994
Total plan liabilities ... 7b
Net plan assets (subtract line 7b from line 7a) ............c...c.cceenene.. 7c 3442730 4700994
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS .ot 8a(l) 157045
(2) PartiCiPANTS.....cveeueeieieieieeeee e 8a(2) 356693
(3) Others (including rolloVers)...........c...cccveevueeciecieeieeenreeereenn.. 8a(3) 229308
Other iNCOME (I0SS) ....cvveiveeiieece et 8b 588470
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 1331516
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENEFILS) ........c.euveuieeieiieeieiieeieieeeeeee et 8d 45086
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 28166
g Other expenses 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 73252
i Netincome (loss) (subtract line 8h from line 8¢) ..............c.c......... 8i 1258264
j Transfers to (from) the plan (see instructions)...........cccoccvvveeeeennn. 8j

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:
2E 2F 2G 2J 2K 2T 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
(e (01| =1 1) I PP U PP PP UPPPTPT 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
L= oo 4 (=T JXeT o N g T 0T U 10b X
Was the plan covered by a fidelity bond? ..o 10c | X 500000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF DISNONESLY?......ccuviiuiiiiiiecie ettt ettt ettt et s et aa e st e e s e s be et e stesaeesreeaeeeas 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 INSIIUCTIONS.) .. ...uuiiii ittt aeaa e 10e X 2037
f Has the plan failed to provide any benefit when due under the plan? ..........c.c.ccccoceveveveveveernnnne. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 109 | X 37638
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.1071-3.) 1ottt 10h X

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




Form 5500-SF (2021) Page 3-| 1

[Part \ | Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 |:| Yes |:| No
L= [0 T T PP
a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ..................... ‘ 1la ‘

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

Yes.

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

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

No. Other. Provide explanation

N N N |

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

a If 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 T8 WAIVET. ....eiiiiiiieeeiii ettt e e ettt e e e e e aatt bttt e e e e aasbbbeaeeaaaannbneeeaeesaanrnneen 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 ................cccccovrreeeereresirereeeeeseeeeerereeerseseeeseenns 12b

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

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
LT L Y=Y Ty oIV g T T T T P TP P PP PPPPPPPPPPRt

€ Wil the minimum funding amount reported on line 12d be met by the funding deadling?...................c.ccccevvrvernnnn.n. D Yes D No D N/A

[Part VII | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted in any pIan YEAr? .............ccccoeeveveveveeeeeeeeeeeeeeeeeeeeee s |:| Yes No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
CONLIOI OF tNE PBGC? ...ttt e ettt e sttt e e sh ket e sttt e e s ab st e s s bt e e eatbseesasb e e e aabsbessbseeessbaeesasreeesssneeas

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)




NOTE TO USER:
* A copy of this authorization must be kept in your records (but is not included in the fifing).

. You must agree to communicate any inquiries and information received from EFAST2, DOL,
IRS or PBGC regarding the return/report upon electronically signing the filing.

¢ Tosign on behalf of the plan administrator, you must register as a "signer" at the DOL EFAST2
website and a signed copy of the Form 5500 should be attached to the electronic filing as an
"pther attachment",

Lingraphicare America, inc. 401(k) Salary Savings Plan

Authorization to Electronically Sign and File Forms 5500

I hereby authorize any employee of Westfield Pension Consultants LLC or Bury & Associates, Inc.
("Service Provider”) to electronically sign and file Form 5500 for the 2021 filing vear.

| further understand the following:
= Imustsign a paper copy of the completed Form 5500.

= Animage of my signature will be included with the rest of the return/report posted by the
Department of Labor on the internet for public disclosure.

* Imay revoke or change this authorization at any time by written notification to Service Provider.

7
’7 /
Dated: / Zf /2-"" By:? ,é——-z// /




Form 5500-SF | Short Form Annual Return/Report of Small Employee O D s
Department of the Treasury i Benefit Plan
WSS iR i This form is required to be filed under sections 104 and 4065 of the Employee Refirement 2021
Department of Labor | Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . i
Emoloyee Benefts Security Administration | Revenue Code (the Code). Ti';s tl:"orr'n is 0[:;:n fo
. : ublic Inspection
PiCiss i, Bl R 3 » Complete all entries in accordance with the instructions to the Form 5500-SF.

.

T_#% | Annual Report Identification Information

Sz calendar plan year 2021 or fiscal plan year beginning 01/01/2021 and ending 12/31/2021
A This return/report is for: @ a single-employer plan 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.)
B This return/report is D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
€ Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . ............. b D
i Partll | Basic Plan Information—enter all requested information
4a Name of plan [ 1b Three-digit
Lingraphicare America, Inc. 401(k) Salarv Savings Plan plan number
PN) P 001
iC Effective date of plan
01/01/2019
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)77-0248793

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

; . . 2 g ber
Lingraphicare America, Inc. & Sponsar's telephans Himbe

609-275-1455

’ 2d Business code (see instructions
103 Carnegie Center (see instructions)

