
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 

2023 

This Form is Open to 
Public Inspection 

Part I   Annual Report Identification Information 

For calendar plan year 2023 or fiscal plan year beginning                                                                      and ending                                                        

A This return/report is for: X  a single-employer plan 

 

X 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 

 

X  the first return/report X the final return/report                                                    

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

C  Check box if filing under: 
 

X  Form 5558     
 

X automatic extension   
 

X  DFVC program  

 X  special extension (enter description)           

D  If the plan is a collectively-bargained plan, check here ................................................................................   X 

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

Part II   Basic Plan Information—enter all requested information 

1a  Name of plan ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

1b Three-digit plan number 

(PN)  001 

1c Effective date of plan 

  YYYY-MM-DD 

2a  Plan sponsor’s name (employer, if for a single-employer plan) 

       Mailing address (include room, apt., suite no. and street, or P.O. Box)  
       City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGH  

2b Employer Identification Number (EIN) 

 012345678 

2c Sponsor’s telephone number

 1234567890 

2d Business code (see instructions)   

123456 

3a  Plan administrator’s name and address  X Same as Plan Sponsor.ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901I A 

3b Administrator’s EIN 

 012345678 
3c Administrator’s telephone number  

1234567890 

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

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

a  Sponsor’s name 

c  Plan Name   D 

EFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI CDEFGHI  

4b EIN012345678 

4d PN                                     012 

5a Total number of participants at the beginning of the plan year ...............................................................  5a 12345678 

b Total number of participants at the end of the plan year .........................................................................  5b 12345678 

c(1) Number of participants with account balances as of the beginning of the plan year (only defined 

contribution plans complete this item) ....................................................................................................  
5c(1)  

c(2) Number of participants with account balances as of the end of the plan year (only defined 

contribution plans complete this item) ....................................................................................................  
5c(2)  

d(1) Total number of active participants at the beginning of the plan year ..................................................  5d(1)  

d(2) Total number of active participants at the end of the plan year ...........................................................   5d(2)  

  e   Number of participants who terminated employment during the plan year with accrued benefits that 

were less than 100% vested ..................................................................................................................  
5e  

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, I declare that I 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 
HERE 

   

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

SIGN 
HERE 

   

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2023)  
 v. 230707 

01/01/2024 03/31/2024

X

X

X

X

FMI MEDICAL SYSTEMS, INC. 401(K) PLAN 001

01/01/2018

FMI MEDICAL SYSTEMS, INC.

45-2300595

440-600-5952

33531029001 SOLON RD. 
SOLON, OH 44139

X

2

0

2

0

0

Filed with authorized/valid electronic signature. 09/27/2024 HARRY JIANG

0

2
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.)........................................................  X Yes X 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.) ............................................................................  X Yes X 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. 

 

 

 

 

 

 

 

 

 

 

 

 

 

c If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... X  Yes   X No    X  Not determined 

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

 

Part III   Financial Information 

7 Plan Assets and Liabilities  (a) Beginning of Year (b) End of Year 

a Total plan assets ............................................................................  7a -123456789012345 -123456789012345 

b Total plan liabilities .........................................................................  7b -123456789012345 123456789012345 

c Net plan assets (subtract line 7b from line 7a) ...............................  7c -123456789012345 -123456789012345 

8 Income, Expenses, and Transfers for this Plan Year  (a) Amount (b) Total 

a Contributions received or receivable from: 

 (1)  Employers ...............................................................................  8a(1) -123456789012345  

   (2)  Participants..............................................................................  8a(2) -123456789012345  

 (3)  Others (including rollovers) ......................................................  8a(3) -123456789012345  

b Other income (loss) ........................................................................  8b -123456789012345  

c Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ......................  8c  -123456789012345 

d Benefits paid (including direct rollovers and insurance premiums 

to provide benefits) .........................................................................  8d -123456789012345  

e Certain deemed and/or corrective distributions (see instructions) .  8e -123456789012345  

f Administrative service providers (salaries, fees, commissions) .....  8f -123456789012345  

g Other expenses ..............................................................................  8g -123456789012345  

h Total expenses (add lines 8d, 8e, 8f, and 8g) ................................  8h  -123456789012345 

i Net income (loss) (subtract line 8h from line 8c) ............................  8i  -123456789012345 

j Transfers to (from) the plan (see instructions) ...............................  8j -123456789012345  

