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
SOUTH ATLANTA PULMONARY & CRITICAL CARE ASSOCIATES 401(K) PROFIT SHARING PLAN (PN) > 001
1c Effective date of plan
01/01/2010
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) 58-1895532
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
SOUTH ATLANTA PULMONARY & CRITICAL CARE ASSOCIATES, LLC C Sponsor's telephone number

770-991-3888

2d Business code (see instructions)

483 UPPER RIVERDALE ROAD, SUITE A
RIVERDALE, GA 30274-2579 621111

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 8
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
g, - 5¢(1) 8
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) 7
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. 05/07/2025 RAO MIKKILINENI
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 719031 790416
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 719031 790416

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) 50296

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 33375

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 36182
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 119853
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 43304
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 5164
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 48468
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 71385
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 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 100000
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 3046
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)
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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 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_ Q703777A,




Form 5500-SF Short Form Annual Return/Report of Small Emplovee e
L Benefit Plan
S Wt e Tris form IS feauired 1o be fled under sections 104 and 4065 of tha Empioves Retirement 2024
= —_— Income Securlty Act of 1974 (ERISA), and section G057{b) and 6058{a) of tha Internal g
Wmm:;lﬂﬁnﬁ“ Revenus Code (the Codel 'I'I'L'l!ll'-'lurrl'l is Open to
Prraim Bl Goranty Dy s Public Inspection
= » Complete all entries in accardance with the instructions to the Forn 5500-5F.
EPERI]  Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/52024 and anging 12/31/2024
A This returnroport is far E a eingle-amployar plan D & multiple-empioyer plan (not mulismployer) (Pension plan Tkors checking this box
must attach Schadule MEP. Other plans must attach a list of participating empiover
information in accordance with the form Instractions. )
B This relrnirepon ks D fhe first returndrepont D fhé final retumireport
D an amended ratumreEon D a ehort plan year relumireport (less than 12 manths)
C Chack box iffiling undet Foarm 35568 D aulnmatic exienson B DFVC program
special extension (enter desaripiion)
D it the pian is & collectively-Bargained plan, check hers -
E if this is a retroaciively adopted plan permitted by SECURE Act saction 201, check hera . W
_ Basic Plan Information — anter afl requesied information
1a Mame of plan 1b Three digit plan numbar
South Atlanta Pulmonary & Critical Care Associates 401 (k) Profit PN} > oo
Sharing Plan 1c Frective date of plan
01/01/2810
2a Plan sponsors nama {employer, f for & single-empioyer plan) 2b Employer lgeniification Number
Maiiing Address {include room, SpL., sulle no. and siresi, or P.0. Box) (EIN) SB8-1B95532
ity or town, slate of provinos, Country. and ZIP or forsign posial code (if foreign, ses insinuctions)
Sputh Atlanta Pulmonary & Critical Care Associates. LLC 2c Sponsors telephone numbsr
{770 991-38B8
2d Business code {see instructions)
483 Dpper Riverdale Foad. Suite A 621111

s Aivacdals GA 3DZ74-257%
33 Plan sdministrator's name and address 1 |'Same as Plan Sponsor 3b Administrator's EIN

Jc Administrator's telephone number

il the name andior EIN of the plan ar tha namea has changed since the last elumirapon filed
4 for this plan, enter (he plan m"?m%“n?ﬁe. EiN, ﬁgnplm name and he plan numbar from the last 4b BN
return/report.
a Sponsor's name 4d PN
c Plan Nama
Ba Total number of participants 2t the beginning af the plan year 5a a
b Toia number of participants at the end of the pian year 5b 7
¢{1) Number of participants with account balsnces as of the beginning of the plan year (only defined 5¢{1)
contribution glans complete fhis ilam) B
c{2) Number of paricipants with account balances as of the end of the pian year (anly defined 5¢(2)
contribution plans completa this item)
d{1) Total number of active participants at the baginning of tha plan year 5d{1)
d(2) Total number of active paricipants at the end of the plan year 5d(2) 4
e Number of participants who terminated employment during the plan year with accruad benafits thal 5
wers lazs then 100% vestec 0

Caution: A penalty for tha late or incomplsta filing of this return/report will be assessed unless reasonable cause is establishad,

