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
PLAINFIELD PEDIATRIC DENTISTRY, LTD. 401K SAVINGS PLAN (PN) » 001
1c Effective date of plan
01/01/2001
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) 75-2990243
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
PLAINFIELD PEDIATRIC DENTISTRY, LTD. C Sponsor's telephone number

815-439-7811

2d Business code (see instructions)

24023 WEST LOCKPORT STREET
PLAINFIELD, IL 60544 621210

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 12
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 10
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 12
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) 10
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 8
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 6
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

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

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

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

SIGN Filed with authorized/valid electronic signature. 05/28/2025 HENRY DESPAIN, APA, ERPA, QPA
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



Form 5500-SF (2024) Page 2

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 3364210 3778133
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 3364210 3778133

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) 104276

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 103853

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 471388
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 679517
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 212264
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 53330
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 265594
i Netincome (loss) (subtract line 8h from line 8c)............................ 8i 413923
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 23 3D 2A 2T 2K 2G 2F
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 350000
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




Form 5500-SF (2024)
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Part VI Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes 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_ Q703995A,




Form 5500-SF Short Form Annual Return/Report of $Small Empl yee OMB Nas. 1210-0110
Deparmen of the Treasury Benefit Plan
ntemel Ravene Seree This form is required 1o be flled under sections 104 and 4066 of the Employee Re ramant 2024
Drpartment of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(g) of the  tamal
Empcyess Benefis Sacurly Adrninstration Revanue Cade (the Coda). This Form i5 Open to
Pension Benefit Guaranty Corporation Publlc Inspaction

r_Gomplete all entrlas in accordance with the instructions to the Form 65 )-8F.
l Part | | Annual Report lden

tificatlon Information
For calandar plan year 2024 or fiscal plan year beginning OL/D1/2024 and ending 12/3172024
A This return/report iz for: @ a single-erployer plan Da rulipla-amployer plan (not multiemployer) (F nsien Plan filers chacking thia box

must attach Schedule MEFR, Qther plans must  tach a list of paricipating empioyer
Infarmation in accordance with the form instrue ans.)

B Thiz return/report is D the first return/report |:| the final return/repart
D ah amended return/report D & ghor plan year returnireport (less than 12 me ths)

C Check box if filing under: |:| Form 5558 D sutomatic extensian |:| DF\ I program
D special extension (entar description)

D Ifthe plan iz a collectlvely-bargained plan, eheck here .. ST D

E Ifthis is 5 retroactively adopted plan permittad by SECURE Act section 201, check here ...
| Partli | Basic Plan Information—anter ail requested infarmation

v []

1& Name of plan 1b Thre digit plan number
PLAINFIELD PEDIATRIC LDENTISTRY, LTD. 401K SAVINGS PLAN (PN) # ool
1¢ Efiec ve date of plan
01,1/2001
23 Plan sponsor's name (employer, if for a single-employer plan) 2h Emp yer identification Number (Eit)
Maiiing address (include room, apt., suite no. and street, or P.O. Box} 75« 19002473
City or town, state or province, country, and 21F or foreign postal code (if foreign, see instructions) 2c 5 i~ 0
Pl par or's telephone nember
ainfield Pediatric Dentistry, Ltd, 815 -439-7811
24023 West Lockport Street 2d Pusii =z code (see mstructiong)
Plainfield IL a544d 621 '10
A2 iarsdministrateriaaiom o addicas @ St an Fign Sponisor. 3n Adrdljl‘; strator's EIM

3¢ Admi stator's telaphone number

4 I the name andfer EIN of the plan sponser or the pian neme has changed slnce the last return/repert | 4b BN
flled for this plan, enter the plan sponsor's name, EIN, the plan name and the plan numbear from the

lagt return/report. 4d PN
8 Sponsor's naras
= Flan Name
5a Total number of participants at the beginning of the plan Year. ... v Eﬂ 1z
b Total number of participants at the end of the plan year... 5h 10
€{1) Number of particlpants with aceount balances as of tha hagmmng of the plan year (only defi ned Sc( |
contributlen plans complete this item) ... 1z
¢(2) Number of participants with account batancss as of the end of the plan year (nnly u:lef' ned Sc(;
contribution plans complete this tam) ... ' 10
d{1) Total number of active participants at the beginning of the plan Year.... ... oo, 5d( _ B
d(2) Total number of active participants at the end of the plan year .. } sd(i
8  Number of participants who terminated employment during the plan year wlth acenied benefits thal Bo
were less than 100% vested.., G