Suite 104
Frinceton NJ 08540 : 423400

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/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
€ Plan Name
Sa Total number of participants at the beginning of the PIAN YEAT ...........oevewevreeseesieeeeeeeees oo ceseeeerseeer e eeesesseenees 5a 94
b Total number of participants at the end Of the PIAN YT ............oveeeereeeseerereeseessesseeeeeeseesessessss e essseseesssesessseesens 5b 125
© Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢
COMPIBIE TNIS HHEIM) ..ot a s e aes e sassae s s benseneos e s eresarasesrsesessensmtensemrenesennsansreeesan 125
d(1) Total number of active participants at the beginning of the plan year 5d(1) 81
d(2) Total number of active participants at the end of the plan year......... 5d(2) 106
e Number of participants who terminated employment during the plan year wnh accrued benefits that were less 5¢
RHEI SOOI NBBIBA o vnusermsans s D T O S S TS T S T s By e i

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 penalijes set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB complefedl and signgd by ;ﬁolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is trug, correct, complete. /
SIGN f G / ZJ/ZZ Andrew Gomory
HERE sf;;nature of pl{/administrﬂér/ / Date ¥ Enter name of individual signing as plan administrator
/ A
SIGN 7/:#_914 C)——\ 2 /2 /zé Andrew Gomory
LEER Signatu{e of employer/plan sponsor } Date Enter name of individual signing as employer or plan sponsor

For Paperwork Reduction Act Notice, see the Insthr Form 5500-SF. Form 5500-8F {2021)
v.201209




Form 5500-SF (2021) Page 2

Ba Were all of the plan's assets during the plan year invested in eligible assets? {See INSUCHONS.) .....cc.ovviverreerrereecrirseeeeceesensereeans Yes D No
B Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and CONIIONS. ) .......c.v.ovv.cueueeriiaeseeresesesee s seeesensesaesseesressseeenes @ 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.
< ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... D Yes D No D Not determined
# "Yes” is checked. enter the My PAA confirmation number from the PBGC premium filing for this plan year . {See instructions.)

{ Part Il | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets .. 7a 3,442,730 4,700,994
b Total plan liabilities ..........o.evvereeene.... 7b
€ Net plan assets {subtract line 7 from line 7a) .........cccocevvvenn... 7¢ 3,442,730 4,700,994
8 Income, Expenses, and Transfers for this Plan Year (a) Amount {b) Total
d |- Lo s N st
{2} PAtCIDANES 1ovveoeeveceeeeeereeeer e e s eseessessereene s 8a(2) 356,693
{3) Others (including rolOVErS).......c.c...veeecverierieiercecss s e erseneens 8a(3) 229,308
B _Other INcome (1088} .. eooomvvce oot sinsbisisiessassars s 8b 588,470
2 Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) 8c 1,331,516
3 Benefits paid (including direct rollovers and insurance premiums
*2 DrOVIAR DENETS) . ..uierisissiririesseserernssavesssreiessanssssrsnsnssnerssraes 8d 45,089
2 Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)...... af 28,164
B e 8g
h_Total expenses (add lines 8d, 8¢, 8f, and 8@) ........cccorervvvoner. | 8h 73,252
i Netincome (loss) (subtract line 8h from line 8¢) .........c...oovee..... 8i 1,258,264
j Transfers to (from) the plan (see instructions) 8j

LPart [\ ] Plan Characteristics

Sa |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 2T 3D

B |if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

' Part V ‘ Compliance Questions

10  During the plan year: Yes | No Amount
& Was there a failure to transmit to the plan anv participant contributions within the time period
1escribed in 29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction ¥
e e ST U 10a
& Were there any nonexempt transactions with any party-in-interest? (Do not include transactions %
TERONCH ORIING BOB coevnviionusi iy i oy i s S s by r s nsean s e ensemsbnasiess 10b
= Was the plan covered by @ fidelity BONG? .........evcvrveeieiecrceee e e este e ens e sn s 10c | X 500,000
4 Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
B Iratd OF QIBROHBEIID. . ovovrusescsmosmaimanonsesioss s o s S A A B s s Sehosbetnss e oaitis 10d
2 Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
sarrier. insurance service. or other organization that provides some or all of the benefits under X 2.037
118 DIANT (S0 INSIUGHONS. ..o eererrinririscrerirsniianeeiriosveessueresiaseeresssssesssssesstessessasorss sseessasseetsmssssas 10e ‘
{  Has the plan failed to provide any benefit when due under the PIan? .........c.o.vv..c.cemrermreeereseron. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .......c......ceueuuee. 10g | X 37,638
Bt Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR %
e N N — 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 2520,107-3 ..vioieveerevinceccecerceesenssrenaas 10i




Form 5500-SF {2021) Page 3- ] :

%Part Vi i Pension Funding Compliance

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

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

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

i 1 Yes,

D 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.

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

:§ No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of

ERISA? s bbb D a5 @ No
{if “Yes,"” complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave line

12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
TIANHNG ThE WAIVET. ...oviisicoiiiiiatecrit s eraessiantasessesssssarobenessessensromssbossssnessasssarssensersasensessssersnssueesnen Month Day Year

/ you compieted line 12a, complete lines 3, 9, and 10 of Schedule MB {Form 5500}, and skip to line 13.

