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Department of the Treasury 
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Employee Benefits Security Administration 
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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

X

SUBARU OF ROCHESTER, INC. 401(K) PLAN 001

01/01/2017

4840 MAINE AVENUE SOUTHEAST 
ROCHESTER, MN 55904

32-0543942

SUBARU OF ROCHESTER, INC.
507-993-4513

441110

X

57

0

51

0

57

0

4

Filed with authorized/valid electronic signature. 05/01/2025 DANIEL PENZ
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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

1020696 0

0

1020696 0

60986

203857

53924

318767

96162

5091

3165

104418

214349

-1235045

2E 2F 2G 2J 2K 2S 2T 3D 3H

X

X

X

X

X 4471

X

X 6955

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

CHOICE POOLED EMPLOYER PLAN III 42-1484983 010

X

X

Q704638A
10 01 2021



Short Form Annual Return/Report of Small Employee
Benefit Plan

This form is required to be flod under soclions 10,1 and ,1065 of the Employee Relirement
lncome Security A.t of 1974 (ERISA), and sections 6057(b) and 6058(a) of the lntemal

Revenue Code (the Code).

all entlio! ln lccord.nce wlth the in.tructlons to tho Forrt| 65(XrSF) Corn

r:H?rI

Form 5500-SF
O.prtnsr ol tE T€ery
hi.cl Re6U€ S.lv6

8,1.fl8 S€ofty Adnifatn
PeBio B6rEfi Gua@iy CorrDralion

Annual Re Hentmcation lnformation
For caleMar n or fscal an al
A This rgtum/repod is tor: E a single€mployer plan

B This returvreport is lhe frst return/report

an amended rElum/report

4840 MAINE AVENUE SOUTHEAST

ROCHESTER

I a multiple-employer plen (nol mulliemployer) (Pension Plan filers checking this box
must anach SchedulE MEP. Oth€r plans must atladr a list ofparlicipating employer
infomation in accordanc€ with the torm inshudions.)

E f|e 6nal retum/report

I a short plan year .etur report (less than 12 months)

I orvc program

I

001

lC efieclive date oI ptan
o1/ o1/201,'7

2b Employer lder ification Number (ElN)
32-05439 42

2C Sponso/s telephone number
50? 993-4513

2d Businoss code (see insbudions)

4 41110

3b ldminisraots EtN

3C Administrator'stelephonenumber

4b ErN

4d PN

OMB Nos. 121G0110
1210-0069

2024
Thb Fonn i! Opon to

Publlc lnspectlon

and erdi

0I
II

C Check box if fling under: Form 555E I aubmatic extension

specjal extension (enter descriplion)

D ffthe plan is a collectively+argained plan, chec* here

E lf this is a.etroacli\,/e lan itted SECURE Act seclion 201 check here

Basic Plan lnfomation---.rner att inbmalion
1a Name of plan

SUBARU OF ROCHESTER, INC. 401(K) PLAN

2a Plan sponso/s name (employer, it for a single-€mployer plan)
Mailing address (include room, apt., suite no. arxd street, or P.O. Box)
Clty or town, state olplqvlDce, @u[by, and ZIP or foreign postal code (it foreign, see instructions)

SUBARU OF ROCHESTER, INC.-

MN 55904
3a Plan adminislratois name and address Same as Plan Sponsor

4 lf lhe name and/or EIN ofthe plan sponsor o.lhe plan name has changed since the last.sturvrepon
filed for this plan, €nter the plan sponsols nam9, ElN, lh€ plan name and th9 plan number from the
last return/report.

a Sponso/s name

c Plan Name

5a Tolalnumber of padicipants al the beginning gt the plan yea......

b Tolal number of particjpants at the end of the plan year... -........ -.........

C(l) Number of panicipants with account balancas as ot the b€ginning ot the plan year (only d€foed
conldbution plans complete lhis it€m) ...........

C(21 Number of parlrcipants with account balances as of the end of the plan year (only defned
conlribulion plans complete this item) ............

d(l) totat numUer ot active participanb at the beginning of the plen year.-..........................................-...

d(2| totat number of aclive parlicipants at the end of the plan year.

e Number ot participants who tenhinated employment during th€ plan year v{ith acqued benefits that
were bss than 'l0O% \rested..............

