Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

. 1210-0089
Department of the Trea;ury Beneflt Plan
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
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 2024 or fiscal plan year beginning  01/01/2024 and ending  08/28/2024

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: Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, CheCk NEre ...............covoveveeecceieceeeeeeee et 4 D
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here ......................... » D
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
RELIANCE CASTLE PHARMACY 401(K) PLAN PN) D 001
1c Effective date of plan
01/01/2021
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) 45-2010810
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
RELIANCE CASTLE PHARMACY LLC DBA CASTLE PHARMACY C Sponsor's telephone number

209-723-1888

2d Business code (see instructions)
3605 HOSPITAL ROAD
SUITE D 446110
ATWATER, CA 95301

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 | 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 plan year..............cccccveveveveveceeeeeeeeeceeeee e 5a 7
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 0
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 2
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
ber ¢ 00 5¢(2) 0
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1)
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 0
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

were eSS than 100% VESIEA .........ooiiiiiiiiiiiiieieeeeeeeeeeee e eeeeeeeeeeeeeees

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. 01/14/2025 NEELIMA VANGA
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s 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 (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii 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.)............cc.ccooiiiiiiie 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

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 Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 81605 0
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 81605

8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:

(1) EMPIOYETS ...t e e 8a(1)
(2) PartiCipantS..........cccceeeiuuueeiiee e 8a(2)
(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 8786
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 8786
d Benefits paid (including direct rollovers and insurance premiums
1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 89458
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 933
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................cc..c......... 8h 90391
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i -81605
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:
2F 2G 23 2K 2T 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)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions

repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 20000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY fraud OF AISNONESTY? ..ottt 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 X

the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 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

23 0T 0 e PSS 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 ..........cccceeiiiiiiieniiiiiciieee 10i
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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 D 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:

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 date.

exceeding the unpaid minimum required contribution 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

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
?
B R S A 7 ettt oottt ettt e e e e e teteeeeeeeaaateteeeeeaaaateteteeeeeaasattteeeeeaanttteeeeeeaaannteeeeeeeaanteteeeeeaeaannteeeeeeeaannteeeeeeaaannnnen 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 WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees 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 YEAr ..............cccceiueueueeeeeeeeeeeeeeeceeeeeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 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 @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

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

Yes D 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

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

Yes [[ 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.)

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(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?[ | 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 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 06/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703936A,
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Drepaitiyent of the Treazaly
fbarnal Favetiue Servce

Shott Form Annual Return/Report of Small Employee

OB Mok, 12100110
1240-0088

Benefit Plan

This form is required to e filed under sections 104 and 4085 of the Employae Retirginent

Bepariment of Latior
Employess Benaties Seturly Adminisimton

Income Saewlty Act of 1674 {ERISA), and sections G057(b) and 605A(a) of the internal
‘ Revenue Code (fhe Code).

Pansion Baneft Guarsniy Corpomian

 Gomplete all entries In accordance with the instruciions to the Form 5500-5F.

2024

This Form 1z Open 1o
Public Inapection

i1 Annual Report ldentification Information

Eor calanar pian year 2024 o« figeal plan year breginning 01/01/2024 and anding 0B/28/2024

A Ihis returnirepart ts for:

B Thils returnfraport is

C Check box if filiig undst:

a single-employer plan D & muttiple-employer plan {rot reuitiempioyer) (FPension Plan filers cheeking this box
ralet aftach Scheduls MEP. Other plans must altach = it of partcipating emplayar

information in accordance with the form instructions.}

D the first returnfreport @th‘e final refurnirepon
[l art amended return/repont @ a ghort plan year returrireport (less than 12 months)

E. Form 5558 D automalic extension lj {IFYC program

[] spetial extenislon (enter description)

£ If the plan is a collectivaly-bargalietd par, check here .. S D
lf thiz i a retronctively adopted plan permmad by SECURE Act section 201, check herg v ¥ ﬂ

