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
HAUGE DENTAL 401(K) PLAN PN) D 001
1c Effective date of plan
01/01/2020
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) 39-1312547
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
HAUGE DENTAL CARE, LTD. 2c Sponsor’s telephone number

715-294-2202

2d Business code (see instructions)

108 CHIEFTAIN STREET
OSCEOLA, WI 54020 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 24
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 25
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

- T 5¢c(1) 24
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) 25
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 22
d(2) Total number of active participants at the end of the plan year ..............cc.cceveveveceerecreeeeeceee e, 5d(2) 22
€ 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. 04/28/2025 TANYA OLSON
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 2105901 2243882
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 251 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 2105650 2243882

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) 72726

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 196446

(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 11215
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 369138
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 649525
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 508689
e Certain deemed and/or corrective distributions (see instructions) . 8e 2129
f Administrative service providers (salaries, fees, commissions)..... 8f 475
g Other EXPENSES ...t 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 511293
i Netincome (loss) (subtract line 8h from line 8c)............................ 8i 138232
j Transfers to (from) the plan (see instructions) 8j 0

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:
2A  2E 2F 2G 2J 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 385000
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 7696
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_ Q703729A,
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Form 5500-SF Short Form Annual Return/Report of Small Employee OB Nos. 12100110
Dkeng:ﬁnmtofm‘gmq Benefit Plan
TRt Raveme Servite T:ﬂs forn sis reth;ired tofbegﬁfed under sections 104 arid 4085 of the Employee Retirement 2024
Depsmentof Labor ficoma Security Act of 1874 (FRISA), and sections BOST(b ang G058(z) of the tniermnal
Employee Banofts Beclty Adrministration Reveriue Code (the Coae).( ) @ ema This Form ig Open to
Fansion Banet Guarasty Corporation Public inspection

- . +_Complete all entres in accordance with the instrucions to the Form 5500-8F.
[_PartT | Annual Report Identification Information

Far calendar plan year 2024 or fscal plah vear b inning 01/01/28%4 and ending 12/31/26G24

A This retumreport is for. K a single-emptoyer plan []a muitiple-empioyer plan (ot multiemplayer) (Pension Plan filers chacking this box

must attach Schedute MEF, Other plans must attach a hist of patticipating emplayer
information In accordance with the form Instructions.)

B This returmireport is 1] the first returrvrapont [J1he final returnireport
B an amended retum/report D a short plan yaar retumn/report (less than 42 months)
C Check box f fling under: [] Form 5588 [ Jautomatte extension L] DFvC program

[ ] speciat extension (ester deserption
D viheplaniz a coligutively-bargatned plan, chack here ......... e

2

........... T

E _tfthis is a retroactively adopted plan permitted by SECURE Act section 201, check BEE ..o b | |
L. Partii ~| Basic Plan Information—eanter ail requested information
1a Name of pian 1b  Three-digit plan number
HAUGE DENTAL 401(K) DLAN L 0oL
1C Effective gate of plan
QL/01/2024
2a Plan sponrsor's name (employer, if for a single-employer pian) 2b Employer [dentification Number {EiN}
Mailing address {incude room, apt., suite no. and street, or P.O. Box) 39-1312547
City or town, state or province, country, and ZIP or foreign nnstal e {if tnrainn, see inctuationn) e -
: * 2¢ SponsorsJdelenhone momher,
HAUGE DENTAL CARE, LTD, 15 e258-220%
108 CHIZFTAIN STREET 2d Business code (see instructions)
OSCEOLA WI 54020 621310
34 Plan admiristrator's name and address [X] Same as Plan Sponsor. - | 3b Administrator's EIN

3¢ Administrator's telephone nurber

4 ifthe name and/ar EIN of the plan sponsor or the plan name hag ¢hanged since the last retum/eport | 4b EIN
filed for this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the

last returmifreport. 4d en
A Sponsors neme
C Plan Name
5a Total number of participants &t the beginning of the plan Year ................ Sa 24
b Total number of participants at the end of the plan b LSS 5b 25
€1} Number of participants with account balances as of the begirming of the plan year {only defined 56(1) 24
contribution plans complete this ftem)........
C(2) Number of participants with gccount baiences as of the end of the plan year (only defined Bo(2) 28
contribution plans complete tiis item)
(1} Total number of active participants 2t the beginnIng of the DIBR VEBT.. ... oo Sd(1) 22
d{2} Totat number of active participants at the end O the PIAN YE&T.............o.ccooososoooooo 5d(2) 22
8 Number of participants wio terminated employment during the pian year with agcrued benafits that Se o

were less than 100% vested,......nen........ e e e ek e cmcenesenen ] —
A orthe lato of incomplete fillng of this return/report will be assessed unless roasonable causa i o8tablshed.
Brjury and other penatiies set farh in the instructions, | deciare that | have examinad this returnirepont, including, if applicablg, a Schedule

