Form 5500-SF Short Form Annual Return/Report of Small Employee OB Nos. 2 e

Department of the Treasury Beneflt Plan
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2022
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

| Partl | Annual Report Identification Information

For calendar plan year 2022 or fiscal plan year beginning ~ 01/01/2023 and ending 03/21/2023
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 the final return/report
D an amended return/report a short plan year return/report (less than 12 months)
C 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. . ............. » D
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
DELAWARE VALLEY VETERINARY HOSPITAL, PC CASH BALANCE PLAN E’l'jar\:‘)“‘;mber 001
1c Effective date of plan
01/01/2006
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) 52-1975464

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

DELAWARE VALLEY VETERINARY HOSPITAL, PC 2c Sponsor’s telephone number

856-241-1100

2d Business code (see instructions)

400 SWEDESBORO ROAD
MULICA HILL, NJ 08062 541940

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 PIAN YEar................ccveveveveeeeeieceeeeeeeeeee e 5a 3
b Total number of participants at the end of the PlAN YEAT ...........c.coueueueuieceeeeeeeeeeeeeeeeee e eeeeeaeens 5b
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c
COMPIETE TIS IEEIM) ...ttt et b e et e et e et e et e et e e e st e e b e e ninee s
d(1) Total number of active participants at the beginning of the plan year .............coccoiiiiiiii 5d(1)
d(2) Total number of active participants at the end of the plan Yar..............cc.c.cvevevcueveeecceeeeee e 5d(2) 0
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

TNEN 1000 VESEEA. ....eeie ittt e ettt e ettt e e ee et eeeesatteeeeesteeeeeanseseeeaansbeeeeanseseeesssaaaesannrneaaeansnnaaens

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. 10/04/2023 STEVEN MILDEN

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

SIGN Filed with authorized/valid electronic signature. 10/04/2023 STEVEN MILDEN

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 (2022)

v.220413



Form 5500-SF (2022) Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStructions.) ...........ccccooiiiiiiieiicn 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.).............ccoiiiiiiiiiiii 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)? ...... Yes D No D Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year 500225 | (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan @SSetS.......ccuiiiieieiiieieeee e 7a 1969510
b Total plan iabilities.................cc.ooevorveeeeerereeeseeeeeeeeeeeenran. 7b 2725
C Net plan assets (subtract line 7b from line 7a)...............cccccc..c...... 7c 1966785
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS .c.viieeieieiieeee e 8a(1) 0
(2) Participants......................... 8a(2) 0
(3) Others (including rollovers).. 8a(3) 0
b Other iNCome (I0SS)..........oovovoveveeeeeeeeeeeeeeeeeeeeeeeeeeeeerean 8b 134071
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 134071
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEfitS) ... ...coviviieeiieiiieeeeee e 8d 2089977
€ Certain deemed and/or corrective distributions (see instructions). 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 5981
G Other EXPENSES ..veuieeeeieeeeeieieeeeeieeeeeee et eeeeeeens 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g).................c.c........... 8h 2095958
i Netincome (loss) (subtract line 8h from line 8c)........................... 8i -1961887
] Transfers to (from) the plan (see instructions) ................cccceeeie 8j -4898

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 11 3D 3H
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
PrOGIAM) ... .ottt ettt ettt ettt e 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
(=TT T Yo e o 11T - U OO 10b X
C Was the plan covered by a fidelity bond? ... 10c | X 265000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ... 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 INSIIUCHIONS.) ........ii ittt 10e X
f Has the plan failed to provide any benefit when due under the plan? .............cccococoeveieeeee 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ......................... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.107-3L) o e 10h

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..........c.ccceiiiiiiiiiiiiciicce, 10i




Form 5500-SF (2022) Page 3-| 1

[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
(Form 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 No
oL [0 A PP PP P PP PPPPPPPPPPIN
a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40..................... l 1lla ‘
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

I B |

been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:
Yes.

