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 12/31/2024

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 D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, CheCk 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
SAMSON MEDICAL, P.C. PROFIT SHARING PLAN PN) D oot
1c Effective date of plan
01/01/2002
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) 20-3758889
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
SAMSON MEDICAL. P.C. 2c Sponsor’s telephone number

718-327-8458

2d Business code (see instructions)

545 CENTRAL AVENUE
CEDARHURST, NY 11516 621111

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 6
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 8
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 6
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) 8
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 5
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 6
€ 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. 03/01/2025 ISRAEL SAMSON, MD
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 1933175 2208725
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 1933175 2208725

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

(1) EMPIOYETS ..voioeiieeeeeeeee e 8a(1) 86330

(2) PartiCipantS..........cccceeeiuuueeiiee e 8a(2)

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 189616
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 275946
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 396
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 396
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 275550
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:
2A  2E 2F 2G 2T 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 200000
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 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............

D Yes 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).

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

N/A

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_ Q703912A
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Form 5500-SF ‘Short Form Annual Return/Report of Small Employee OB s, L e
Dpaimacl e Tosary Benefit Plan : : ——
Imiemiad Raveinte Service This form ls required to be'filad under sections 104 and:-4065 of the:Eniployee: Retirémisnt. 2024

"Depertmentof Labor: ‘Income Security Act of 1974 {ERISA}, and sections 6057{b}and 6058(a) of the'Internal S o -
Empsiyns Hamdis Mmﬂm Revenue Code {the Cods). T%‘:&?&%f DP";'“‘“
Patwlon Defeft Guntaly Comorsiot » Compiote.all entrias in accordance with the Instructions to the Form 5504-SF. ’ ' ‘
Hpatis] Annual Report identification Information
Farcalandarglanxgarzoznﬁnrnscalplanyearbmrmg 01/01/2024 and ending 12/31/2024
A THis raturnftisport is for: @ A single-employer plan. D a muttiple-emplioyer plan (notmuliemployer) (Pension Plan:filers checking: this bax

st attach Schediile MEP. Other, plans must attach a list.of participating employst
Triformation in-accordance with the form instructions.)

B This refumiraportis: [] 4he st retumrepert [the fina returmireport

[] #n amendad:retumireport | |:a short plan year returnireport fless than 12 moriths),

€ Chack box if Rling undér: [ Form 5558 [Jautamatic extansion
spen{al extenslon (anter: dascrjpiian);
D itha plari i & collectivaly-bargalned plan, tHECKHERS: v.u.r e wcrie

E If thig bs:a rettouctively adopted plan permitted by SECURE Act seclion 201, chieckberm. .o

D BFVE program

[
2 []

ek Basié: Plin Information—oster all tequested information

4a Name.of plarr

1bh ‘Three-digit plan number

SAMSON MEDICAL, P.C. PROFIT SHARING PLAN PN) > oc1
2 ¢ Effactive dateof plan.
01/01/2002
24 Plen sponscr’s name {emplayar, if for &, single-employer plan} 2b Employerldentification Number (EIN)
Mailitg) nddress (nckide nooim, apt., sulte no: and stfaet; or #.0. Box} 20-3758889

Clly aritown, siate or province, country, and.ZIP or fnreign postal code {f Bralgn, see Instucions),
SAMSON MEDICAL, P.C.

545 CENTRAL AVENUE

CEDARHURST NY 11516

2¢ Sponsorsislephane number
718-327-8458

2d Business code {seeilnstrucions)

621111

3@ Plan administrator’s name and address || Bame.as Plan Sponsar,

3b Adminisirator's E.

3¢ Administrator's telephone humber

"4 Ythename.andior EIN of the pian sponsor or the plan name-has chianged sirice the lastretumireport | 4B EIN S T '
fileidifor this plan, enter the plan sponisor's fizme, EIN, the plan namie:and thie plan number frém the
last sefurnfeeport.. 4d PN
a Spolisoyr's hame
€ Pian Name
Sa Tum Aumbetof partldpamsa!. ths begmning ot the p1a.n year Ga 6
b Totlnumbér of particigants at the end of the plan year 5b 8
{1} Nutwber of participants with account balances as'of the begmmng af the plan year (only- daﬁned Scit)
cintibiition: Slans eOmplElEthIS HERY . s misssin s smmrsassrssis e v 6
¢(2). Nismber of participants with account balances as:af the end of tha pfan yaar {only det‘m&d 5¢(2)
Cﬂl‘ﬂﬂhlﬂiﬂn‘{ﬂmwmplﬂtafhis ﬂem)m T R Te e T L L T B P PR R AT ST ) Meraesiqre 8
(1) Total pumber of active particlpants atths heg!nrﬂng of the plan year;, - 5d(1) 5
d{2) Tolatnumber of active participants af the and ofthe plan year §d(2) 6
@ Numberof parlfcipants who terminaled emplaymentduring the plan year with accrued beneflfs that 50
wera fass than 100% veBiad......ccuwiomias prantsasesnssassnimnsaris i ssnes e ns e s o
Caution: A panaity for the late or Incomplats filing of this raturn/report will be assessed uniess reasonabla-cause is established.
Under penalties of pecjury and other penaltas getforth in the Instructions, | declare that | have examined thlz:returnireport, Including, if applicable, a Scheduls
Sﬁ oF Schaﬂl.ﬂa MB mmpletedan dgsigned /?an enrolied actuary, as well as fha alactromcverslon of this tetirnfrepart, andto the bestof my knowladge:and
s ie z — i
//(./ j[(}Q, ISRAEL SBMSON, MD
Dale Enter name of individual signing as plan administrator

