
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

WEBB'S FAMILY PHARMACY, INC. 401(K) PROFIT SHARING PLAN 001

01/01/2021

724 MAIN STREET 
ROCHESTER, IN 46975

35-1797696

WEBBS FAMILY PHARMACY, INC.
574-224-2221

446110

X

39

38

35

35

31

28

2

Filed with authorized/valid electronic signature. 06/12/2025 ANN M. CLARK
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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

339164 548754

339164 548754

125942

55705

81695

263342

51649

2103

53752

209590

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

X

X

X 33917

X

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__________. 

 

1

X

X

X

X

X

Q703912A
06 30 2020



Form 5500SF
Oepanme.{ ol tE T.eeury
lnlernal Revaue Servr@

Pe.slon Bsenl Gua6'rt Crrpo6ron

Annual Re rt ldentifi cation lnformation

OMB Nos 1210-0110
1210{009

2024
This Form is Open lo

Public lnspection

Short Form Annual ReturnlReport of Small Employee
Benefit Plan

This form is required to be flled under sections 104 and 4065 of lhe Emptoyee Retirement
Income Security Act of 1974 {ERISA), and sections 6057(b) and 60S8(a) of the Internat

Revenue Code (the Code).

in accordanco with lhe instructions to lhe Form 5500-SF) Com allentries
Part I

For celendar Dlan year 2024 or fiscal plan year beqrnninq c: /c! 2o 21 end endinq 72 i 3r / 2024
A This relurn/report is for a sanqle-employer plan

B Thrs relum/report is

a multiple-employer plan (not multiemployer) (Pensicm Plan filers checkiflg this box
musl altach Schedule MEP. Other ptans must attach a list of participaling employer
iaformation in accordance with the form instructions.)

E the tinal retum/report

! a short plan year return/report (less han 12 months)

automatic extensron ! orvc progr",

the first return/report

an amended relu rry'report

C Check box it filing under: Form 5558

! special exlension (enter descriptlon)

D f the plan is a collectively-bargained plan, check here

la Nam6 of plan

Webb's FamiLy Pharmacy, Inc. 401 (k) Profr-t Sharing pfan

724 Main Street

Iloche s:er \ !_6915

E lf thrs is a rekoactr ad plan itted SECURE Act section 201- check here

Basic Plan lnformation----enrer a uested information

3a Plan admrnistrator's name and address Same as Plan Sponsor

Caulion: A penalty for tho late or i.lco

0c1

2a Phn sponsoCs narne {employer. if for a single-emptoyer p,an)
Mailing address (indude room, apt., suite no. and street, or p O. Box)
Cily or town, state or province, county, and ZIP or foreign postal code (if foreign, see instructions)
l^lebbs Eam-r 1y Pharmacy, Inc.

'lC Efle€live date of plan
cl i c7 ./ 2c21,

2b Employer ldentilication Number iElN)
3a-77') .1696

2d Business code (see instructions)

3b Administrator s EIN

3C Administrator'slelephonenumber

4b ErN

4d PN

4 lf the name ard/or EIN of the plan sponsor or the plan nanre has changed since the last relurn/repofi
filed for thk plan, enter lho plan sponso/s name, ElN, the plan name and the plan numbe. from the
last rofun/report.

a Sponsor's name

C Plan Nane

5a Totel number of participants al the lreginning of the plan year-. .

b Totalnumber of pa.tiopants at the end ot the pJan year.. -. ... .... ...

C(1) Number ot parlicipsnts with accounl balanc€s as of the beginning ot the plan year (only defined
cootribution plaoa complete this item)......

C(2) Number of participants with account ba,ances as of the end of the ptan year (only defined
contribution plans complele this item).............

d(1) Totat numUor ot activs parlicipants at the beginning of the plan year...... ... .........-.--.....-.--.-..-. ........

d(2) Totat numUer of active parlicipants at the end ol the plan year...-

e Number ot partjcipanls who lerminated employment durjog the plan year with accrued benefits that
were less than 100% vested . .

l9
]B

35

35

i1

28

mpleto fllng of this return/repon will be assessed unless rcasonable cause is eslablished.