Enter the minimum required contribUtion for this PIAN YEAI ....i.iuieiuiriiiririrssiereesose oo eeerseeesereseeessesseenernsssen 12b !
C Enter the amount contributed by the employer to the plan for thiS PIAN YEAI .........evveevereveeeeeeeceeeesesseeenesssseresesersnes 12¢
o 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
DEGONVE AMOUIIE wvorveomssssmmoomsserei s s s T S A R T RS TS5 Rl iommoma s S fmdntab g rmsnlisi e
3 Will the minimum funding amount reported on line 12d be met by the funding deadiing?..........cvcovveveeceveverirecreceranins D Yes D No D N/A

Part Vii | Plan Terminations and Transfers of Assets

“2a Has aresolution to terminate the plan been adonted in any plan year?

........................................................................... []Yes [ No

- ““18.” enter the amount of anv plan assets that reverted to the emplover this Year..........ccccveeeveeienececsnsssesnns 13a

% Were all the plan assets distributed to participants or beneficiaries, transferred to ancther plan, or brought under the D Vs @ No
control of the PBGC?

€ 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.)

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




SUMMARY ANNUAL REPORT FOR
LINGRAPHICARE AMERICA, INC. 401(K) SALARY SAVINGS PLAN

This is a summary of the annual report for the Lingraphicare America, Inc. 401(k) Salary Savings Plan (Employer Identification Number
77-0248793, Plan Number 001) for the plan year 01/01/2021 through 12/31/2021.

Basie Financial Statement

Plan expenses were $73,252. These expenses included $28,166 in administrative expenses and $45,086 in benefits paid to participants and
beneficiaries, and $0 in other expenses. A total of 125 persons were participants in or beneficiaries of the plan at the end of the plan year, althougi:
not all of these persons had yet earned the right to receive benefits.

The value of plan assets, after subtracting liabilities of the plan, was $4,700,994 as of the end of the plan year, compared to $3,442,730 as
of the beginning of the plan year. During the plan year the plan experienced a change in its net assets of $1,258,264. This change includes unrealized
appreciation or depreciation in the value of plan assets; that is, the difference between the value of the plan’s assets at the end of the year and the
vaiue of the assets at the beginning of the year or the cost of assets acquired during the year. The plan had total income of $1,331,516, including
smpioyer contributions of $157.045, employee contributions of $356,693, other contributions/other income of $229,308 and earnings from
investments of $588,470.

information Regarding Plan Assets

The U.S. Department of Labor’s regulations require that an independent qualified public accountant audit the plan’s financial statements
unless certain conditions are met for the audit requirement to be waived. This plan met the audit waiver conditions for the plan year beginning
01/01/2021 and therefore has not had an audit performed.

The plan’s assets were held in individual participant accounts with investments directed by participants and beneficiaries and with account
statements from regulated financial institutions furnished to the participant or beneficiary at least annually and loans to participants and otne-
qualifying asszl. '

{3eneral information regarding the audit waiver conditions applicable to the plan can be found on the U.S. Department of Labor Web site at
hitps:/www.dol.gov/agencies/ebsa under the heading "Frequently Asked Questions.”

Your Rights to Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed below are included in that
report:

insurance information. including sales commissions paid by insurance carriers.

To obtain a copy of the full annual report, or any part thereof, write or call the office of Andrew Gomory, who is a representative of the
plan administrator, at 103 Carnegie Center Suite 104, Princeton, NJ 08540 and telephone number, 609-275-1453.

You also have the right to receive from the plan administrator, on request and at no charge, a statement of the assets and liabilities of the
plan and accompanying notes, or a statement of mcome and expenses of the plan and accompanying notes, or both. 11 you request a copy of the fi..
annual report from the plan administrator, these two statements and accompanying notes will be included as part of that repor:

You also have the legally protected right to examine the annual report at the main office of the plan: 103 Carnegie Center Suite 104,
Princeton, NJ 08540, and at the U.S. Department of Labor in Washington, D.C., or to obtain a copy from the U.S. Department of Labor upon
payment of copying costs. Requests to the Department should be addressed to: Public Disclosure Room, Room N-1513, Employee Benefits Security
Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W., Washington, D.C. 20210.

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a collection of
information unless such collection displays a valid Office of Management and Budget (OMB) control number. The Department notes that a Federal
agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA, and displays a currently valid OME
control number, and the public is not required to respond to a collection of information unless it displays a currently valid OMB control number, Ses

* 44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no person shall be subject to penalty for failing to comply with a collection of
information if the collection of information does not display a currently valid OMIB control number. See 44 U.5.0. 30 ..

The public reporting burden for this collection of information is estimated to average less than one minute per notice (approximately 3
hours and 11 minutes per plan). Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this
collection of information, including suggestions for reducing this burden, to the U.S. Department of Labor, Officc of the Chief Information Officer,
Attention: Departmental Clearance Officer, 200 Constitution Avenue, N.W., Room N-1301, Washington, DC 20210 or email
DOL_PRA_PUBLIC@dol.gov and reference the OMB Control Number 1210-0040.
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