J s lg}cf by an enrolied actuary, as well as the electronic verslon of this returnireport, and to the best of my knowledge and

Under pe
B8 or Sof
bgiif it i

4/ 28/ 26 ranva onson
‘D;;e Enter name of individual signing as plan administrator
: L/ 7 728G rovas mavcs
an Sporscr —_— Date Enter name of individual signing 2s empioyer or plan sponsor_|
the Mmatructions for Form 5800-SF, Faern 5500-SF (2024}

v, 2403194
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Form 8500-SF (2024) Page 2
6a Were all of the plan's assets during the plan year invested in eligible assets? (See instructions.)...... ... erbzet eyt ere Yas D No
b Are you glairming a waiver of the snnual exarmination and repant of an indapendant qualified publlc Mcuuntam (IQF’A)
under 2¢ CFR 2520.104-467 (Se¢ instructions on walver eligibility and conditions.).... siver o eme i b s @ Yo D No
It you answered “No” to eithor ling Ga or line G, thes plan cannot use Foem 550(1»&# amf must instaaa use me 5500.
C Ifthe plan is 3 defined benefit plan, is it coverad under the PBGC insurance progrsm (see ERISA section 4021)? D Yes D No B Mot determinad
if "ves" is chacked, enter the My PAA corfinmatian number from the PBGC premium filing for this plan year - {See instructions.)

L:Partill:"| Financial Information

7 Plan Assets and Liabhities {a) Beginning of Year (b).End of Year

TOME! DIGO ABBOM . 1o rvsssatisenrermeesssasssessseesessersessessins Ta 2,108,901 2,243,882

#
b Total plan Yabifties. ..........ocooveceeererrerrerii b 251 0
£ _Nst plan assets (subtracl line 7h fromline 7a) ...cceevv oo, T 2,108,650 2,243,882
8 income, Fupenses, and Transfers for thie Plan Yoar {a) Amount b) Total
a Contributions recalved or receivable from: DRy
{1)_Emplovers R A e 1 72,726 -
{2) F’artldpg_rlts 8a(2) 196, 446) "
{3) Others {Inchuding rollovers) e | B8€3) 11,215
b Other Ineome (088).....coceevceooc oo gh 369,138 AR I
¢ _ Total income (add ines 8a(1) Ba(2), 8a(3), and 80). ... | B¢ |0 T T 649,525
d Senefits paid (lnc:iucteng direct rollovers and Insuranca premiums L T -3 S
to provide benefits)... S . 508, 889|
€ Cengin deemad andior corrective distnhuhons {see Instructions). 86 2,123}
f _Administrative servica providers (salarios, fees, commissions) ... 8f 475]
g Otherexpenses............. T - ol ;
h_Total expenses {add lines Bd, 8e, 8, 99,..,(18.9) ........ - ey e §11,293
i

Net Incorme (|uss) (subtract line 81 from fing 8o ..o,
J Transfers to (from) the plan (see INstractions) ...,
Part IV | Plan Characteristics

9a [ifthe plan provides persion benefits, enfer the applicable pension feature codas trom the List of Plan Characteristic Codes in the instructions:
2h 2E 2F 2¢G 25 2T 13D

b [ne plan provides weltare banafits, enter the applicable welfare feature codes from the List of Plars Characteristic Codes in the instructions:

138,232

L Part V. ] Compliance Questions

10 During the plan year; Yes | No Amount
8 Was there a failure to transmit to the plan ary parlicipant contributions within the tima period
described in 20 CFR 2510.3-1027 Continue to answer “Yes® for any prior year faliures until fuﬂy
corrected. (See instructions and DOL’s Voluntary Eidusiary Correction ELOaeenm) . 10a £
b Ware there any nonaxampet transactions with any party-:n-mter&st" (Do not include transactlons
rapoited on e 1080, ..., R I I 1'7" A
G Was the plan covered by @ ﬁdel:ty bond? ... L ITTIT RSSO PN [ 1, P (8 385,000
d Did the plan have a loss, whether of net reimbursed by the plan (1 ﬂdell!y bond, thaf was caused x
by fraud or dishonesty? ......coveene..... i wo.. | 104
@ Ware any fees or mmm!ssuans ;mrd to any brokers. ageﬁte or other persans by an insurance
carrier, insurence service, or other ofgamzatmn that prowdes some or ali of the baneﬁis under x
the plan? (Bee Netructons.) ... 1A R ARt R SRR AS 144 A an e 108
f Has the plan failed to provide any benefit whan due under the pian? e Rt 10 X
g Did the plan have any participant loans? (f "Yes," enter amount as of yearend.) ... cormiirneee | 408y X 7.696
h ifthis is en individual sceount p!an was there & blackoLt period° (See instructions and 2§ CFR S TR R
2520.101-3) .. 10n £
i #i0khwas answered “Yes, check the box If you either prowded the reqmred notica or pre nf the
axepptions 1o providing the notice applied under 29 CFR 25201013 oo, TTTITTOR 10i
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Form 5500-8F (2024) Page 3- ]

