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
ASHLAND EYECARE, INC. 401(K) PLAN PN) D 001
1c Effective date of plan
01/01/2014
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) 34-1749420
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
ASHLAND EYECARE, INC. 2c Sponsor’s telephone number

419-289-0808

2d Business code (see instructions)
2212 MIFFLIN AVE.
SUITE 110 621320
ASHLAND, OH 44805

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 ..............c.o.covevoceeoeeeeeeeeeeeeeeee 5a 29
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 28
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 19
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
- - 5¢c(2) 26
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 20
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 18
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 1

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. 03/20/2025 DR. DANIEL DENBOW
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
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6a

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

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
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

Yes D No
Yes D No

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 1560853 1887663
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 198 198
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 1560655 1887465

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) 48565
(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 74722
(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 222834
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 346121
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
e Certain deemed and/or corrective distributions (see instructions) . 8e 130
f Administrative service providers (salaries, fees, commissions)..... 8f 19181
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 19311
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 326810
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 2F 2G 2J 2K 3D 2A
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 500000
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 80
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
2520.1013.) covvvvveeeeeeeereeeeeseeeeeeeeeeeeeeeeeeseeseeseeeeeeeeeseeseeeeeeeeeeeeeeeeeeeeeeseeseseeeeeeeseeeeseeeereseeeeeneeeerees 10h X
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............

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?[X| Yes [] No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

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_ Q703912A




Form 5500-SF : Short Form Annual Return/Report of Small Employee
Depatimend of the Trensury Benefit Plan
Intecal Ravenue Service This form Is requlred lo be fled under seclions 104 and 4065 of tha Employee Retllremant
Depariment of Labor Income Securily Act of 1974 (ERISA), and sacllons 6057{b] and 8058(a) of tha Inlernal
Ertgloyen Benelis Seourity Admirisinalio Revenua Cods {lhe Code).

Penslon Baneld Quitanly Corpocation

»_Complate all entrles in accordance with the lnslruciions to the Form §500-SF.

OB Nos, 1210-0110
$210-0089

2024

This Form s Opon to
Publie Inspection

[ Partt | Annual Report identification Information

For catendar plan year 2024 or fiscal plan yasr baglnning 01/01/2024 and ending

1273172024

A This retuinfreport Is for: @ la single-employer plan D a mulilple-amployer plan {not mulllemployar) {Pansion Plan fifers checking this box

B This retumfrepert is D the {irst reluinfreport D the final relurnfeaport
[] an amanded returnirepont D a shoit plan year returnfreport (loss then 12 months)
C Check box If filng under: ] iForm 55568 [Jautomatic extension [} oFve program

D 1fthe plan Is a collaclively- barguinad plan, check here ..
£ Hinls is a retroactively adopted piaz: peymitled by SECURE Acl secllon 201, check here ...

D spacial oxtension (enter descripllon)

e
. ]

must altach Schedula MEP, Olher plans must altach a list of participaling amptoyer
Informatlon In accordance with the form Inslructlons )

[ Part it | Basic Plan Information—enter all reguested infermation

1a Name of plan % 1b Threa-digli plan number
Ashland Eyecare, Ing. 401 (k} Plan {PN) » 001
; 1¢  Eifectve dale of plan
: 01/01/2014
28 Plan sponsor's name (emp?oyer.§ Il for a slogle-employer plan) 2h Employar identificalion Number {EIN)

Malling address (include room, épt., sulle no. and sireel, of P.O. Box)
City or tows, state or province, country, and ZIP or foreign postal codae {if forelgn, see Instructions)

Ashland Eyecare, Inc.

2212 Mifflin Ave.
Suite 110
Ashland i OH 44805

34-1749420

2c

Sponsoi’s {elephono pumber

419-289-0808

2d

Business ¢oda (seg instructlons)

621320

3a Pan administrator’s nama and s:jddress @Same as Plan Sponsor.
i

]
i

:

