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Revenue Code (the Code). 
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2024 

This Form is Open to 
Public Inspection 

Part I   Annual Report Identification Information 
For calendar plan year 2024 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 (2024)  

 v. 240311  

01/01/2024 12/31/2024

X

ACE PROSTHETICS 401(K) PLAN 001

04/01/2017

4971 ARLINGTON CENTRE BLVD. 
COLUMBUS, OH 43220

06-1787713

ACE PROSTHETICS, INC.
614-291-8325

446190

X

5

5

4

4

5

5

0

Filed with authorized/valid electronic signature. 01/22/2025 JOHN HAYS
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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

807757 997712

807757 997712

13720

68440

107795

189955

0

189955

2E 2J 2K 2F 2G 3D

X

X

X 100000

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__________. 

 

1

X

X

X

X

X

Q703979A
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For 2024 o. frscal 01 2024
A Thi8 retunvrepod is ror: E a single-employer ptan t]

B Thi8 retur repon is I ure frx retumlreporr ! tne mat r6tum,/Eport

I an amenaeO retunVrelort n a shod plan year rBtum/rEport (b!s thsn 12 months)
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Short Form Annual Retum/Report of Small Employee
Beneflt Plan

This bm is requirBd to be filed under sedions I 04 and ,tO6S of the Emptoyee Retjrernent
lncorne Seorrity Ad of 'l 974 (ER|SA), and sedions 6057(b) and 6OSg(a) ;f th€ lntemat

RevBnrre Code (the Code).

F 5500sF.) all or rioa ln wath tho
Part I

01 t22 31

Part ll
1b Thre€-digit plan number

5a

5b

5c(r)

5c(2)

5d(1)

5d(2)

56

E r this is a

Basic Plan lnfomation---€r{er att

la Narne o, plan

Ace ProstheLics 401(k) PIan

SECURE Acl sedion 201, check here

information

n

001

lC Effeclive date of plan
04/ ot / 20t'7

2a Plan sponsods narE (enployer, if br a sirEleimployer plan)
Mailing addGss (indude room, apt., suito no. and Et 

"et, 
or P,O. Box)

Cily or tovm, sttto or provinco, county, and ZIP or forEign pGtal code (if torrion, se6 insfructions)
Ace Prosthetica, Inc.

2b Employer ldentificstion Number (ElN)
o6 -L7477 L3

2c Sponsois telephone rumber
614-29L-832s

49?1 Arlinglon Centre Blvd. 2d Bwiness code (see instrudions)

Columbus olr 43220 446L90
3a Phn administ alois nanE and add.ess Same as Plan Sponsor 3b ndministratorsEtt't

3c Administrato/s telephone number

4 f fl€ name and/or EIN of tha plan spomo. or tho plan mme ha8 dlanged since the l8st returdrsport
fibd for thi3 pl8n, enter th€ plsn spomofs nari€, ElN, th€ plan name and the plan numbor from tlte
last retunvrcport.

a Sponsois name

c Plan Name

4b ErN

4d PN

5a Totslnumber ot participants at lhe beginning ol the plan year........

b Total numbor ot participanb 8t lhe e.d of the plan year...............

c('l ) Number of participanB wlth account balances as of the beginning of th€ plan year (only defined
cootribution plans complete this item)............

c(2) Number of pa.ticipants with sccount balsnces a8 of tie end of the plan year (onty defined
co.rtdbution plans complete this item)............

d('l ) Total numbe. of active pa.liciparts at the beginning of the plan ye8r................................................

d(2) Total number oI adive paiicipants at the end of the plan year....

e Number o, participanE who terminated employrngnl during the plan yea. with acqued benefts that
were less than'100% vest€d.............................

Caudon: A Den tty for tlro l.to or lncompleto f,llng ol thlr lgtlr roDort will bo a!8o8sed unloaa ralaomblo cluao b oatlbllthod.

