
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

1606 STUDIO 401(K) PLAN 001

01/01/2019

1606 STOCKTON ST., SUITE 200 
SAN FRANCISCO, CA 94133

83-2923776

1606 STUDIO
415-818-1606

541800

X

9

9

9

9

6

6

0

Filed with authorized/valid electronic signature. 06/03/2025 CONNOR MCDONALD
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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

1291143 1688624

0 0

1291143 1688624

96114

119700

0

184239

400053

0

0

2572

0

2572

397481

0

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

X

X

X 168862

X

X 10027

X

X

X



Form 5500-SF (2024) Page 3- 1  x  

  

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

X

Q703912A
06 30 2020



Form 5500-SF 

CllpnMl',t~l.tlor 
8Ppp.,_.~Ad/ld ... ,6,l,IMlllll ... m, 
1'9NlolllllNltOl...tyCooi,orlilclll 

Short Form Annual Return/Report of Small Employee 
Benefit Plan 

Thia funn II required to be flied under nctlona 104 end 4065 of the Employee Retirement 
Income Security Ad of 1974 (ERISA), and nctlona 8057(b) and 8058(a) of the Internal 

Revenue Code (the Coda). 

► - Ill entrtN In accordance with tht Instruction■ to the Form 5500-8F. 

0MB Not. 1210-0110 
1210-0088 

2024 
This Fonn le Open to 

Publlclnepectlon 

I Part I I Annual ReDort ldentlllallon lnfonnatlon 

I 

For calendar plan yaer 2024 or ftscel plan year beginning 0 l / 0 l / 2 0 2 4 and ending 12 / 3 l / 2 o 2 4 
A Thia rMUrMepO!t la for. ~ a alnglHmployer plan D a multlplHmployer plan (not multlemployer) (Pension Plan fllert checldng thll box 

must attach Schedule MEP. Other plane mJat attach• Hat of participating emploo/er 
Information In accordance with the form lnatructlont.) 

B Thia rMUm'repolt la D the flrlt retunvreport Dthe flnal retum/report 

D an amended retum/report D a short plan year retum/report (len than 12 months) 

C Check box If Ill~ under: D Fonn 5558 D automatic extension D DFVC program 

D apeclal extension (enter delCrtpllon) 

D If 1he plan la • collectlYely-be plan, check here ....... ... .... ...... .... ....... ... . .. .... ...... .... ... ....... ...... .. . . ... .. .. .. ► D 
E If this Is a retroactively adooted plan permitted bv SECURE Ad section 201 , check here .......................... ► n 
Part II I Buie Plan lnfonnatlon-«rter all reaueated Information 
1 a Name d plan 1b Three-digit plan number I 

1606 Studio 401 (k) Plan (PN) ► 001 
1c Effective date d plai 

01/01/2019 
2a Plan 8J)01110r'a name (employer, lffor a alngl&-employer plan) 2b Employer ldentlllcatlon Number (EIN) 

Mallng add,_ (Include room, apt, suite no. and street, or P.O. Box) 83-2923776 
City or 1DWn, atate or province, country, and ZIP or foreign postal code (If foreign, aee lnatructlona) 

2c Sponsor's telephone number 1606 Studio 
415-818-1606 

1606 Stockton St., Suite 200 2d Buslnen code (Ne Instructions) 

San Francisco CA 94133 541800 
3a Pia, admlnlatnl1Dr'a name and addren ~ Same • Plan Spo1190r. 3b Admlnlalnllor'a EIN 

3c Admlnlstrator'a telephone number 

" If the nane and/or BN d the plan aponaor or the plan name haa changed since the l•t retum/report 4b EIN 
flied for 1h11 plan, enler the plan sponeor'a name, EIN, the plan name tnd the plan number from the 
lalt rMUm/report. 4d PN 

• Sponlor'a name 
C PlanName 

5a Tolal number of pa,1ldplnla at tht begllvllng d the plan year .....................•......................................... 5a 
b T olal number f1f partlclpanll et tht end d the plan yeer ......................................................................... 5b 
c(1) Number ar pt111c:1pera with account ba1ance1 u of tht beglMlng d the plan year (only defined 5c(1) conlr1butlon plant complete 1h11 !tam) ..... ······· ... ........................ ... .............. ... ······· ... .......... ······· ........... 
c(2) Number d pa,1lclpanla with account balancN aa of the end of the plan year (only defined 5c(2) conlr1butlon plane complete thla Item) ........................................................... ······· ............................... 

d(1) Total number of active partlclpanll at tht beginning d the plan year .. ................................................ 5d(1) 
d(2) Total number d adlvt pa,tlcipanta at the end of tht plan YNI ........................................................... 5d(2) 

• Number d pa,tlclperu Who le~ employment during tht plan year with accrued btntflta that 5e were leas than 100% 11811ted ........................................................... ............................ ........................... 
Caution. A penalty for the Im or lncomplata tiling of thla rtturn/r,eort will bt •Htutd unlen reaeonable cauH la Ntabllahed. 
Under pentltiN d l)lljury and other ptl'lllltlet Mt forth In the lnatruc:tlonl, I declare that I havt examined 1h11 rtlum/report, lncludlng, If applk:able, a Sc:hedult 
SB or Sdltdult MB oompleled and alg,lld by an tnrolltd tctua,y, u weU • the tlactronlc vtralon of this 19tumlrtport, and to tht beat of my knoWladge and 

810N 
HERE 

8 tor 

For PapelWOlti , - • n for Fom1 SI00-8F. 

