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  01/01/2024 and ending 05/06/2024

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 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
OBSTETRIC AND GYNECOLOGY PHYSICIANS OF FLINT, P.C. CASH BALANCE PLAN (PN) P 002
1c Effective date of plan
01/01/2017
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) 45-5449987

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

OBSTETRIC AND GYNECOLOGY PHYSICIANS OF FLINT, P.C. 2C sponsor's telephone number

810-344-9073

2d Business code (see instructions)

8384 HOLLY RD STE 2
GRAND BLANC, MI 48439 621111

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 7
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)

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 5¢c (2)
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. 10/29/2024 LAVANYA CHERUKURI
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



Form 5500-SF (2023) Page 2

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 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 Il | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 308573
b Total plan liabilities.................c..covevvreeeeereeeeeseeeereeeeseeeerernen 7b 0
C Net plan assets (subtract line 7b from line 7a)..............cccccccveenn. 7c 308573 0
8 Income, Expenses, and Transfers for this Plan Year (2) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ..o senennesenesnsnnas 8a(1) 0
(2) PAtiCIDANES. ....cvovveviieceeteteieseesesesie et eaese e 8a(2) 0
(3) Others (including rolloVers)............ccuuueecuveeciiieecieeeeieeeeaeans 8a(3) 0
D Other iNcome (10SS)........ccueveeuereeeeeeeeeeeeeeeeeeeeeeeeeeeeeen 8b 2442
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 2442
d Benefits paid (including direct rollovers and insurance premiums
10 PrOVIAE DENEFS).......o.veveeeeeeeeeeeeeeseeeeseseeseerenesesennsnene 8d 311015
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 0
g OthEr EXPENSES.........e.veeeeveieiieeveeieieisiesiesissiseies s seseesise s e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g)..........c..c..ccc..o......... 8h 311015
i Netincome (loss) (subtract line 8h from line 8c).......................... 8i -308573
j Transfers to (from) the plan (see instructions) 8j 0

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 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 10¢c X
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
DY fraud OF AISNONESLY? ..ottt 10d
€ 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

2520.000-3.) 1ttt b bt b e h ettt ettt ettt 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.........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).
D 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 03 /30 / 2018
(MM/DD/YYYY) and the Opinion Letter serial number_ J501366A




Form 5500-SF Short Form Annual Return/Report of Small Employee SN B
Department of the Troasury Beneﬁt Plan
{rigmal Beveque Sehice This form is required to be filed under sections 104 and 4085 of the Employee Retirsment 2023
Departmient of Labor Income Security Act of 1974 (ERISA), and seclions 6057(b) and 6058(a) of the Internal

Empliyes Beaefits Sacurity Adrministration Revenue Code (thﬂ C’Jde).

Pension Benefit Guaranty Corporation

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

This Form is Open to
Public Inspection

?

Part| | Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning 01/01/2024 and ending 05/06/2024

A This returnfreport is for: IE a single-employer plan D a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box
must attach Schedule MEP. Other plans must altach a list of participating employer
information in accordance with the form instructions.)

B This returnfreport is D the first return/report E] the final return/repart
D an amended return/report @ a short plan year retlumn/report (less than 12 months)
C Check box if filing under: D Form 5558 D automatic extension I:l DFVC program

D special extension (enter description)
D Ifthe plan is a colleclively-bargained plan, Check NBrE ... oo it e v

E Ifthis is a retroactively adopted plan permilied by SECURE Act section 201, check here...........

i
o []

Part Il | Basic Plan Information—enter all requested informalion

1a Name of plan 1b Three-digit plan number
Obstetric and Gynecology Physicians of Flint, P.C. Cash Balance Plan (PN) b ooz
1c Effective date of plan
01/01/2017
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)

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

Obstetric and Gynecology Physicians of Flint, P.C.

8384 Holly Rd Ste 2

Grand Blanc, M| 48439

45-5449987

2c

Sponsor's telephone number
(810) 344-9073

2d

Business code (see instructions)
621111

3a Plan administrator's name and address BI Same as Plan Sponsor.

3b

Adminislrator's EIN

3c

Administrator's telephone number

4 |f the name and/or EIN of the plan sponsor ar 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 Tatal number of participants at the beginning of the plan YBAT o evevivaniins i e 5a
b Total number of participants at the end of the plan VBB vesii cisvavsvininsssmiisniness TR 5b
C(1) Number of participants with account balances as of the t-egmnmg of the plan year (only def‘ned 50(1)
contribution plans complete this BM) .. e
c(2) Number of participants with account balan- s as of the end of the plan year (only defined
S S 5¢(2)
contribution plans compiete this IEM) ..o i i e e e
d(1) Total number of aclive participants at the beginning of the plan year.......cu e 5d(1) 5
d(2) Total number of active participants at the &nd of the PIAN YT ... oo, 5d(2) 0
€ Number of participants who terminated employment during the plan year with accrued benefils that 5e 0
were 1ess than 100% vested . i i i i e iase et e a e ae e p e naesaaes

Caution: A penalty for the late or mcomplete fllmg of thls return/report will be assessed unless raasonable cause is established.

