Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 10 ot

Department of the Treasury B en eflt PI an
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2023
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.

| Part| | Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning  01/01/2023 and ending 12/31/2023

A This return/report is for: a single-employer plan D a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box
must attach Schedule MEP. Other plans 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 D 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 the plan is a collectively-bargained plan, ChECK NETE ................ccuiveuiuiiiciiieieicteeteeee s 4 D
E 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 plan number
ANIMAL CARE HOSPITAL 401(K) PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
01/01/2010
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.O. Box) 26-1396482

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

ANIMAL CARE HOSPITAL 2C Sponsor’s telephone number

805-735-3602

2d Business code (see instructions)

1307-A NORTH H STREET
LOMPOC, CA 93436 541940

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

3C Administrator’s telephone number

4 |f the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report | 4b EIN

filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the
last return/report. 4d PN

a Sponsor’'s name
C Plan Name

5a Total number of participants at the beginning of the PIaN YEar ................ccceueuereeeeeeeeeeeeeeeeees e 5a 17
b Total number of participants at the end of the PIAN YE&I...........c..c.cvcuereeuerreeeeeeeeeeee e 5b 0
C(l) Number of participants with account balances as of the beginning of the plan year (only defined 5C(1) 17

contribution plans complete this ItBIM) ..........cocuiiiiiii e
C(2) Number of participants with account balances as of the end of the plan year (only defined
o e 5¢c(2) 0
contribution plans complete this ItBIM) ..........oiiiiiiiii e
d(1) Total number of active participants at the beginning of the plan Year............c..cccocceeeveeviruerereereeeennnss 5d(1)
d(2) Total number of active participants at the end of the plan YEar..............ccccceveveirereesieieeeses e 5d(2)
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

WETE 1€SS than 100U VESIEA . .....ueiiee ittt ettt eeett e e e e e et eeeeeeeatbeeeeeeaseabeeseeeesanbssreeeeseasssreeeas

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. 07/01/2024 TAMMY R. MENDEZ, D.V.M.
HERE . o Lo - -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . Lo 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 (2023)

v. 230707
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If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStructions.)...........ccocvvviiiiieiiiinienic e Yes I:I 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.)..........c.ccccviiiiiiieiie 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)? ...... D Yes D No D Not determined

. (See instructions.)

| Part Il | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 1271063
b Total plan liabilities.................c..covevvreeeeereeeeeseeeereeeeseeeerernen 7b 0
C Net plan assets (subtract line 7b from line 7a)..............cccccccveenn. 7c 1271063 0
8 Income, Expenses, and Transfers for this Plan Year (2) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS oo 8a(1)
(2) PartiCiPANnTS. ......ocuuiiiiiiiiiieitesiie sttt e s e e siee e 8a(2)
(3) Others (including rolloVers)............ccuuueecuveeciiieecieeeeieeeeaeans 8a(3)
D Other iNcome (10SS)........ccueveeuereeeeeeeeeeeeeeeeeeeeeeeeeeeeeen 8b 125325
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 125325
d Benefits paid (including direct rollovers and insurance premiums
10 PrOVIAE DENEFS).......o.veveeeeeeeeeeeeeeseeeeseseeseerenesesennsnene 8d 1391041
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 5347
0 Other EXPENSES.....ccuiiiiiiiiiiiiiiii s 89
h Total expenses (add lines 8d, 8e, 8f, and 8g)..........c..c..ccc..o......... 8h 1396388
i Netincome (loss) (subtract line 8h from line 8c).......................... 8i -1271063
j Transfers to (from) the plan (see instructions) 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 3B 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 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program)..............cc.coc... 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported 0N lNE L08.)......cc.oiiiiiiiiiiiiiii e 10b X
C Was the plan covered by a fidelity bond?..............ccocoiiiiiiiii 10c | X 75000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESLY? ..ottt 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 X
the Plan? (S INSITUCTIONS.) ......ocuiiiiiitii ittt 10e
f Has the plan failed to provide any benefit when due under the plan? .........ccccccoovoverreeereerennnns 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 X
By 0 R T PP 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.........ccccccceiviiiiiiiiiiinicneeee. 10i




Form 5500-SF (2023) Page 3-| 1

IPart \ | 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
DBIOWV. ..ttt ettt e ea et £ eeh bt e eh £ e sl £ € et £ e eht € et £ e eh b€ £ R £ e eE £ e oAt £ e eEE € eeE £ e e s L eat e ettt eer e et e e ehneenreenereenn s

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 .... . | 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
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D 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.