Basic Plan Information—enter all requestad Information

13 Name of plan

1h Thrse-digit plan number

meliance Castle Pharmacy 401 (k) Flan Py * 001
4¢ Effectiva date of plan
Qr/01/2021
2a Plar sptinsor's mane {employer, if for'a slngls -aivployar p!an} 2b Emplover Identification Number {EIN)
Mailing sddfess (inchutie soom, apt., suite no, and street, or . C. Box} 45-2010810

Cilty ar fown, state o provinoe, couniry, and ZIP of toreign postal oode (i forsigh, see imastructions)
Reliznce Castle Pharmacy LLC DBA Castle Fharmacy

3605 Hozpital Road

Z¢ Spongor's tetephone numbar
200-723-1888

2 Business pode (ses instiuctions)

Suite D
Atwater Ch 95301 446110
3a Pian administalors hame and address 1] Same as Plan Sponsor. 3k Administeator's EiN

30 Admirlstrators telephong number

4 Il the name anddar EIN of he plan sponsor af the plan name has changed sinca the last retumirapent | 40 EIN

filad for thiz ptan, enter thie flan spoNsoTs NaMe, EIN, the plan wame and the plan number from the

fast returniraport: 4d PN
A Sponsor'y tame |
€ Plan Name
§a Total numiher of participsints af the bagININg of the PIAR YEAT .vsmee v iirres s oo Ga
b Total nuriberof panicipants af the:end of the plan year... 5b
{1} Number of participants with account balances s of the !:Bginnmg u:nf the p!em year (unly definsd Be(1)
contritiution plans compiste this BemT) ... eerveeepensaesen 2
©(2). Number of participants with acoount balanme‘- as uf tha end of lhe plan yas (c-nly def ned 5c(2)
pontfbution plans complete this item) ... ) 0
G(1) Total number of sative parficlpants at tha beg:nning of the. plan yes-. et e Sd(1) &
€l(2) Totat number of active paricipants ai the end of the plan year... . : 5d(2) g
@ Nuniber of participants who termineted empioyment diring the plan year wi‘th accrued heneﬁts; that 5o 4

were 18ss than $00% vested,..

naity for tha late or Im:um ata filmn uf thls retum!m

oart wm be aasassed unless reasnnable cause is established.

Under penatties of parjury and other penatties set forth in the instuctions, 1 dectare that | kave examined this refumfrepart, including, i applicable, & Schedula
58 or Scheduts MB mmplstad and ﬁigﬁed by 0 enrolled setuary, as well as the etecirenic varsion of this raturnirepor, and to the best of my knowledge and

\[N_[?@W Heelima Vanga

Date Erar naime of indjvidual signing 3 plan admisstrator
\. \ole MY \fﬂmﬁk : i f‘Z,Eﬂﬂ_ NOL g Y Ol

Signature of e

For Paparwurk Reducticn Act Notics, age the Inmcﬂons for Form S500-5F.

oyeriplan sporsor éa\:e : Enter name of individual sioning as smployar of plan Sponsar
Form S5G0-3F (2024)

1 :abeg 6SO960TE602  HOMA TOBO9ERTSZT 0L

v. 248511

Hd 8F:60  S202/%T/10



Forn 5500-8F (2024) Page 2

Ba Wers all of the plan's zsets during the plan year invested in efigitle assots? (Soe instructions. Yeer e etbvm st ety Yes D Mo
b Areyou clabming 8 weitver of five annuzl examiriation and report of an indapendant quallﬁed puh!lc acmunt:ant UQF’A)
under 20 CFR 2520.104-487 (Ses Instructions on waiver efigibility and conditons.}.... I Yes D No
if you angwared “No™ o either line 8a of fine B, the plan cannot use Form 55[10 SF and muat lnstaaﬂ uge Farm £500.
¢ Ifthe plan is a defined benefit plan, Is Tt covered undsr the PBGE insuranee program (5ee ERISA section 4021)7 ... D You DND D Not detertiinad
H “Yag" is chiacked, enter tha My PAA confirmnation number from the PBGC pramiua fi filing for this plan year_, . {See ibstructions.)