Caudon: A lsta or I b Etu aga€ltod unloag
Under penalties of perjury and other penallies sel forlh in
SB or Schedule MB completed and slgn€d by an enrolled

the instruclions, I dedarc that I have examined thi6 retunvreport, tnctuding, it applic€bte, a Sch€dule
acluary, aa well as lhe elec{ronic v€6ion ofthis retum/report, and to the b€st of my knowtedgg and

cauto lt

5'7

0

51

0

5'7

0

4

Part ll

)
1b Throedigit plan numbor

5a

5b

5c(1)

sc(2)

5d(1)

5d(21

5e

srGx
HERE

:tlgEaluir ol plan qdDlrLhto( Dale Enter name of individual sioning as plan administrator

,]/qlz4 DANIEL PENZstGx
HERE

Sisn tlro ot o.npb) eaotn tgG) dare Enter mrlg oI irdivilual Eioning as employer oa plan soonaor
uctbn Acl Xotico, aaa Form 650OSF.

v.2a03li
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6a Were all of lhe plan's assets during the plan year in\€sted in eligible assets? (See hstructions.)......-...........--....
b Are you claiming a waivEr of the arnual examination ard repod of an independenl qualifed public accountant (IQPA)

under 29 CFR 2520.101-16? (See instrudions on tvairrer eligibility and cordilions.)....................... .

It you ans{orEd "No" to ellhor llrE 6a or llno 6b, the plan cannot ulg Form SSXFSF and mult lnliEsd ulg Form 5500.

C lf the plan is a def ned benefit plan, is il cot/ercd under the PBGC irEu.ance program (see ERISA sedioo 4021)? ...... ! Ves INo
lf '/es" is ctEded, enter the My PAA confirmation nunber lrorn the PSGC premium flirE fo( lhis plan

S ves I tto

Sves!Ho

I Not determined

(See inslructiorE.)

(a) Beglnnhg of Yelr
7a 1,020 , 696

7b 0

7c 7 ,020 , 696
(a) Amou.rt

Sall I 60,985
8al2l 203 , 85'7

8al3)

8b 53,924

&

8d 96, 162

8e

8f 5,091
8s 3 ,155
8h

EI

q -1,235 ,045
Part lV

Part V
Y€ l{o

lOa x

xt0b

l(!C x

tod x

xl0e

t0f x

rog x

t0h x

l0t x

I:EE|III

IIII
III

Financial lnfomation
7 Pian Assets and Liabilities End of Y€ar

a Totsl assets

b Totat liabilities

c Net assets line 7b from lirE 7a

E tncorne, , and Transfers for lhis Plan Year Tot l
a CorfributiorE rec€i\€d or receivable ,ro.n:

Parti

Olhers rolloveIs

b ottrer incorne

c Tolalincome lin€6 , ard 8b

d B€nefits paid (inclding direcl rollovgrs and insurance prcmiums
to berefits

e Certain deemed and/or co[eclive distributions instrudions

f Administrative seMce ders fees commissions

Other

h Totat lines 8d, 8e, 8f, ard

I Net rncorne subtiacl line 6h frqn line

I Transfers to (from) the plan (see instnxliorE)

Plan CharacterEtlcs
9a tl the plan provides peogion benefts, enler lhe applicable pension leature codeg from the List of Plan Characteristic Codes in the instruclions

2E 2F 2G 2J 2K 25 2T 3D 3H

b lf the plan provides uclfare benefb, enler the applicable lr'relfare ieature codes from lhe List of Plan Charaderistic Codes in lhe inslruclions

Compllance Quesuons
'10 During the plan yea. Amount

a Was there a failure to lransmit lo the plan any paftic.ipanl contributions within the time period

described in 29 CFR 2510.3-102? Conlinue to answer 'Yes" for any prior year failures until tully
conecled See instruclrons and DOL'S Volunta Fiducia Conection ram

b Were there any norExempt lransactions u,ith 8ny party-in-interest? (Do not include transaclions
reported on line 10a.)

