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
LAKE CITY FAMILY DENTISTRY 401K PLAN PN) D 001
1c Effective date of plan
04/13/2005
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) 56-2379964
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
LAKE CITY FAMILY DENTISTRY, P.A. C Sponsor's telephone number

843-374-2021

2d Business code (see instructions)

804 WEST MAIN STREET
LAKE CITY, SC 29650 621210

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 19
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 20
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 17
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) 18
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 18
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 19
€ 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. 04/21/2025 WILLIAM MCDANIEL
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii e @ Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............cc.ccooiiiiiiie e @ Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No D Not determined

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

. (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 2619672 3105195
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 2619672 3105195

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) 46174

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 107126

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 332223
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 485523
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 0
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 0
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 485523
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:
2T 2E 2J 2K 2F 2G 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 80000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ..........c.ccccccvueuene 10g X 25171
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
23 0T 0 e PSS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i




Form 5500-SF (2024)

Page 3-| 1

Part VI Pension Funding Compliance

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

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes 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_ Q703912A
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Form 5500-SF Short Form Annual Return/Report of Small Employee | OGN BN
Deparment of the Trbgolry Benefit Plan | '
This farm is required 1o be fled under sections 104 and 4065 of the Employee Retirement | 2024

Internal Revenys Service

Income Security Act of 1974 (ERISA), and sections 8057(b) and 6058(e) of the Internal |

Depsnment of Laticr i .
Empicyes Banehits Secunty Adminsyalion Revenua Code (the Coda). This Fl'-‘"|“ is Open to
; : | Fublic Inspaction
Pension Benchl Gusrany Corporation » Complate all entries In accordance with the instructions to the Form £300-SF. 1

[ Part1.. | Annual Report ldentification Info rmation
For talendar plan year 2024 or fiscsi plen year beginning
A This return/report Is for. & single-amployer plan

01/01/2024 and ending ) 12/31/2024
& multipla-smployer plan (not multemployar) (Pension Flen filers chetking this box

must atiach Scheduls MEP. Other plans must atiach & list of pafticipating amployer
informaton in accordance with the form instructions.) '

D the final retum/report

D the first return/report
D a short plan year return/report (Isss than 12 months)

D an amended ratum/report

B This returnfrepon ls

D DFVC program

C Check box if flling under: D Form 5558 D automatic extension

D specisl extanslon (enter description)
D Ifthe plan Is a collectively-bargained plan, chaek NEre ...
E If this is 2 retroaclively adopted plan pemitied by SECURE Act section 201, check here

v | i
" Part i | Basic Plan Information—enter all raquested information ‘
1a Name of plan 1b Three-digh plan number |
Leke City Family Dentistry 401k Plan PNy b ojeer
| 1¢ Effective data of plan;
N 04/ 13!2 005 |
2a Plan sponsor's name (emplayer, If for 2 single-employar plan) | 2b Employer Idenyfication Numbar (EIN)
Mailing address (include room, ept., sulte no. and street, or P.0. Box) | 56-2379964
Cl or province. country, and ZIP or forelgn postal coda (If foreign, see instrucions T
fy or fown, State er o onp ( e ) 2c Sponsors telaphone }»umber

Lake City Family Dentistxy, P.A. 643-374-2021

3 3
o s s Tomesih d Business code (s‘eauqslmcﬂons)
Lake City &C 25650 621210

3a Plan administretor's nams and address E Same a3 Plen Sponsor. 3b Administrator's EIN

i am—

3¢ Administrator's telephone number -

T.mlf_lha'hameﬁéndforélr\fo} thE plan-aponsé;_or the piaﬁ héﬁie hiésrbﬂé;\g—e;i SiNCE the last return/report | 4b ‘EN
filed for this plan, enter the plan sponsar’s name, EIN, the plan name and the plon number fromthe L
last return/report. i 4d PN
a Sponsors name |
€ Plan Name '
" i
5a Total number of participants at the beginning of the plan YEar. e (RS B -
b Total number of partcipants at the end of the PIAN YOBM ... e 5b _ 2¢
(1) Number of participants with account balances as of the beginning of the plan year (enly defined sc(1) : _
CONrIbUtON PIANS COMPIELE TS HEM) covusssssssssrecreesessseversosscesamsssss st bisesec : 15
c(2) Number of participants with account balances as of the end of the plan year {only defined | 5c(2) |
T L L. e, [ ——————— L S 1E
d(1) Total number of active participants at the beginning of 18 PIaN YEAM s sd(1) o L¢
d(2) Total number of aciive participants 8t the end of the PIAN YEAT wumuimusmrimswrrsrmrs e e | 5d(2) 1z
8@ Number of participents who terminated employment during the plan year wiih accrued benefits that | 5a 11 ¢
| {

__wereless than 100% VESIEd i immenon R
Caution: A penaliv for the late or incomplote fliingt of this return/report will be asges

Under penalties of perjury and other penzlties set forth in the instructions, | dedlare that |