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:   

 

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) .........................  10a 
  

-123456789012345 

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions 

reported on line 10a.) .......................................................................................................................  10b   -123456789012345 

c Was the plan covered by a fidelity bond? ........................................................................................  10c    -123456789012345 

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused 

by fraud or dishonesty? ...................................................................................................................  10d    -123456789012345 

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 instructions.) ............................................................................................................  10e   -123456789012345 

f Has the plan failed to provide any benefit when due under the plan?  ............................................  10f   -123456789012345 

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   

2520.101-3.) ....................................................................................................................................  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 ............................................  10i     

  

X

X

62288 0

62288 0

0

0

0

-662

-662

61626

61626

-62288

2E 2J 2K 2F 2G 3D 2T 2R 2S

X

X

X

X

X

X

X

X
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Part VI    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 
below. .....................................................................................................................................................................................................  

X Yes X No 

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

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 ___________________________________________________________________________________________ 

 

 

 

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

ERISA? ..................................................................................................................................................................................................  
          (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. 

X Yes X No 

 

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.  ................................................................................................................................. 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  .......................................................................................  12b 123456789012345 

c Enter the amount contributed by the employer to the plan for this plan year  ............................................................  12c -123456789012345 

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 

negative amount)  ......................................................................................................................................................  
12d YYYY-MM-DD 

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

Part VII    Plan Terminations and Transfers of Assets 

13a Has a resolution to terminate the plan been adopted in any plan year?  ...........................................................................  X   Yes        X   No         

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the 

control of the PBGC? ...............................................................................................................................................................  
X Yes X 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) 

 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

123456789   012 

Part VIII 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?   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 

_ “Prior year” ADP test 

_ “Current year” ADP test  

_ N/A 

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 ___/___/_____ 

(MM/DD/YYYY) and the Opinion Letter serial number__________. 

 

X

0

1

X

X

X
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Q703214A

30 2020
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AnnuaI Identification Infor:η ation
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A This return/reportis for a singIeˉ empIoyer plan

2023
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B This return/repo"is

C check box fnling under

□the币 rst retum/reρ o咸     因the Πnalrelum/repo"
□an amended retum/reρ o^  囡a shoⅡ  plan yearretum/repo戊 uess lhan12months)
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sho"Fo"η  AnnuaI Return`Report of sma"Emp∶ oyee
Benef∶ t Plan

This form is required t° be f"ed under sections104and40θ 5ofthe Empl° yee Ret丨 rement
丨ncome secu"ty Act of1974(ER丨sA),and secuons6o57(b)and6058(a)° f the Internal

Revenue Code(the C° de冫

〉 Complete a"entries in aCcordance with the instructions to the Form5500ˉ sF,

2a Plan sρ onsor’ s name(employer,r for a singIeˉ employer plan)
MaⅢ ng address(include room,apt,suite no。 and street,or P0.Box)
C吨y ortown,state or ρroˇ ince,∞ untry,and zlP or foreign postaI code(f foreig冂 ,see instrumons)

FMl MθdiCal systems,lnc,

29001solon Rd

solon,0H44139

E 丨fthis s a retroacuveI sECURE ACtseCuon2o1,cheok here ⋯̈¨¨̈  ̈ ⋯̈  >

Basic P丨 an lnformation enterall nforma刂on

1a Name ofplan

FMI MθdiCaI systems,Inc401(k)PIan

E矸ectiVe date of plan

o1/01/2018

EmpIOyer ldentlncau° n Number(ElN)

45ˉ 2300595

2C sρ onsor· s teleρ hone number

3a P|an administrators name and address same as P丨 an sponsor 3b Admin|strator’ s ElN

3C Administrator.s te丨 ephone number

lfthe name and/or ElN Ofthe ρlan sρonsor orthe p丨 an name has changed sinCe the Iastreturn/reρ ort

f"ed for this plan,enterthe pIan sponsors name,ElN,the plan name and the ρIan numberfrom the

