Form 5500-SF Short Form Annual Return/Report of Small Employee OB Nos. OO

Department of the Trea;ury Benefit Plan
Intemal 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
INTERNAL MEDICINE OF THE WABASH VALLEY PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
01/01/2003
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) 35-2156552
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
INTERNAL MEDICINE OF THE WABASH VALLEY C Sponsor's telephone number

812-235-7252

2d Business code (see instructions)

1600 E. SPRINGHILL DRIVE
TERRE HAUTE, IN 47802 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 S
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 5
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

- T 5¢c(1) 4
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) 4
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) 5
€ 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. 03/17/2025 LYNN STOCKRAHM
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 397450 447529
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 397450 447529

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) 1810

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 2473

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 48758
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 53041
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 2962
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 2962
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 50079
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:
2E 2G 2J 2K 2R 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 100000
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.ccccccvueuene 10g X 57166
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




Form 5500-SF (2024)

Page 3-| 1

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............

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).

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_ Q703191A




Form 5500-SF

Depariment of the Treasury
Intgrnel Revenue Service

Department ef Labor
Einployee Banefits Security Adminisiration

Penzlon Bansflt Guarenly Compuration

Short Form Annual Return/Report of Small Employee OMB Nos. 1210-01%0
Benefit Plan : -
This form is required to be fllad under sectlons 104 and 4065 of the Employee Retirement : 2024
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a} of the Intermal ] R
Revenue Code (the Code). This Form is Opean to
Public Inspection
_} Gomplete all entres In aceordance with the insteuctions to the Form 5500.8F,

[ Part! | Annual Report Identification Information

For calendar pian year 2024 or fscal plan year bengning 011’0112024 and ending . 172/3172024.

A This returnirepon ls for;

B This retum/report is

C Check box If fling under:

l):(] a singla- empzoyer plan [:l a multlple—amployer plan {nat multiemployer) (Penston Plan fllers shecking this box

must attach Schedule MEP, Other plans must aitach a list of particlpating employer
information in accordance with the form instructions.)

[] the first returnireport [Jthe finai returnsceport
|:| an amended returnfreport [] a shott plan year returnfrepon {less than 12 months)

[] Form 6553 [ ] automatic extension [] rve program
[] special extension {enter description)

D If the plan is a collectively-bargalned DI, ChBGK NBIE vuewwsivsicrems entsdiviecs ioniosecivsns AR L a2 R L4 |:|

E if this = 5 retroactively adopled plan pemittad by SECURE Act section 204, check here

i Part Il | Basic Plan Information—enterauraqueslad infarmation

1a Name of plan

1B Three-digit plan number

INTERNAL MEDICINE OF THE WABASH VALLEY PROFIT SHARING PLAN N 001
ic Effective date of plan
) e S 04/01/2003
2a Pian sponsor's name (employer, if for a single-employer plan) ' 2b Employer \dentiflcation Number (EIN)
Mailing address (include room, apt., suite no, and street, or PO, Box) 35-2156662
City or town, state or provings, country, and ZIP or fareigh postal code (if forelgn, see Instructions) . Spon s tolonh "
[NTERMAL NE OF THE WABASH VALLEY sors lelephone number
MEDICINE OF T - : (B12) 2367252
2d Business code {see instructions)
1600 E, SPRINGHILL DRIVE 621111
TERRE HAUTE, IN 47802 )
3a Plan administrator's name and address EY]Sama'as Plan Sponsor. : 3b Administrator's EIN

3¢ Administrator's telephone number

4 ifthe name and.’or EIN of the plan spongor or the plan name has changed since the last returnlreport 4b EIN

flied for this plan, enter the plan sponsor's name, EIN, the plan name and the plan rumber from the

last refurnfreport. 4d PN "
A Sponsor's name
¢ Plan Name
8a Total number of par'tl':':ip'arulié at thé beginning of the plan year ... ke e e Rt i Sa
b Totai number of pasticipants at the end of the plan year ... s i 5b
¢(1) Mumber of participants with account ba!ances as of the baginnmg of tha plan year (only daf ned 5¢(1)
contributlon plans complate this IBM) v it sk bk T 1 s s g 4
©{2) Number of participants with account batances as of 1he end of the plan year (only def‘nad 5e(2)
contribution plans complate this H8M} e erress e PPN RS IR L 4
¢{1) Total number of active perticipants at the beglnmng of the plan yeur ... ORI I - (| I _ ... &
d(2) Total number of active participants at the end of the plan year .., ..... : 5d(2) 5
& Number of parlisipants wha termmated empluymentdurmg the plan year with accrued beneﬂts that o Se ' ' '
were o5 than 100% vaster i i io ihieg (i s 0
Cautlon: A penalty for the late ar !ncc’:m lete 11li

nf this e mfra ot wlll be ﬂssessed un[ess reaeonable eausa is establlshed.