135 reasonable CouBe is eelablished,

have examined this return/report, including, if #pplicable, a Schedule

€8 or Schedule ME complated and slgned by an enrolled actuary, a5 well as fe electronic version of this returnirapart, and 1o the best of my knowledge and

peliat s tye, correct, snd compite -

I S 4 .24.2< |William McDaniel

.‘HEB : Slanature of plan administrator Dale Enter name of individual si2ning s Flar clah administrator

SiG.. o —

HERE .. 1 Signature of employer/plan sponsor Date Enter name of Individual sicning &8 mizlovar or plan sponsor
For Paperwork Reduction Aot Notice, 596 the Instructions for Form S500-SF Form HG&EF:EEE:E
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Form 5500-SF (2024) o Page 2 y "
o . - .
63 Were all of the plan's assete during the plan year invested In eligible assels? (See INEAPUCHONE. Y ersae ovasssssssssrsrpsnsessasssessssssrsssemsansenen @ Yes D No
b Are you claiming a walver of the annual examination and report of an indepandent quelified public accountant (IQPA
under 29 CFR 2520.104-467 (S60 Instructions on walver eligibllity and conditions.)u .. v T Yes [] No
If you answered “No" to either lIne &a or line &b, the plan cannot use Form 5500-SF and must instead use Form 5500,
C Ifthe plan Is & defined benefit plan, Is It covered under the PBGC Insurance program (ses ERISA section 4021)7 ... [] ves [Ine [] not determined
it "Yoe" I checked, enter Ihe My PAA confirmation number from the PBGC premium filing for this plan year . (Ses Instructions.)
[ Partlll' | Financlal Information B i
7 _ Plan Assets and Liabilities {a) Beginning of Year (b) End of Year
a Total plan assels ... Ta 2,618,672 (i 3,105,19°
b Total plan lisbilites i) 7B 0 ; ¢
¢ Net plan assets (subtract ling 7b from lin® 78)....cccreissiceccrzenss ol o1 2,619,672 i 3,208,19¢
8 Income, Expenses, end Transfars for this Flan Year e {a) Amount () Total
a Contributions recsived or receivable from: I
(1) EMEIOYEIS coovvcimmessssanses St et s ], RETAY 46,174
(2) Particizants Ba(2) 107,126
{3} Others (including rollovers).......oe.iccvcsensinssniss Sasiaainiie, | TS
b Other incoma (058) s it ab 332,223
¢ Tokl Income (add lings 8a11), Ba(2), 8a3), end BbLvesrwmmcveneens | 8C 1. - ) v ! B 8 485,527
d Benefits paid (including dlrect rollovers and Insurance premiums S o a0 B T e Y
1o provide Penefits) e, st G 8d L BT ) LK q,
@ Csriein desmed and/or correclive distributions (see Instructions) . Be ! 1 Nold .-' o Tk &
{ Administrative service providers (sglaries, foes, commissions..... st | s LB ] b 1
€ Othor 6XPENSes .uumeurmire o oo oot ot By . i e
h Total expenses (add lines Bd, 8e, BT, and Bl eercssisinnsrer 7 h 0
i Netincome (loss) {subtract ling 8h from BN BE)..iwwerinne-o: ks Bi e T o 485,52
j Transfers to (from) the plan (gee inetructions) 8] R : :

| Part IV .| Plan Characteristics . __ )
Ga |If the plan provides pension benefits, enter the applicable pension feaiure codes from the List of Plan Characteristic Codes in the insiructions:

]

2T 2E 20 2K 2F 2G 3D - ——

b !lf the plan provides welfare benefits, enter the applicable walfar-e feature codes frm;:_ -t;re List of Plen Characteristic Codes in the irislruclions:

PartV. I Compliance Qu.astlonf B ; »

10  During the plan year: ) Yes | No © Amount T
a Was there a failure to transmit to the plan any paricipant contributions within the time period -
described in 20 CFR 2610.3-1027 Continue to answer "Yes” for any prior year failures untlh fully ]
corrected. (See instructions and DOL's Veluntary Fiduciary Carraction PIOBrEmM) « sereenseisesesverneenss | 108 X .
b Wara there any nonexempt ransactions with any pary-indnterest? (Do not includs transactions :
reported on fine 10a.) MY b x i
€ Was lhe plan covered by a fidelity bond? ... = . 10c | & 80,00
o Did the plan have a loss, whether or not relmbursed by the plan’s fidelity bord, that was csused ”
s by fraud o QIBNONBENT .. cimesuiesrssissimansoenssoosiesins e sssn 10 A LU s e « | 10d i
& Were any fees or commigsions pald to any brokers, agents, or other persons by an Insurance :
carrier, insurance service, or olher organization that provides some or all of the benefits under % !
he plan? (See INSIEHONT. ] i e it iss sy e 10e i B
f Hae the plan falled to provide any bensfit when due under the plan? e | A0f X
g Did the plan have any participant loans? (if “Yes," enter ameunt as Of YEBM-BN.) cocrinrisnmrisnsnins | 40g | * 25 .19
b 1f this (& an Individual account plan, wes thera a biackout period? (See instructions and 28 CFR {
2520.101-8.) e |10 X |
i IF 10n was answered “Yes," eheck the box if you either providad the required notice or one of the '
exceptions to providing the netice applled under 28 CFR ZEINAN-Buc i nmam]. 10k P
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" Pare Vi | Pension Funding Compliance