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

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

No. Other. Provide explanation

12

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

L S NSO 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 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. ....coouuiiiiiiie et e et e e e ettt e e ettt e e ettt e e e e e e e e eaneeeas Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this plan YOAT et a s 12b
C Enter the amount contributed by the employer to the plan for this plan year .............cc.cccocceiiiiiiiiiiiic 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
NEGALIVE GIMOUNT) ... eieiiiiie ettt ettt e e ettt e e e ettt e e s ettt e e e aasseeeeaaameeeeasaasseeaesanneeeaeaannseeeesanneeeasaannreeaean
€ Will the minimum funding amount reported on line 12d be met by the funding deadline?..................cccoeveverennene.... 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 Plan YEar? ............c.ccoceovoeieeeeeeeeeeeeeeeee e Yes D No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............c.ccocoiiiiiiiiiiiiniine 13a 0
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the Yes D No
CONEIOl OF the PBGIC . ...ttt ettt ettt et et e et es e sttt sh e et e e st t et e ekt ess e et e st et eaneseneeh s e seneabeenenesbeenbeenreenneeas
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)




Form 8800-8F Short Form Annual Return/Report of Small Employes | OMB Now, 1210.0710

Deparieseg of the Trossuy §ﬁﬁ@§g ?i&@
frkermial Revarun Savic This form is raquited to be fled under sections 104 and 4085 of the Erploves Retirement 2022
Cpastrens of Labor Incorne Security Act of 1974 (ERISAY, and soclions 8057(h) and 8058{g) of the fnternal . o
Eployen Ranofis Securiy Mdwivisbation Revenue Oode the Code). Thin Form is Open io

Pengion Suondi Suaranty Sompormiion Publls iﬁﬁmﬁﬁﬁﬁ

¢ Gomplete all antries in scosrdanny wiﬁ;?z the nstrustions o the Form 5800 sﬁ?’

| Pant T | Annual Report entitication Information

Far calendar plan year 2022 or fiscal plan year beginning _B1/81/2023 and anding D3/21/40483
A& This relimsrepornt (s for: @ a single-amployer plan E__} & mulliple-employer plan {not mulliamployer) (Flfars chacking s box must altach 2
Eat of pasticipating employey Information in acsordante with the forpy nshructions.}
B This returnireport is ['] the first returmseport ¥ the final return/raport
g an amentded rlurmrepert @ a short plan vear returndeppotd {fess han 12 months)
€ Cheok box if fing wnder, D Form 4558 {“ autosatio extension ﬂ DEVC prograrm
G apecial axtension (eter desoription)
By m i5 s& 2 relroaciively adupted plan permitied by SECURE Act secion 201, checkhere. ... o.e. .. 2 E’}
t
L _Partil | Basic Plan Information—enter all smwmé information
1a Name of plan 15 Trree-digit
Delaware Valley Veterinary Hospital, PC Cash Balance Plan plan number
T 4 aa1
16 EBective date of plan
0170172004
22 Plan sponsor's name femployer, i for a Single-arrployer plan) . Zhb Employer denifioation Mumber
Malling address (include room, apt, sulte no. and sireet, ot P.0. Bow ERB2-1975464
City or town, state or provinee, country, and ZIP or foveign postal codé (§ forelgn, ses nstictonst

Delaware Valley Veterinary Hospital, »C 2 %%“gifgzz@ip??g fuimbier

N ssiness o £ rmtryctions
400 Swedesboro Road ‘Qﬁ Business code {see stuciong)

Hullicsa §§ill BJ 08062 541840

32 Plan administrator's neme and address X Same a5 Plan Sponsor. 3 Administrators EIR

de Adeoinistrators ephane number

4 ifthe name andior BIN of the pisn sponser of the plan name has changed sifics the fast returnfreport filed for &b =N
this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the last retumireport.
B Sponmor's name 4 en
¢ Plan Name
B Total number of participants 2t 1he BegInng 0F 1he PIRI VBRI .o o oecreorom st soeaesteessass s oot ossessossoees e s B2
B Total number of participants at the end of the plan vear... . &b 4
& Number of pa*‘tscspams with scoount balances as of the engd af the ;3 fai year wnSy de? md mﬂmhwmn ;:iang - e
complete this tamj.. e s B 5 G 8 £ oA S NS NS £ 3 54 4SS 1
{1} Total number of active participants at the begioning of the plan ysar....... Bd{1} 1
{2} Total number of active participants ot the end of the plan year 1 Bdy B
&  Numbsr of participants who lerminated employment during the plan year with scorued bizwﬁts et wers loss So
than 100% vesied. ., .. e {
Caution: & penalty fur m §a€e 2y ingompiste fiiin of this mﬁum;‘m r& will be ag uni%s m wtﬁ@ is establ i,

