
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

ALLERGY AND ASTHMA MANAGEMENT, INC. CASH BALANCE PLAN 002

01/01/2019

10000 ORMOND RD 
POTOMAC, MD 20854

47-2457063

ALLERGY AND ASTHMA MANAGEMENT, INC.
800-778-9923

621111

X

62

5

0

0

0

Filed with authorized/valid electronic signature. 05/27/2025 RADHIKA NATARAJ

Filed with authorized/valid electronic signature. 05/27/2025 RADHIKA NATARAJ
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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

X

549205

1181884 1142419

1181884 1142419

136704

136704

87982

88668

-481

176169

-39465

1C 1I 3D

X

X

X 400000

X

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__________. 
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Fonn 6500-SF Short Form Annual Return/Report of Small Employ•• 
Benefit Plan 

0MB Nol. 1210-0110 
1210-0089 

Dlpament cf IN T'Mairy 
ll'Mmll ~ 81MCe 2024 
~GflallOr .,.,.. ...... !el\...._ ... , 

flllltW8nft~Oofporltlol. 

Thlt form 11 required to be flied under 1totlon1 10-4 and -4095 of tht Employtt Retirement Income aecurtty Act of 107-4 (l!RISA), and 11otlon1 80!7(b) and 8058(1) of the Internal 
Rtvtnut Code (the Codt). Thi• ,orm fl Open to 

,ubflofn•~ ► Com l•t• 111 entrlH In accordanc• with th• Instruction, to th• Form HOO•IF • .,_ I Annual R• rt Identification Information 
For calendar plan )'!tr 2024 or fltcat plan veu beqlnnlnq l O and tndlnq l 
A Thll ~port II for: ~ • tlngle .. mployer plan D • multlple•tmploytr plan (not multlempfoytr) (Ptntlon Plan flit,. CMCklnO thla box 

mu1t attach Schedule MEP. Other pl1n1 mutt attach I lllt of pertlcipaftng •mp1oy« 
Information In 1ccord1nc• with the form lnatructlont.) 

B Thll ~port Is O tht flrat ,.tum/report D the final return/report 
0 1n amended return/report D a short plan y11r return/report (1111 than 12 months) 

C Check box f filing undtr: 0 Form 5S58 D automatic extension D OFVC program 
0 special extension (enter description) 

D If the plln It a coltctively-bargalntd plan, check here ................................................................................ ► D 
E lfthla II a retroactively adopted Dian Dermltttd by SECURE Ad section 201 check here ► n . . ........................... Pait'lf;._t Buie Plan Information-enter all reQuHted Information 
1 a Name of plln 

1 b Three-digit plan number I Allergy and Asthma Management, Inc. Cash Balance Plan (PN} ► 002 
1c Effective date of plan 

01/01/2019 2a Plan sponaor'1 name (employer, If for a single-employer plan) 2b Employer Identification Number (EIN) MaHlng addr ... (Include room, apt, suite no. and street, or P.O. Box) 47-2457063 Cly or town, ttata or province, country, and ZIP or foreign postal code (If foreign, see Instructions) 
2c Sponsor's telephone number Allergy and Asthma Management, Inc. 

800-778-9923 
10000 Ormond Rd 2d Business code (see instructions) 

Potomac MD 20854 621111 
3a Plan admlnlttrator't name and address ~ Same as Plan Sponsor. 3b Administrator's EIN 

3c Administrator's telephone number 

4 tr the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report 4b EIN ftltd for thlt plan, ent.r the plan sponsor'• name, EIN, the plan name and the plan number from the 
lut r.wm/report. 4d PN 

• 8ponso(1 name 
C PlanName 

511 Total number ol pel1iclpentt at tht beginning of the plan year ............................................................... 5a 62 
b Total ·n&ln'lber ol peltidpantt at the end of the plan year ......................................................................... Sb 5 c(1) ..,,,.., ol pe,tk:ilpentl ~ a000unt belanctt II of th• beginning of the plan year (only defined 5c(1) oontr1bullon plant con,pltte th1t Item) ................................................................................................. 

c(2) Nunw, ol per1'cilpentl ~ account belanct• 11 of the end of th• plan year (only defined 
------