Date 

Date 

• 'ZS' Connor MoOonald 
Enter name of lndMdual al I 

Enter name of lndMdual a nl 

9 

9 

9 

9 

6 
6 

0 
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6a Were all of the plan's alteta during .. plan )'NI' lnYN19d In ellglble ■-? (See lna1rucllons.)........................................................ ~ Yea O No 
b Are you delmlng • waiver of the amuel examlnetlon end report of an Independent quelllled publlc accountant (IQPA) 

under 29 CFR 2520.104-46? (See lnatrudlona on waiver ellglbRlty end conditions.)............................................................................ ~ Yea O No 
If you ··-- •No• IIO ellher llne ea or llne lb, th• plM cannot UN Form SIIOO-SF end muet IMtNd UN Fonn SIIOO. 

c If the plan II a dellned benellt plan, la It covered under the PBGC Insurance program (see ERISA lectk>n 4021)? ...... 0 Yea D No O Not determined 
If "Vea" la chedc8d, entw the My PM. contlnnallon number from the PBGC premium flllng for this plan year ________ .. (See lnatrudlona.) 

I Part Ill I Flnanclal lnfonnatlon 
7 Plan A8Nla and Llabllltlea (el Bealnnlna of Yur (blEndofY .. 

a Total Dian DN11 ............................................................................ 7• 1,291,143 1,688,624 

b TOC.I Dian lleblllllea ......................................................................... 7b 0 0 

C Net Dian e8Nb (subtract llne 7b from llne 7e) ............................... 7c 1,291,143 1,688,624 

8 Income Exoenses and Transfers for thla Plan Year (el Amount lbl Total 
a Contributions received or receivable from: 

C1) Emolovers ............................................................................... 8•111 96,114 

l2l Partlcloants .............................................................................. 8aC2l 119,700 

C3l Olhera /Including rolloveral.. .................................................... 8aC3l 0 

b Other Income nnss) ........................................................................ 8b 184,239 

C Total Income (add lines 8a(1), 8a(2), 88(3), and Sb) ...................... 8c 400,053 

d Benellla paid (lnclud~ direct rollovera and Insurance premiums 
1D orovlde beneftts)_ ....................................................................... 8d 0 

• Certain deaned end/or corrective dlalributiona (eae lnatructlonsl . a. 0 

f Adminla1ratlYe NNlce orovlders (aelarlea, fees, commissions) ..... 8f 2,572 

g Other exoenses .... _ ........................................................................ 8a 0 

h Total emenses (add lines 8d, Se, Sf, end Bal... ............................. 8h 2,572 

I Net Income ( loss) (subtract llne 8h from llne Sc) ............................ 81 397,481 

J Tramnra ID (from) the plan (see lnatrudlona) ............................... 81 0 

I Part IV I Plan Charactertstlca 
9a If the plan pr0llldea pension benellta, enter the appllcable pension fealure codes from the Uat of Plan Cheracterls1lc Codes In the lnstrudlona: 

2A 2E 2J 2Jt 2F 2G 3D 

b If the plan pn:MClel welfare benet111, enter the applicable welfare feature codea from the Uat of Plan Charac18rls1k: Codes In the lnstruc:tlona: 

IPartv I Compliance Question• 
10 Dunng the plan year: Y• No Amount 

a W• there • fallure ID tranamlt ID the plan art/ pe,tldpant contrlbutlona within the time period 
delctlbed In 29 CFR 2510.3-102? Continue ID anawer -Vea· for any prior year falluree until fully 

X 00ff8Cted. (See lnatrudlone and DOL'a Voluntary Fiduciary Correction Program) ......................... 10. 
b w .. there eny nonexempt tranuctlonl with any perty➔n-lntereat? (Do not Include tranuctlona 

reoortad on line 10..) ....................................................................................................................... 10b X 

C W• the plan C0\/8l'8d bye tldellty bond? ........................................................................................ 10o X 168,862 

d Did the plan have e lou, whetl8r or not '9lmblned by the plan's lldellty bond, that W9I ceuaed 
by fraud or dishonesty? ................................................................................................................... 10d X 

• W«e any fees or commlaalona paid lo any brokerl, egenta, or olher peraon1 by an Insurance 
carrier, Insurance Mnllce, or olher o,genlzatlon that provides aome or ell of the benelltl under 

X 10,027 the Dian? (See lllllrudlona.) ·············••oo••oo ....................................................................................... 10. 
f Ha the plan falled lo prowle lll'IY beoellt when due under the plan? ............................................ 10f X 

g Did the plan have any pe,tldpent loena? (If "YN," enter amount N al year-end.) ......................... 1oa X 
h lfthla II en lndMduel account plan, WN there• blackout period? (SH lnatructlont end 29 CFR 

