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
DENTAL HEALTH ASSOCIATES OF SYLVANIA, LTD 401(K) 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) 20-3042732
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
DENTAL HEALTH ASSOCIATES OF SYLVANIA, LTD C Sponsor's telephone number
419-882-4510
2d Business code (see instructions)
3924 SYLVAN LAKES BLVD.
SYLVANIA, OH 43560-8701 621210
3a Plan administrator’'s name and address D Same as Plan Sponsor. 3b Administrator's EIN 20-3042732
DENTAL HEALTH ASSOCIATES OF SYLVANIA, LTD 3924 SYLVAN LAKES BLVD. 3¢ Administrator's telephone number
SYLVANIA, OH 43560-8701
419-882-4510
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..............cccccoeueueveieveveeeeeeeeeeeeeeeeeeean 5a 71
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 70
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined
g, - 5¢(1) 68
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
- - 5¢c(2) 69
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 50
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 39
€ Number of participants who terminated employment during the plan year with accrued benefits that
5e 0
were 18SS than 100% VESTEA ......uiiiiiiiiiiiiii ittt e et e s et e e e bt e e ssb e e e abe e s anbeesssbeeeaannnes

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. 05/28/2025 WILLIAM M. HUNTZINGER
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 05/28/2025 WILLIAM M. HUNTZINGER
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
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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 5073000 5425603
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 5073000 5425603

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) 109251

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 256636

(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 6342
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 738888
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 1111117
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 724055
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 34459
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 758514
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 352603
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:
2E 2 2K 3D 2F 2G 3H 2S 2T
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 500000
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 5
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 100323
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

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_ Q703912A




Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Ror- 12100110
Dapaotnd ol G Trapsuwy Boneflt Plan
temal Raveca Secvica Thia formn Is requirad 1o be Nled under cections 104 and 4065 of tha Emr!oyus Roliromant 2024
Daparyneal of Labor income Sacuity Actof 1974 (ERISA), and seclions 8057(b) and 6056(s) of the {nletnal
Erglyes Booults Boouty Adinighobon Revanue Code {the Cods), Tlgsmﬂ’n is Opl?n to
ublle inspuction
 Panvion BoostGunany Covoion » Complet alf ontrlos In accordange with the Insteuctions to the Form 6500-3F, e
[Parti] Annual Report identiflcatlon information
For calendar plan yoar 2024 or fiscal plan year baginning 01/01/2024 and ending 12731/2024
A This refutniropoit s fors [E a slngte-employer plan [}a mulliple-employer plan {not mulfemployar) {Penslon Plan filera chacking (his box

st altach Schiadule MEP, Other plana mist attach a st of particlpating employer
information in accordence with the form Instructions.)

B This relumrepoit is [] the st returnirapont [} the finel returmvroport
[] ah amendad rolurnfreport Da shod plan yaar relurnirepart less than £2 months)
C Chack box if Ming undar: H Form 5558 [automatic extenston {] orvG progiam
apecial axtonsion (enter descdption}
D Iftho planis a colloctively-bargalned plan, cheok NOFE wu.msweumwe vt 1
E \fihis Is a ratroaclively adopled plan parmitied by SECURE Act section 201, chock he(8 e b (]
[“Partil 3] Baslc Plan Informatlon—enter sl requesied Infotmation
1a Name ol plan 1b Threa-diglt plan number
bental Health Associates of Sylvania, LTD 401(k} Plan (PN) # 601
1¢ Eifsclive date of plan
01/01/2010
28 Plan sponsor's name {employer, il for a single-employer plan) 2b Employer Kentificalion Number (EIN}
’é'iia;gon? oo °&i&"§“§2&ﬁ.‘l"§§&ﬁ§;’“§&° é:ar?gr‘ }3‘3&‘52‘ pf;é%tgg:)a {i forolgn, sea Instnsclions) 20-3042732
Dental Health As sociates of Sylvania, LTD ' 2¢ %"fg‘_"g%gffg?;g mumbes

3924 Sylvan Lakes Blvd, 2d Business code {tea Insiructions)

Sylvenia OH 43560-8701 621210
T2 Flan edministralor's name end address | | Sama as Plen Sponsor, 3b Admintsirator's EIN
20~3042732 -

pental Health Associates of Sylvania, LID

36 Adminisiralors letephons number
3924 Sylvan Lakes Blvd.

Sylvania OH 43560-8701 419-082-4510

4 If the namie andlot EIN of the plan sponsor of ihe plan name has changed since the last ralumfreport 4b EiN
fitad for this plan, enter the plan sponsor’s name, EN, the plaii naima #nd the plan pumber {rom the