Caution: A panalty for the late or !nmmglate fi!lng af thls returgln’poﬂ will ba asaunaed unless mnunabla caus ig eatabllzhad.
Under penalties of parjury and cther penaltigs set forth in the ipsffuctions, | declare that | have examined this re return/tepo | including, if applicable, a Schedule
58 or Schedule MB complated and s }:? by an enroﬂ/a'd/a ary, as well as the electronle version of this returnirepont, ¢ d to the best of my knowiedge and

baliaf, it i ;g ]

SIGN e i SIS Thomas S, MNaovvics

HERE i B A WM Da_;e l Entar name of individua  signing as plan administrator

SIGN

HERE Signatura ot emplayerplan sponsor Date Enter name of individua itgning a2 employer or plan spensar |
Fur Pnpammrk Reductlon Act Hotice, eea the Inetructions for Form 5500-5F. Form 5500-2F (2024)

v. 280311



Form 5500-3F (2024) Page 2

68 Were all of the plan's assets during the plan yesr invested in eligible 8536187 (588 INSIUCHONE.}. ... oo oeeeoeeeeeeeeee oo rvreesssestverens E Yes |:| No
B Are you claiming a walvar of the annual examination and repert of an independent qualified public accountant (IQF \)
undar 29 GFR 2520.104=367 (See instructions on waiver eligibtilty and conditans ).... S e e Yes D Mo

If you answarad “Mo* ta either ine 6a or line 6b, the plan cannot use Form ssﬂn-SF am:l muat mstead use | rm EEﬂD.
C Ifthe plan is a defined benefit plan, is it covered under the PRGC insurance program (see ERISA section 4021)7 . . |:| Yar |:| No |:| Mot determined
i “Yes" s chacked, enter the My PAA confirmation number from the PBGC pramlur filing for this plan year . {See inztructiohs.)

[ Part lll | Financlal Information

7 Plan Assels and | |ghilities (2) Boginning of Year (b) End of Year
A Totelplanassets............... i | 78 3,364,210 3,778,133
D Total plan NaBHIEE, ... ssssssieseeeseseescsens oo eeeeeesseeemeeeenee 7h
¢_Met plan asgets (subtract line 7b from Ine 7a)..oovoocoececrcceenre. Te 3,364,210 3,778,133
8  Income, Expenses, and Transfers for this Flan Year (a) Amount {b) Total
a Contributions racsived or receivable from: '
(1) EMPIOYETS oo ssssssssrssssnens | Ba(1) 104,276f
(2) PAnCIDaNtS. . s s e, | B(2) 103,853
(3) Chthers {including rollavers). ... | BA(3)
B Otherincome (0SB)................ooooeereeeceeeeeeeeereeee e rer s rasrarains 8h 471,388]
€ _Total income (add lines Ba(1), 8a(2), Ba(3), and 85Y........vvvvvennee | BB §79,517
d Benaflis paid (including direct rollevers and insurance premiums S
to provide benefits). ..o 8d 212,264
2 _Certain deemed and/or corrective distributions (ses Instructlans}. 8a
f Administrative service providers (salaries, fass, commissions)..... Bf 53,330
__ g Other expenses... ig £ .
h Total expenses (add lines B, 8o, B, 80d B)...vee eessessensssaess 8h 263,594
| Netincome (loss) (subtract line 8h from llne BeY.......ooooo oo, al ' 413,923
j  Transfars ta (from) the plan (88 INSIUCHANS) . i 8] ;

| Part IV | Plan Characteristics
9a |If the plan provides pension benefits, enter the applicable pension faature codes from the List of Plan Characterist  Codes in the instructions:
ZE 2J 3D 2A 2T 2K 2G 2F

b |ifthe plan provides welfare benefits, enter the applicable welfare featurs codes from the List of Plan Characteristic Jodes in the instructions:

| Part V | Compllance Questions
10 Dwring the plan year: Yes| o Amount

a Was thare a failura to tranamit to the plan any participant contributions within the time periad
descrbed in 28 CFR 2510.3-1027 Continue to answer “Yes” for any prior year fallures untit fully

comected. (See instructions and DOL's Veluntary Fiduelary Comrection Program) ... R [T {
b Were there any nonexempt transactions with any pElrEy—-ln-lnteresl? {Do not mclude transactinns
reported on e 108.)......ooooooooee e s sssmsssssssssssss | OB s
€ Was the plan covered by a fidelify BONd? ... e | Al | 350,000

¢ Did the plan have a tess, whether or not reimbursed by the plan 5 ﬁdelﬁy bond, that was calsed
by fraud or dishonasty? ... LA AR b R YRR b8 SbeE 40kttt emneseamemneranenmeennenenenenen | T

