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
EBERLE'S PHYSICAL THERAPY, INC. 401(K) PLAN PN) D oot
1c Effective date of plan
01/01/2008
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) 81-0587752
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
EBERLES PHYSICAL THERAPY, INC. 2c Sponsor's telephone number

814-734-7444

2d Business code (see instructions)

103 WALKER DRIVE
EDINBORO, PA 16412-2237 621340

3a Plan administrator’'s name and address ]g 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 4
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b
¢(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) 4
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 4
€ 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. 04/22/2025 MARK EBERLE
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 @ 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 1129277 1322048
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 1129277 1322048

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) 16212

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 28692

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 148026
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 192930
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 159
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 159
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 192771
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 2T 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 150000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
23 0T 0 e PSS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i
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Part VI Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes 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
T S 7 PSSP D Yes B 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_ Q702865A,
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Form 5500-SF Short Form Annual Return/Report of Small Employee e L o
Sreparieant of e Tregiuey ' B@ﬂﬁﬁi Plan
PRSI SIS | o o s réquired 10 be Bled urider sactions 104 37 4085 Of the Emplovee Retirerient . 2524
Uiaprartment of Labss ngome Securily Act of 1974 (ERISA} and sechons B08TD) and éi\ﬁssiak{:-f the mgmca e

Employse Benaits Sevtinty Aamniirgto Revenue Dode (ihe Coda). This Form'is Opento

o P o ) Publie Inspection
B Senafi Guarsy Ercites g . . .

e s » Complete all entries i secordance with the instruttions 16 the Form 5500.8F,

Annual Report identification Information

For colendar Dan year 2094 OF Rora pian vesr beginmng CRLeI7 0 T and ending . 12/ 317 3024
B Tris esturraportis fon @ a single-gmplover plan E Fmulinte-emplover dlan (nof mulilemiployer) (Pansion Plan flers checiting this box

st attath Schadule MEP Uther plans mus!t attach a st of patic) pa% g pm;} OYEr
mfmmmm i peCoriance w;th the fory nstructions.)

B This returniegnit is B the first ratwrnfreport E the final retumiranort
S an amended relurnfrepon ﬂ a short plan year refuriirsport {fess than 12 menihs}

O Chek box i Bing underr 5:} Foip S558 {; Butoatic exfension : [] opve program
E spaiial extension {enter desenplion) :

£ st the plan is 2 colectivelV-hargained DIAN, BT BBIS .o i it erveios st b arasind et ooy 13 ]

is @ ratroactively adfoptad plan permitted by SECURE Aot section 201, dhegichama .
Basic Plan Information-—enter sil requesied information

’%a ?féaa’ué of gian 0 Thee-digit plan number
ERERLE'S PHYSICAL. THERAPY, INC. 401(K) PLam b 60z
16 Effectve date of plan
, - e UT/OLA2008
23 Plan S?Gﬂ\ﬁf& rame §emp§syer i for a s ssg &empieye;' g}fan} 2B Emplover identification Numbsr (EIN}
Mailing sdidress (include room, apt, suite o, and strest, or PO, Boy) 81~GEBTTER
Gty or fown, state o provinge. coublry; and 2P o f::zreég,;rz postal codfe (f forsign, see instrudtions) 2 ’ . ‘
EBERLES PHYSICAL THERAPY, INC. . @?O“ﬂ‘i}“*ﬂ’w e
B14-734~7444 )
169 WALKER DRIVE ‘ v 2& Bushess ootde {ses %nsimsﬁsns;
ROINBOHRD . PA LELLZ-2R37

31540
33 Plan saministalor’s name and address Q%Same asPlaa Sponsor, . 3b Administators N

A Administeaor's Telephong number

4 Hihe name andior EIN of the plan spensor or the plan name hes changed sinos the lastreturnireport | 40 EIN
fiet for this plar. enter the plan sponsols name., BIN. the plan name and the plan number from the :
fagt returm/rapnrt. o1 4d PN

& Sponsas name
Pl Mome

82 Total rumber of paiticinanis &t the beginning of the plan year ... Sa

b Totsl number of pavicipants at the end of ihe play vear. ... S
i} Nutber of perticinanis with acrount befances e of g m‘agmmrs«;; of théﬁ* pzm year (only defined So(1)
sontribabion plang Somfplete s fem). . it 4
2} number of patticipants with account %a ances s of i%sa gzaé £ the plan yesr {on def’ nestd
5c{2} 4
soniribution plans complets thes Bam}.. D U S USSP . v
{1} Total reimber of aotive participants at the begitring of the par year., e B , _ 4
M2} Totm number of active particiants 2t thi end of the plan yeat .« R 5d{2} 4
& Number of parficipants whn terminated employment during the plan y8ar wilh gocruedd benefits that ) Sa "
were lggs than 100% vested -

