
Form 5500-SF 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

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

WESTEC TOOL & PRODUCTIONS, INC. 401(K) PLAN 001

01/01/2006

6229 S. ADAMS STREET BUILDING A 
TACOMA, WA 98409

91-1567038

WESTEC TOOL & PRODUCTIONS, INC.
253-226-0793

336990

X

5

5

5

5

4

4

0

Filed with authorized/valid electronic signature. 05/19/2025 TRACY HOPKINS
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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

2023671 2344193

2023671 2344193

83622

25298

211652

320572

50

50

320522

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

X

X

X 250000

X

X 1871

X

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

X

X

Q702610A
06 30 2020
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Form 5500-SF
Departmant of tHa t raaaijry 
Inlarnal RavaniJe aejvfca

Department of Labor
Emflioyee Ben^ls'S^fifeAdrtilnltlfaliafi,
;F^mtoii'5enellt Suarsnt^ Cerpurstion' ...

Short Form Annual Raturn/Report of Small Employee
Benefit Plan

This fefm 1$ required to be fried under sections 104 and 4006 of the Erhployee Retlramanf 
Incdms Security Act of 1974 (ERISA), and sectiqris 6b57(b) and 6058(a).of:the Internal

Revenue Cods (the Code).
V Complete all entries In accordance with the InstructtenS to the Foriii SSOO-SF.

I Annual Report Identification Information

OMB Nd4, 1210t0110.
-1210-OOSfl.

a024
This Form is Open to 

Public Inspection

■Forcaleridar plan year 2024 or fiscal plarf year begmnlnQ. 0.1/0172024 and ending 12/3.1/2024
A This, rettim/repart' is for:' ^ a slngle-smployer plan.

B This rstum/report is

C Check box If filing under:

the first return/report 
■an amended return/report

_ Form.SBSe: _
[~j specral.axfen,3ion (enterdescription)

b If the plan Is adollectively-bargalhed plan, check here..........

E. lf .thls.ls a retroactively adopted plan pemiltted.by SECURE Act section 201, check here

[] a multlpleremployer plan (not multiemployer) (Pension Plan filers checking this box
must attach Schedule MEP. Other plena muat attach a llat of participating; ampicyer 
Information In accordance with the form Instructions.)

■Q the'final returnfraport

[] a abort plari year return/rep.ort (less than 12 rnonths)

Q automatic, extension Q DFVC program

I'U*'
>

►
I : Pgrtjflji/ Basic Plan Information—enter all requested Information
■■lai^Natnbofpian

Tool A ProductionSr .tnc. 401(k) Plan
1 b. Three-digit plan number 

(PN) ►
1C Effective date of plan

01./01/'20Q6

001

2iiS: Plan sponsor's name, (employer. If for a slngls-employer plan)
Mailing addraes (include room, apt., suite no; and street, or P.O. Box)
City or t^wn, .|tat| d^pro^hce^cpuntry; and Z|P orfcrslgh postal code, (if foreign, see Instructions)

6229. S'. Adams Street Building A 
Tacoma
3a Plan administretor’s name and.addw's* |^:Same as Rian Sponsor.

WA 98409

2b Employer identification Number (ElN) 
■9l-i56'7.038

2c Sponsor's telephone number 
(■2.53) 226-079,3

,2d Business code (see instructions)

'3369.90

3 b Administrators eIn

3c Administrators telephone number

4 If the, name and/or ElN of the plan apcnspr or the plan hama haa changed since the last return/raport 
filed for this plan, enter.the plan sponsor's name,. EIN, the plan nanie and the plan number from the 
last return/report. 

a Bponsor’s name 
C Plan Name

5a Total number of participants at the beginning of the planyeSr..,........................................

b Total number of participants at the dnd of the plan year......■......... ............... ........................ .....................
0(1) Number of participants with account balances as of the beginning of the plan year (only defined 

contribution plans.complete this Item)..... ............................. ............................. ........ .................... ......... .
c(2) Numberof participants with account balances'as of the end .of the plan year (only defined 

contribution plains complete this item)........................... .......................... .................. ...................................

d(1)Total number of active participants at the beginning of.the plan year....................................................

d(2) Total number of active partldpanta at.theend ofthe plan, year............... ..............................................
a Number of participants who termlnated.emptoyment.during the plan year'wi'th accrued benefits that

4b EIN

4d PN

.)

were less tnan 100% vested.,

s
5b s

Sc(1) 3

50(2) 5

5d(1) 4
5d{2} 4

5e
Caution: A penalty for the lata or Incomplete filing of this return/report wlli be aasessed urtlbss reasonable causa is esta

0

3liahed.
Under penaltlea Of perjury, and otherpenaltiae aeffOrth'in the Instructions, I declare, that I have .examined thl.S'retum/feport, Including, if applicable,,a Schedule
SB oh Schedule MB complatad.flrid 'fitpne'd fay an on'rollad actuary, aa well.ae the.oleotronio version,of this raturn/report, and to the beat of my kncwledge and 
.belief, it. Is .true, correct, and complete.

i fe 'mumssas
- t V\ Th o yb. t m S

fl
57 ■

lii SSSSiffi

i ^^Sigriature^otemglo^s^glat^ponao^
For ^apeiwprK R^^Uption^ sea the InatrueHon* far F.pnti SSPO-SF.