Unile: panaities of parury and ather mﬂﬁﬂmm:nm-hsmmm.ldadamlhellhHEmaﬂfmh‘usrmum.:m:iﬂm it applicabis, a Scheduls
Sfor Schedule MB complatad and n@nudhyanmrc:-ia:amm.aa.walasm&ahcmwersinnnrm'mmuﬂJw,mdtthaﬂMmpumAnmmd

bshial M is TWBM

S DR AK A < ) 981° |Rac Mikkilineni
si Eoh Date Enter nama of individual signing as plan administrator
| Rao Mikkilineni
Sig uf%hi}-pm oste 5 JIVB® | Enter name of individual signing as emplayer or plan sponsor
FmWMWMIW.u&MM:hannM&F. Form 5500-5F {202

v, 24031
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o
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6a Were all of the piar’s assets during the plan yeaf investad in eligible aczeis? (See nsiructions.) BElves [INo
b Are you claiming 2 walver of the annual axamination and report of an indapendent qualifisd public accountant {1GPA)
under 28 CFR 2520.104-467 (See instructions on waiver aligibllity and conditions. ) Xlves [INo
If you answered “No™ to alther line 8a or line &b, the plan cannol use Form 5500-5F and must instead use Form 5500,
¢ Ifthe planis a defined benefil plan, is it coversd under the PBGC insurance program (see ERISA seciion 4021)7 [ves [[Ine [] Mot cstenmined
If "Yas" is chacked, enter the My PAA confimmation aumber from the PBGC pramium filing for this year . {Ses Instructions.,
__Financial Information
7 Plan Asseis and Liabiities - {a] Beginning of Yaar (b} End of Year
a Tolal plan assais Ta 719,031 790,416
b Total plan liabiliies b o 1]
C Netplan assets (subtract line 7h from line Ta) Te 719,031 790.416
B Income, Expenses, and Transfers for this Pian Year ==} (a) Amount {b) Total
a Coniributions received or receivable fromy:
{1} Employers Bal1} 50,296
(2} Parficipants BalZ 33.375
(3) Cthers (including rollovers) Bai3) U
b Other incoms (1oss) &b 36,182
€  Toial incomo (add lines Ba(1), Sa{2), Ba{3), and Bo) USSEesm——— Bec 115,853
d_Bensiils paid (including direct rollovers and insurance pramiums
to provide bensfits) 8d 43,304
@ Ceran ceemed andior correcive distrdbullons (sae Instructions) .| Ba Q
F aAdministrative service providers (satangs, fees, COMIESSIONS) .., 8 5,164
g ODiher expentes o
h Total expenses (add lines Bd, Be, Af, and 8g) Bh 45,468
i Netincome (loss) (subtract iing Bh from fine 88)  weeseeecccsseeecreee 8 71,385 |
Tranafers to (from) the plan (ses instnuclicns) 8j a
Plan Characteristics &

Sa thnplanpmvidmpemiunmmﬂts.er.tarmaapgﬁmﬂananﬂ?unfﬁajumnnd&sﬁwnihaumufphnmmmﬁﬂﬁcﬁmammmmms:
2A 2E 2F 27 2T 3D

b| if the plan provides welfare benefits, entor the appiicable weifare fealuro codes from the List of Plan Charactenstic Codes in the instructions: !

Compliance Questions

10 During the plan year: Yas | No Amount
a Wmﬂweafuﬂunelntmrﬁthhp&mmpﬂﬂdparﬂmﬂhh}uﬂmswﬂhhmﬂ-ﬁmpﬁhd
described in 28 CFR 2510.3-1027 Continue lo answer “Yas™ for any prias yaar failsres untl fully
tomecied. {Ses instructions and DOL's Voluntary Fiduciary Carrechion Program) 10a ks
b Were thare any nonexempt transactions with sny party-in-intarest? (Do nat include transactians
raported on fina 10a.) 10b X :
€ Was the plan coverad by a fidelity bond? 10c | X 100,001
d nmmmmam.mmummmmma#an's*mmm,mamﬁ;am
by fraud or dishonesty? 10d x
e Wmanyfaasurmnmiﬁslnmpﬂidmanynfm,aganls.arnmarpﬁmsmanlnmnm
caiﬁar.#wmsm.uru&m*mimmmmmdasmwaﬂﬁmmﬁﬂmdﬂr
the plan’ (See nstructions. ) 10e
f Has the plan falied to provide any benefit when dus under the plan? 10f b :
g Didn'uaplmhamanymrﬁﬁpamlnms?{if'\'aﬂ,'miaranmwﬂasntyaarnnd.: i0g | X 3,04
h I this Is an individual socount plan, was there a blackoul period? (See instructions and 29 GFR
2520.101-3.) 10h x
i If 10h was answered "Yes,” check the box if you sither provided the required notice or ona.of the
gxcenlions 1o providing the notice applied undar 29 CFR 2520.101-3 10i




