
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

BASKING RIDGE PEDIATRIC DENTISTRY 401(K) PLAN 001

01/01/2013

25 MOUNTAINVIEW BOULEVARD - SUITE 2 
BASKING RIDGE, NJ 07920

61-1523868

BASKING RIDGE PEDIATRIC DENTISTRY
908-647-0747

621210

X

6

5

6

5

4

4

0

Filed with authorized/valid electronic signature. 04/08/2025 TINA NGUYEN

Filed with authorized/valid electronic signature. 04/08/2025 TINA NGUYEN
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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

422482 522465

422482 522465

16220

35432

0

55742

107394

7021

0

390

0

7411

99983

0

2E 2G 2J 3D

X

X

X 15000

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

X

Q703863A
06 30 2020



Form-550O-SF Short Form Annual Return/Report of Small Employee 
Benefit Plan 

0MB Nos. 1210-0110 
121(H)()89 

C)tp;irtrn.?crt t>I I™' TrvltfltUry 
h>\emtil R11-1ftNJJ s.,,v1et1 2024 

O,.~t1::wnl u• l :11,\H' 
f.n,~ Q f;qr'l(tltt~ $mwiiy Admlr41111.11Qn 

This form is required to be fil ed under sections 104 and 4065 of the Employeg Retirement 
lncome Sea.irity Act of 1974 (ERISA), and section 6057(b) a,m;l 6058(a) of the lnternal 

Revenue Code (the Code). 
This Form Is Open to 

Publiclnspection 
0""'°" aoo.r,, ,;.,.,.,"' c,,røo--,,o,, • Cornplete all entries in accordance wlth the inlltructions to the Form 5500-SP. 

· A.nnual Re ort ldentification Information 
01/01/2024 and ending 1;2/31/2024 

A This returr:i,'report is for: [l9 a 5ingle-employar plan 0 a multiple-employer plan (not multiamployer) (P~nslon plan filers cnecking th ls.box 
must attach Schedule MEP. Other pl:;ms must attach a list of participating employer 
Information In accordance with the form instructions.) 

B This return/reporl is: 0 thE> first return/report 0 the final return/report 

0 an amended return/report 0 a short plan year retum/report (less than 12 months) 

C Check box if fliing under: 8 Form 5558 0 automatic extenslon 0 DFVC program 

special extenslon (enter description) 

D 1f the plsn is;;, collectively-bargained plen, check here ... ,.,_ ... , ... ,_,,, •. ---······ ......... _ .• _ .... _,,.,. .................. . •• •• E li this is a retroactively adopted plan permilted by SECURE Act section 201 check hare ..... ............... . 
' , . ''·•-' 

Basic Plan Information --- Antar all r~nHocted jnm,m"tlon 

1a Nameof pl!:ln 

Basking Ridge Fediatric l)entistry 401(k) Plan 

2a Plan sponsor's neme (employer, if fora single-employer plen) 
Mail lng Addres.; (indude room, apt., suite no. and street, or P.a. Box) 
City or town, state or r,rovince, country, and ZIP or !oreign postal code (if foralgn, see in:,tructlons) 

Basking Ridge Ped.i.atric Dentistry 

25 Mount~inview Boul@va~d - Suite 2 

08 llu,ekicor l\l()gQ NJ 07920 

Ja Plan adminis1trator's nama and address lK..l Serne es Plan Sponsor 

4 lf lhe name and/or EIN of the plan sponsor or the gian name has ohanged since the last return/report filed 
for this plan. enter the plan sponsors name, EIN, ne plan name and ttje plan number from the last 
retumfreoort. 

a Sponsor's rierne 
C Pl.in Name 

5a iotal number of partioipilnts at the beginning of the plan yeer ••--""'••• ••• hOOIOO • O• OHOOU•••••.-,.••• •••••o o oO ~U • Oo•ooooo•oouo• • • 

b Total nt.1mbor of participants .il the end of the plsn year ...................................................................................... ....... __ ........... 
C(1) Number of pcirticipants wlth account balances as of the beginnlng of the plan year (only defined 

contribution plans complete this item) ••• •~fU • f...,&&ao ... u10001u•o-.+fft••• .. ••••n-oo,.., , ...... ,... .. ,,, .... ,, • ._..._, uuoo<00Hoo oo 1,ou,,,,~-uu o._..,,, 