aﬁ,’miof‘a hnloyer/p lan sun’am' Date

Enter name of individual sioning as et

v, 220311

Tonm 5500-5F (2024),

R 3




Form.5500-SF(2024) Page:2

63 Were:all of the plan's:essats during the plan yearinvested in eliglble 8588157 (S86 INIUCHONE. v cccrrrrsmmrressererr , : @ Yes 'D No:
B Are yourclaiming aweiver of the annual examination and report of an independent qualified pubﬂs: accauntant {1aPa) Vos [] "
s ] o

nder 29'CFR 2520, 104-467 (See Instructions on waiver eNgibllity ang COnBIIONS.).ssmimss s izt s -
I you answerad “No” to elther line 5a or tine 8b, the plan cannot use Form 5500-SF and must mateau usa Form ssoo,
€ ifthe plan’s adefined benefit plan, Is t covered under the PBEC nsurance program (sea ERISA seclion4024)? ,.»..[ | Yes [No [ Not determined
If*Yes" Is checked, enter the My PAA confirmation number from the PBGG premium fing forthia plamyear. . ... o oo o (Sen instructions.)

Rt Financlal Information

7 _Plan Assets and Lisbififes e} Beglnnkig of Yeat (B}End of Year _
e B (oL S OO O R 1,933,175 2,208,725
b Toial platt fabiifies 0 . .
€ Nei plan assefs (subiract Ins 76-Sr0m NS 7Yoo reeenee 1,933,175 » 2,208,725
B Income, Expensas, dnd Transfars for this Plan Year {a) Amount ' TGl

A& Conltibutions receitred orreoeivabla from;

[1) EMPIOYETS c.ocivrresmcessem e s e Ba(1) 86,330
[ . Ba(z) |
{3) Others {incltiding roliovers) e | B(3)
B Other income floss) sy 189,616
G ‘foial income {add linea8a(1), 8a(2), 8a(g), and ﬁh} s | Be 275,946
d Benafits paid {ctuding ditdct roliovers-aind Tnstiancd prenﬂums :
10 IOV DORBIES]. s cassessasscns o R 8d:
B _Certain deemedandlor corrective distibutions (see instrucﬁons). Be:
f Adminlitrative:setvice providers (salaries, fees: commissions)..... | 8¢
__ Otherexpenses....o. o 8g. B
11_Total expenses fadd ines 84 e, BT, and Bg)—oo o §h 396
i Netincome {loss} {subiract line 8h Trom e BE).w. .. cowioune gi 275,550
§ Transfers to:{from} the plan {see instructions) ... 5 PR

[FE55 1V Plan Characteristics
S& [if the plan proviies pension benefits, enter the-applicable pension feature cades from the List of Plan Gharactertstic Codes fry the:instructions:
2A ZE 2F 2G 2T 3D

b [irthe plan pmovides wetfare benefits, snter the-applicable-welfare feature: codea from the List of Plan Characieristic Godes. I the Instructions::

] Compliance Questions
10 Diiting the-plan year: Yos: | No Amowni
@ Wasthere afallure to fransmit to the plan:any partfcipant contributions within the time period

descrived In 20 CFR 2510,3-1027 Cantinueto answer “Yes*for any prior year failures unti fully

comected. {Ses Instructions and: BOL's Voluntary Fiduckary Carmection PIogram)...cu..mimia: | 108 X
b Werethera any nonexerpt transactions wilh any panydniinterest? (Do notInclude transactions |

regorted-an ling 70a:) — ' 10b X |
€ Was the'plan coversd bya ﬂdelitybond? b it i | 4D | X 200,000
o Did this. plin have a Ioss, whethier or not'reimbiirsed by the plan’s fidelity bond, that was caused | "

by fraud or dishohésty? : ederian e enat evssrurehvatan e .- | 10d
8 Wereany feesor commissions paid to any hrokers; agents, ornther persons by an insurance. |

camier, nsurance service, or other arysnitzation that provides some or all of the beneffs undsr | %

“Wis:plan? (Sea fnstiictions.).... | 108
¥ Has theiplan falled (o provida any bertefitwhen dus tnder e plan? ... — ] 4o¢
4 Dk the:plan haye any:parlicipant loans? (IE"Yes,” enler amount a8 6 YEAr-BRE.} ... amersomassorns | 10g
h Tribisis an Individual-aceonnt plan, was there a blackatt period? {Sae Instructions and 20 GFR |

2520.101-3.) - 10h.