-■ ...D'ate'....: Enter, name''Of individual.slanlna.as^emplovflponplamsponsor.
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Form 55QQ-SF (2024). Page 2

,6a Were all of the plan:B aB.BBt8 during the planlye'arlnvsswd In eligible assets? (See instructions,).:............................................. . S Q
b Are you claiming a waiver of the annual exeminetlon and report of an independent qualified public acoouritant (IQPA) _

under 2S: eFR 252O.,f04-4S7 (See Instructions on waiver eligibility and conditions.)...... ................................................................. S U ™
|f you answered "No” to either lino 69 or lino 6b, tho plan cannot use Form SSOO-SF and must Instead use Form 5500.

C If thB plan is a defined benefit plan, is it covered under (he P8GC insurance program (see ERISA section 4021.)? [] Yes [] No [] Not deternriined
If ‘Yes" Is checited, enter the My PAA confirmation, number from the PBQC prernium filing for thia plan year____________________, (See instructions.)

ifirtiHil Financial Information
7 Plan Assets and Liabilities (at HsBlnnlnfl of.Year (bl Shd tifY9ar

a Totel plan assets. 7a 2,02,31 671 2,344,15,3

b Total.Plan [labilities. .7b
C Net plan assets (subtract line 7b from line 7a). ;7C 2, 023,671 2,344,153

S. Income, Expenses, and Transfers for this Plan Year (a) Amount fb) Total
a Contributions rebaived or receivable from: 

(1J Employsrs ..................................... 69(1)
l';'

S3, 622

(2) Participants................................................................. Safgj 25,29f
(3) Cthara flnolbdlna rollovefs)................................................... 8a(3)

b Othertncomedois)..,. Sb
C Total income (add lines Ba(1}, ea(2), 8a(3}, and Sb) 8e .320,572
d Benefits paid (Including direct rollovers and.lnsuranca'premiums 

to provide benefits)....................................... ........................ Bd mmmwmw
a certain deemed a nd/or'corrective dietributione (eee InatrUctlone). 8«
f .Administrative service providers (salaries, fees, commissions).... .....^ ,50

,g other expenses,., Btl
h Total expenses (add lines 8d. Se, 8f. and 8q) . eh ....... . 50
I Net income (loss) (subtract line flh from lirie 6c) . 81 320, 5.22
J Transfers to (from) the plan (See Instructions)., aj.

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: 

■2E '2F 2G 2,J 2K 2T 3P.

b If the plan provides wsifare benefits, enter the applicable welfare feature codas from the List of Plan Characteristic. Cod as In the Instructions;

.PartiVi:;; Compliance Qu^atibna
10 Durfhg the pisn year: Yes No AinDunt

a yVfl.S .there a failure. t6 transmitto the plan any participant contributions, within the..fime period 
(ioseribed,.in:29 CFR'25lb.3-10'2? Continue.tO'answer Yea" for any prior yaar faiiuraa untilfuily 
corrected. (See instructions and.DOL's VoluntaY Fiduciary:Correction Prograrh)..,............ 10a X

ta Were there any nonsxsmpt fransactio'nB with any'pdrty-in-intereat? (Do not Include transactions 
reported.on line lba,),...,............................. ................. ,................ .......................................... tOb X

C was the plah covered by a fidelity.bond?.................. ................... ............. ............. . 105. x 25.0,00.0
'Ct Did the plan have a loss, whether or not reimbursed,by the. plan's fidelity bo.nd, that.was. caused 

by fraud or dishonesty?............................................................................................................. iad X
e Wore any fees' or commissians paid to &ny brokers, agants, or other getsohs Oy an insurance 

..carrieri'insurance sarvioe, or other organization that provides some oral! of th6..b6n6fltS: under 
the plan? (See Instructions.)................................................. ................................. ...... lOe X 1,871

f Has the plan faljed to provide any benefit When due under tho plan?. ....................... ...... ........... I'gf X
g D|d the plan'have any psrticiparit'|oanB7.(lf'Ye3," enter,;arhduntas of year-erid.) .......... .jq™ X
h If this is .flh Individual account plan, was there a blackout period? (See instructions and 29 CFR

g5a0:l0l.3;}................. ....... ..... ............................. .................. ......................................... 10h X
I If 10h was answered "Yes.’' check the box If you either provided the required notice or one .of the