2520.101-3.) ................................................................................................. ................................... 10h X 

I If 10h WN IIIIIWered "VN," check the box If you either prOYlded the required notice or one or the 
exceptions to proll1dlng the notice applied under 29 CFR 2620.101-3 ............................................ 101 
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Part VI Pension Fundln 
11 la this a defined benefit plan subject lo minimum funding requirements? (If "Yn, • aee lnatructlon1 end complete Schedule SB 

(Form 5600) and Jinn 118 end b below.) lfthlt la a defined contr1butlon penalon plan, leave llne 11 blank and complete line 12 
below ................................................................................... ................................................................................................................ . 

a En'9rthe u Id minimum ulrad conlrlbutlona for all ears from Schedule SB Form 5600 llne 40 ................... 11a 

0 Yn ~ No 

b PBOC mlNed contribution repoftlng requll'lmentl. If the plan la covered by PBGC and the amount reported on Rne 11 e II greeter then SO, hal PBGC 
been notlllad • required by ERISA Hctlonl 4043(c)(5) end/or 303(k)(4 )? Check Iha appllcable box: 
□ Y•. 
0 No. Repo111ng wea WIIIV9d under 29 CFR 4043.25(cX2) because contrtbutlona equal lo r,r exceeding the unpaid minimum required conb1bullon 

- made by the 30th day after the due date. 
0 No. The JO.day period referenced In 29 CFR 4043.25(cX2) has not yet ended, and the eponaor Intends to make a contr1butlon equal to r,r 

exceeding the unpaid minimum required conlr1butlon by the 30th day after Iha due date. 0 No. Other. Provide explanation ___________________________ _ 

12 la this a detlnad conb1butlon plan subject to the mnlmum funding requirements of section 412 of the Code r,r aectlon 302 of 
ERISA? ....•...•.....••....•..••..•.•...••.........•......•..........••......................................................................•.........•....•.•.....••.••..•............•.......•....•. 
(lf"Yes, • con1)lete line 128 r,r lines 12b, 12c, 12d, and 12e below, as appllceble.) If this ls a defined banellt pension plan, leaYa 
line 12 blank and com ete line 11 above. 

D Yes~ No 

a If a waiver of the mnlmum funding standard for a prior year la being amortized In this plan year, see Instructions, and enter the data of the letter ruling 
pranllng the -Iver. ····················································································································-··········· Month Dey YNr 

If vou cornDllted Ina 12L COfflDlebt 1111813 9 and 10 of Schedule MB (Form 55001. and lklD to llna 13. 
b Enler the mlnlmum required contrlbutlon for this plan year ..........•..•..•..........•...•..•...•.........•....•..•..•..............••.•........• 12b 

C Enler the amount contributed by the employer to the plan for thla plan year ......................•..................•.•.•......•...•... 12c 
d SUbtnlct the amount In llne 12c from the amount In llne 12b. Enter the result (enter a minus sign to the left of a 

neaative amount! ·········- ·········-································································································································ 
12d 

e WII the mtnmum funding amount reported on llne 12d be met by the funding daadllne? ..............•...........•......•••.•... D Yea O No O NIA 

I PartVII I Plan Tennlnatlons and Transfers of AsHts 
13a Hes a~ ID lllrTmlalle the plan been adopted In arr, plan yw1 .......................................................................... . j Yea ~ No 

a If-Yea· enter the amount d anv olan 811811 that reverted totha emoloverthla veer............................................... 138 
b Were al the plan 8lleta distributed to participants or beneftclarlea, transferred to another plan, or brougli under the 

control of the PBGC? ······················· ....................................................................................................................................... . D Ya~ No 

c If, during this plan yes, ant aaaeta r,r llabllltlel were transferred from this plan to another plan(a), Identify the plan(a) to 
which 81N1a or llablHtiea were tnlnlferrad. (See lnatructlona.l 

13cf1) Name of plen(a): 13cl2l ElNlal 13cf3) PN(a) 

I Part YIU I IRS ComDllance Queltlons 
1'8 Doe1 Iha plan ..u.ty Iha coverage and nondlacrlmlnallon Intl d Code aedl0111410(b) and 401(aX4) by combining 1h11 plan with ant other plane under 

the permilelve !W!Q!11on rulee? Qil Y e1 D No 
14b If 1h11 11 a Code aecaori 401 (k) plan, checK al boxel that epply to lndk:ete how Iha plan II lnlended to satisfy the nondlacrimlnallon requirements for 

empk,/ee deferrala and employer rnatdllng contr1butlona (N applicable) under Code Hctlonl 401 (kX3) and 401 (mX2). 
~ DNlgrMleNd .. harbor rnetilod 

0 "Pli« )1181' ADP teat 

0 "Cunant '1W ADP teat 

□ t.'A 

15 lftha plan aponaor II an adopter de pre4f)pl0Ved fJle!I that l'K8ived a favorable IRS Opinion Leiter, enler the <la of the Opinion Letler 06/30/2020 
(MM/DD/YYYY) and Iha Opinion Leller Mr1al number Q 7 0 3 912 a . 
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