I 1t10hwas arawared *Yes,” checkihe box i you- aither prmnded the required fotice or gtk of ths |
exceptions to providing the notice appliad under 29 CFR 2520.101-3.. wseh . 101




Form:BS00-5F {2024): Page3- 1 !

Pansion ‘Fundlag Compliance

7 ihls 4 dafined bensfit Rl subject to. mintmin finding requirements? i ~Yes,”see instructions.and complete Schedide SB.
{F!azm 5500).and fines 11a and b below.} If this 1s a defined contribullon:pensien plan, Jeave Ine 11 blank and complete iine 12:

[ ves [ mo

3 Enter the unpaid minimlim requirad contriblitions for-alt yeadrs from Schedule 3B (Farm 5500 line 40 ........... l 118 I

Ed

b ‘PRGE missad contribullon raporting requiremants. i the ptan is.covered by PBGC and the:amount repuned oniline 11 ks greater than:30, has PRGC

beeﬁl npolifisd.as required by ERISA sections 4043(c)(5) and/or 303{(k){4)7 Check the appifcable: box:
Yeus.

[] No. Reporiing was walved under 20 CFR.4043.25{c)(2) becatss contribitions equal to erexceeding the unpaid minimum fequired contribution

were made hy the 301h day-aﬁnrtha dua daﬁa
L] Ho: Thie30-day:
excaeding the unpald mlnimum mqu:radmntrﬂsmxnn bythe Smh day aﬂertha due dale.
D Ne: Other. Provids explanstion

42 Isthis-adefined contribttion plan subject to'the minimumunding requirements of section 412 of the Gode or section 302 of
ERIEA?

' - .
‘7%}‘}% 27" e {lfYes,complate line 123 orlines 125, T2c; 124, and 42a below, as applicable.} fthisis a deﬁned benefit pensmn plan, leave

b ‘gé},nn,i%;_‘.“.-nnﬂz blarik:anid complete-line. 11 sbdve, ..

I:] Yes B No.

A 'z walver of the minimum funding standard for a prinr yearls being srmnizsd ir: !his plan year. seg instmahms. and enter the d,ateoftha letter ruung

.. grarting el Walver. ... ... Month: Day. Yeéar
yii-sompleted lina12a, comiplete Hines 3, 8, and 10.of Schedula MB:(Form 5500),.and akig mnne 13.
B Enter s minlmum required cantribution rihls planyear s iyt i b i R .| 12b
€ Eritar the amaouat contributed by thi employerito the plan for this plan yesr - t2c
o Suhtact the.amounit in line: 126 from the: am:mm in line: 12b; Enter tha resuft: (en!er a;minus slgn i ﬂla leftofa 12d
_ g@ﬂve amourd) . . sagmse T

. 0 ve

B DM} DNIA

'13a Hassmdtﬂmbtmminateﬂmplanbmadoptadmwplmyaaﬁ Yes @ No
a_l "’Yes‘ siter the:amoint of aily plar assets that feverted to The employer this year. - 13a o
b WEIB all me plan assats. distribited to: participants orbeneﬁdafias, lmnsferred to.another plan, orbrought upderihe D Yes E No
otntrol of the PEGCT....... T T — T B

¢ If' dl.mng 1his p]an year, any-assels o !fabilfhes were. trartsfened fromll:ns pian o ancther plan(s}, identify iheplan(s) ta
i whbh agsets or lisbilities were ransfemed. (Seeinstuctions.).

et 48c{1) Name of plan{s): 13c(2) EIN{s)

13c(3yPNs)

“ [Partvifs] IRS Compilance Questions

the:penmissive.aggregation ruies?| | Yes [{] No

144 Does tha plan:satisfy fhe coverage and nundiscrimlnahnn tesis of Code:sections-410{b) and 401{a}{4} by combining this plan with any.qther plans undsr

" 14b tinsls s Codusecton 201{k) plan, check all boxss thatapply to indicats How the-plan Is Intended:ta satisty the nondiscrimination requirements for

-empiloyes defernls.and employer matehing cantribulions [as applicable) under Code sectons 401(K)(3) and 484{m)2).
{] Dewign-basedsate harbor methiod

D *Brior year ADP lest
D *Current year ADP tast

® na

15 1t the-plan sponscrisan adopter of a.pre-approved plan that recaived a favorable: IRS Opinfon Lefter, anter the-date.of the Opini
{MM/DDAYYYY} and the Opinion Letter serial nurmber §70291 2a

on Letter 06730/ 2020 _
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