C Was EE plan co\rered by a fidelity bond?

d Dk the plan ha!€ a loss, r*rether or not Eimbu6ed by the plan's fidelity bond, that rllas caused
Faud or

0

0

e Were any Ees or commiEsions pak, to any brokers, agenls, or other peEons by an insurance
canier, insurance seryice, or olher organizalion that provides some or all otthe benefits under

378,161

104,418
214 ,349

4 , 4'71the See instructions.

f Has the plan tailed to provide arry benefit when due under the plan?

g Did the plan have any padicjpant loans? (lt Yes,' enter amoont as oI year+rd.)

h lf this is an indiv ual accounl plan, was there a blad(od period? (See irBtructions and 29 CFR

2520.101-3

lltlohu.asansrr,eredYes,'cfled<theboxityoueitherprovidedtherequirednoliceoroneofthe
to the notice a under 29 CFR 2520.101-3

5, 955
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@

E

Pension Fundin Com liance
11 16 this a defned beneft plan subjecl to minimum tunding requi.ements? (lf Yes," s€€ instructions and complste Sdredule SB

(Form 5500) and lines 't 1a and b belorv.) lf this is a d€fned contribution pension plan, leave line 11 blank and complete line '12

belo$r.
Iv""Iro

a Ente. tlE id minimum uired confibulions for all trom Sdledule SB Form 5500 line 40

b PBGC miesed contrlbuuon repo.tlng raqul.rmo r.lflh€ plan ls coler€d by PBGC and th€ amount roponed on line 11aisglEaterthan$0, has PBGC
been notified as required by ERISA sedions i1043(cx5) and/or 303(kX4)? Ch€d( th€ applicable boxlII
I

Yes.

No. Reponing was waived under 29 CFR ,a043.25(cX2) because contributions Equal to or excaeding the unpaid minimum required conlribulion

were made by th€ 30th day afterthe due dat€.

No. The 30{ay period reftrenced in 29 CFR il0,{3.25(cx2) has not yet ended, and the sponsor inlends to make a contribution €qual to or
exceeding the unpaid minimum requirsd contribulion by the 3Oh day afrer the due dale.

[l No ottrer. Provftre oxolanation

'12 ls this a defined conlribution plan subjec{ to the minimum tunding requircmenta of s€ction 412 of the Code or s€c1ion 302 of

(lt'Yes," complete line 12a or lines 12b, 12c, 12d, end 12e belot/, a5 applicable.) lf this iE a defrEd bsn€flt pension plan, lea\€
line 12 blank and complEle line 11 above.

Iv""@ro

a lf a waiver of the minimum tunding standard for a prior year is being amodized in lhis plan year, s€e instsuctions, and enler the dat€ of th€ letter ruling
oranting lhe wair€r Month Dav YEar

r ou lln. 12. com lin€a 9 lnd l0 ol Schodule B Form 5600 and lki to llno'13.

b Enbr the minimum uired contribution Ior this

C Enter the amounl contribuled the e to thg plan tor this plan

d Subtract the amount in line 12c from tte amount ln line 12b. Enler the result (ent6r a minus sign to lhe lef, of 8
a

e wfll the minimum tunding amount .epoded on line 12d be met by the tunding d€sdline? I v"" ! r.ro I un

Plan Teamlnations and TransfuE of Assets
13a gas a resotutin to tsmhaE tE pho been do@ h any plan yeaa No

a I Yes," enter the amount ofan assels that rEwrted to the r this

b Wele all the plan ass€ts dislribuled to participants or benefciaries, transbned to anothEr plan, or brought under the SvesIuo
C lf, during ttris plan year, any ass€tE or liabilitiEs wer€ lransGned from ihis plan lo another plan(s), identify lh€ plan(s) to

12b

12c

12d

Yes

't 3a

EtmI

whiah assets or liabililies wele kansfened See instruclions.

Name of t

CHOICE Pooled Employer Pfan III

P

010

IRS Co iance Qusstions
'l4e Does the plan satisfy the coverage and nondisqimination lests oI Code seciions.tlo(b) and 401(a)(4) by combining this plan with any olher plans under

lhe pemissive aog.egation rubs? [l Yes [4 No

t3cl2) EIN(s)

42-1484983
EEIiT!7III

14b f this is a Code sedion 401(k) plan, ched( all boxes that apply to indicate ho,v the plan is intended to satisfy lhe nondiscrimination EquiGments for
employee defenals and employer matching contribulions (as applicable) under Code sedions ,101(kX3) and ,l0l(m)(2).

I Oeslgn-UaseO sah hador method

B "Prior yead ADP test

[ 'curent yea/ ADP tesl

Iua
15 lf ttrc plan sponsor is an adopter ofa pre-appro!r'ed plan lhal.eceitrod a favorabl€ IRS Opinion Letter, enler the date ot the Opinion

(M[ DO/YYYY) and the Odnion Letter serial numb€r l]7.llfl-!lLlll.
Lenet 10 / o1/2A27


