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
BETHANY HOME DISCOUNT PHARMACY 401(K) PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
01/01/2023
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) 84-1822731
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
BETHANY HOME DISCOUNT PHARMACY C Sponsor's telephone number

623-440-7717

2d Business code (see instructions)

6601 W. BETHANY HOME RD., STE A-10
GLENDALE, AZ 85301 446110

3a Plan administrator’'s name and address ]g Same as Plan Sponsor. 3b Administrator's EIN

3c Administrator’s telephone number

4  If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report | 4b EIN
filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the

last return/report. 4d PN
a Sponsor's name
C Plan Name

5a Total number of participants at the beginning of the plan year..............cccccveveveveveceeeeeeeeeceeeee e 5a 4
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined
- T 5¢c(1) 4
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
ber ¢ 00 5¢(2) 4
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 4
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 4
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

were eSS than 100% VESIEA .........ooiiiiiiiiiiiiieieeeeeeeeeeee e eeeeeeeeeeeeeees

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 04/25/2025 SHAWN T. PARKER, CPC, QPA, ERPA
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

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
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

@ Yes D No
@ Yes D No

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 75700 656411
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 75700 656411

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) 57561
(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 45000
(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 474012
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 4569
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 581142
d Benefits paid (including direct rollovers and insurance premiums
1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 0
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 431
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 431
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 580711
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:
2A  2E 2J 2G 2R 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 40000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
23 0T 0 e PSS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i
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Part VI Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes D No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 | 11a |

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.

exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
D 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
B RIS A 7 ettt ettt ettt e e teeeeeateeeeaateeeateeeeastteeeaateeeaateteeannteeeanteeeaseeeeannteeeateeeaasaeeeeanteeeataeeeanteeeeanreeeareeeennneeas B Yes D 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 ..............ccoiioioeoeeeeeeeeeeeeeeeeeeeee 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 0
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 D Yes D No D N/A

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @any Plan YEar? ..............ccccoeveeeeeeeeeeeeeeeeeeeeeeeeeeeeeen e D Yes @ No

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year...............cccccocooiniiiiiiii. 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
[l lal 1o e TN d = T O T T T T T P TP P T TP TP PPPPTPPPPPPPPR

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): 13c¢(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_ Q703995A,




Form 5500-SF Shert Form Annual Return/Report of Small Employee OMENes. 1210-0110

1210-0089
Depariment of the Tresgury Bensfit Plan | 2024
INePRiRevaTLs Seies This form Is raquired to ba flled under sectlons 104 and 4085 of the Employes Ratirement
Dapactment of Lak Income Security Act of 1974 (ERISA), and sectlans B057(b) and 6058{a) of the Interpal :
Emplayae aeenefns S:m:rltyi;-\a?r'i:mj&tmtion Revenue Code (the Code). This Form is Open to

Public Inspectlon
Pangion’ Bensfit Suaranty Corporatian G P

T

F_Complete all eptries in accordanas with the instruetions to the Form S600-5F,

Annual Report Identiflcation Information

or ca n&ar pian ysar 2024 or fiscal plan year baginhing 01/01/2024 and ending ~12/31/2024

A This returnireport is for: @ single-employer plan D & multiple-ermployer plan {hot multiempleyer) (Pension Plan filers checking thls box

must attach Schedule MEP. Other plans must attach a list of participating emplayar
information in accardance with the form instructions.)

B This refurt/report is D the first return/report D the final return/report
D an amended return/freport D a shen plan year return/report (loss than 12 months)

C Check box If filing under: D Form 5558 |:| automatic extenslen D DFVG program
D special extension (enteideac:ription)

D if the plan is a collectively-bargained plan, check here oo ¥ D

peatils] Basic Plan Informafion—anter an requested information
1a Name of plan

1B Three-digit plan number

Bethany Home Discount Pharmacy 401 (k) Profit Sharing Plan (PH) b A
1c Efective date of pian
‘ 01/01/2023 .

2a Pian sponsor's name (emplayer, if for a single-employer plan) 2 Employer Identification Nurmber (EIN)

Malling address (include room, apt., sulte no. and stréat, ar B.O Box) 84-1822731

City or town, state or province, country, and ZIP or forzign postal code (if forelgh, see instructlons) 2 apo s AT

; ns
Bethany Home Discount Pharmacy 623_240-771%
‘ 2 i inst

6601 W. Bethany Home Rd. , Ste A_10 d Business eode (see instructions)

Glendale AZ 45301 4,@5]_1;0
3@ Plan administrator's name and address Sér‘ne a5 Plan Sponsor. 3b Administrator's EIN

3¢ Administrator's telephone number

4 If the name and/or EIN of the plan sponsar of the plan name has changed sinee the last return/report | 4b EIN

filed for this plan, enter the plan sponsor’'s hame, EIN, the plan name and the plan number from the