Iast return/report,

a sρ onsor’ s name

C Plan Name

4b ElN

4d PN

5a T°tal number of participants atthe beginning ofthe plan year¨  ¨̈ ¨̈ ¨̈ ¨̈ ¨̈ ¨̈ ¨̈ ¨̈ ¨̈ ¨̈ ¨̈ ¨̈  ⋯̈⋯⋯

b T° ta丨 nu丨ηber of participants atthe end ofthe ρlan year¨ ¨̈ ¨̈ ¨̈ ⋯̈ ¨̈ ⋯̈⋯⋯⋯⋯̈¨̈ ¨̈ ¨̈ ¨̈ ⋯̈⋯⋯⋯⋯⋯⋯⋯⋯

c(1) Number of ρart cIpants w"h account baIances as ofthe beginning ofthe ρhn year(° nly denned
cont"buuon plans complete this Ⅱem〉 ¨̈¨̈¨̈¨̈ ⋯̈⋯⋯⋯⋯⋯⋯⋯⋯⋯̈⋯̈¨̈ ⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯̈ ⋯̈⋯⋯

c(2) Number of partlcipants W"h account baIances as ofthe end ofthe plan year(onIy denned

cont"buuon plans comp丨 ete this kem)¨ ¨̈̈ ¨̈⋯̈ ⋯̈⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯̈⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯

d(1)T° taI number of ac刂 ve partlcipants atthe beginning° fthe ρlan year⋯ ¨̈ ⋯̈̈ ⋯̈⋯⋯⋯⋯⋯̈⋯⋯

d(2)T° ta|number of acuve participanls atthe end ofthe plan year¨ ⋯̈̈⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯̈ ⋯̈⋯⋯
e  Number of participants who terminated emρ loyment du"ng the plan yearˇ ǐth aCCrued bene】ts that

v̌ere less than1

Under penalties of ρerlury and other ρena"|es set forth in the instructions,l declare thatl have exanη 丨ned this return/repo"· including,if aρ p"cabIe,a scheduIe

sB Or schedule MB comp丨 eted and signed by an enro"ed actuary,as we"as the e丨 ectronic version of this return/rep° rt,and to the best of my know丨 edge and

1C

2b

2d
600-5952

Business code(see instrucuons)

335310

1b Threeˉdig"plan number

slGN
HERE

q/彡7‰刃 Harry Jiang
signature of pIan adn1inistrator Date Enter name ofindividuaI signing as p丨 an adn∩ |nistrator

slGN
HERE

signature of empIoyθ r`pIan sponsor Date Enter name of md~dual s咆 ning as empbyer ρ「p an22ons° r

or paperwork Reduction Act Not丨 ce,see the lnstructions for Form 5500ˉsF(2023)paperwork
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No
a
·

●

6 Were引 IOfthe phn’s assels du"ng the pbn yearlnvested in ellgue assels?(see lnstrucllons,卜 ⋯¨̈¨¨⋯¨⋯¨̈ ¨⋯⋯¨̈ ¨
Are you cIaiming a Waiver ofthe annua丨 eXamina刂on and reρort of an independent qua"nθ d publlc accountant(lQPA)
under29CFR2520104ˉ 46?(see instructions°n waIver eIigibi"ty and c° nditions)¨ ¨̈¨̈ ⋯̈⋯⋯̈¨̈¨̈¨̈⋯⋯⋯⋯̈¨̈¨̈¨̈¨̈¨̈⋯⋯  ̈¨̈
If you answered‘‘No” to either Ⅱne6a or"ne6b,the pIan cannot use Form5500ˉsF and mustinstead use ForΠ 15500。

"the田
an心 a defned benent洌 an,心

"∞
vered underthe PBGc hsuran∞ program(see ER丨 sA secuon4o21)?¨ ⋯□ Yes□ No

lf“ YesⅡ ls checked,enterthe My PAA ConΠ rmauon numberfrom the PBGC prennium而
"ng forthis 

ρlan year

因Yes□

因Yes□

□Not determ|ned
(see instructions)