Part ll
1b Three-digit plan number

(PN) t

5b

sc(1)

sc(2)

5d(1)

5d(2)

5e

SB or Schedule

.sF
v.2/t031t

2

Under penalties ofperjury and other penallies set forth in the inslructions, I declare thal I have examined this returnkeport, including, if applicable, a Schedule
completed a sign ed ane led actuary, as well as the eleckonic version of this relum/report, and lo the best of my knowledge and

IL.{.1 L-rJ-45 l,nn M. ClarkstG
HERE

Signaturc of plan adminisralor Date Enter name of indrvidual signinq es pl6n administrator

SIG
HERE

Siqnatt re of omglover/Dlan sponsor Date Enter name of individual signing as employer or plan sponsor

uMit/

Departrst ol Labot
Emdo/6 Mts Sarfty r'dEins 6rio

2C Sponsoas telephone number
5 .14-224-2221

44el7C

5a
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6a Were all ot the plan's assets duing the plan year invested in eligible assets? (See insttuctions.). ..-. ....._ _...._...__

b Are you claiming a waiver of lhe annual examination and report of an independenl quelified public accountant (IQPA)
under 29 CFR 2520.104-46? (See instructions on waiver eligibil{ty and conditions.) . . ...... .. . . .

lfyou anawerad "No" to either lino 6a or line 6b, ths plan cannot uss Form 5500-SF snd must instead us6 Form 5|SOO

C lf the plan is a delined benefit plan, is it covered under the PBGC insurance program (see ERISA secti,on 4021)? No

lt "Yes' is checked, enter the My PAA confirmation number from the P8GC premium filtnQ for this plan (See instructions.)

Iv."INo
$v..!no

Part lll
(a) Bogianing ot Yoar

7a 339 ,764
7b

339 | 164

(a) Amount

125, 942
55,105

8a(3)

81,595
8c

51 ,549
8e

2,703

Part lV

Part V

Yes NO

10a !.

10b ):

10c x

10d x

10e x

10f x

100 .I

't 0h x

t0i

Financial Information
7 Plan Assels and Liabrlities End of Yoar

a TobJ lan assets

b Total an liabilittes

C Net an assets subtract line 7b from line 7a

8 lnmme, and Transfers for this Plan Year ?otal
a Contabutions received or receivable ftom:

Partrci nts

Others includ rollovers

b other income loss

C Total income add lines 8a 38a , and 8b

d Benefils paid (rncluding direcl rollovers and insurance premiums
to benefits

g Certain deemed and/or co eclive disfributions see inslructions

f Administrativeservice ders fees. commissions

h Totat add lines 8d, 8€, 8f, and

I Nst income subtract ]ine 8h from line 8c
j Transfers to (trom) the plan (see instructions).-

Plan Characteristica
9a lfthe plan providos pension benefjts. enter the appli6able pension feature codes kom the Lisl of Plan Characteristic Codes in the instruclions

2A 2E, 2F 2G 2J 3) 3H

Olher

5481154

548, t54

263,342

53, '7 52_

249,594

-l3, 911

b lf the plen provides welfare benefls, entet lhe applieable weltare fealure codes from the List of PIan Characteristic Codes in lhe instructlons

Com iancs Questions
10 During lhe plan year: Amount

a Was there a failure to fansmil lo lhe plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer "Yes" for any prior year faitures untit tully
conected. (See instructions and DOL'S Voluntary Fiduciary Correc{ion Program )

b Were there any nonexempt transactions with any party-in-interest? (Do not tnclude lransactions
.epoded on line 10a )

C Was lhe plan covered by a fidelity bond?

d Did lhe plen have a loss, whether or not reimbtrsed by the plan s fidelity bond. that was caused
by fraud or d

g Were any fees or commissions paid to any brokers, agents, or other persons by an rnsurance
canier, insuranc6 soryice, or other organization thal provides some or alloflhe benefits under
the ? instructions

f Has the plan failed lo provide any benefit when due under the plan?

g Did lhe plan have any participant loans? (lf Yes," enter amount 6s of year-end.)

lfthis is an individuel account plan, was there a blackout period? (See instruclions and 29 CFR
2520.'01-3.)..