5c(2) oontrtbullon .,.. con,.,e.t,t this letm) ................................................................................................. 
d(1) Total runbtr of acetve pelticlpentt at the beginning of the plan y11r .................................................. 5d(1) 0 
d(2) Total nun-., ol Nfv• .,.,..._ at th• ,nd of the ptan yHr ........................................................... 5d(2) 0 • H~ of.,.,...,.. ~ t.rrnnat.cf 1mployme11t during the plan year with accrued btnefltt that Se 0 w.rt lt11 than 100% vested ............ , ........... , ............. , ......... , ............ , .................................................... 9•utf00i A ptnaltv for thf , ... or l09omef!!t ftllng gf thll retyrn/repgrt wtU be ...... eg unltH r91onable cay•• It ••tablllhed. Under pene!Ue1 of peljwy and other penaltlt1 Ht forth In the lnltructlona, I declare that I have examined this return/report, Including, If applk:eble, • Schedule Hor lohedule MB oompWtd Ind liQMd bV an enrolled acwa,y, 11 MIi II ii,, ,i.otrcmlo vtrslon of thll return/report, and to tht Mil of fff/ knowledge and 

Radhika Nataraj 
Ent• name of Ind 

dhika Nataraj 
1or nttr name of Individual • 

,or n c:e, Ht • nstruc:tlon1 for l'orm uoo.a,. 

n admln1-trator 

nsor 
) 

"· 2AOS11 Plan IOr 40006 
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Fonn !500-SF (2024) P1g12 

w. ... el of the plln'I 111Ht1 during thl plan v-ar lnve1ted In 1llglbl1 1111t1? (SH ln1tructlon1.)........................................................ ~ Yff O No 
Alt you dlkring I v.11lver of thl 1nnu11 1x1mln1tton 1nd ,.port of 1n Independent qu1llfl1d publlo accountant (IQPA) 1:1 O 
under 28 Cfft 2520.104~? (lie lnltfuctlon, on waiver 1llglblllty ind condition,.)............................................................................ ~ Yff No 
lf,ou •nnMl'ld """°" to either tine•• or llne lb, the plan cannot UH florm 1100-11' and mu1t ln1t .. d UH l'orm NOO. 

c lfthl plan II I cten,ed btneftt plan, II I cover.d under tht PBQC ln1ur1nc1 progr1m (111 ERISA 11otlon 4021)? ...... ~ Yn O No O Hof der«mlMd 

If "'V•• II c:Mebd, enter tht My PM conflrm1tton number from th• PBQC premium flllng for thl1 plan y11r, ______ S_4_9_2_0_5_, (Se• lnlCructloM.) 

Ptn'•J Flnanclal Information 
7 Plan AIMIi Ind Lllbllltin ... ,lfi'f:4(f/"~ t1l Bealnnlna of Year (bl End of Year 

, ,;\~.'; t ' 

• Total ni.n a ... 11 ............................................................................ 71 1,181,884 1,142,419 

b Tollll 01an lillblllllta ......................................................................... 7b 

C Net mn 11M11 <subtract line 7b from line 71) ............................... 7c 1,181,884 1,142,419 

a Income, Ex01n1H, ind Tranefers for thl1 Plln Year J\ Mt!tr? /;)KJ lal Amount lbl Total ._~'it~ J·•,~fi-."..' 

• Contributions r.celved or receivable from: ,.:f•'11··-,·•.:,·-,· .<·m!,~,~,-·~ "j M~~'l·;;;r-· );,tt'"'.-,·:f.'.,.k1~f;,-{'r.:•,<i,:,;•~~.,:,:;-;,,~,s 
lifr,:f !' ),"/ f q;tl I'' •e ·,'J:l'.~ • ?0 ·-' r ~f 

(1) Emolovers 81(1) 
.'/~•),f, ·,>.,.;~f • ,:Z.~;tiJ.!(.,..cJt'· ~~ •f~~{f ":1-~.J./ 'Q_1., ~ ~~,. ', 

••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••·•• 
y;Jg._7'.ti• ~if.11// .,·./1- :,~,;.t,.~;, ; •• i:JJ,}J'!,.:-,r":;.1-- z~,. 4)•~:i 

12) Pl rtici ... nll .............................................................................. 
•<t7·~'·: '>[f.''1"~''<½/, ;~~ _,,.1,;'A,.,t-~#· ~{l;f~'!f,· .. ~ .. ~-~~;:-;~q •·:«~", -'·1:"1·~"::-r-:·. 