| PartVi - Pension Funding Compliance

11 15 this & defined benefit pan subject lo minimum funding requirements? {if "Yes," see mstructions and compieta Schedule 58
{Form 5500) and lines 113 and b below.) If this is a defined contribution penslon plan, leave line 11 blank and complete line 12 E] Yes @ Ne

palow,. ...
a_Erter the unpaid mirimum required contributions for all years from Schedule SB (Ferm 5500} ting 40 .,................ 1 11a !

L T ) S LT I E LT T Y T L PR

b PBGC missed contribution FEPOItingG ratuirements. If the plan is coversy by PBGC and the amount reported on line 11a ls greater than §0, has PREGC
been notified as required by ERISA sections 4043{cKE) andfor 3030(4)7 Chadk the applicable box;

Yos,

[] No. Reporting was waived under 28 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minfrum required contribition
were made by the 30th day after the due date.

D No. The 30-day period referenced in 28 CFR 4043.25(c)(2) has not yet ended, and the sponsor intands to make a contribition equal to or

exceeding the unpald minimum required contribution by the 30th day after the due date.
No. Other. Peevide explanation

12 s this a defined contribution plan subject to the mirimum funding requirsments of section; 412 of the Coda or section 302 of
ERISA? ......... e "

(if "YVes,"” complete line 12a of lines 12b, 126, 124, and 16 beiow, s mppicabie.) ifhis s a dafined baneft pansion pian, toave | L1 Tes [ Mo

lina 12 blank and compiete fing 11 above,

A If & waiver of the minimum funding standard for a prior year is being amortized In this plan year, see Ingtructions, and enler the date of the letter ruling
granting the waiver. .................... \ ceiieeorervrenn. MGTER Day Yeasr

If you complated ting 12a, complete lines 3, 9. and 10 of Schedula MB (Form 5500}, and skip fo line 13,

b_Enter the minlmum required contribution for LU T 12k

© _Enter the amount contributed by the employer 1o te plan for this plan yeat ..., e | 1A

d Subtract the amount In line 12¢ from the amount in line 12h. Enter the result (enter a minus sign to the leit of a 12d

LCLELL R 10 )|

€ Will the minimurn funding amount repoited on Une 12d be met by the funding deading?....ooooooo E Yes D No D N/A
I'Part Vil: | Plan Terminations and Transfers of Assets

13@_tias a resokition to tarminate the plan been adepted inary planyear? .. ves B o

A _H"Yes " enter the amount of any plan assets that reverted to the emplover this year................. TP i b

b Were all the plan assets distibuter to participards or banefiviaries, transferred to anothar plan, or brought under the D Yo @ No
Controd of the PBGC ... igeens .. e et 14 dare st cen b ek A4 ermseesesecnnerens .

cerrraii

C I, during this plan year, any agsets or labilities were transterred from this plan to another plan(s), identify the plan(s) to
which assets or fiabilities ware transforred. (See instructions.)

13¢(1) Name of pian(s): 13c(2) EiNG) 136(3) PN(s)

[.Part Vil .["IRS Compliance Questions

14a Does the plan satisfy the coverage and nongiserimination tests of Code sections 410(b) and 40H#)(4) by combining this pian with any other plang usder
the permissive sggregation rules? ] Yes & No

14b 1 inis is a Gode section 401(k) plan, cheek all boxes that #pply to indicate how the plan s Intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicabie) under Code sections 4071(k)(3) and 401{mK2),

@ Design-based safe harbor method
D “Prior year' ADP test
[] "current year ADP tast

[] nwa

15 fthie plan sponsor is an adepter of a pre-approved plan that received a favorable IRS Oplnion Letter, enter the date of the Opinion Letter 06/30/2020
(MM/DD/YYYY) and the Oplnion Letter seral numper 47037292