Unider penalties of | ;;e; riury and other penalties set forth in the snsimdm;;as { declare that | have exanuned this r&i{sz{emﬂ inel mxmg if appiiﬁabé& a Scheditie
8B or Schedule MB completed and g;gma ny an parotied actuary, as well s the slechronic version of Uis returnfreport, and to the best of my knowiedge and

betief s rue porre g somplets .
BHON ¥ W»—wm / w{f”j 7 VoA /s ‘;”/ 4§ [Steven Hilden
HERE . Signature e::i‘ gﬁm g;msﬁ'ﬁmg o Date Enter name of individual signing as plan adminisirator
SN % < /Zfﬁ.«/ ,;,l,yy‘ ,é B Bteven Milden
HERE Sianature of smploverislan spansor Date Enter name of individual signing as emgmmz o plan SHensor
For Poparwork Redustion ot Notiss, see the nstruat for Form S500-8F, Fosrme B5008F {2022
: ¥.280443




Form 5500-SF (2022) Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.)..........c.cccerveieininnnnienicsnscescsnennne 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 2520.104-46? (See instructions on waiver eligibility and conditions.)..................... eerteeereeaai e e e e reaeene @ Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must mstead use Form 5500.
C Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... . X| Yes D No D Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year, 500225, (See instructions.)

| Partlil | Financial Information

7 Plan Assets and Liabilities : : (a) Beginningof Year (b) End of Year
@ TOtAl PIAN ASSELS.........cooveeeeeeerveeeeeseereeaeeieeeesessesssssssssessassssssases 7a 1,969,510 : 0
b Total plan HAbIlIties ..............corwerrresecesereeserssseissesssserseresseassesesscsseess 7b 2,725 0
C Net plan assets (subtract line 7b from line 7a).......cccccceeueieennnnnn.. 7c ) 1,966,785 0
8 Income, Expenses, and Transfers for this Plan Year L : (a) Amount ‘ (b) Total ‘ -
a Contributions received or receivable from: ) e o L .
(1) EMPIOYETS ...oveoeeeeessessesesssses s s 8a(1) 0
(2)  PartiCipantS......c.ueusieeeesicene e 8a(2) 0] . S
(3) Others (including rollovers)........ccoceeieieiiiiiiiieiiieiiiee e 8a(3) 0 .
b Other income (loss).................... 8b | 134,071 ; Hine '
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...........c..c....... 8c ' ; ’ 134,071
d Benefits paid (including direct rollovers and insurance premiums ’ - i
10 PrOVIAE DENELS).......ereecesresseecesessessesssssssssassessssssssssassssessssssessess 8d 2,089,977
e Certain deemed and/or corrective distributions (see instructions). 8e 0
f Administrative service providers (salaries, fees, commissions) ..... 8f : 5,981 i T
g Other eXpenses.......ccovvereuruueuctiensiiit it 8 0 L L
h Total expenses (add lines 8d, 8¢, 8f, and 8g)...........cceurureerevecarucass 8h . L . 2,095,958
i Netincome (loss) (subtract line 8h from line 8¢)........cocreereereuerennes 8i L - -1,961,887
j Transfers to (from) the plan (see inStructions) .............ceeeeureveeanenns 8j -4,89 8i . - i

| Part IV | Plan Characteristics

9a |Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
1A 1C 1I 3D 3H

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

I.-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

Program) . eeteeeteeeenrere e ettt ettt s et s s e R bt e et b s e nebeeaeereen 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 10a.)................. ettt aeaee 10b X
C Was the plan covered by a fidelity bond?.. et ea st et s et e e ntes 10c | X 265,000