Form S500-5F 20624 Paga 3 -

-_Pamlnn Funding Compliance

11 Is ifis & defined benefit plan subject to minimum funding requirsments? (I Yes” see Instructions anc complete Schadule

EB{Formsﬁm]andlinas11aamdhba$:m.}l{thlsisadeh&dmﬂmmﬁunpansknnpian,mmlmﬂI:iunuandmmﬁﬂm E] Yas i___i] Na
I - ()

3. Enter the unpaid minimum required contributions lor all years from Schodule S8 (Form 5500) i@ 40 s 11a |

b PBGC missed contribution reporting requirementa. |f ine plan is covered by PBGE and the amaunl reported on line 11a is greatar than 30,
hss PEGC bean notified as raguired by ERISA sections 4043(c)({5) and/or 303{kN4)? Check ne applicable box:

[ Yes

[ ] Me. Repotting was waived under 25 CFR 4043.25(c)(2) becavse confribulions equal 1o or excasding the unpald minimum required contribution
wers mada by the 30th day after the due data.

[] No. The 30-day perioc referenced in 28 GFR 4043.25(c)(2) has nol yet ended, and the sponsor interids 1o maks & contribution squal lo of
excesding ths unpald minimum required confribution by the 30th day sfier tha dus dele

[] Mo, Cther. Provide explanabion

12 Isﬁi_adﬂﬁmdcm*#itmﬁnnplanEuuja:tmmemirﬁﬂmmﬁuﬁrgfaqdrmmmﬂcﬁonnﬂzn«!lhaCudaurge_-dimmm O] Yes ]
a5

ERISA7
(1f "Yes,” completa ine 125 or lines 120, 12¢. 124, and 12a balow, a5 spplicabie. ) i this'is a3 defined banafl pension plan,

laave fine 12 tlank and compista fine 11 abova

a If a walver of the minimum funding standard for a prior year is baing amariizad In this plan year, see instructions, and enter tha date of the letter

ruling granting the walver Lot s G L Manth Day Yiaar
if you completed line 123, complete lines 3. 9, and 10 of Scheduls MB {Form 5500), and skip to lina 13

b Enterthe minimum required contmbution for this plas year., 12k
C Enterthe smount coniributed by the employer to ¥z plan for the plan year 12c
d Subiract the amount in ine 120 fram the amount in ling 12k Enter the resull (enter a minus sign to.the lefl 12d
of & negative amount] e — =
@ Wil the minimum funding amount reported on line 12d be met by the funding deadiine? ] Yes[] No [] NA
-Plan Terminations and Transfers of Assets
138 Has a resolution 1o terminata the plan been sdopted in any plan year? _;} Yas I_ﬂ No
I "Yas " enier tha amount of any plan assets that reverted 1o the employer this year 13a
B Were @l the pian assets disnbuted to participants o bensficianes, transferred to another plan. of brought under [ Yes [X] Mo
this control of the PRGCY it

€ If, during thic plan year, sny assats or fabiiles wers transferrad from thes plan fo snothet planjs), antify the pian(s) to
which aasels or lisbilities ware fransfemad. {Ses instructions.)

13c(1) Name of plan(s) 13c(2) EIN(s} 13ci3) PNis)

IRS Compliance Questions

143 Does the plan salisty the coverage and nandiscrimination lests of Code sections 410{b) and 4D1(a){4) by combining this plan wilh any other plans
undmﬂmparmisﬂwumﬂmnﬂm? | |‘='es EIME

14b If this is & Code sectian 401(k) plan, check all boxes 1kat apply © indicale how he plan s intended io satisfy tha nondiscrimination requinements
for employas deferrals and employer matching contributions {sa appiicania) under Code sections 407(k){ 3} and AN mNZ)N
[X] Design-based safe harbor method
1 *Prior year" ADP test
[ "Cisrent yaar™ ADF test
1 A

15 Iftm.rp!anspmmmmanaduplmdapreapprmmnmmﬂwedafamﬁa IRS Opinion Leiter, enter the date of the Opinion Letier

D&/ 30/ 2020 (MMDDAYYYY}and the Opinion Laller seral numbar 07037778 _ -

il e M