3b

Adminlstrator's EIN

3c

Adminislrator's lelephone pumber

4 ifthe name andior CiN of the plfm spensor of the plan nama has chenged since the last relurnfrepert | 4b EIN
fied for this plan, enles the plan spansor’s name, EIN, the plan name and the plan number from the .
{ast returndropet, 4d PN
a Sponsor's nama
C Pian Name
5a Total number of partikcipanis st lhe beginaing of 1he Plan YT . i nmasssisi 5a 29
b Tolal number of participants al the end of the plan year... JOR. 5b 28
¢{1) Number of participants with account batances as of ihe beginnlng of the p%an year (onfy dsrnad 5c(1) L
contribution plans complate s llem} ... 9
€(2} Number of participanis with account balances as of the end oi Ihe pian year (only deﬂned 5¢(2) 26
conttibutien plans complate 1ﬁ|s em)....
d{1} Tolal number of active pmllmpan!s atine beglnnlng of the plan yeat... 5d{1) 20
{2) Tota! rumber of acliva pzuﬁc!pnnis at the end of the plan year........... 5d(2) 18
@ Number of pariiclpants who lerninated emp!oymen! during the pian year wﬂh m:c:und baner Is lhal Ba 1
were less than 100% vested,.

Caution: A penalty for tho tatg orl com |aia HIEn of !hfs reiurnfro :er! will bo assossed Umoss reasonab!o causga is astabilshod,
Undor ponalies of perjury and other ponaltias se! forth in the instruclions, t dectnre that | have examinad ihs return/report, Including, if appicable, e Schaedute
B or Schedule MB completed and signed by an enrolled acluaty, as well as the efectronlc version of 1his returnireport, and lo {ho best of my knowledge and

__beligl, ft1s U In [
stoN | — /a0 /25 |Dr. Daniel Denbow
' - B
HERE Signaluro of plan adminisirator Dala Entar nama of Individus! staning as plan adininistrator
SIGH i
HERE Signature of umployeriplan spangor Dala Enfer name of individual signing as employer or plan sponsor
Far Paperwork Reduclion Act Notice, £oo Lhe Instructions for Form 5506-SF. Form 55005{’2«(‘52:;!4‘)




Form 5500-SF (2024) Page 2
6a Were all of the plan's assets during the plan year invested in efigible assets? (Se2 INSUCHONS.)..v..vviisceereeesiisessscss s ssssese s @ Yes D No
D Are you claiming a waiver of the annual examination and report of an independant qualified pubiic accountant (iQPA)

under 29 CFR 2520.104-467? (See instructions on waiver eligibllity and conditions.)...,

IE Yes D No

If you answered “No” to elther line 6a or line 6b, the plan cannot use Form 5500 SF and musl instead use Fnrm 5500.
If the pian is a defined benefil plan, is it covered under the PBGC Insurance program (see ERISA section 4021)?

If “Yes" is checked, enter the My PAA confirmation number from the PBGC premiurn filing for this plan year

D Yes D No D Not determined
. (8ee Instructions.}

[ Part il | Financial Information

7 Plan Assels and Liabifities {a) Beginning of Year (b} End of Year
B TOtal PIAN BSSBIS ..........cvoveceveeeeeeeees et r e ieereten 7a 1,560,853 1,887,663
B Total plan Habilles......o.ovr. e eccteiecsessssssssscssssssesensencens 7b 198 198
€ _Net plan assets [sublract ine 7b from line 7a} Tc 1,560,655 1,887,465
8  Income, Expenses, and Transfers for this Pian Year {a) Amount {b} Total
a Cenfributions received or receivable from:
{1} EMPIOYEES coviviiieceieecy s csas s e sssesrssra s sinsresras sneses Ba{1) 48,565
(2) Panlclpants. ..., e 1 88(2) 74,722
{3} Others tincluding rolloVers).......oo oo e 8a(3)
B Other Incoms (l0SS).............commrmmmrerssirsreesnns 8b 222,834
C_Total income (add lines 83(1} 8a(2), 83(3) and E!b) 8c 346,121
d Benefits pald (Including direct rollovers and insurance premlums
{0 provide BENEIS). .o r e sra s e resnen Bd
€ Certain deemed andfor commedive distributions (see instructions). 8e 130
f Administrative service providers (salaries, fees, commissions)..... 8f 19,181
O OEF X PRNS B i istissinisttisesssreenst s i se et sbe 1y ssmatt s et bme st s nessesianetn 849
h Tolal expenses {add lines 8d, Be, 8f, and 80)...........ccruveevreermseeses 8h 19,311
i Netincome {loss) {subtract Ine 8h from e BC).............coveremsiene 8 326,810
j Transfers to (from) the plan (see Instructions) ... ..evcenisneens 8

[ Part IV IPlan Characteristics

8a

2E 2F 26 2J 2K 3D 2A

if the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

b

Hf the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| PartV I Compliance Questions