8 Were any fees or commissions paid to any brokers, agents, or othar parsons by &n insurance
carrier, Insurance sarvice, or other nrganlzatlon that provmes some or all of the benefits under

r

ra

the plan‘? (Ses Instructions.)... 10e
f Hasthe plan failed to pmwde any benefit when due underthe plan? .| 40f {
g Did the plan have any participant leans? (If “Yes," enter amount as of year-end.} ... 105 :
h Ifthis is an individual acesunt plan, was there a blackout period? (See instructions and 29 CFR B .
2620.101-5.) ... e T LR AR LA b ied weeeeeee | 10K -
I 1t 10h waz answered “Yes. check the box if you either prov!ded the mqulmd netles oF ana of the

axcaptions to providing the notice applied under 29 CFR 2520.101-3. . P I {71
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Form 5500-SF (2024)

Part VI

Pension Funding Compliance

"

Iz thiz a defined benefit plan suhject to minimurm funding requirements? (f "Yes, " see instructions and complete Sl
{Form 5500) and tines 11a and b below.) If this is a defined contribution pensian plan leave line 11 blank and comg
balow. .. s iton ol s o sl

wjute SB
e line 12

|:| Yes |:| Na

Enter the unpaid minimum required sontributions for all years fromy Schedule SB (Form S500) ling 40 v, |

11a |

PBGC missed contribution raporting requirements. If the plan iz covered by PBGC and the amount rapattad on
baen notified as raquired by ERISA sections 4043(c)(5) andfor 303(k)(4)? Check the applicabla bax:

Yes,

e

Na. Raporting was walved under 28 CFR 4043.25(c){2) because contributions equal to or excesding the uh,
were made by the 30th day alter the due date.

Mo. The 30-day period referenced in 29 CFR 4043 25(c)2) has not yet ended, and the sponsor intends to n
exceading the unpald minimum required contribution hy the 30th day after the due date.

Ma. Other. Provide explanation

[

na 11a ls greater than §0, has PBGC

ild minlmum required confribution

ke a contribution equal to o

12

Is this a defined contribution plan subjact to the minlmum funding requirements of section 412 of the Code or sectic
ERISA? _.........

(if "Yes” mmplate Ilna 123 or Iines 12!: 12:: 12d and 12e below. as ﬂppllGﬂblE ) |fthl3 ua adefned bsnet't PBI'IEIDI
line 12 b!ank and complete ling 11 above

202 of

D Yes @ No

Jlan, lzave

A If a waiver of the minimum funding standard for a priar year i balng amortized in this plan year, see instructions, ar  enter the date of the lefter ruling
granting the waiver. ; ... Manth Day Year

if you complatad line 12a. cnmplete Ilnes 3 8, and 10 Df 5¢h¢dula MB (I‘-‘orm 55Ifll'l[= and sklp to Iina 13.

B Enter the minimum requlred contributlon for this plan year .. 12b

¢ Entar the amount contributed by the employer to the plan for thiz plan yesr . 12¢

d Subtract the amount In line 12¢ from the amount in line 12b. Enter the result (Entar 8 minus sign ta the Ieﬂ ofa 12d
nagative amournt) .

£ Will tha minlmum funding amount reported on line 12d be met by the funding deading?........rcvvra e

DYES DND DNJ’A

| Part VI I Pian Terminations and Transfers of Asseots

13a

Has a resolufion to terminate the pian been adupted in any plan YBar? e

[] Yes @ Mo

a

If *Yes,” enter the amount of any plan asseis that reverted to the employer this year........

13a

b

Were gll the plan gssets distributad to part;mpants or banaficlartes, transferred to anather plan or bmught under thl
control of the PBGC? ...

D Yes E No

c

if, during this plan yesr, any assels or liabilities were transferred from this plan 1o another plan(s) |dennfy the plan('
whlch assets or liabilities were transferred. (See instructions.)

o

13c{1} Name of plan(a): 13e(2) EIN{=)

13c(3) FN(s)

| Part VIl | IRS Compliance Questions

14a Does the plan satlsfy the eoverage and nondiscrimination tests of Code sections 410(b) and 401(a){4) by cornbining

the permissive aggregation rules? [ ] Yes @ No

this plan with any other plans under

14b ¥ this is a Goda section 401(k) plan, check all boxes that apply to indicate how the plan iz intended to satisfy the no

amployes defervale and employer matching contributions (2 applicable) under Code sections 401(k)(3) and 401(m
Deslgn-based safe harbor method

[] “Prior year” ADP test
|:| "Current year” ADP test

|:| NiA

diserimination reguirermaents for
2).

15

If the plan sponsor ia an adoptar of a pre-approved plan that received a faverable IRS Opinion Letter, enter the date
{(MM/DD/YYYY) and the Opinion Letter serial number = 07039952

f the Qpinion Letter 06/30/2020