FinanciaI lnfor1η ation

7  Plan Assets and LiabiⅡ

"es
End of Υear

a Total plan assets¨ ¨̈ ¨¨̈ ¨̈ ¨̈ ¨̈ ·̈⋯ ⋯̈̈ ¨̈ ¨̈ ¨̈ ⋯̈ ¨̈ ¨̈ ¨̈ ¨̈ ⋯·

b T° tal plan Ⅱab"丨ues

C Net plan assets(subtract"ne7b仃 om Ⅱne7

8  1nc° me,E and Transfers forthis Plan Year

a contributions received or receiVable from∶

0thers

b otherinc°me

C Totalincome(add"nes8a(1 3),and8b)¨ ¨̈¨̈ ⋯̈⋯⋯·

d Bene1ts ρa¤ (丨 nduding0ⅡeCi r° lI°氵ers and insu汔 no苫 ,汔宀i,沐o
to

e certain deemed and/or corrective distributions

f Administrauve service

0ther

h T° tal
"nes8d,8e,8f,and

I Netinc°me subtraCt"ne8h from"ne

j Transfers to(from)the ρlan(see instrucuons)¨ ¨̈ ¨̈ ¨̈¨̈⋯⋯

Plan Characteristics

忏the ρlan provides pension benefits,enterthe aρ p"cable ρension feature codes from thθ  List of Plan Characteristic COdes in the instructions∶
2E  2J  2κ   2F  2G 3D  2T  2R 2s
丨fthe ρlan provides werare benents,enterthe aρ ρ

"cab!e we丨

fare feature codes from the List of Plan Characteristic Codes in the instruCtions∶

Comp"ance Questions

the plan year∶ Amount
VVas there a fa"ure to transnη itto the pIan any pa^icipant Contributions w|thin the tirne ρeriod
described in29CFR251o3ˉ 102?Continue to answer“ Yes” for any p。 or yearfa"ures until fu"y
oorrected (see instruct ons and DOL’ s Fiduciary Correc刂 on Program)¨    ̈ ⋯̈
b VVere there any nonexempttransacuons w"h any party丬 n丬 nterest?(Do n° tinc丨ude transacu° ns
reported on line10a〉

C VVasthe ρlan covered by a Πde"ty b° nd?

d Dld the plan have a loss,whether or not reimbursed by the ρlan’ s Πde欣y bond,that Was caused
fraud or 9

e  V̌ere any fees or commission$paid to any brokers,agent$,or other ρθrsons by an insurance
carrier,insurance servioe,or other organization that provides some or a"ofthe bene日 ts under
the pIan?(see instΓ uctions,)¨ ¨̈¨̈¨̈¨̈ ⋯̈⋯̈¨̈¨̈  ̈ ¨̈¨̈¨̈¨̈¨̈ ⋯̈⋯⋯⋯⋯̈¨̈¨̈¨̈¨̈⋯⋯⋯⋯⋯⋯⋯⋯·

f  Hasthe planfa"ed to provide any benefit when due underthe plan? ¨̈¨̈,¨ ¨̈¨̈¨̈⋯⋯⋯⋯⋯⋯⋯⋯⋯·

Did the ρlan have any ρa"iciρant l° ans?(丨 f“Υes,” enter amount as of yearˉend.)¨ ¨̈¨̈¨̈ ⋯̈⋯⋯⋯·

f this is an individual account plan,wos there a b丨 ackout period?(see instructions and29CFR
2520.101ˉ 3)¨ ¨̈¨̈¨̈¨̈⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯̈¨̈¨̈ ⋯̈̈¨̈¨̈¨̈¨̈⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯

lf10h was ansWered“ Yes,” check the box if you e"her proVided the required notice or one ofthθ

6̄62

61626

9a

st° ρroviding the notice app"ed under29cFR2520101ˉ 3,¨ ¨̈ ¨̈ ¨̈ ¨̈ ¨̈ ¨̈ ¨̈ ¨̈ ⋯̈⋯⋯



"m ssOⅡ
F㈧ 2ω            阢gθ 3ˉ □

PensIOn Fundi Ⅱance
11  1s this a deΠned bene】 t plan sublectlo minimum funding reqv"ements?(r"Yes,"see instrucuOns and compIete schedVle sB