Coufion: A penatty for the late or mmmpiaw ng of ﬁw&s rewmlmwﬁ will be a&%&sm untess reasonable causy s estabiished.
Unter perpitios of perluty and other penallies setionh it e instructions, | deciare that | frave exemined his returnfreport, ichuding, # app mabﬁe& & Schedule
SE& z:sr s&heﬁuie MB wr’sme@ea art g@gﬂaﬂ by an ervoied aciary, 85 wall 58 the slectonic version of this retimiepot. and to. the best of my knowledge andg

Wf}; "?f g éffggf@f Mark Eberle

inamrﬁ of psam adniinistrator ) E},—ﬂe Enter name of individud] signing s plan administator,

S - Signaturs of smploverisian spongor Diate Enter name of individual s,;gmng 55 emgmger arplan sponsar
For Paperwork Reduttion Aot Notioe, see the Instructions for Forf 5600.5F. Form 5500-5F (2024

. 24031
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Ba were all ofthe - plan’s assels dudng the plan year invested in efgitde a%seis’} {See instructions.)

B Are vou clgiming & waiver of the annual searination and Feprnt of an independent quaiihed ;:ums accouniant 0D

dnder 2% OFR 28201044867 (Soe instructions on walver efgbility and congifions 5.

m}

@ ‘}’es:b i Mo
gs Q My

i youanswerad “No” 1o sither ling 62 or iné &b, the plan cannot use Form SSQ@«SF Eng must Ens%eaii usH Fs;'m 55;'}3},
¢ ifthe plan s a defined benefit plan, isit covered under the PREC insurance program {(see ERIBA segtion 40217 .

#*ves" ls chiscked, enter ihe My FPAS confitmetion number from the PBGT prarmiurn fing for thig glan wesy

:] Yas. ﬁ%e i | Mot deterniined.

iSaes instrbctions.)

it | Financial information

7 Plan Assels and Liabilities {a) Beginning of Year {5 End of Year )
B Total pian lisbilifies A—
G Netplan assels fgublract line THROMIUNE 781 eiion i
B inoome Expensies, and Transtars forthis Plan Yesr
@& Contrisutions received or receivable from:
E41 EMDIOVEIS v e e s sorer e ero. B
(Y Paraibanll e e fal2}
oy Odners (neiuding TOUGEIS e ] BELSY
B2 OMar BIT0IME BOBE Y. oo e soroneessonenscosfosses it e iy
€ Total incoms (add lines Ba(1), Bal2), Bai3i and Bhh.. ... 8e
o Persfits paid (roiuding divect rolfiovers am:ﬁ insurance premiuns. |
ty provide Banefite), iy
£ Terlsin desmed am}mr strrective distribulions (ses nsrectionsy. | 8e
{  Admirvsiative service providers salaries fees, commissions]. . af
wﬁ f}mermp@ﬁs% By
B Totw srpenses {add fines 8d, 8e, BF, artd BOlo ah -
i Natircome fioss) {sublract bne 8h from fine 8ol 8
] Trarsfersth ffmm} the pl .:-‘m (See ;{;sis'ucisms}:..“...‘,,,k,.,v, 8

Vi Plan Charactesistics

Sa jirihe plan provides persion benefits, enfer fhe applicable ,:zeﬁazss:ﬁr% featurg codes from the List of Plan Characleristic Codés in iéze nstrgcésms

ZE 2F 26 24 ZE ZT 3D

b e rian provides welhrg i:;mmfm arer l!*a ap;;ilr‘ame wWelarg featme mf:*ﬁs rrt}m the List of Plan *:”ﬁafamensma Codes in the Retructions..

E Cempﬁame Qﬁes’s;‘m}s

10 During the plan year

Yes

Ho

Armouni
# Was there a failure I ensrodt © the glan any paricipant condributions within the Sme period
gestrived i 28 CFR 251031027 Continug 10 answer “Yes™ for any pror year ialkres uil fully .
corrected. (See instructions and DIOUS Veluntary Fiduciry Sorrection Program’ oo 10z -
b Were there any nonesempf iransactions with ay gady%%‘%»é';%eses"? Do not inclyde fransactions .
reporied on fing Wa.., SO OO U R TN Pt DR ORI U J |1 - il
€ Was the plan covered by & ﬁ&a;h‘ty e VSISO ST O B 150, 000
d  Did the plan have a loss, whelber of not reimbursad by the plar's fidelity bond, that was caused ¥
b fraud oF dIShSREEIF? o TP R et || L] el
& \Were gny Tees or cormynissions paic bo-any brokers, aienls, o Gther pusana by antinswance
carrfer, insurance service, or diher oiganization that provitdés somie or alf of the benalits under i
the plan? (Ses iiés%wciians; 10e
f Hasthe planflied o ;:mvsde sty benefl when due under the plan? v 16¢ X
g Didthe plan bavs any pgmm'}aﬁt Inans? {(°Yes" enter srpunt s of yearend) Tty X
hy ifhis is an ngividual account pian was there & blackout ;}»euﬁd? .gSea instrudctions.and 28 CFH i )
- EBIDADI3G T W LT o 5.1 10K =
i 10k was aﬁfswe;aé “Was,” eheck the box If you 8!5??9? prowdeﬁ m rmguza‘w:i notice vy ing of me :

pcebions 16 roviding the notice applied under 79 OFR 252030 . IEOROOI S 11
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Fomm 5500-SF (2024} Page3-| |