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

belief, it is true. correct mplste bt y

sioN [N ANTWHIIY. R AL

Hishi Signature ::f ;Jlan administrator Dale J ' Enter name of individual signing as pian administrator

SIGN

GRS Signature of employer/plan sponsor Dale Enter name of individual signing as employer or pian sponsor

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

Form 5500-SF (2023)
v. 230728




Form 5500-SF (2023) Page 2

Were all of the plan’s assels during the plan year invesled in eligible assets? (See INStUctions.).... ... e oo e E' Yes D No
Are you claiming a waiver of the annual examinalion and repart of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)...... . oo e E Yes D No
If you answered “No” to either line 6a or line 6b, the plan cannot use Form SSDD-SF and must instead use Form 5500.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... D Yes [¥!No D Not detarmined

If"Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . {See instructions.)

| Partlll | Financial Information

7  Plan Assets and Liabililies (a) Beginning of Year _(b) End of Year
a Total plan assels................. 7a 308573
b Total pian liabilities ... ovsvrcrrcens e 7b 0
C Net plan assets (subtract line 7b from line 7a).. . .......covevecniininns 7c 308573
8 income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Conlributions received or receivable from:
(1) Employers 8a(1) 0
(2) Participants.. e, 8a(2) 0
(3) Others (including rolovers).o...... o ocee e, ... | Ba(3) 0
b Otherincome (1088) ..o ., e et e e 8b 2442
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8D oo, 8¢ 2442
d Benefits paid (including direct rollovers and insurance premiums
to provide benefits).........c. i G 8d 311015
€ Certain deemed and/or correclive distributions (see instructions). 8e 0
f Administrative service providers (salaries, fees, commissions)..... af 0
¢ Other expenses......... et et ekt st e, 8g 0
h Total expenses (add lines 8d, 8¢, 8f, and 8g)... . cocccoewwvrr o | 8h 311015
i Netincome (loss) (subtract line 8h from line 8¢).........cce.. ... 8i -308573
j Transfers to (from) the plan (seg INSrUCHoNS) ..o ovivveeeeeceienas 8] 0

'{ 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 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characterislic 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 contribulions within the time period
described in 29 CFR 2510.3-1027 Continue to answer “Yes" for any prior year failures until fully
corrected. (See instruclions and DOL's Voluntary Fiduciary Correction Program).........ccceecceeoo.. | 10a X
b Were there any nonexempt transaclions with any party-in-interest? (Do not include transactions
: X
reported on line 108.)ccc..... e i U S s R SR ST s B e o I
C Was the plan covered by a fidelity bond? ...........ccocoveiniie et ettt o 10c X
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
by fraud or dishonesty? ...........ccoiveviines i T T T T T PTH iy I 10d
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 X
the plan? (See instruclions.).........ccoovviooee e e e e 10e
f Has the plan failed to provide any benefit when due under the plan? .. 10f X
g Did the plan have any participant loans? (If “Yes," enter amount as of year-end.) .......... . ..., 10g X
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.101-3.) vvoveereriiane PR IAR O SR YAEEILRLE fo e n S £ TR R TNV N AR A R RS .. { 10h

If 10h was answered “Yes," check the box if you either pmvuded the required notice or one of the
exceptions to providing the nolice applied under 29 CFR 2520.101-3................. R e .| 10




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

1 Part VI I 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 ccmpiele line 12 D Yes @ No

n

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:

D 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 dale.
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.
No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or seclion 302 of
= T R T I A ) I:I ek E No
(If "Yes," complele line 12a or Err-es 12b, 12': 12d and 123 below, as apphrable } If this is a defined benefit ppnsmn plan, leave -
line 12 blank and complele ling 11 above.
a |If a waiver of the minimum fundmg standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letler ruling
- _granting the waiver. e o S R L i S A SR G T AR s Fea ...Month Day Year
If you completed line 123 complete lines 3, 9, and 10 of Schedule MB (Form 5500), and Sklp to line 13.

b Enter the minimum required contribution for this plan ygar ... ... e e e 12b

C Enter the amount contribuled by the employer to the plan for this plan year ............... ST L 12¢

d Sublract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the leftof a 12d
negative amount) ... sens A RN e e R R S R T e e (e s T s eivesiEils

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

{ Part VII | Plan Terminations and Transfers of Assets
13a Has aresalution to terminate the plan been adopled in any plan year? ... ..., o breeeeb et Yes D No

a If"Yes,” enter the amount of any plan assels that reverted to the employer this year.... ..o i .. | 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the Izl Vas I:I No
control of the PBGC? .oooe oo AL R A OS5 R S S S eSS

C I, during this plan year, any assets or liabilities were transferred from this plan to anather plan(s), identify the plan(s) to
which assels or liabilities were transferred. (Sse inslructions.)

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

| Part VIll | 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 olher 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 salisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m){2).

D Design-based safe harbor method
D “Prior year" ADP test
D “Current year” ADP test

[] na

15 |Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 03/30/2018
(MM/DD/YYYY) and the Opinicn Letter serial number_ J501366a .