5

5

4

5

5

Fo. Prperwo* R.ductio.r Act Notkr, aac th. ln.tucfonr ior Form 65O0.sF.
v. 2.0311

0

Under ponalties of periury and other penallieg get forth in the instrudions, I dedare that I have examined this return/repon, induding, it applicable, a Schedule
SB or Schedule MB and signed by an en.olled aduary, a8 

'.!.gll 
a8 the eledronic version of thB retu.rvrepo(, and to lhe best of my knowtedge and

J)r.{" tlplz.*- JOTIN HAYSslGI
HERE

Siqnaturo ot Dlan .dminEtr.tol Oate Enter name of individual sioninq a9 Dlan administrator

Siqraturo ot em9loyor/Dlan lponlor Date Enter narne of irdividual sioninq as emDlover or glan soonsor

Thl! Form i! Opon to
Publlc hp.cdon

4
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lxeae

5500-sl



Fom 550GSF (202,1) Page 2

6a \ Jbr€ allofthe plan's asseb duirE the plan ye8r inv€iEd in eligible 8ss€ts? (See instrudions.)........................
b &e you daiming I waiver of the annual sxamination and rEport of an ind€pended qualified public accountart (IOPA)

unde( 29 CFR 2520jU$? (Se€ instrudions on wai\lc, eligibility and corditions.).........................
It you .n urltd 'ilo" to elth.r llrE 6a or llm 6b, th. ptln c.nnot uro Fo.nr 55ql€F .nd mutt in i..d ua. Form 5600.

C lf the plsn is I defin€d beneft plan, is il coverBd under the PBGC ircurance program (soo ERISA sedion aO21)? ...... I Vas [ ruo

lf Ye8' is ctEcked, erier th€ tty PAA confimstion number frofi fle PBGC prBmium fling for this plan yea

fives!No
Ives!No

! Not oaemneo
(S€e inslruclions.)

(a) Boslnnim of Y..r
7. 807 ,751
7b

7c BO7 ,757
(.) Amount

8!(l ) t3 ,720
8.(2) 58 ,440
8.(3)

8b ro7 ,'195
8c

8d

8e

8t

6q

8h

8i

o
Part lV

P.rt V

t0a x

r0b x

10d x

lO,e x

l0f x

1os x

l0h x

EfiIIII

II
IIIIII

Financial lnformetion
7 Plan Assets and Liabilitirrs End of YcEt

a Total asSets

b Totat liabililies

G NeT assets line 7b ftom line 7

8 lncorne and TrarcteG for thh Plan Year T

a ContributionE rcceived or roceivable from:

nts.

Others rollovers

b other income

c Totalincome lines 8a 8a and 8b

d Benefits paid (irduding dired rollovers and insurance prBmiums
to benefts

e Certain deemed and/o. conedive dist ibutions instrudions

f Administrative seMce salaries

other

h Total add lines 8d 8f and

I Net incorne line 8h from line

I Transbrs to (from) ths plan (ss€ irt9trudions)

Plan Charactorbtlca
9a f tha plan provides ponsion borEfts, enter ih€ appllcable p€nrion tuat rB codes ,rom the Lbt o, Plan Ch8racterBtic Codas in lho instrudions:

2E 2J 2K 2F 2G 3D

b It the plan provides weltare benefits, €nter the applicabls $,elfare feature codes from the Ust of Plan Charscte.istic Cod€s in the instrudions

Com lianco Questions
10 the Amount

a Was there a t ilure to transmit to the plan 8ny participant contribdions within ttl€ tirne pe.iod

desc.ibed in 29 CFR 2510.3-102? Co.tinue to ansv,Er Yes' for any prior year failurss until fult
Corredion

P8

99'7 ,772

99't ,712

189, 95s

0

189,955

100, 000

crrrecled insttuctions and DOL'S

b Were there any nonexempt trsnsaclions with 8ny partyinjnteresP (Do not indude transadions
reported on line 10a

c Was the plsn cover€d by a fdelity bond?

d Did the plan have I loss, whether or not reimbuEed by the plan's fdelity bond, that was caused
traud or

I \ re€ any fees or commBsions paid to any brokers, agents, or other p€rsons by an insurance
cari6r, insurance service, or other organization ihat p.ovid$ 8om€ or all of the benefits under
the See irclru.tions.

f Has the plan hiled to pmyide any benefit whcn due under trle plan?

g Did lhe plsn haw 8ny participant loans? (lf Yea,' enler amount as of year-end.)

h I this i8 an indiv*rual account plan, was there s blacko{n period? (Sea instrudions and 29 CFR
2520.10't-3