7  Plan Agssts and Liablities {a) Beginning of Yaar _ (15} End of Year
A Total plan SE8etE .. s 81, 605 0
b Total plat Habilities. e e ek
G Net plan asgsts (subtract line 74 frotm line 7a).... 81,805

B income, Expenses, and Tranglers for this Plan Yeay {a) Arpount
a Cotiibutinne received or retatvable frorm:

(1) EMPIOYETE v iori i ot i Ba{1}
{2} Parficipanis.., 8a(2}
(3) Chhers {mmu;:ﬂng ro'lmvars} Bafd)
b CHher INCOME (98B}, cweerteocrs i i ooy o 8k B, 786[
& Total income (add lines Bﬂ(ﬂ aa(z) aa(s} and Bb) ] s | ‘
d Benefits paid [Inciuding direct milqvem arid InSWrAnce prﬁm[ums
to provide benefits)... e beceeeatanfie e 1 e B
5 Gertain deemed andfor carrective dlstributions (see mstruaﬁuns) . &e
f  Adminisirative service providers {salaries, féos, commisslons)..... af
O Other expanses,,.. reee et e e e e T 8y
h Total expenses (add Hirdh Bd Be, Bf, and Ba}... &h
I. Mot incorie (loss) {subiratt line 8h from fine ar.;).. Bi
| Transfers to {from) the plan (zes instructinris}.‘,\........_.,_.,,. 8]

¢ Plan Characteristics
9&, !f the plan prevides pansion banedts, =nter the applicable pension feature tedes from the List of Plan Gharacteristic Codes in the tnatructions:
2y 2@ 27 2K 2T 3B 3D

by |if the plan providés waliate benafite, enter the applicable weifare feature coded from the List of Plan Gharacieristic Godes in the instructions:

\Pair ¥ Compllance Questions
10 During the plan year: Yag | Ne At

& Was there a fallure fo tranamit ko the plan any participant contribufions withir the time period
dascribed It 20 GFR 2540,3:1027 Conlinue fo answer "Yeq" for any prior year failures unti Tulty

somected. (See nstructions and BOL's Voluptary Fiduclary Cormestion PrOGRam) ....weccccrsconce | 108 X
b Were there any nanaxwpt transactmns with any partywin—intarasl”? {De not include transactic-na
reportad &n king 108.).... OOV psv el ML X

¢ Wasthaplancnveredbyaﬁdalitybmd'? e | & 20,000

d Did the plan have a loss, whether or natreimbursad by the plan 5 ﬁdeliiy hond, that was caused
by fratd or dishanesty? .. e emtavnag e emen e s - [T I | X

& Ware any foas or mmmlmons paid to any hrokers, agaﬂis ar other perzons by a0 insurangs
carfar; insuranoe Service, of othur organlzatjcxn that pmvides apme or 8l of the panefits under

the'plan? (See instructions .. 10g
f Hae the plan falad o pmwje any hanaﬁwhen due uider the pIEnT e | 408
g Did tha plan have any participant loans? (f “Yas " enter amount as of yaar-end.j ... e | 0G5
Iy ifthie is an individual aecount plan was there a blackout periad‘? {See mstructions and 20 CFR
2520,401-3.) ... — 10h
i Ki0hwas answered “‘Yes. hack the b i youd eﬁher prcwided the reqwred potice of ane mf the
axceptions to providing the notics applied under 28 CFR 2620.301-3..., ey B L

2 abeg 6SO60TEG0Z HOMI TOBO9ERTGZT: 0L Hd 8%:G0 Ge02/%1/T0
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Pension Funding Compliance

11 Is this a defined benefit plan subject fo minimum funding fequiraments? (K "Yes,” see instructions and complets Schedule S8
{Form 5500} and lines 11a and.t below. } i this iz a defined contibutiot pensicn plan, teave e 11 blank arid complete lina 12 D Yes [] Mo
DUV o ooor oo rvuns m e oot ces vy s e S OO ST U OO OO OO P P ST P SO PTIOY
A Enterthe unpaid minimum requited cantributions for aff years from Schadule SB (Form 5500} ne 40 . ‘ 112 l

b PRGC missed contribution raporting requiraments. if the ptan is covered by PRGOC and he amaunt reported on line 11a is greater than $0, has PBGO
been notified s required by ERISA sections A043(c)(5) andior 303(kN4)? Check the appiicable box:

D Ye.