Under penalties of perjury and ciher penaities sel forth in thg sl long, | dectare (hat t have examined this refurnfrepod, mciuding. it applicable, a Schedulp.

SB or Schedule ME:cnmplated and signed Wm}jed lyary, ad well as the olectronic version of Ehis ralum!repon and to lhe best of my knowledge and
bulial L d complete, At
SIGN lavnars W-—w 3. I'I 7—§ [Lymn S‘°°'““"’“ .
HERE o e raea e’
_ - &[ﬁﬁéﬁre o@lan adminisfrator(’ Date Enter name of individual gigning as plan administrator
SIGN
HERE Signature of employer/plan sponsor Date Enter name of Indlvldual sloning as emEloxer or plan spongor -
For Fapurwork Redugtion Act Not ce, sea the Instructions for Form 5500-8F, d

“FornyE500.3E (2024)
v. 240311°



Form B500-8F (2024) : . Page 2

VWere all of the plan's assols durlng the plan year Invested in ellgible assals? {Sue instructions.) ... e Y e e ey e EI Yes D No
Ara yau clalming a waiver of the aanual examination and report of an Independant quaiiﬂed public accountant (IQPA}
under 20 CFR 2520,104-467 {Ses Instructions pn walver aligibility and congitions.).,., TR Bl Yos 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
Ifthe plan is a definad benefit plan, is it coversd ynder the PRGC Insurance program (see ERISA section 4021¥? .. D Yes B No D Not determined

If"Yas" is checked, enter the My PAA confirmation number from the PRGC pramium fillng for this plan yaar . (B¢ instructions. )

{ Part il | Financial Information

7 Plan Assets and Liabiilas {a) Beglnning of Year (b} End of Year
8_Total plan 8S88IS .o s o ok s bt e st 7 307450 447629
b Total plan Habiifies ..... b s s | Th T
¢ Net plan sssets (subtract line 7b from Ine 78) ...coansi e | 76 397450 447529

8 Income, Expenatesr. and Transfars for this Plan Yaar . {a} Armount ) Fotal
@ Contributions received or receivable from; a )

{1} Emplovers ... sigvmeegnas s | Salt) 1810

(2] Parliclpants .. v mw Ba(2) 2473

(3} Others (nchidin g ralfovers).... st et 8 BE(3)
b_Giher Income (iogs)... ab . 48768
€ Total income (add lines 8@{1} S’IU Ha(S‘) ang BE:} Bc ) 53041
“d Benefits paid (ancluding direct rUlIovers and Insurance premlums

to provide henafiis)...... s s s s | B

€ Certain deemed and/or corractive distribu!ions {san Znsimctloris).- Be
¥ Administrative service providers (sataries, f663, commissions)..... |  8f _ 2962
] Other expenses — — T -

h, Total gxpenses (add ines 8, 8e, 8f, ad 89) .sreoiowmecinncs | Bh . S 2062
[ Netincome tioss) (sublract line 8h rom N6 86} .....ccmmmmncn: | - 81 50079
J Transfers to {frorm) the alan (508 INSHUCHONSY. vvvvvcrvsrraesrcsrersennnenes .Bj, '
| Part IV | Plan Characteristics - . o
9a (ifthe plan provides pension beneflls, aner the applisable pension feature codes from the List of Plan Characteristic Gades i the instructions:
2E 26 27 2K 2R 3D
b

if the: plan provides welfars benefits, enler the applicab]e walfara feature codes from the List of Plan Characteristic Godes In the Instructiong:

i PartV | Compliance Questions

10 During the plan year: ) ' N ) B  Yes | No Amount
a Was there a failure to transmit ¢ the plen any participant contributions withir: the time period S .
described In 20 CFR 2510,3-1027 Continue to answer “Yes® for any prior year failtires uritl fully
corracted. (Sde instructions and DOL's Vakuntary Flidiciary Comection POGIOIM) s istmreginssririvns | 100 X
b Woere there any nohexempt transactions with any parly -in-interest? (Do not include transactlons )
18pOMEd 0N INE 08T o vemvecssrcenrrmumeans st e iomsersisssssreense. ST b e iyt e b 16h X__ :
¢ Was the plan covered by a f[dality BONGT 1o vevsecvsemnras st cssssssesssovessesseeseeenssreons | d0g | X ) 160000
o Did the plan have a less, whether or not reimbursed by the plan 5 ﬁdellty bond lhat was caused ) :
. By fraud or dIHONBEIT v iersreisirewcssssesnstorsnaisidivesbrnmt cmesimenesss et et st | 100 X
&  Were any fees or commissions pald to any brokers, agents, or other parsons by an insuranca '
carrier, insurance service, or other organizatlon that providas some ot all of the beneflts under
the ;:tisn? {Sew instructions.) ..o R 4 ev iy et e e e TN B (i1 . _X
£ Has the plan faled to provide any beneﬂt when due under the plan? R TG LTI SN 1,13 1 X
g Did the plan have any participant loans? (If "Yas," enter amount as of year-snd, I Te— 10g | x 57166
b ifthis Is an Individual account pian, was there a blackout period? (Sae instrucl:ons and 29 CFR ’ .
2520.101-3.) ... cssrssnsrsessresmsstorser oo | 101 X
i If10h was answered "Y&s ! check the bax lf you elther pmwded the requued notice or one of the
axceptions o providing the natice apphied under 28 GFR BB2010-3 e srwssimstasssepeossnesmnarcermecerens | 100