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
by fraud OF ISHONESIY? «...oceeeieieririiiictie et ettt e st s st a st st ss st sans 10d X

e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under

the plan? (See INSIUCHONS. ) .......ccovvveeeiiieeeetrtiec e 10e
f Has the plan failed to provide any benefit when due under the plan? ........ccccoeviemiencsicereseneennst | 10f
Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ........cccccceeueueuns Y1 0g

Tl

If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.10753.) turreueiiureeteeeesesteeeae ettt et st st sa e bt E R LR R ea s b b e b e s e Re s e e R et b e st ese s et aneatesanan 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 28 CFR 2520.101-3........c.ccccveveevcricriacnnne 10i




Form 5500-SF (2022) . Page 3- l

|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

DYes@No,

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

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 exceedlng the unpaid minimum required contribution were made

il

D by the 30th day after the due date.

D 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
unpaid minimum required contribution by the 30th day after the due date.

D No. Other. Provide explanation

to or exceeding the

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

(if "Yes," complete Ilne 12a or lines 12b 12c 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave line D Yes E(l No

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

granting the Waiver. .........ocooiiiiieii i Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this plan year .... teeteeeaeauteeaneeeeneaaarereeraneeere e bt e sasan e et e st b e e st nnrnnee 12b
C Enter the amount contributed by the employer to the plah for this Plan Year .........cccvevieeeveeieeieereeeeeeeeeeeecernaeenees 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
NEGALIVE AMOUNL) 1iuiiieieiiieeiieeeeeeieiitieeteeeeeeraeateessearesscearosaeasssasteasaoassea s sasastabag s saas s saas s s s sassnseanssanseasssssassansssnns
e Will the minimum funding amount reported on line 12d be met by the funding deadline?...........c.ccccoevviniirnnnnnnne... D Yes D No D N/A

l_._Pgrt-VI"l- l Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? ............

........... Yes D No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the
CONLrol Of the PBGC? ...ttt eesee e sstee s e s ..

@ Yes D 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)

13¢(3) PN(s)




: Filing Authorization
For Form 5500-8F

Plan Name: Delaware Valley Veterinary Hospital, P.C. Cash Balance Plan
Plan Year Ending: March 21, 2023 (Final)

PARTI Ammnzmﬁg& of Practitioner to Electronically Sign and File

I hereby authorize N,A. Falcone & Associates, Inc. to electronically sign and file the above-
named return/reports through the EFAST2 and FIRE systems. | understand that in granting this
authority: ‘

e I must manually sign and date Page 1 of Form 5500-SF and return the entire filing 10 NLA.

Falcone & Associates, Inc. before the electronic filings can be initiated;

NL.A. Falcone & Associates, Inc, will retain a copy of this writien authorization in its records;

e N.A, Falcone & Associates, Inc. will §§Q§i§} the individual signing below as Plan
Administrator/Sponsor about any inquiries and information it receives from EFAST2, DOL,
IRS, or PBGC regarding this anoual return/report;

e A copy of my signature, as it appears on Page 1 of Form 5500-SF, will be included with the
return/report posted by the Department of Labor on the Internet for public disclosure; and

e N.A. Falcone & Associates, Inc. shall not be deemed an administrator or other fiduciary with
respect to any Plan solely on account of the services performed under this authorization.

&

This authorization is applicable only to the filing for the above-named Plan and applies only for
the above-stated Plan Year End.

$ / ¢ ;/«,Mw » 0{‘ N
For Plan Administrator/Sponsor: v M T Datery s fj{w

“Steven Milden

PART II Acknowledgement of Receipt of Authorization

On behalf of N A, Falcone & Associates, Inc., [ hereby certify that we will use the authority
granted only for the express purposes described above, that we will not disclose confidential
information to any parties other than the DOL as required for EFASTZ and FIRE system filings
and that we will take reasonable steps to assure that confidential information provided by the
Plan Administrator/Sponsor is protected from unauthorized disclosure,

For NLA, Falcone & Associates, [ne. Date:
‘ Jared T, Torgan :

Do not submit tis o to the DOL wnless requested © do so.




