
Form 5500-SF 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Short Form Annual Return/Report of Small Employee 
Benefit Plan 

This form is required to be filed under sections 104 and 4065 of the Employee Retirement 
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal 

Revenue Code (the Code). 

 Complete all entries in accordance with the instructions to the Form 5500-SF. 

OMB Nos. 1210-0110 
1210-0089 

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

COMING CLEAN 403(B) PLAN 001

01/01/2018

28 VERNON STREET, SUITE 434 
BRATTLEBORO, VT 05301

04-3429794

COMING CLEAN, INC.
802-251-0203

561110

X

16

15

11

10

16

14

0

Filed with authorized/valid electronic signature. 03/28/2025 SUSAN J. SABELLA
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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

552302 736836

552302 736836

29753

102395

2337

56479

190964

3999

2431

6430

184534

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

X

X

X 500000

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

J500385A
03 31 2017



Fo,111 5500-SF Short Forrr, .Annual Return/Report of Small Employee 
Benefit Plan 

0 B Nos. 210 11 
1210--0089 

2024 This form is requtred o be filed under sections 104 and 406 of the Emp oyee Re rem en 
Income Secunty Act of 1974 {ERISA) and sect.Jons 6057(b) and 6058 a) of the Internal 

Revenue Code (the Code} This Form r Open to 
Public Inspection 

► Com lete alJ entries in accordance with the instructions to the Form 5500-SF. 

Part I Annual Re ort Identification Information 
For calendar r • 

Ml and end, 12 

a sang e--emptoyer plan D a multiple-employer plan no mulbemp oyer) Pension Plan lers checking h,s box 
must attach Schedule MEP Other plans mus attach a hst of partJopat1ng emp ayer 
tnformabon in accordance with the form instructions ) 

B Tors re um/re rt s D the first return/report O the final ret m/report 

D an amended return/report O a short plan year return/report (less than 12 months 

C C lec.k. box fill unde D Form 5558 D automatic extension D DFVC program 

0 speoaf extension (enter descnpt,on) 

D I , e p,an ·s a col ectrvely-bargained plan. check here . _ ·---············.. ... . ...... .... .. . ..... .... • 0 
1E If ttus is a retroactively adooted olan oerm,tted bv SECURE Ad section 201 , check here . . ...... . ............. ► 

Part II Basic Plan Information enter au requested information 

1 a Name o plan 

COMING CLEAN 403(B) PLAN 

-

1 b Three-digit plan number 

(PN) ► 

1c Effective date of plan 
01/01/2018 

001 

2a Plan sponso s name (employer, rf for a smgle-employer plan) 
Ma Jing address mdude room ap . surte no and stree or P.O Box) 

2b Employer ldentJfic:abon Number (EIN) 
04-3429794 

Crty or town, state or provmce. country, and ZIP or foreign postal code (if foreign, see instructions) 
COMING CLEAN, INC. 

28 VERNON STREET, SUITE 434 

BRATTLEBORO VT 05301 

3a Ptan adminrstrato s name and address tx Same as Plan Sponsor -

2c Sponsor's telephone number 
802-251-0203 

2d Business code {see instrudlons) 

561110 

3b Adminisbators EIN 

3c Administrator's telephone number 

4 If the name and/or EJN of the plan sponsor or the plan name has changed s,nce the last return/report 4b EIN 
fifed 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 Sponsors name 

c Plan Name 

Sa Total number of participants at the beginning of the plan year ..................... ............. ·····-···· ..... ·-·-- 5a 

b TotaJ number of participants at the end of the plan year. . . . .. ..... .. . - . . .. .. . Sb 
c(1) Number of participants wrth accounJ balances as of the begrnning of the plan year (only defined 

contnbution plans complete this rtem) . ....... .... .. .. ... .. ... . . . .. .. ..... . . . . . . .. ... ..... . .... . 
Sc(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 partic-pants at the beg nning of the plan year. ...... .. . . ............. ~._ .... . 5d(1) 

d(2) TotaJ number of actJve partiopants at the end of the plan year • h •••••• ·· · ·-- •• • • ••• • • •••••• 
5d(2) 

e Number of participants who terminated employment during the plan year with accrued benefits that 
were less than 100°/4 vested .... .. ,. ................ ...... ., .. . .. .... .... .. . ........... " .. . 

Se 

16 

15 

11 

10 

16 

14 

0 

Under penalties of perjury and other penalties set forth n the instructJons. I declare that I have examined this retum/repo~ ndud1ng if applicable, a Schedule 
SB o, Schedule MB completed and signed by an enrolled actuary. es well as the electron c vers on of this return/report, and to the best of my knowiedge and 

• 

3 SUSAN J. SABEI1l•A SIGN 
HERE 

1-----~-a.;.~~~;p~!!,.!~~-~-~~~----------l..!D~a!!!te!..__,..__JJEn~te!:!r:.!n~am!!!!!e!_!o~fJ!in~d~ivid!!!· • ~u~a!!_I !!·in!!!i!!n9..!!.J?!!la!!n_!!a~d!!;m!!!n!:is~tra~to~r __ _J 
SIGN 
HERE 

Si . nature of em or 
For Paperwor11 Reduction Act Notice, Me the Instructions for Fonn 5500.SF. 