last retumvrepail. 4d PN
# Sponsos name
¢ Plan Name
Ea Tolal number of participants el the boginning of the plan yesr.u. 5a 7n
b Tolal numbsr of participants al the end of the plan yesr..... kb 79
o(1) Number of participants with sccount balances a3 of the baginning of the plan year {only defined Be{d)
somrbution plans complete this M) satne 68
(2} Number of participanis with account belances 85 of the and of the pian year {only definsd 8c(2)
conlribution plans complete this llem}..... s _ 69
(1) Votal numbar of active pariiciparts at (he beglaning of (he plan yeat. 5d(ﬂ 50
({2) Tolat nomber of aclive parlolpants at e end of e I8N YOO o £d{2) 39
8 Number of parlicipsnis who terminated employment duiing the plan year with accaled banafts that- 56
wote Jass than 100% vasted.....mpes: ; . 0
1lling of ihis raturn/report wiil be asseised unloas roason biy causga Is astablished.

Cauiton: A ponalty for (ho iafo or Incomplola
Uinder panelites of perjury and olhat panatles sat forih 0 Lo Instruciions, 1 dectae thet { have exeninad this retumnirapon, ncluding, If applicalia, a Schadule

SB or Scheduls MB completad and signad by on eftsclied nctug:y. as wolt as the elscleonio version of thls relurtepor, and lo the bast of my knowledge and

: %/}fa—(./\/\\\ William M, Huntzinger

I Slgnature of plan adminlstratgr Dale 3, Enlat pame of indhvidual signing as plan sdminisralor
; Av M <L " [William M. fiuntzinger
i Bigneturo of erployerlplan Sponsur pate 5 /28728 | Enlerneme of indiiduat slgning as employer of g{ab 3pORSOF
For Paparwork Reduciion Act Nolice, sae the inslructions for Form 5500-SF, o Form cm-sszt‘zg&)
.




Form 5500-8F (2024) Page 2

6a Wsre all of the plan's assets during the plan year invested In efigible assels? (See instructions.}.. FOTPITUUUPUTIUPRIN @ Yes D No
b Are you claiming a waiver of the annual examination and repert of an Independent qualified public acoountant (EQPA}
under 29 CFR 2520.104-467 (See instructions on waiver eligibliity and conditions.).... 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,
C |f the plan is 2 defined benefit plan, Is it covered under the PBGC insurance program {see ERISA seclion 4021)7 ...... D Yes D No D Not determinad
If “Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . [Sea Instructions.}

| partill:] Financial Information

7 Plan Assets and Liabllities (2) Beglnning of Year (b) End of Year
8 TGl PHER BBBEIS ..o eereeeeeereeecmees s eeesseesbis s vassrsssssssssssssiases 5,073,000 5,425,603
D Tolal plan Habilities. .............cc..covoevvversieersmimessasssmmsssesszsszsesssezess
¢ Nel plan assels (subtract fine 7b from line 72)..erieionsiiciins 2,073,000 5,425,603
8 Income, Expenses, and Transfers for this Plan Year i (a} Amount (b} Total
a Contributions received or receivable from: = i
(1) Employsrs ... 8a(1} 109,251
{2} ParicpantS. ..o iiec ez | 8(2) 256,636
{3) Others (Including rolovers) ..o .ovoreeces s | 88(3) 6,342

b Other Incoma {loss)....

b 738, 888]

¢ Totalincome (add lines 83(1) 8a(2), 83(3), and Bb) 8c 1,111,117
d Benefits paid (including direct rollovers and insurance premiums : e —
to provide benefils). ... e s s e 8d 724,055

© Cerialn desmed andfor corrective distributions {see Instructions). 88 :
f Administrative service providers (salaries, fees, commissions)..... 8f 34,459 0

__Y Other expenses... eeereetsbsenrbot st et eeneaa et et ren e 8g i SRR
h Total expenses (add lines 84, Be, 8f, and Bg) 8h 758,514
I Netincome {loss) (subtract line 8h from Hne 86)......veevrreesvreesesnss 8i 352,603
j Transfers to (from) the plan (s8e INSIUCHONS) ...eeesrevrreeereece e 8j i