81(2) 
.,, . ( ' .• ,, ,, • .,.,. ,, ,,_ .••• ~ ... .,~ •• .,.;-- ~ -~?•.,,_ 
1',\. t ,,i:~ /J;,,, ~-·· ~(~.'-~.!!1:/..Jll~-', ,;~~ ... ~i, ~-1: ,£~-:~ .... ~.,-~~ .. ,, •• ,_ --~ 

(3) C>thera llncludlna rollovers\ ...................................................... 8at3l 
!f/',tt'm~iffJ'il{il(,·~mifrJ;f!~-1 , Y'i:"'z,1!,~/ft..'li' ,jr-~f,t,.✓,,11 ij,'Jij~'!A~~V-;V,~··:, ijqf.') 
~-i!ffe.l~'i.,_,,,:11). 3~h~v • rl ~t_, -:4~ -.;,. V.!:'-'~-' F:, ":•¥--J '.~~,.._,,.,._.,. 

b aher Income {1011) ........................................................................ 
",..» ·~•,' •. •Jr • .,,:.~,.,,- ; ..... v., •• , ~ .. -"' -..... ~ ...... J~· >J-4=--;.,, ... ._~, , ... " :.,.•r 

Sb 136,704 ~!W!j;'~.rr.flJ/~~,1,ii!"t,'~r,·~,jiJ!~?.'1:J~ '.1,i.f?rrfe,r~~';f;'r,Hi' u::i,.,;;4;.<:,7"~~ • r·"l;~·'{I-·· •• ..,..,~;. f W,-,-:-, J,1~~ , ,·~ J .,,._~- J 

C Total Income t1dd line• 8am. 81(2). 81(3), and 8b) ...................... Sc ~*,'Wl~~-~ ; ,WJ'_~~.:,ir~'!',1&i;_,,tt;,;J;,1fiM~~.~A',Yi"'t.M{, z1-:·;t,~,: 136,704 
, "J • .,_ • ., .·r.r .. lj •• • • -:, • .t ~ . ~ 

d Benefits paid (including direct rollovers and Insurance premiums trJii•;.>.l:i.r,i ~·{)..,·~~:,~~·~~~tt! \.W ·11t~f-~::'__'>: ~ 
~~;,~. -;r,,..,1"-Ji..-.,,.yY,. -~-i.-<-i-~---,!,Y. 

to orovide benefits) ......................................................................... 8d 87,982 ;,~~'?-;. ,t~tdt---f-f;J. :· .. -;~~ )tit~~! 

• Certain deemed and/or corrective distributions (see Instructions) . Se 9,f~z'/i~ •"'""" -·1,iiJ,-P.::ttt4,,;:t:~-,,,;,· "'"·"1~'•::u.~·-»~ ,,_ ,,c_•.•lr •~_..,._,"'~•,a."¼,' ...... •:.,;.• .. ,;;-:-..... , • <".~• ...... ~.r_...-, _,,. ~-✓--•• o ., -

,.:;' ~•-:t _..;,-:.:,..,~~ r,--':~\. ;?.,;-~;\·. -~~"":-..~..;\. :!:., ... :~-.. ~ ~ ... ;:! -,_,-;. __ :.. :...:.•:~. 

f Administrative Mrv~ 0roviders (salaries fees, commissions) ..... Sf 88,668 r~~~~··~~. '('-~~,~...,"':_(· {~~--~;-... ·-:~-·"c;:~,._r~~-~-.-~~-.. ;; ... ~-- ~•-.- '40,,.,,t), ·---;~ ·f ''?f - "'2'" -~?ifa,, • ~-.' -~· ~;!.ft~-t .--.,,. ;-:. ... . -.. ~u .. ,.. -.. ~ f;IP, ·, 'J;l.>,;!,:.~h•*. t: :: .. ~t :.~.. ; .:..'?~ _.-;. 