D No. Feporting was waived under 26 CFR 4043.25(¢)(2) bacause sontributions egual ic of exceeding the unpaid minimun requited canttibufion
" ware mada by the 30th day after the due data.
D No. The 30-day period raferencad in 28 GFR 4043 25(6)(2) has not yet ended, and the spanaar iriterida to maka a contribution equzl to of
axceeding the unpaid minimum required cantribution Dy the 30th day sfer the dus tale.
D T, Other. Provide explanation

12 | inis a defined contribution plan subject to the rrlnimuen funding requiremerts of section 412 of the Cade of section 302 of
ERESA? D Ves No
(If "¥es." carmplete fine 12a or ines 12b, 120, 12d, and 12e below, a5 apphcabla.) If this i 2 defined henafi pansion plan, teave
tlines 12 blank and compilete line 11 abave,
& IF & waiver of the minimam funding atandard for a prior year is being amottized in this plan year, s instructions, and enter the date of the leltsr ruhing

PANHNG 1V WV, Lo ooty i e S i e cermzz: WA Day Year
if you complatad line 12a, complete lines 3, 9, s 10 of Schedule ME {Form 5500}, and skip to line 13.
b Enter the minimum requited cortrbution for this PSR YR oo e s o s s 1Zh
C Entsf the amaunt contributed by the empleyer 10 thie plan for this PRN YEAI e g e o 1ie
o Subtradt the ameunt In fine 12c from the amount in fine 120, Enter the result (enter a minus sign to the leftof & 124
__ﬁgaﬁver amount}
& Wil the minimut funding amount reported on fine 12d ba met by the funding deadiine? ... D Yes D Mo D NA

Pian Terminations and Transfers of Assets

433 Has g resolulion f0 terminalé e pian been adopiad n sy PIAN year? .- e Yes [ ] Mo
2 I “Yes.” enter the amount of any plan assels that reverted to the amnploysr this YEaF o 13 o
b were all the plan azsets distibutsd lo participants o heheficiarias, tansfered 1o anothar plan, or broeught under the @ Yes D ro
comtrol OF the PBGG? v v vz e e st - rrms et re s

G If, during this plan year; any axsels of tabliities were transferred from thig plan ta anagther plenis), identfy the plan(s) o

witlch agsets or abiiies ware fransferied. {See instructions)
13c{1) Name of plan(s): 130(2) EIN{s) 13e{3) PN(s)

| IRS Compliance Quostions
{4a Does the plan satisly ke coverage gntt nondiscrimination tests of Code sections 410{b) and 401{aj4) by comtiring thls plan with any other plans under
the permissive ajgregation rules? I ¥es @ No
14D If this is a Goda seclion 401(K) plan, chack =il boxes thit apply to indicate how the plan is intended to satisfy he nondiseritinztion requirements for
employes deterrals and employer matching contributlons (a2 applicable) under Cade secfions 4H{k}3) and 401{mi2

@ Desigh-bassd safa hatbor mathod
D “Prigr yeas" ADP test
D utnrrant year” ADP test

[] o

16  if the plan aponsor fs an adapter of 2 pre-appraved plan that recalved 4 favorable IRS Opinton Letier, enter the date of the Opinion Leller 06/30/2020
(MADDIYYY) and the Opinion Latter sedal numbey Q703836a

¢ :abeg 65960TE602 HOMA TOBOOERTSZT 0L Hd 8%:60  G202/%T1/T0