[ Part v | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characleristic Codes In the instructions:
2E 2J 2K 3D 2F 2G 3H 28 27

b Jif the plan provides welfare benefils, 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 thers 2 fallure to Iransmit to the plan any participant contributions within the lime period
described in 29 CFR 2510.3-1027 Continue to answer “Yes” for any prior year fallures until fulty
corected. {See instructions and DOL's Voluntary Fiduciary Correction Program).........cevenevene | 108 X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
1eported on iNE 108.).......cciiiiriisnis ey s | 10B X
C Was the plan covered by a fidelily BONG? .......cccemmrrnernmiecsrrecmsmrrmmmsssmsssmnmsssssssssssesseess | 406 | 5 500,000
d Did the plan have a loss, whether or not reimbursed by the pEan s fi deilty bond, that was caused
by fraud or dishonesty? ... v | 10d X
6 Were any fees or commissions pard {o 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? (Bee INSHUCHONS. }.u..cwrseeeceaeneseerecsnessrsessisssssssesssssssssssssmnsssssmsssarssosssisstssassssessssasmensessenees | 1080 5
Has the plan failed to provide any benefit when due under the plan? ... | 10F X
¢ Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.} ......oveconnneenres tog | ¥ 100,323
b If this is an individual account pEan was there a blackout period‘? (See instructions and 29 CFR i i o
2520.101-3.) 1vvvvveveeereeeereeeesssens 10h X
{ )f10hwas answefed "Yes check lhe box if you elther prowded the requlred notlce or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3... vesnrreerrrasreeseeseeenns 1 101
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Pal"'t'V‘};'f'] Pension Funding Compliance

11 15 this a defined benefil plan subject to minimum funding requirements? (If "Yes,” see instructions and complete Schedule S8
(Form 5500) and lines $1a and b below. ) if this is a defined contribution penslon pian, leave line 11 blank and complste line 12 D Yes D No
below. . LE L eALrer e hed e ras e gsn ST YRS LSS R SR ST L oLy s et n sty
2 Enter the unpald minimum requlred contributions for all years from Schedule SB (Form 5600} line 40 .................., I 11a I

b PBGC missed contribution reperting requirements. if the plan is covered by PBGC and the amount reporied on line 11a s greater than $0, has PBGC
heen notified as required by ERISA sections 4043(c){5) and/or 303(k}{4)7 Check the applicable box:

D Yes.

D No. Reporting was walved under 28 CFR 4043.25{c){2) because conlributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.

D No, The 30-day period referenced in 29 CFR 4043.25(c){2) has not vet ended, and the sponsor intends to make a conlribution equal fo or
exceeding the unpald minimum required coniribution by the 30th day after the due date.

[] No. Other. Provide explanation

412 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISA? .. .- I:I Yes E Ne
{if "Yes,"” comp!ete line 12a or |Enes 12b 120. 12d and 123 below, as applscab!a ) lf lhls Is a defned benef! pens;on plan Ieave
fine 12 blank and complete line 11 above.

a If a waiver of the minimum fundlng standard for a prior yearis being amortized in this plan year, see instructions, and enter the dale of the letier rullng
granting the walver. . o rerres ... Month Day Year

If you completed line 12a complete 1Ines 3 9 and 10 of Schedula MB (Form 5500), and sklp to Ilna 13,

b Enter the minimum required contribution for this plan year .. OO U PRSP R 1 +

¢ Enter the amount conlribufed by the employer to the plan for this p!an year ., . | 12C

d Subtract the amount in line 12 from the amount in line 12b, Enter the result (enter a mlnus sign {o lhe left of a 12d
negalive amount) ..

e Will the minimum funding amount reported on line 12d be mat by the funding deadiine?..............eeeoreeeecereereerone [] ves [] Mo [] nia

Part Vil | Pian Terminations and Transfars of Assets

43a Has a resolution to terminate the plan been adoptsd in any plan year? ... D Yes E No

@& If“Yes,” enter the amount of any plan assets that reveried lo the empfoyer this year... 13a

b Were all the plan asse!s distribuied to participants or beneficiaries, fransferred to anothar p!an or i}rought underthe D Yes @ No
control of the PBGCY.. LTy

C If, during this plan year, any assets or liabilities were trans!erred from this plan to ancther plan{s}, Identlfy the ptan(s) to
which assets or liabititles were transferred. (See Instructions.}

13¢(1) Name of plan(s): 13¢(2) EIN(s) 13c{3} PN{s)

[Part VII} | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondisciimination tests of Code sections 410(b) and 401{a)(4) by combining this plan with any other plans under
the permissive aggregation niles? ] Yes [{] No

14b If this Is & Code saction 401{k) plan, check all boxes that appiy to Indicate how the plan is inlended to satisfy the nondiscrimination requirements for
employee defeirals and employer matching contributions (as applicable} under Code sections 401(k}(3) and 401(m)(2}.

lg] Design-based safe harbor method
D “Prior year” ADP {est
D “Current year™ ADP test

[] nea

15  Ifthe plan sponsor is an adopter of a pre-approved plan that reoewed a favorable IRS Opinian Lelter, snier the date of the Opinion Letter 06/30/2020
(MM/DDIYYYY) and the Opinlon Letter serial number 0703912