" last ratutn/report. 4d PN
2 Sponsor's pame
& Plan Narme
Ba Total nurier of participants at the beginning of the plan year Sa
b Total number of patticipants at the end of the plan year b 4
-©(1) Number of participants with account balances 2= of the beglnning of the plan year (enly definad Se(1) :
- Cattribution plANS Gomplets this HOM) ...........coveeerooeeeuree oo ‘ 4
€(2) Nurnber of participants with account balances as of the end of the plan year {only defined 5¢(2) ‘
conttipution plans complate this itern} ... 4
d(1) Total number of active particlpants at the beginning of the plan year. ... 5d(1) 4
d(2) Total number of active pariicipants at the end of the BIANYERN s o e Bd(2) 4
@  Nurnber of paricipants wha terminated amploymert during the plan yasr with accrued benefits that Se
WIS 1958 tNaN 100% VEBIEY....cvcvricogi oo ssssesctssseeoree oo oescs oo eesooe s d

Caution: A penalty for the laty or ingcomplete filing of £

Linder penalties of perjury and ather penslties set forth in

SB or Schedule MB completed and signed by an enraliad
j 2 _cortect and complatn

his raturn/report will be assessed unless reazohable oause is established,

the instructions, | daclare that T have examinad this returh/report, including, if applicable, 2 Schedule
actuary, as well as the electronle version of this returt/report, and to the bast of my knowledge and

£ CotrerT— 0 tig s SATEESW ANATTE L
‘ t :
Slgnature of plan administrater Data Enter name of individual signing as plan aderinistrator
|_Slgnature of employar/plan sponsar ‘ Date Enter name of individuat signing as employas or plan spensor
Far Paperwark Reductlen Act Notlce, see the INStUclions for Form 5500-5F.

Form 5500-5F (2024}
v. 240311




Form 5500-5F (2024) Page 2

Ba Were all of the plan’s assets during the plan year invested In edigible assets? (See instruettons.) oo Yes D No
b A you elaiming a walver of the anhual examination ang report of an independent gualified public accountant (IC.‘JPA)‘ ‘  Ves D N
under 26 CFR 2520.104-457 (See instructions on walver eligibility and SongfionS.) ... e & o

I you answerad “No” te either line 8a or line 6b, the plan cannot use Form 5600-5F and must Ihstead use Form 5600
G Ifthe plan is a defined benefit plan, is it coverad under the PBGC insurance program (see ERISA section 4021)7 ... D Yeu D No D Not determinad
It *Yes" is checked, enter tha My FAA confirmation number fom tha PBGC premium filing for this plan year . (See instructions.)

| Financial Information

7 __Plan Assets and Liabliltice : S () Beginning of Year ‘ (b} End of Year
A Total plan 888618 . oo Ta ' 75,700 : 656,411
b _Total plan tiabilities ... v 7b . :
€ Net plar assets (subtract line 7k from ling 78} ..o 7o 75,700 \ 656,411
8  income, Expenses, and Transfers for this Blan Year fi 'x;;; :ﬁ:v“’ {a) Amount . : b) Total -
p : . . e H ik g : 5
: ﬁ?ntgﬁ’:—;lg;ear;ecewedmreo&lvablemm ..................................... Za(1) 37,561 LL e e R e
(2) Partielpants .o Ba(z) 45, 000Gl Tl '
(3) Others (Including rallovers).. ... | Ba(3) 474, 0120 R o
b_Otherincome (I088)...._.. oo - 8b 4,569 el A L
G _Total income (add Hines 8a(1), a(2), 8a(3), and 8b)....._ . so  pmiileimaie TR
d Benefits paid (including direct rollovers and insurance Bremiums NinEiE) R
to provide benefits). ..o oo 8d ‘ 0 pren e e
e Cerain deemed and/er corractive distributlons {see Instructions) . Ba 0 Jipied i ,:;mﬁ, Hi -,_-3;;,%;1@9'*«,
f  Administrative service praviders (salaries fees, commisslons) ... af 431 Enn e
L Otherexpenses............ 8 0 e
h_Total expenses (add tinse 8d, 8e, 8f, and 8g)...... .. sh__ i ‘ 431
i Net Ihcome (loss) (subtract line 8 frotn fine 8C) e, gl b R 3 580,711
J Transfers to {from) the plan (see INStLCtOns) .o 3j ‘:-E.«E : A S “?} ; ; E‘i ao“j!ilj ”i% w’?“l \
kil Plan Characteristics : |
~9a |If the plan provides penslon benefits, enter the applicabie pension featura codes from the List of Plan Characteristic Codes In the instructions:
2A 2E 20 2G 2R 3D 3
If the plan provides weifare benefits, enter the appllcable welfare feature codes from the List of Plan Characteristic Codes in tha instruckions:
] Compliance Questions :
" 10 During the plan vear o ‘ Yos | No- Amount
A Was there & fallure to transmit to the plan any participant contributlons within fhe time period i
describad In 29 CFR 2510.3-1027 Gontinue to answer "Yag” for any priar vear fallures until fully :
corrected. (Sae instructlons and DOL's Volumtary Fidusiary Correction Progtam}.......cccovveece. | 102 L
b Ware there any nonexstnpt transactions with any party-in-intarest? (Do not include transactions ‘
reportad on line 108}, i 100 : £ ‘
€ Was the plan covered by a fidelity bond® ... e 10e | X 40,000

d Did the plen have a loss, whether ot net relmbursed by the plan's fidgelity bond, that was caused
__ by fraud of diShOnesty? i S 10 X