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 to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

D 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
SR IS N ST PSSRSO PV POTURUPPPRPROPN
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave D ves No
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
GraANTING the WEAIVET. ...eiiiiiieiieii ettt ettt ettt e ke e sttt es e st e sht e e bt e esn e e bt eesbeeabeesbneebeesbnesnneens 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 YA ...........ccoiieviieeeeeeieeeeeee et 12b

C Enter the amount contributed by the employer to the plan for this plan year ..............c.ccccovveviiiiiiiiiiiiciice 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
NEQALIVE @IMIOUNE) ...eiiiitiee it ettt ettt ettt e ettt e e ettt e sttt e e s bt e e aas e e e ss e e £ e et b e e e aat s £ e e abs e e e eabeeesambeeeasseeeanreeesnnreeessnnes

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

Part VII Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any PlaN YEAI? ................cceueueiieeeeereeeee e Yes D No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the Yes D No
[ode ]l i o] o) e =Y ol =T T P PP PP PPPPPPORt

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)

| Part VIl | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules? [X| Yes [] No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).
Design-based safe harbor method

D “Prior year” ADP test
D “Current year” ADP test

[] nA

15 If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06 / 30 / 2020
(MM/DD/YYYY) and the Opinion Letter serial number_Q703274A
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Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 40 e
Departmen! of (e Treasury Benefit Plan '
Intemal Revanus Sandcs This form (s requtred to be fled under sactions 104 and 4065 of the Employee Relirement 2023
Oopagynent of Labor Income Securlty Act of 1974 (ERISA), and seclions 6057(b) and 8058(a) of the [aternal
Emyfoyue Banefts Socully AdnBIROon Revenue Codo (the Code). This Form is Gpen to
Pengion Beieft Gusronty Corparation Public Inspection
» Complste all antries In accordance with the instructions to the Form 6300-SF.
B IR | Annual Report ldentification Information
For calondar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending 12/31/2023
A This returrvrepont is for: a singla-employer ptan [] a multiple~amployer plan (not muitiamployar) (Pension Plan fiters checking this box

must attach Schedule MEP. Gther plans musl attach a list of participeting employer
information In accordance with the form instnictions.)

B Thio retusnireport is [] tne first returrveeport the final retumireport
D an emended retum/report I:] a short plan year retum/report (laas than 12 months)

C Checkboxitmiingunder. [ Form 5558 [J automatic extension (] pFve program
D speclal extensicn (enter dascription)

D if the plan is a collectively-bargalnad pian, check here vesnssensnssnrornes * D

E_If this Is a retroactively adopted plan permitted by SECURE Act §8¢H0N 201, ChBCK RETE w.ee...ecrsusossecasnacee b n
-: Rartdls] Basle Plan Information—enter all requested Infarmation

1a Name of plan 1b Three-digit plan number 001
Anlmal Care Hospital 401(k) Profit Sharing Plan (PN) b
’ {c Effoctive dale of plan
01/01/2010
23 Fian sponaor's name (employer, If for @ single-amployes plan) 2b Employer ldentification Numbor (EIN)
Mading address (include room, apt., sulta no. and streel, or P.O. Box) 26-1396482
i ) . ) f , 680 i i
City or town s!ate or province, cauntry, and ZIP or foreign posta! code (If foralgn, see instructions) 2C Sponsor's telaphone number
Anima! Care Hospitel (805) 735-3602
2d Business code (500 instauctions)
1307-A North H Street 541940
Lompoc, CA 83436
3a Plan administrators name and addressa E(! Same as Plan Sponsor. 3b Administrator's EiN

3¢ Administrator's teloephone number

i

4 Ifthe name andlor EIN of the plan spensar or the plan name has changed since the last returnfteport | 4b EIN
filed for this plan, enter the plan spongors name, EIN, the plan name and the plan number from the

last returnfrepent. 4d eN
8 Spongor's neme
© Plan Name
5a Total number of parnicipants at the beginning of the plan year 53 1?7
b Total number of participants at the end of the plan year . 5b 0
€(1) Number of pariicipants with account balances as of the baginning of tha plan yaar (only deﬁned Sc(1)
contribution plans complete this item) we....... . 17
c(2) Number of participants with account balances as of ihe end of the plan year (only defined 5¢(2)
contribution plans comptate this item) ...., ( 0
d{1) Totat number of active particlpants st the beginning of tha PIBR YEAM.....mmeessmssimerstoerrnesioneenn sd(1) 0
d(2) Total number of active participants al the end of the plen year 5d{2) 0
€ Number of participants who termineted employmsnt during the plan year with accruad benefits that 5o 0
woro 1058 than 100% VESIA. .......comeiei i ciuisasaassssocsesasssssssossassnsesmmnsssassnsassasessass

Caution: A penalty for the late or incomplate filing of thia retumlrc ort will be agsessed unless re able cause i3 egtablished.