SUSAN J. SABELLA 

Date 
Fonn 5500.SF (2024) 

Y. 24'0311 

• 
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6a I\Ja::,,., r"1 f the plan' a-ssiets dunng the plan year rnv~ ted ,n ehg1ble assets? See ins ctJon . . .... . .... -· . . .. ~ Yes O o 

b, Are u clatm1ng a waiver of e annual examination and report of an independent qualified pu~ic accountant (IQPA 
under 29 CFR 2520.104-46? See InstrudJons on warver eligibility and condi tions.) .. _ ... . ........ ... .. . • •...••.•••.•• • ~ Yes D No 

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

C If e plan Is a defi ........... benefit plan Is i covered under e PBGC insurance program (see ERISA sec on 402 )? . 0 Yes O No O No determined 

If Yes Is checked en er e My PAA confirmation number r,om the PBGC premium fil ing for th is plan year ____ _____ (See instructions ) 

Pa Ill Financial lnfo1111ation 
7 Plan Asse and LJab mes ' 

(a) Beainnina of Year (b) End of Year 

a Total plan assets . ·--··--·-·----------·-·-----· .. -· 7a 552,302 736,836 
-- ... ................ . 

b TotaJ plan babtlrtJes --....----·- -· . --· . ·-- ---·--·-·· •.. .. - .. .... .. ·-· 7b 

C Net plan assets (sobtJ ad line 7b from line 7a) ...... 7c 552,302 736,836 ...... .............. . 

8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total 

a Co 1~, 1s recetVed or receiva e from· 
(1) E ,piu,ers 8a{1) 29,753 

--------·•··-····-··-· ··-----------·· .. --····- ····--- .. •••••••• •• •••• 

(2) Pa 
. 
cioants 8a{2) 102,395 

·--·---·-··-··--· --- ... ----------···--·--·-····--··············· ....... .. 
(3) Others (1ndudtn<l roUovers) ---···-·-·· •.. ·-·················· ····· ·- ··· Sa(J) 2,337 

b Other income (loss) .. ---------· ... . . ·-- .. --. .... _ .... _ .. -- ... ··-··· ... Sb 56,479 - . --· .. 
C Total come (add f nes 8a( ). 8a(2), 8a(3). and Sb) ............. ◄ ..... 8c 190,964 

d Benefits paid ( duding d rect rollovers and insurance premiums 
to IJI vv;de benefits). 8d 3,999 

-- __ ..... ·-· -·-··-··············,..····-··-·--·-·-··- • 
e Certain deemed and/or corrective dlStributJons (sec instructions) . 8e 

f AdmtnrstJatJve service providers (salaries. fees. commissions) ..... Bf 2,431 

a Other expenses ·"""•········ .. .. .. • • --·----· ·-·--·~---········ 

h Total ~ (add Imes 8d, Se, 8f, and 8g) ·-·-·--·--· • •o••·-···· ····· Sh 6,430 

• Net income (loss) (subtract lme 8h horu line Bc)---······--- 8i 184,534 
I -····-· ·----
• from) the plan ( see instrud:lons) . J Transfers to . - • -···-··-- ........ BJ 

Part IV Plan Characteristics 
9a If the plan provides pens,on benefits, enter the app(icab pension feature codes from the List of Plan Characteristic Codes in the instructions: 

2E 2F 2G 2J 2K 2L 2T .JD 

b tf the plan prov1des welfare benefits, enter the app ,cable welfare feature codes from the List of Plan Characteristic Codes in the instructions. 

PartV Compliance Questions 

10 During the plan year 
Yes Amount 

. - - - - ' - . 

Was there a failure to transmit to the plan any participant oontribut>ons within the time period a 
described In 29 CFR 2510.3-102? Continue to answer -Yes· for any prior year failures until fully 

X 
corrected. (See instructions and DOL's Voluntary Fiduciary Correcbon Program) 10a - • - . . • 

b Were there any nonexempt transactions wsth any party-irHnte,est? (Do not ,nctude transactions 

reported on line 1 oa.) ... 10b X 
••-•• • • •-•••••-•••a••••••••• • • • ••••• • ••• ••-•••••• ••• •••••••• . ............ ····-·· ····-· ----- --·· ...... 

C Was the plan covered by a fidelity bond? .. ----- -···· .. ....... • ····-··-···- •••••••••••••••••• ······- . .. • 10c X 500,000 

d Did the plan have a loss, whether or not reimbursed by the plan's fide[rty bond, that was caused X 
by fraud or dishonesty? 10d ... ·············---• ··• ········-··----··· ---- ·-- ................ .... -·-· ··-- ---·- . .. 