a Other IXDanMI .............................................................................. Sa -481 ~~t.~~~~i,::"~ftJ~:~'!a}~l~~--:f.:~~t~!~---~~-(i~~o:~:-~7 
,~1'-; ~~t~.!:l"?. !.Jv;Fl'r;~1!'"-.rN1:;.~t1ri ;;,J.-,.,-.-,.. .. .,-~:.:.1,1,...._,_.~,.:-,, ~",::-;.;-.,:t~.~ ..:-

h Total e,(DanNI (ldd lines 8d 81 8f and Sa) ................................ Sh 
f.W'• -~It.it• ·~t~;•.,1~r.A~"~(g~i•Jf,r,P\\f';;~~·5•~-p ~~*~;;~} -~];~f .sM ~ ifi.~ f,¾;~;,\~:t.~~m~\!;~v~~rt 176,169 

I Net Income tlou) taubtract line 8h from lln• 8c) ............................ 81 1i#}.~;r!,Xl'.~J!lf,r~:;;,,~ffiF1,;~,f~i;;.t,~~•M~' '"~: {!~~1 ... .,,;;t)~\" t?~1:~, ~~,r~9.l,~\~\~).*,e (., ·l\: • ·:r -3 9 , 4 6 5 

J Tr1nafera to (from) the plan (see Instructions) ............................... 81 ~~.. ... ,,. ·r -~-~¥.' ~i~·tfr.:'-t~·._,,~., ... ·1-:...-:' 
, ~. • "~ :-; .. li5,i•~l<Y-.1E\s~¢i~~\,,: 

1• iwtW>t Plan Characteristic• : 

9a If the plan provide• pension blnefitl, enter the applicable pension feature codH from the List of Plan Char1cterlatlc Codes In the Instructions: 
lC lI 30 

b If the plan provide• welfare beneflta, enter the appllcable 'Nllfart feature codes from the List of Plan Characteristic Codes In the Instructions: 

l·Pitl.v ,t COmollance QuHtlon• 
10 During the Dian vur: Yu No Amount 

• W11 there a failure to ttanamlt to the plan any participant contributions within th• time period 
deacr1bed In 28 CFR 2S10.3·102? Continue to answer "YH" for any prior y11r fallure1 untll fully 

X oorrec:ted. (See lnMructlon1 and OOL's Voluntary Fiduciary Correction Program) ............. , ........... 10a 
b Were there any nonexefT1:lt ttansac:tJon1 wtth any party..jn•lnt.rest? (Do not Include tr1n11ctlon1 

reported on line 101.) ....................................................................................................................... 10b X 

C W.. the plan 00Vtred by a fidelity bond? ........................................................................................ 10c X 400,000 
d Did the plan have a loN, \Wlelher or not relmburHd by the plan'• fidelity bond, that was cau1ed 

bv fraud or dllhoneatv? .............................................................................................................. : .... 10d X 

• Were any, ... or con11d11lona paid to any brokera, 1gentl, or other per1on1 by an ln1ur1nce 
canter, NUrMQe NMCe, or other organization that provides eome or all of th• beneftts under 

X the plan? (See lnltl'UCltioM.) ............................................................................................................ 10. 
f H .. the plan filled to provide any benefit ~n due under the plan? 

•••••••••••••••••••••••••••••••••••••••••••• 10f X 
g OJd the plan hive any par11dpent loana? (If "Y11," enter amount II of v11r .. nd.) ............... , ......... 10a X 
h If.,,. II an lndtvtdUII IOOOunt .,..n, WII the,. I IHaokout .,.,lod? (811 ln11ruotlona and 28 Ol'R \; i'.J•~~•,i~·•ll•:t\~ it~\· .. ~~ .,.., ---~ vi 

2820.101•3.) ............................................ , ....................................................................................... 10h - ~~t{!t~~! 11_~-.,,. r~-,:~~"' 

I tf 10h •• an1wtred "Y11," chide the box II you either provided the required notloe or one of the l~i~~itl:1~1·:._~ ~i''.I~ --~1%fj:il:'; 
exoeotlons to providing the notiot IDDu.d under 28 Cf'fl 2520.101•3 ............................................ 101 'If \ ;,A : 1\i~,-~~~i . '/;~;:, 
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