Under penaltias of perury and other penaltles sat forth in the instructions, | dactare that | have exantined this retum/report, including, if applicable, a Schedule

58 or Schedule MB completed snd sngned by an enrolled actusry, as well as the electronic version of this return/raport, 8nd to the best of my knowledge and
igf, it Is true, corroct. en

Tammy R, Mendez, D.V.M.
Slgnature Mminlstratct Date Enter name of individua! signing as plen edministrator

Slggnature of employer/plan sponsor Dste Eater name of individual signing as employer or plan sponsor
For Papenwork Reduction Act Notlce, ace the (nsiructions for Form SS00GF. Fomm S500-8F (2023)

v. 210728
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Form §500-SF (2023)

ANIMAL CARE HOSPITAL

Page 2

PAGE 83/86

6a were gll of the plan’s assets during the plan year inveslad In eligiblo assels? (Sea insiructions.)....

b Are you deiming e waiver of the snnual examination and toport of an indapandent qualified pub!n: aecoun!nni (IQPA)
under 28 CFR 2520.104-48? (See inatructions on waiver eligibitity and conditions.)

E] Yas D No
B] Yeo D No

If you answerad “No” to althar line 82 or lina 8b, tha plan cannot use Form $500-SF and must instoad use Form 5500.
C Ifthe plan ts a defined benefit plan, is it covered under the PBGC insurance program (sea ERISA section 4021)7 ...... D Yes D No D Not determined

If *Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for thig plan year

. (See instrucions.)

[-Pastlii’] Financial Information

7 Plan Assels and Liabliities

(s) Beginning of Year

b) End of Year

a _Total plan assels 1271063 0

b_Total plan liabilittes 0 0

C_Nel plan assets (subtract line 7b from line 7a).....ccc.cceemcusicasiisnnsees 1271063 0
8 Income, Expenses, and Transfers for this Plan Year : (a) Amoumt (b) Total

a Conmt:uxlons received or recalvabla from:

Ba{1)

8a(2)

Ba(3)

b _Other income (loss) e

125328

C_Total income (add lines 8a(1), 8a(2), 8a(3), and ebg.... croraisnaseasany

d Benefits paid (including diract rollovers and Insurance premiums

N Y T T .l 8d 1391041
@ Cenain deemed andfor correclive distributians (see instructions). 8a
I Administrative service providers {salaries, fees, commissions)..... 8f 5347

__g Other expenses

h_ Total expansas (add lines 8, B, 8f, 800 BQ)........uwuruweommmsssssmassss

1386388

J Net Incoma (loss) {sublract line 8h from line 86€)ivninn

-1271083

i Plan Characteristics

26 2F 26 2) 2K 3B 3D

l! the plen provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

b |ithe plan provides waifare benefils, enter the applicable wellara featura codas from the List of Plan Cheracteristic Codas In the Instryctions:

- Part.V:%| Compliance Quostions-
10  Ouring the plan year: Yes | No Amount
a Was thare a tatlure to Yansmit to the plan any paiticipant conlributions within the time pedod
described in 29 CFR 2510.3-1027 Continue to answer “Yes" for eny prior year faliures until fully
corrected. (See inatructions and DOL's Valuntary Flduclary Coraction Program) ........euwsmens | 108
b were there any nonexempt transactions with eny paﬂy-m-mtarest? (Do not mclude transactions X
reposted cn line 10a.) 10h
€ Was the plan coverad by & Ndelity BONG? ......cmwamemienconincsmiscemmiuss casmsssssosmsssanssassssissasssonmmsessnns 10c | X 75000
d Dld the plan have a loss, whether or not rsimbursed by the plan's fidslity bond, that was caused X
by fraud or dishonesty? ..........ceccnmmrenrsna. weores 10d
© Warp any fees or commissions paid to sny btokers. agents, ot othsr psrsons by an insyrance
camier, insurancs service, or other organization that provides some or all of tha banefits under
the plan" (500 inSIUGHONS.) wssrerertrnreannreersensrercnnie 100
T Has the plan failed to provide any benefit when dug Under the PIAN? ... 10§
g Did the plan have any particlpant loans? (i “Yes,” enler BMOUM as Of YEar-8hd.) .............c.cesereres 10g
b If this is an individusl gccount plan, was thera a blackout period? (See instructions and 20 CFR
2520.101-3,) 10h
1. 11 10h was 2nswered "Yes." chock the box rfycu aither provided the requirad nohea or one of the
exceplions lo providing the notice appiied under 29 CFR 2520, 101-3 . mecervreeinsiennncnnecnneesenennes 101
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Form 5500-SF (2023) Page 3-| 1 |