(F°rm5500)and Ⅱnes11a and b bel° w,)r this is a de】 ned contHbuuon pension plan,丨 eave“ne11blank and complete"ne12
below¨ ,¨ ¨̈ ⋯⋯̈ ¨̈ ⋯⋯⋯̈ ¨̈ ¨̈ ¨̈ ⋯̈ ¨̈ ⋯̈⋯· 口 Υes E] N°

a Enter the mlnlmum contributions for a"years from Schedvle sB

b PBGC rnissed c°
"tribution reρ

orting requiremθnts,lfthe ρlan is coˇered by PBGC and the am° unt reρ°ded on"ne冂 1a is greater than$o,has PBGC
阢

r背

Ⅱ m⒆ ⒃d” E曰sA∞m∞ s ooosα ⑴ mdσ  sOα叫 ⑶?Chec"he ap洲 cable∞Ⅺ

□N°·Reρ。rtng was wa~ed under29CFR404325(c)(2)becavse∞ nt"bu刂 ons equalto or exceeding the unp引 d mimmum required∞ nt"bu"on

□N°·The30划 ay ρe"od referenced in29CFR404325(C)⒓ )has not yet ended1and the sponsor mlends to make a cont"buuon equa"o or
exceeding the unρ aid minimvm required contribution by the30th day afterthe due date,

□No。ther ProⅥ de ex洌 anau° n

12  丨s this a denned c。 ntribution ρlan sublectto the minimum funding requirements of seCtion412ofthe Code or section302of
ERlsA?,¨ ⋯¨¨̈ ⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯̈ ⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯¨¨¨¨¨⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯
(r"Yes,"c。 mplete"ne12a or"nes12b,12c,12d,and12e beloW,as apρ

"cable)忏

this is a denned beneΠ t ρensi0n plan,leave

"ne12blank and "ne11abovea 丨fa wa|ver ofthe minimum funding standard for a prior yearis being am° rtized丨 n this p丨an year,see instructionsI and enter the date of the letter ruⅡ ng

and sk∶ ρ to line13.

b Enterthe minimum requlred cont"buuon for this

C Enterthe amount contributed bv the for this ρlan year ¨̈ ¨̈ ¨̈ ¨̈ ¨̈ ⋯⋯⋯⋯⋯⋯̈ ⋯̈⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯

d svbtractthe amountin line12c from the amountin"ne12b Enterthe resu"(enter a minus sign to the left of a

e Vˇi"the minimum funding amountrepoded on!ine12d be met by the funding dead"ne?¨ ¨̈¨̈ ⋯̈⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯⋯

PIan Terminat:ons and Transfers° f Assets

13a Has a resolu刂 on to teminate the pbn been adopted in any plan year’  ¨̈ ¨̈¨̈¨̈ ¨̈ ¨̈ ⋯̈⋯⋯⋯⋯⋯⋯⋯⋯⋯̈¨̈  ⋯̈ ¨

a  r“ Yes,” enterthe amovnt of assets that reverted to the

b 、Ⅳere a"the plan assets distributed to ρarticiρ ants or beneΠ ciaries,transferred to another plan,or brought underthe
ofthe PBGC? ⋯⋯¨¨̈ ⋯⋯⋯⋯⋯⋯⋯·

C  lf,during this plan year,any assets or"ab"ities were transferred from this plan to another ρ丨an(s),identify the ρlan(s)t°

[] Υes [] No

whiCh a$sets or

Name of

lRs C QuesHons
14a D° es the plan satisfy the coVerage and nondiscrimination tests of COde sections410(b)and401(a)(4)by c° mbining this plan With any other ρ丨ans under
the perm⒗ gve aggreqat on rul∞ ?□ Yes因 No

14b lfth|s ls a Code section401(k)ρlan,check a"boXes that aρ ply to indicate how the p丨 an is intended to satisfy the nondiscr丨 mination requirements for
em省 y琨

嚣℃ 袈 l嘎胃 出 瑟 罐 丨:::g∞
汛·butlons臼 s∞洌℃ablel⒄ dθ r C°∞ ∞汕 Ⅱ 4"lkllΦ and o0∫ ⑴ llzl

口
“
P"or year” ADP test

□
“
Current year ADP test

因N/A
15  丨fthe plan sp° nsoris an adoρ ter of a preˉ approved plan that Γeceived a favorab丨 e lRs0pinion Le仗 er,enterthe date ofthe opinion Leuer
(MM/DD/YΥ YY)and the oρ inion Letter se● alnumber Q703214a

o6/30/2020

□ Yes □ No

□Yes □No □N/A