I tf 1Oh uras anru,errd Ye.,".tEck the box if you eithcr provid€d the rrquired notice or one of the

rEm)

to the notice ied under 29 CFR 2520.101-3

lvclm

xl

t0t

l,o"
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Ponslon Fundi lianco
I I 18 this a d8fined benofit plan subjad to minimum tunding rsquirBmerts? (1, Y6," s€€ irctludiorls and complete Sdlodule SB

(For 5500) and linee 1'la ard b below.) lf $is is a defirEd conbibutioi p€nsion plan, leaE lino 1l blank and comdete line 12 Ivee!ruo
a Enter the minimum uircd contribulions for all from Schedule SB line 40

b PBGC mbaed contdlution repodng ]oqullgrl9nts. lf the plsn is covercd by PBGC and ti€ amount raported on line 1 1 8 is greater than $0, has PBGC
been notfi€d as ,€quired by ERISA 8€diolts 4043(cX5) andlo. 303(k)(4)? Ct€(t the applit:atb box:

I vee

I No. n"poairq *r" vrsiwd undor 29 CFR ,0043.25(c)(2) b€cause contibrrtions €qual to or oxceeding tha unpatu, minimum rBquirEd cortribdion
wBrB msde by tie 30th day aier tho du€ dab.

fl Uo. fne SOaay period rsbrBncsd in 29 CFR 4043.25(cX2) has not yet ended, and ths sponsor iniands to make I @ntribution equal to or
excEedirE the unpail r nimum BquirBd contribution by the 30ttt d8y aier the du€ d8te.

No. Other. Provide oelanation

E

l2 ls tlis a defned contibution plan subjed to the minimum tunding requirernents ot sedion 412 ol the Code or sedion 302 ol
ERrSA?......................
(tf "Yes," complete line 12a or lane3 12b, 12c, 12d, and 12s below, as applicable.) lf thB is I defined bensft p3nsion dan, leave !v"s[ru0
line 12 blank and @m line l l above

a lf a lyaiver of lfE minimum funding standsrd tor a prior year is bsing amortized in thk plsn year, see irctrudions, and enter the date of the l6ter ruling
Month Year

tf ou lino I lin9! .nd l0 of Schodule 1*B .nd to lino 13.

b Enter lie minimum uiGd contribution for lhis

C Enler the amount contributed the to the tor this

d Subtract lhe amount in line 12c from the amount in lirle 12b. Enter tle reqil (eoter a minus sign to the bfr of 8
ative

e V\6ll the minimum tunding arnour reported on line l2d b€ mel by fle tuMing deadline? I ve" INo D N/A

Plan Tormination3 and Transfe1r of Aasets

134 Has a lBsddion to brm,mte tp dan b€en adod€d h any dan ye€, No

alf " enter the amount of asg€ts that reverted to the

b \ /ere all the plan asseb distributed to participanls or beneficiari€s, trsr}3fefied to anoltrer plan, or brought under th€ !veafimPBGC?,,,,,,.,.,,,,,,,,,,,,,,,,,,,

C lI, during lhis plan year, any assets or liabilitiG r.\,ere transbnEd from lhis plan to another plan(s), identi, trle plan(s) to

12b

12c

12d

Yes

l3a

1

which assets or liabilities were t-ansEned. instruclions.

Name of

IRS llance Queationg

1

l4a Does ths plan Batisry fte coversgo and nondiscrimin8tion testre of Code sedion3 410(b) and,a01(EX4) by combining this plsn with aIly othe. plans under
th€ lormissive aooreoation rules? fi Yes fl No

l3c(2) EIN(s)

Part Vlll

l4b f this iB a Code ssdion 401(k) plan, cfieck all boxes lhat apply to indicsE hov, tho plan i8 intended to satisfy the nondiBcrimination rEquirements for
employee debrrals and employsr matcfiing contibutiooe (as applicabb) under Code sediort3 ,|{)1 (kX3) 8td i+01 (mX2).

I De3ign-b8s€d sab harbor method

fl 'Prior yeaa AoP te3t

! "curEnt yeai ADP lest

IHn
't5 lfthe plan Bponsor is an adopter

(MtiADO/YYm and lhe Opinion
ofa prs-approved plan that received I favorable IRS Opinion Letter, enter lh€ date of tlle Opi
Letter s€rial number O'7 03979a .

nion Leiet 05 / 3O / 2020

I Part vt

orantino the waiver. Drv

I P"rr vu