|ParEw1| Pension Funding Compliance

11 Istnis a dofined benafit plan subject to minimum funding requiremoants? (If “Yes," ses inatructions and complete Schedule SB
(Form 5500) and lines 1ia and b balow.) if this ia @ defined contribution penslon plan. leave line 11 blank and oomp!ala line 12 D Yes B No

below.... fsi " ... .. et e sa st 104t 1340300t sesabebetntntstases s
3 __Enter the unpaid minimum required contributions !ora!lyaarsfrom Schedule SB (Form §500) line 40 .. l 11a I

b PBGC missod contribution reporting requirements. If the plan is covared by PBGC and the amounl teponed online 11a is greater than $0, has PBGC
bean nolified as required by ERISA sectjons 4043(c}{5) andior 303(k)(4)? Chack the applicable pox:

Yes.

[] No. Reporting wes waived under 29 CFR 4043.25(c)(2) because contributions equal to ar exceeding the unpaid minimum required contribution
were made by the 30th day after the due dale.

D No. The 30-day period refarenced in 20 CFR 4043.25(c}(2) has not ye! ended, and the sponsor intends lo mgke a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date,

D No. Other. Provide explanation

12 (s this a defined contribution plan subjeci 1o the minimum funding requirements of section 412 of the Code of saction 302 of
ERISA? - D Yes Ig No
(If “Yes.” complete lina 12a ar lines 1Zb 12c. 12d and 120 below. as applzcab!e ) If this is a defined benefit pansion plan, loave
line 12 blank and complate line 11 above.

a If awaiver of the minimum fundmg standard for a prlor year Is belng amortized in this p!an year sae Inslructions, and enter the date of the latter nuling

granting the waiver. sssmasstesiiete s sesses MODED Day Yesr
It you completed line 12a, eomgleto lines 3, B, and 10 of ol 8cheduls MB (Form 5500). end skip [Fonn ssooz and skl_p to llno 13.
b Enter the minimum raquired conltribution for this plan year . 12b
€ _Enter the emount contribuled by the employar to the plan for this nlan year .. T I 7 2
d Subtract the smount In line 12¢ from the smount in line 12b, Enter the recull (enlsra minus sngn o ll\e Ieﬁ ofe 12d
REGEIVE BMOUNT ..ooooinceicceniecrssessiessnssnssensantissssss i s et 0000 100388 8808 80288t s e esssssess smmsas snass

ererssmsenenenses | [] Yes [] N0 [] wiA

8 Wil the minimum funding emount reponied on line 12d ba mel by the funding doadina?...

/ FF] Plan Terminations and Transfers of Assets

13a Haa a resclution to terminate tha plan baen adapted in any plan year? ............. rerttntu e eraspeseeeen Yes U No
A _If "Yes,” enler the amount of any plan assels thet reverted to the empioyer this yesr. 13a
b Waere all ihe plan essets distributed to perﬂclpanb or beneficiarias, transferred 1o another plan, or brought under the B Yes D No
control of the PBGC?... R AN smmmeane socssmns s J—

C I, during this plan year, any acsets or luabnlmes waera transfersed from this plan to another plan(s), identify the plan(s) o
which assals o liabilities were (ransfarred. (Sea jnstructions.)

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

‘ParVill}| IRS Compliance Questions

14a Does the plan satisty the coverage and nondiscrimination tests of Cods sections 410(b) and 401(a}(4) by combining thia plan with any other plans under
tho permissive aggregation rules?[q Yes [] No

14D 1fthis Is 8 Code seclion 401(k) plan, check all boxes that apply to Indicate haw the plan Is Intendad to satisfy the nondiscrimination requirements for
employee deferrals and amployer malching contributions (as applicabla) under Cods sections 401 (k){3) and 401(m){2).

Design-based safe harbor maethod
U “Pror year ADP test
D *Cutrant yaar* ADP test

[] wa

15 it ine plan sponsor is an adopler of a pre-approved plan that received a favorabla IRS Opinian Letter, enter the date of the Opinion Lefter —__06/30/2020
(MMW/DD/YYYY) and tha Opinian Letter gsenial number Q703274a,