c(2) Number of p;::,rtic:;ipanls with account balances as of the end of the plan year (anly deflned 
contribution plans complete this item) ,, ..,.. , • • u,OU0f0 .... 0 • 0UP91-0t- O•••-•·· .... -• • IU0 .... U01-•00...-•• ••-••--00UOOU • 000H•O o,,-••oo • U 0 ..... 0 

d(1) Total number of active partlolpants at the beginning of the plan yeer nouoHuou• HIUl•tu•....,•u-,,-..,,.,..,,,,e,,1 ttt• ~ ... ••• 

d(2) Total num ber of active parlicipents et lhe end of the plan year ......... - ......................................... u ..... , .......................... -. ... 

e Numoer of participc1nts who ierminated employment during the plan year w~h accrued benefits that 
were less than 100% vested ...,,,,o.a,uH"••H••• ••• ••••• •-oo••o.a•••••••-•nu ... ,1 , oh••'"""''.,..,...,,.... .... ,.,.,,,,,.,..,.,..,.. , ,...,..,,,..,,, .. , .. , .. ,, .. ,,,,.,....- .,_,,, 

1b 1hree-digit plan nL1mber I 
(PN) • 001 

1c Effective date of plan 
01/0J./2013 

2b Employer ldentificetion Number 
(EIN) 61-152386B 

2c Sponsor's telephone number 
(908) 647-0747 

2d Business code (ses lnstructions) 
621210 

3b Admln lstrator's ElN 

3c Admlnistrator"s tel8phone numbar 

4b EIN 

4d PN 

Sa 6 

5b 5 

5c(1) 6 

5c(2) 5 

5d(1) 4 

5d(2) 4 

5e 0 

Cc1ution: A pahalty for the late or iheornplete filing of thls returnlreport w!II be ~ssessed uhless re:a,sonabls causo is e,,tablished. 

U nder penal!iea of ORrjury snd DU\&r cene.l ti~ set forlh In the ins1ructi01"1$, I declsre 1hat I h;ve ~xaimlned thia retum/repOrt, lnctucUng. if appl iV<11ble, s Schedule 
S8 or S<.hedule MEI comple\e<I ~od signed by an ,mrol l,;,d :!t,dtuary, eg we~ ss 1tie etectronic verslon of u,i, returntrePQft, an<l I" i nc 1><:01 9r my •nv=•~.,8~ •no 

belief, i\ i$ tlL<e , cor1ect, <arid compl~\e . 

nln as plan admin istrator 

Dat0 

For Paperwork Reduction Act Notlce, see the instruct\ons for form 5500-SF. 

en 

Enter name of individual :,ignin9 as employer or plan sponsor 

Form 5500-SF (2024) 
li. 240311 



Paqe 2 

6a Were all of the plan's assets during the plan year invested In eligible assets? (See instructione. ) .... - ........... ----.. .-..... -··-· ····-- 00Yes O No 

b Are you c::la in1Ing a waiver of the ann\.ls1I examinetion and report of an independent qualified publ ic accountant (IQPA) 
under 29 CFR 2520. 104-46? (See instructlons on w.i iver eligibility and conditions.) •• - ... m .. - ......... . ........ _ . . .................. . .. _ ............. [K]ves 0No 

Jf you am,wenid "No" to either line Ba or line 61J, the plan c:annot use Form 5500--SF and must inste ad use Forrn 5500. 

c li th1;1 plan isa defin1;1d benefit plen. Is it covered under the PBGC insur.ince program (see ERISA section 40:Z1 )? 0 Yes D No O Not d1;1termineo 

lf "Yes" is checked, enter the My PAA confirmatlon numbat from the PBGC premium fliing for this year --------~--· (See ins!ructions.) 