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 alJ of the benefits under X 
the plan? (See instructions.) . ···········--··· ·--· 10e ..................... .................... ···········--· ····--·······------- ·········-· 

f Has the plan failed to provide any benefit when due under the plan ··- ••••••••••••• --·------ ··- -·-· 10f X 

g Did the plan have any participant loans? (ll-Yes,"' enter amount as of year-end) ......... ... .. . 10g X 

h If this is an individual account ptan, was there a blackout period? (See instructions and 29 CFR 

2520.101-3.) . --~-- 10h X 
. . . .. .. .. . ····· ... . . ~------· ······-···-······ .. ... ...... ....................... .... ---···· ······ ......... -------- . -- .. 

• 
I If 10h was answered -Yes.· check the box if you either provided the required nofice or one of the 

exceptions to proVlding the notice applied under 29 CFR 2520.101-3 . . --·· • •• --····--· -· ------ . ··-· 10i 



Fo 55 3 

Part V1 Pension Fundin Compliance 
11 Is s a ed bene t an su:Dtect o m ""'"um fun rng ~"'"' ra .... u:::.n If see,n tru t n ul 

(Form 550 and lines 11a an b bel ) If this lS de n l hn 11 bl n nd 1 y N 

• 

11 

b PBGC missed contribution reporting requirements. If pl 1s ~1.,orc.w1 PBG nd th m unt ...... ,,., .... rt d n hn 11 
been · as y ERISA searo:ns 04-3 c (5} an or 0 tPc--.k the ppl e CXJx 

Yes 

No Re ·. g was '6r.!11.,,ua.t'I un er 9 CF 4 3 S(c (2 becau n ut:J s equ I to r exoeeoing th unp 1d m1n1mum r uir ntn u 10 

e 3oth da after due date 

o The 30-da pe~ re ereoced in 29 CFR 4043 25 c)(2 has not et ded nd th sponsor int nds to m k ntn ution qu I ~. r 
excee<lJ aJd · • i requtred oo tributJo by the 30th day aft r the due dat 

0 er Pro e exp na ion---------------------------------------

12 Is s a de.hn.c ..... --tnh, 1t11on {an s ·ect to the minimum fundmg requirements of secbon 412 of the Code or s cbon 302 of 
ERISA? __ - --- ... ···----·. . ... . . . . . . . ... . ' .. . . . . . . . . . . .. . . . . . . 

( ~ es. te ·~- 12a or h es 2b, • 2c 12d. and 12e below, as applicable } If thts is a defined benefit pens on plan I ave 
L e • 2 co.m e e I above. 

a If a 'W::ti'VOr of m""-um funding standard for a prior year is being amortized in this plan year, see instructions, and enter the dat 
--~•~1Ptt'lin tt"J8 wa.i'ver .... ···--·---· _ ---···· ·- .. ~- _ . ___ . ~...... ... ... . ... .............. ...... ···-··· -··· . ...... . . ............. Month Da 

If ou com~ted line 1 com lete fines 3 9 and 10 of Schedu MB Fonn 5500 and ski to line 13. 

b 12b 

C Enter the arnoun con1nbuted by the empk)yer to the plan for this plan year ········••U •·· · · ·• •u••···· ·· ··· •••••••••• • ·--~·- •• 12c 

d Su bad the amou • n ltne 12c from the amount in line 12b. Enter the result ( enter a minus sign lo the left of a 12d 
"".o.t"lative am.ou:n.t _ _ __ _ ____ .. --·- ....... .... -··· ... --- ..... ------ - -· --·-·· .... ..................... .... ·---~· --·· ................ ... _____ ......... . 

e Wt mrumum mg amount reported on line 12d be met by the funding deadline? ..................... . ............. D Yes 

Part VII Plan Terminations and Transfers of Assets 

13a Has a resolutial to terminate the pan been adopled in any plan year? . □ Yes 

b Were aJJ the plara asse1s distnbuted to parbcipants or beneficiaries transferred to another plan, or brought under the 
C()f'ltr'O of the PBGC? --·· . ·-·· . . ................... ~ .. -.. ........... .. . ........ _ .. ............. . 

c If. during th. plan year. any asset.s or ria ities were transferred from this plan to another plan(s), identify the plan(s) lo 
which assets Of liabt sfJ ed (See ) Jities were tran err • rnstrucbons. 

13c(1) Name of pfan(s)· 13c(2) ElN(s) 

Part VIII IRS Comoliance Questions 

Y ~ No 

of th I tt r ruhn 
Year 

□ No □ NIA 

~ No 

D Yes eg No 

13c(3) PN(s) 

14a Does the plan satisfy the coverage and nond1saiminalion tests of Code sectJons 410(b) and 401 (a)(4) by comb ning this ~an with any other plans under 
the penniss ve aggregatJon rules? 0 Yes [xJ No 

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

D Design-based safe harbor method 

0 •Prior year' ADP test 

D •current year' ADP test 

~ N/A 

15 If the plan sponsor is an adopter of a pre-approved plan lha1 received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 0 3 I 31/20 l 7 
(MM/OO/YYYY) and the Opinion Letter senaJ number J5003 85a . 