8 Were any fees or carmnmissions paid to any brokers, agents, or other persons by an insurance
earrier, insurance service, or other organization that provides some or at af the benafits under

fhe plan? (S INSHUGHONS) . ..o s st 108 X
Has the pian failed to provide any benefit when due under the FRNT 10f
a Dld the plan have any participant loans? (i “Yes,” enter amount as of Yaar-end.) ....ieeenn, 10g

h Ifthis is an Individual account plan, was there a blackout period? (See instructions and 29 GFR
L 10h X

I If 10k was answered “Yes,” check the bex if you either provided the required notice or one of the
exceptions to providing the nofica applied under 26 CFR 5201013 e 101
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Pension Funding Compliance

11 Is this a defined benefit ptan subject to minimum funding recuirements? (If "Yes," see instructions and eomplate Schedula 5B

{Form 5500} and lines t1a and b below.) If this Is a defined cantribution pension plan, leave line 11 blank and complete line 12 |:| Yes [l Na

L e

3 Enter the unpald minimum required contributions for all years from Schedule 8B (Form 5500) line 40 ...

| 'i’la

b PBGC missed sontribution reporting requirements, If the plan fs eavered by PBC and the amount reported on line 11a is greater than 30, has PBGGC

been notlfied as required by ERISA sections 4043(c)(3) andfor 303(k)4)7 Gheck the applicable box:
Yas.

D Neo. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions aual to or exceeding the unpaid rinlmumt required contribution

were made by the 30th day after the dys date.

D Mo, The 30-day perfod referenced in 20 CFR 4043 25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or

exceeding the unpaid minimum raquired contrlbation By the 30t day after the due date.
D Mo. Other. Provide explanation

12 15 this a defined contribution plan subject te the minimum funding requiremants of section 412 of the Code or section 302 of

ERIZA?

{It"Yes," complete fine 12a or lines 12k, 12¢, 12d, and 12& balow, as applicable.} If this is & deflned bensfit pansion pljan‘ leave @] Yes D e

ling 12 blank and complets fine 11 above.

a Ifawaiver of the minimum funding standard for a prior year is being amortized in this plan year, ses instructions, and enter the date of the lettar ruling

granting e WaNSr. o Month ._Day Year
It you completed line 12a, complete lines 4, 9, and 10 of Schedule MB (Form 65800), and skip to line 13. :
B _Enter the minimum required contribution for this plan year ........... .. . ; v | 12b°
& Enter the amount eontributed by the employer to the plan for this plan year 12e
d Subtract the amount in line 12¢ from the amount in lina 12b, Enter the resutt (enter a minuz sign to the left of & 124

negative amount)

Pian Terminations and Transfers of Assets

......................................... [0 ves [ ne ] wa

13a Has a resolution to terminate the plan keen adopted in any plan year?

D You @ Ne

8_ If"Yas," enter the amount of any plan assets that reverted to the EmMployer this YEaKt. .................cvreeiioioeeevii 13a

b Were all the plan sssets distributed fo participants or beneflclaries, transfarred to another plan, or brought undar the
control of the PBGC?

€ If, during this plan year, any aseete or labilitiss were transferred from this plan to another pian(s), identify the plan(s) to
which assets or llabifities were transferred. {See instruciions.} :

|:| Yes Mo

13e(1) Name of plan(s): 130{2) EIN(s)

13c(3) PN(s)

iR8 Compliance Questions

plan satisfy the coverage and nondiscrirmination tosts of Code sections 410(b) and 401(a)
the permissive agaregation riles? [ 1 Yes ¥ Na

(4) by combining this plan with any othér plans under

14B Ifthis is a Code section 4C1(k) plan, check aff baxes that apply to indicate

employee deferrals and employer matehing contributions (as applicable) under Code sections A01{k)3) and 401(m)(2)
esign-based safe harbor method

D "Prior year” ADP test
‘ [I “Current year" ADP test

[ na

how the plan is intended to satisfy the nondlsarimination requiremeahts for

16 1 the plan sponsor is an 2dopter of a pre-approved plan that received a favorable IRS Opinlan Lettar, enter the date of the Opinjon Lafter 06/30/2020
a. i

(MM/DD/YYYY) and the Opinion Letter sarlal number 0703995