7 Plen Assels and liabilities (a) 8eginnlng of Yellr (b) End ot Year 

a Total an essets ········ ···-· .............................................................. .. 422,482 5Z2,465 

b Total plan liebilities .... ............................... - ................ •-··· .. ·••••• .... . 

c Net plan .issets (subtract line 7b from line 7a .......... ,m-•-............ ~ 422,482 522,465 

8 lncome, Expenses, and iransfers for this Plan Yeer (ia)Amount (b) iotal 

a Contribul>OM recsived or receivable from: 

(1) Emplo ers ................. .......................... ••····-········-····--· ........... . 16,220 

(2 Participan~ .......... ._ ...... ........... - ................. _. ............... - ............ . 35,432 

(3) Others (includin rol lovers) ······-.................... - .................... ..... . 0 

b O\her income (loss) .......................................................... ............... _. 8b 

c Total inc;orne (add lines 8a(1 ), 8a(2), 8a(3) , and 8b) •. - ........... .. Be 
d Benefits paid (lnduding direct rollovers and insurancs premiums 

to ptovide benefrts) ................ - ..... , .......................... ,.- ................. _~ Sd 

e C<a>rtain deeml3d and/or correctlve distributions see instruction~ 

f Admini1;trative service providers salaries. fees. oomrnissions 8f 

81\ 
Bi 

lf th& plan provldes pens ion bsneflts , enter the applicable pension featur8 coda:s from the List of Plan Characteristic Codeij in the instructions: 

2E 2G 2J 30 

a Was there a feilure to transmit to the plan any partlclparit conlribul ions within the time period 

described in 29 CFR 2510.3-102? Continue to am;wer •ves" for any prior year failures untll fully 

corrected. See inslructions and DOL's Voluntary Flducia Correction Program ....................... . 

b Were there any nonexempt transactlons with any party-in-lnterest? (Do no! incfode transactions 
re rted on line 10a. • ........... .............................. ·-- •···---·--·-·-··--··· ...... _., .... _ ............................. .. 

_c_Was tl1e plan covered by a fideli ty bond? ··-···· .......... _ ........ - .. --..................... _ ... m••···---······· ............ . 
d Old the plan have a loss, whether or not reimbursed by the plan's fidelity borid, thai was caused 

by fraud or dlshonasty? , , n•N'1t • ••· •'"t••· .. ·--.. ·• .... •u••-····••t\ ... ~- ..... ,aa.,,uMo .. _, ... , ...... uu ............. .......... u ... ........ u,,u 

e Were Einy fee• ot com r"l'lissions paid to any broKers, agents, or olh1;1r persons by an insurence 
carrier. itisl)ranca service, or other organizstion the! p,ovide$ same or ell of the benafils under 
the plc1n? (Sea lnstructions.) ................... - .... -."··•--···"-• .. •------·--• ........... --.•·-···-........ _ .............. m 

f Has the plE1n f3iled to provide any benefit when due under the plan? 

g Did the plein havs ;any partlcipant loans? (lf "Yes," enter amaunl es:s of ~ar end.} .... - .............. _ 

h lhh\s is an individual ;,ccount plan, WE!S there a blackout period7 (S~ instructlons and 29 CFR 
2:i'.<!O. 101 •J.) .. .. ..... ..... •-····· .. ••······ ... - .............. _ ............... _ ........ - ... - ........... m ........... - •• ·---·······-·····"· 

li 10h was answered ·yee," check the box if you either provided the ~qulred notice or one of !he 
exceptiona to providlng the notice applied undQr 29 CFR 2520.101-3 ........................ - ... --..... ... 

Yes No Amount 

10a X 

10b X 

10c X 15,000 

10d X 

10e X 

10f X 

10g X 

10h X 

101 



Par,e 3 - C"J 

Pension Fundln 
11 Is this a deli:ied oonefit plen sub)ect to rnihlmum fun<:tlng requirements? (lf "Yes;' see instrudJons and complete Schedule 

SB (Form 5500) and line& 11 a and b tielow.) lf thi& is a defined contribution penslon plan, leave line 11 blank and cornplete O Yes [Kl No 
1· 12 below .... ........................................ ·- .. - ........ -·-·-···....... - .. ··--·-·-· .. _ .......... _. • •-... - ......... . .................. -,-....... _. 

a. Eril.8r the unp;;iid minimum re uired contributions for ;ill ears from Schedu!e SB Form 5500 llll8 40 11a 

b PBOC rni~sed contributlon reporting requiraments. lfthe plan Is covered by PBGC ;;ind the arnount reported on line 11a i5 greater !hen $0. 

he1s F'BGC been notlfied as requlred by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check \he applicable box: 

0 Yes, 

D No. Reporting was wc1ived under 29 CFR 4043 . .25(c)(2) because con\ributions equal to or exceeding the unpeid minimum required contribution 

were made by the 30th day after th8 due date. 