B Vi I Pensr-:m Faz;';{!mg Complance

11 s this & defined benedit plan subjscl b mininwm fanding requirements? {F “Yes ” sae nstruztions and somplate Schedule SB .
{Form ‘3580} and nes Mg and t‘: brefow. ) i thig is 3 defined contribulion ;;ve%isrs oign, mave tne 11 blank and cﬂma jefe fine 12 ] {j Yeas B Mgy
helow. . RS O R P SRS VU S A DT SN o 00 SOOI SUUT O SV SO PR SR PP 0 P e '

& Erder the ungald minimum requited confribulions for all vears from Schedule SB (Fomy 55000 ine 40 ; iin %

b PRGC missed contribution reporting requirements, If the plan i coversd by PBGC dnd ths amount repored on Bite 112 18 grester than $0, has PRGO
been nodified as requined by ERISA sections 4083 aK8) andror SU3RYMYY Check the applicabla box: :

Yog.

Mo, Reporling was waived under 28 CFR 4043 25(cH 2] betause confribulions equal o or exgeading the unpald minlmum required contribulion

wite made by the Jth day aflar the due date.

Mo, The 3-day pefiod rferences in 20 DFR 404 I502nas nol yet ended, and the spensior intends Wo'make s torrbution soial fody

excesding e unpald miniem reguired contribulion by the 38ih day affer the dus dale.

Mo Other. Provide expianation

12 s this & defined contribution pian subjgct to the mitimum ﬁsmﬁiﬂg raquiremmts of gection 412 of the Code or section 302 of

ERISAT o . {'] vos Bl Mo
(7Yl comip a*& ime ‘.‘23 & hnea m ‘ew, *i?ﬁ wn:f ’!’?fz» be i, ;m @mm e ; ii ms 3 a v:wﬁm»d i:»emizt pemsm pian Eaaw e ;

e 12 blank and comolate ine 31 above,
8 Hawaiver of the minimum fundl §§§ stardard for & orior yedr is &éﬁ‘ag amorized in s ,r}iar 3,eaf= sea inshiuctions, and enter the date of the %FI%‘Z&I raling
granting the walver, SMondh Dy _ Yegr
1 you compieted line ‘na mmpmw lings 3 4, ami ’és af smamm ME {?ﬁrm %ﬂﬂ), ami iﬁﬁp 1o Sme 13.
by Enger the minirm refuired soviribution for this plan year .. . N .
C Enter the amount contribued ?}y the smptoyer 1 the plan for this plan year . exseEen
O Subiract the arouttin ling 120 Fonthe amount in line 126, Enler the result (enter a minus sign o the igitofa 198
negative ams&m%} . O R B e B S e e oo AR R o
& Wil the minimun funding armount reporied on Yine 12d be el by the unding deadline? i S Ve ﬂ Mg f‘ NIA

b
12e

Plan Terminations and Transfers of Assets
138 Hasa resciution jo teeinate B plan bess aduphed iy ; silan yest? . :
& Frvas” enter the amount of any slan asaets hat reveried (o the emplover this year. .
b wereallte plan assels distribufed o ;}aﬁ&i{&&ﬂf& or benaficiaries, transferred to another ;;E;m o by sggh‘z under the D Ves §f>» {q o
control of the PEGC? . R e WU T . SR o - it

© i, during s piat year, any asselsar lighi
wiieh assels or fabilities were ransferrad, (See insliuctions,)

1301} Name of planis) 13012} EIN{s} 13¢i3) PRs)

[ives ¥ no

it ware tfam?e,rmd ferw this plany o :xrm%hm whan{sy, !d%h‘h‘?\; g ;ai;m{m fi

Part Vil | RS Compliance Questions
14a Doss the plan satisly the coverage and nondiscrimination tests: af Codds sections 4 10{b] and 40U a}d) by combirdng his giaﬁ with any other plaks under
the permissve aggregationres? [ ves B Mo
145 7 ihis is 5 Code section 40 1{ks plan, check i boxes fal apply [ indicale how the plan is zmanded %a saiwfy the nmn{iz&r&mma%n 'equze*ameﬂts for
amployes deferrals and emploper Mt héﬂcg cortibutions (a8 appiicable) unded Code sections 40 HKK3) and 40 Hmyidl

g Dasina-based safe hadod miathe.
, § “Prior year” ADF test
{1 “Current year” ADP test

[ |
15 o %he plan sponsor s an gd%ﬁiﬁ{ sf a gre«ag;pr{}&eﬁ ;3?81’% that recaa z%é g aiigfé%?é 3 RS usm&m Lﬁﬁei enter the date of the Opinian Léﬁ!?:?‘ w

(MMADDIYYYY and the Opirion Letter sevial iomber 27028658