11 1= this a defined benefit plan subject to minimum funding requirernents? Ell “Yos," see instructions end m;ﬁpiete Schedule $B
(Form 5500) and lines 11a and b below.) If this i5 a defined contribution penaion plan, leave line 11 blank and complete line 12 D Yes E No
below.. = x . Lueebrs oy baspsLLs et aagRY 4 A S s sa s e T, vssransnsses N
a Enter the unpaid minlmum required contributions for all vears from Schedule & (Form 5500 lin® 40 oowrvreereeee. E 11a [
b PRGC missed contrlbution reporting raquirements. If the plan ls covered by PBGC and the amount reported on line 11a Is greater than $0, has PBGC
baen notified as required by ERISA gections 4043(e)(3) andfor 303{k)(4)? Check the applicable box: i
Yes.
D No. Reporting was waived under 28 CFR 4043.25(¢)(2) becavee contributions equal to or exceeding the unpeid minimum rd:quired coniribution
were made by the 30th day after the due date.
No. Tha 30-day perlod referenced in 20 GFR 4043,25(c)(2) has not yet ended, and the spensor in tands to maks a ounmbutijan equal to or
axceading the unpald minimum required confribution by the 30th day after the due date. !
D No. Other. Provide explanation __ " . ! P
i
12 s this a defined contribution plan subject 1o the minimum funding requirements of section 412 of the Code or secton 302 of
ERIBAT cersesesnsssssensovsssonsressnsnsasas s HFHIRHII4845m 434 HRAFIE 83" 343 30 1sHo AR EE ot s s oh RSP AT L ES RS A S e AT — RA——— tesbreraraen
(If “Yes," complate line 12a or lines 12b, 12¢, 12d. and 12e below, as applicabls ) f this Is & defined benefit penslon plan, leave D es @ He
ling 12 blank and complete line 11 above. . ]
a If a waiver of the minimum funding standard for a prier year is baing amortized in this plan year, see instructions, and snter the daté of the lstter rullng
siksnas g eers AGITT) Day i Yesr

oranting the wWalver, ...

of Schedule MB (Form 5500), and skip to ling 13.

If you comgleted line 12a, comlets lines 3, B, and 10 _
b Enter the minimum ragulred contribution for this plan year .. | 12b | )
& Enter the amount contributed by the employer fo the clan for this OB YT srrrecooeemmeccsvimsessssecos semsest s psnsssrasaas st 12c
d Subtract the amount in line 12¢ from the amount In line 12b. Enter the result (enter s minus sign io the left of a 12d
DEGAHVE BIMOUNL ..oisiscsrasesocesis otz sees o bt et STt 2000 D A e
e Wil the minimum funding amount reparted on line 12d be met by the funding deadling? . oo wes D Yes D Ne D N/A
[ wait o ”
'Part Vil Plan Terminations and Transfers of Assets
138 Has aresolution to tarminate: the pian been adopted i Ny PIBN YEAI? 1ot ‘ || Ye:'s No
@ _If*Yes,” enter the amount of any plan assats that reverted to the emuloor ls yEa. s e e e stisie e 13a |
b Were all the plan assets distributed to pardcipants or peneficlaries, transferred to another,plan, or breught under the ! D Yes E No
___ controlof the PBGC? R P T, y g ] B =
C |, during this plan year, any asgats of fiabililiss ware transferred from this plan ta another plan{s), Identify the plan(g) to

which assets or Habllities were transferred, [See Instructions. | ) )
__13¢(1] Name of planis B 13¢(2; EIN(s)
i

13¢(3} PN(S)

[PartVill_|_IRS Compliance Questions i

14a Does the plan satisfy the coverage and nondlserimination lests of Code sections 410(b) and 401(2)(4) by comblining this plan with aﬁy other plans under

the pamissive aoregetion rules?( | Yes [¥ No

14b If this Is a Code section 401(k) plan,
employee deferrals and employer matching centributions (as applicable) under Code sections 401{k)(3) and 401{m}(2). }

B Design-based safe harbor method !
D “Prior year’ ADP test
[] “current year" ADP test

[] wa

check all boxes thst spply to indicate how the plan is intanded to salisfy the nandiscriminatlor; requirements for

= . . i
15  If the plan eponser is an edapter of 2 pre-appraved plan that received @ favorable IRS Opinion Letter, enter the date of the Opinion L
(MM/DD/YYYY) and tha Oplnlon Letter serisl number Q7 03%12a i

etier 06/30/2020