O No. Tho 3(Hjay period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contnt)uijon equ1;1I to or 

e11ceecilng the unpald minimum required contribution by the 30th day after the due date. 

0 No. Olher. Provide axpla11ation 

12 11; th ls a defined cohtribution plan subject to th8 minimum funding requltetnents of section 412 of the Code or section 30.2 of 
ERISA? ... - .... - ... - ............ ........ .................... - ... - .. , ... - ........... - ..... - ....... _ ......................................... ._ .................. _. ......... .................. -. • Yes 00 No 
(Jf "Y111s," complete line 12a or lln..s 12b, 1.2c, 12d. and 12e betow. i,s appl icable.) lf this isa defined benefrt pension plan, 
leave line 12 blank an<:i ccm lete line 11 above. 

a lf e waiver of th<1 minimum runding standard for " pr1or year ii; being amortiz:ed in thls plcm year, see instructions, and enter the date of the letter 

ruling granting the Wlil.iVer ........ - ............. - .... ,- .... ~ ................. --•mm•--·-... -.... -........... _ .. _.......... Monlh P;iy Year 
tf ou com eted line 12a cortl lete lines 3, 9, :and 10 of Schedule MB Form 5500 and ski to line 13. 

b En ler the minimum required contribution for thls plan year .......... - .... - ....................... - ... - ................. ,-.................. - 121:1 

c Enter the arnount contributed by the employer to the plan for the plan yeer - ............... , .................. ........ , ...... - .... . 12c 

d Subtr.ict tha .imount in l ine 1Zc from the amount in line 12b. Enter the re i;1,1 I\ (imter a minu,; sign to the lefl 
of 0 ne ative amount uuu u1uuu..-. .... ...... u••O-H• ...... _,.,nH-ttU tt .... ~ .. • .. • • • •n•h~1t-..-..•••-...ooo u n,u .. .-, , ... . , .. .. , ..... ouo HuHo, ...... n•f••o a 

1,2d 

e Will the minimum funding amount reported on line 12d be rnet by the fundlng deadline? ...... ...... - ...... .................. . • Yes • No • N/A 

Plan Terminations and Transførs of Assets 

13a Has a resolutlon to terminete the plan been edopted In any plan year? .............. - •. - ............ " ......... _ .................. . 0 Yes [Kl No 

lf "Yes." enter the :;imount of any plan assets !hat reverted to the employer U,is year 13a 

b Were c1II the plan assets distributed to participc1nts or benaficic1ries. transferred to ;inother plan, or brought under 
the conlrol of lhe F'BGC? ........ ............................. --...... _ .............. -•--·-·---· .......... - -··"·-·-· .................... ~,- ----··"""·" ·· 

c l f , during tr,is pl3n year, s1ny assets Of liebilities ware transferred from !his plan 1o another plan(s), identify the plan(s) to 
which s1ssets or l iabilities wera transferred. (Sea lnstructions.) 

13c(1) Name ot plen(s): 13c(.2} ~IN(s) 

D Vea [Kl No 

13c{3) PN(s) 

14a Does the plan se1tisty the coverage and nondlscrimina\ion tests of Gode sections 410(b) allel 401(a){4) by combinin9 thls plan with any other plans 

under the pem1issive aggr"gation rules? 0 Yes 00 No 

14b tf thie isa Gode sectlon 401(k) plan, check all boxes that apply to indicete how the plen is lht8nded to satisfy th8 nondiscrimination requiremen~ 
for emoloyee defarrals and employer matching contribution:s (as appticable) uhd8r Code sections 401{kX3) and 401 (m)(2) , 

[Kl Daslsr,,-based safa hatbor method 
D " Pr-lo.- y oo r-.. A P~ t - •t 

D "Current year· ADP test 
N/A 

15 lf the plan sponsor is en adopter of a pre-approved plan th;;it racsivGd a favorable IRS Opinion Letter. enter the date of tM Opinion Letter 
W 30/ 2020 (MM/DD/YYYY) and the opinion letter serlal number Q703863a . 