lf 10h was answered "Yes," check the box ff you either provided the required notice or one ot the

h

exc6ptiohs to provid the notice applied under 29 CFR 2520.10'l-3

Itt
lrn
l"nf"T;

sd

E

I ,"trt

8b

lz"l
t----l
I *,,, I



Fo.m 5500-SF (2024) eaee 3- fl

11a

EEI Ponsion Fund Com rance
11 b this a defined benefil plan subject lo minimum funding rcquirements? (lf "Yes." see ,nstructions and complete Schedule SB

(Form 5500) and lines 1 'la and b below.) lf this is a defined contribulion pension pla.l. leave hne 11 blank and complete line 12
be|ow.................. .. ! v." I r.ro

a Enier lhe un id manimum uired contributions for all froir Schedule SB Form 5500 line 40

b PBGC mis3ed cort ibution ,eporting roqulremants. lf the ple. rs covered by PBGC and the amount reported on line 1 1e is grealer than $O, has PBGC
be6n notified as required by ERISA sections 4043(cX5)and/or 303(kX4)? Check the applicable box:!"*

! No. neporting was waived under 29 CFR 4043.25(cX2) because conkibutions equal to or exceeding the unpaid minimum requircd contribution
, €.e made by the 30th day afrer the due date.

No. The 30day period teferenced in 29 CFR 4043.25(cX2) has not yet ended, aM the sponsor intends to make a cortribubon equat io or
exceeding the unpaid minimum required contribotion by the 30th day after the due date.

! No. Ottr., Provide explanation

12 ls this a defined c.ntibulioo plan subject to the hihimum funding requirements of seclion 412 of the Code or section 302 of
ERISA?,,, ,,,
(lf'Yes,' cornplete line 12a or lines 12b, 12c, 12d, end 12e below, as applicable.) lt this ts a delined benefit pension ptan, teave ! v"" I r'ro

line 12 blank and line 11 above

a f a waiver of lhe minimum funding standard for a pnor year is being amortized in this plan year, see
erantine the waNer

instruclions, and enterlhe date of tbe lettea,uling
..Month Dav Year

tf leted line'l2a com lines 3 9 and 10 of Schedule MB Form 5500 and ski to lino 13.

b Enter the minimum conkibution for this plan year

C Enter the amounl contributed the em r lo lhe an lor this n year

d Sr$tract the amount in line 12c from the amount in llne 12b. Enler the result (enter a minus siqn to the teft of a

g Wi{ the minirnum tunding amounl reported on line 12d be mel by the funding deadtine?

Plan Terminations and Transfers of Assets
'l3a Has a resdutbo b brmhde he pbn been a@ted in any plan year?

a f'Yes,'enter the amount of plan assets that reverted to the em r thls eat

Yes 8*o
b Were all the plan assets disttibuted lo participants or beneficiaries, transfered lo another plan, or brorrghl under the

clntrol of the PBGC?.. !ve"[ruo
C lf, doring this plan year, any assets or liabililies were lransferred from thrs plan lo another plan(s), idenbry the plan(s) to

12b

12c

12d

ltrrtr
til

which assets or liabilities were lransferred instarctrons

Name of s): 13c(3) PN s

IRS Com iance Questions
14a Does the plan

the permissive
satisfy lhe coverage afld nondiscrimination tesls of Code sections 4,|0(b) and 401(aX4) by cornbining this ptan with any other plans under
aggregetior rules? [ Yes [I No

13c(2) EiN(s)

Part Vlll

14b llthis is a Code section 401(k) plan, check all boxes that apply lo indicate how lhe plan is intended to satisfy the nondiscriminalion requirements for
employee defe.rals and employer matching contributions (as appticable) under Code sections 40.t(k)(3) and aO1(mX2)

E Design-bas€d sate harbor melhod

15 [the plan sponsor is an adopler of a pre-approved plan
MMIDDIIYYy) and lhe Opinion Letter serial number q

thal recoived a tavorable IRS Opinion Lettor, ent6r th6 dale ofthe Op;6;6n 191191 06,/30 /2 020

! v"" !No n NiA

fl 'Prior yea/ ADP test

! "Cunent yea.' ADP test

!ve