.exceptionsto providing the notice applied under 20 CFR 252(),'101-3..................... ...... .'t 101
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Form S500-SF (2024) Page 3-

Psnsipn Funding Compliance
11 Is this 3 dsflnsd benefit plan'subjeot to minimum funding requirements? (If‘'Yes." see Instructions snd .complete Schedule SB 

■(Forrri 5500) and lines lla and b below.) if this is.s defined ooritribution pension plan, leave'line 11 blank and complete line 12
below.......... ................................ ............... ............................. -......................................................................

Yes NO

a Enter the unpaid minlmuin required fcontrlbutions for all years from 'Schedule SB (Form ,5500) lln'e' 4D.... ............. 11a
b. psac.misaed flqhtrlbutiDn reporting requiMiiTients. If the plan la covered by PSGC.snd ths amount reported on line 11 s is, greater than 50,.ha* PBGC 

been notified .as'requlred by ERISA sections .4043(c)(5) and/or a03(k)(4).'? Check' the applicable, box:
] Yes.
n No.'^eportlng was waived, under20'QFR 4a'43.25(C)(2) because contributions equal to or'excaediiig the unpaid minimum'required contribution 

were made by the. 30th d^y after the due date.
"2 No. The 30-day period referenced in 20 CFR4043.2S(c)(2) 'has not yet ended, and.the s'pon'sbr intends to make a oontrlbatlon equal to or 

exceeding the unpsid minimum required contribution by the 30th. day after the due date.
No..Other. Provideexplanation__________ _____________________ ______________________________________________________

12 Is this a defined contribution.plan Subject to. the, minimum funding requirements of s.ectipn 412 of the Code or section 302 of
ERISA? ......................................................................................... ....................... ...................................................................
(|f "Yes." complsts, line,12a ar'linss 12b, 1.2e, 12d. and 12s below, aa.eppllcabiei} Ifthia.i8 a defined benefit pansion plan, leave 
liris'12 blank and'compiets line 11 above.

Ye* X No

a [fa waiver Of the minimum funding .standard fora prior year ia.being amorfiMd in this plan year, see Instructions', andentsrthe dateofthe letter ruling 
drantina the waiver.............. .............................. ............................................ ....................Month _______ Day_______ Year______

If you completed line 12a, complete lines 3,9^ and 10 of Schedule MB (Form SSQO), and iklp to line 13.
'b Enter the rninlrndm required contribution for'this.,pian year. 12b

'C Enter (he amount contributed by the employer to the plan for this plan year .......... ..................... .............. . 12c
d Subtract the a'mount In line, 12dfrom the amount In line 12b. Enter the result (enter' a fn'inus' sign to the left of a' 

negative amount) .................................... ........ ........ ...................................... ..................,.......... ,........ ........
12d

e Vyill the ml.nlmum funding amount reported qn line, 12d be met by the funding deadline? ., J Yes Q No n N/A

Plan Terminations and Transfers of Assets
13a Has a, resolution to terminate the plan been adopted in any plan.year?.. 2 Yes g No

ia If "Yes," enter ths'amount of any plan assets that reVerted to the employer this year...:,.,'....:....... ...... .................. 13s
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought Under the 

control Of the RBGG? ] Yes @ No.

C If, during this'plan year, any assets or liabilities were trarisferred from this plan tc another plan(s), identify the plenfs) to 
which assets Or liabijities were transferred. (See instructions.)

13c(1) Name of plants}: 13c(3) PN{s)13,c(2 E|N(s

IF19 Oompltdndo CtuBsflons
14a DOes the plan ,satisfy the coverage'and nondlscrirnlnatioii tests Of Cade 'sectioris 41a(b) and 401 (a)(4) by combining' this plan With any other plans under 

the permissive aodreqatioh rules? H Yes 'H No'
I4b If thte Is a Code'section 40'1(k) plan, ch'e'ck,'all boxes (hat apply to Indicate how the plan is Intended to satisiy the. nandiEcrlniination requifemeritE'for 

employee deferrals and ernployer matching .contributions'(as applicable) under Cod# sections 401(k)(3) and 401(m)(2):
1 Deslgn-based'eafe harbor metho.d

2 "Prior year” ADP test

J “Current year" aDR test 
2 N/A

15, 'If.lhft.plan sponsor is ah adopter of a pra-approVed plan.that received a favorable IRS Oplrilon Letter, enter the date'of tno Oplnlonl.ellef 0.6/30/2020 
(MM/DD/YYYY).and the Qplnion Letter eerial number O?0£'610a .