Forri 5500-SF (2024) Page3-171 |

{ Part VI I Pension Punding Compliance

11 Is this = definad banefit plan subject to minimum funding requirements? (If "Yas," see instructions and complete Scheduls SB
{(Form 5500} and lines 112 and b below.) If this is a defined contribution pensten plan, leava fine 11 blank and complets line 12 [] Yos D No

DEIGW. cv. cmvereean it s b e eb s e s marens FTRT——— L Lt s sa sty et e b et v e senE s eeens TR,
s

a  Enter the unpaid minlmum ragulred contributions for all years from Schedule 88 (Form 8500} line 40 .............. I 11a !

b PBGC missed contribution reporting requirements. If tha plan Is covered by PBGC and the amount reported on line 11a s greater than $0, has PBGC
been notified as required by ERISA sections 4043 (0){5) and/for 303(k)4)7 Check the applicable box:

Yes,

D No. Reporting was waived under 29 CFR 4043.25(c)(2) bacause conlributions squal to or exceeding the unpaid winimum required contribution
were made by the 30th day after the due date.

D N, The 30-day period referenced In 28 GFR 4043.26(c)2) has not yat ended, and tha spansor intends to make a contribution equal to or
exceeding the unpaid minfmum required contribution by the 30th day after the due date.

[[] No. Other. Provide explanaticn

12 s this a defined contribution plan subleet to the mintmurn unding requirements of section 412 of the Code or section 302 of
ERISA?
{If "Yes," complete lIne 12a or lines 12b, 12¢, 12¢, and 12e balow, as applicable.) If this is a defined benefit pension plan, lsave D Yes El No
ling 12 blank and complete ling 11 above, . _

@ Ifawalver of the minimum funding standard for a pricr yaar is baing amortized in this plan year, see insiructions, and enter tha date of the letler ruling
granting the waiver, i, WORLH — Day Yooy

A

If you sompléted line 128, complete lines 3, §. and 10 of Schedule MB {Form 5800), and skip fo line 13,

b_Enter the minlmum fetuired contribution for this BRI VBB covcrraeereassnsiiioniionenssiioniornns DT TR BT

€ Enter the amount contributed by the amployer to the plan for this plan vear b areabe b s anprseas S 12¢

d Subtract the amount in line 120 from the ameunt in fine 12b. Enter the result (entar a minus sign to the feft of &

negative amaut) e et Eb st tad

cang

e Wil the minimum funding amount reported cn fine 12d be met by the fundirg AeBAlING? ivisicrnsiion i eanaecinies D Yes [] No D N7A

Part VI| ] Plan Terminations and Transfers of Assets

13a Has a resolution to teminate the plan been AOPtd N BNY PN YORID sveasimssssrssivsoscens sserssemsesrer o, Yes No

a_ If "yas," entor the amount of any plan assels that reverted 10 18 AMPIGYEr TS YOU auvirrimrnrssrreseen i o | 130

b Ware all the plan 'aSSgts distributed to participants or bensficiaries, transterred to anether plan, er brought under the D Yes BI No

conirol of the PRGCY A L LS e 0 o0 b4t 1,65 Lot vnsa sore s angne s
S e e senALges

R AL LA T LS LS I L T IT)

C I, during this plan year, any assets or lablities were transferred from this plan o another plan{s), identify the plan(s) to
which assols or labitas were tansfored. (See Instructions.}

13¢(1} Name of plan(s); 13e(2) EiN(s) . L 13e(3) PN(s)

[Part Vil | RS Compliance Gussiioes

14a Does the plan satisfy the caverage and nondlserimination tests of Code sections 41 0(b} and 401(a)4) by cambining this ﬁlen with any other plans under
the permissive aggragation rles?[ ] Yes ] Ma

14b (i this Is a Gode section 401 (k) plan, check all boxes that apply 1o Indicate how the plan Is infended to satisly the nondiscrimination reguirements for
employee deferrals and emplayer matching contributions (as applicable) under Code sectlons 401 (k)(3) and 401 (mj(2),
EI Design-based safe harbor mathod

['] "Prior year' ADP tost
I'] "Current year ADP test

[] wia

15 I the plan sponsor Is an adopter of pre-approved plan that received a favorable IRS Opinfon Latter, enter the dale of the Opinion Lettar 06/30/2020
{MM/DD/YYYY) and the Opinton Letter serlal number G703181a, y e