10  During the plan year: Yes | No Amount
d Was there a failure to transmit to the ptan any participant contributions within the time perod
described in 29 CFR 2510.3-1027 Continue to answer “Yes" for any prior year failures until fully
corrected. (See instructions and DOL's Veluntary Fiductary Correction Program}...........cwcvenine {0a X
b Were there any nonexempt transactions with any party-in-interest? {Do not include lransactions
FEROHBE ON 1IN8 FOB. ). e ee e rer e et st st sesa e s et asrn er v ae s s paaan 10b X
€ Was ihe plan covered by a fidelily BONGT ...ttt sesaenes toc | X 506,000
d Did the plan have a loss, whether or not reimbursed by the ptan’s fidelity bond, that was caused
DY FrAUT OF QISRONESIY? ..o eoeeereeeeeemse s eseeeseeseceeseeereensoreecssscesceeessereeresossrres 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carder, insurance service, or other organization that provides some or all of the benefits under X
the plan? (See INSIUCHONS. Y. coover oo eenee 10e 80
Has the plan failed {o provide any benefit when due under the plan? 10f
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ....c.cccceeecrriannn. 10g
h if this Is an individual accounl plan, was there a blackoul period? (See instructions and 28 CFR
2520, 101-3.) covvrsrs s s s s b 10h X
I If 10h was answered "Yes,” check the box if you either provided the required notice or ana of the
exceptions to providing the notice applied under 29 CFR 2520.101-3....ccociiivenncrvecccecrenveenns | 101
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Part VI | Pension Funding Compliance
11 Is this a defined benefit plan subject to minimum funding requirements? (I "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 fine 12 D Yes D No
below... e
a_Enler the unpald minimum requlred contributions for all years from Schedule SB (Ferm 5500) line 40 i ila ’

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 seclions 4043(c)(5) andfor 303(k)(4)? Check the applicable box;

D Yes.

D No. Reporting was walved under 28 CFR 4043.25(c}(2) because contributions equal to or exceeding the unpaid minimum required conlribution
were made by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor [ntends to make a confribution equal to or

exceeding the unpald 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? .. - - D Yes @ No
{lf "Yes,” complete llne 12a or lmes 12b 12c 12d and 1Ze be!nw as apphcable ) If thls Is a defned benef‘l pensmn plan teaVe

line 12 blank and complete line 11 above.
a if a waiver of the minimum funding slandard for a prior yearis heing amortized in this p!an year, see inslructions, and enter the dale of the letler ruling

granting the waiver, ...Month Day Year
If you completed line 12a, complele Hnes 3,9, and 10 of Schedu!e MB (Form 5500) and sklp lo flne 13.
b Enter the minimum required contibULon TOT THES PN YOET ...........co.cosvcvsseeessrnseessresssassseseressesssssesseesessoseeseseeeeseeees | 128
C _Enter the amount contributed by the employer to the plan for this PIan Y8ar .........c.evveevvivnriierees e e 12c
d Subtract the amount in tine 12¢ from the amount in line 12b. Enter the result (enter a2 minus sign to the left of a 12d
NBGAIYE BINOUNEY .ottt eb st sebest st erserecetsseesssese bt seses srems essn esen erasshbaraets soenssrm sestasnintsnen
e Will the minimum funding amount reporled on line 12d be met by the funding deadine?. ..o evveeereceocrrecrr oo [] ves []No [] nia

Part VIl | Plan Terminations and Transfers of Assels

13a Has a resolution to terminate the plan been adoptad IN BNY PIAM YEAI? ... semesecsierreeesererseeneerssssesse s sensasens D Yes @ No
& [f"Yes,” enter the amount of any plan assels that reverted to the employer this year 13a

b Wers all the plan assets distributed to pamclpants or beneficiaries, transferred to another p!an or brought under the D Yes @ No
CONMTOE Of the PBGC 7 i i oSt e szt as s rnbrrasrnrt s

C If, during this plan year, any assels or liabiliies were transferred from this plan to another p!an(s) Idenhfy the p!an(s) to
which assels or liabilifies were transferred. (See instructions.)

13¢{1) Name of ptan(s): ' 13¢(2) EIN(s) 13¢(3) PN(s)

[ Part Vill [ IRS Compliance Questions
142 Does the plan satisfy the ceverage 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 coniributions (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 recewed a favorable IRS Opinlon Letter, enter the date of the Opinion Letter 06/30/2020
{MMIDD/YYYY) and the Opinion Letter seriat number @70




