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
ALLERGY, ASTHMA, & SINUS CENTER, P.C. PROFIT SHARING & TRUST PLAN (PN) » 001
1c Effective date of plan
01/01/1997
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) 57-1056837
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
ALLERGY, ASTHMA, & SINUS CENTER, P.C. C Sponsor's telephone number

843-679-9335

2d Business code (see instructions)

800 EAST CHEVES STREET, SUITE 420
FLORENCE, SC 29506 621111

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 ..............c.o.covevoceeoeeeeeeeeeeeeeeee 5a 32
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 38
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 32
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) 38
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 25
d(2) Total number of active participants at the end of the plan year ..............cc.cceveveveceerecreeeeeceee e, 5d(2) 22
€ 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. 06/11/2025 JOSEPH G MOYER MD
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
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6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii e @ Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............cc.ccooiiiiiiie e @ Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No D Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

. (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 5771941 6244560
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 5771941 6244560

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) 62893

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 72751

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 864205
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 999849
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 459961
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 67269
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 527230
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 472619
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 2F 2G 2J 2T 3D
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 1500000
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 24140
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
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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_ Q704133A,
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P6/11/2025 14:28 8432934748 AASC SMB '
Form 5500-SF | Short Form Annual Return/Report of Small Employee | OMB Nay: 1210.0110
Daparimont of ihe Trosgury Benefit Plan o G,
Inrval Revera Fenit This form ig reqiifredto Bg:filed under sections 104 and:4085 of the Employes Retirement |, .. 2024 e
 Peporment of Labar "l Income Securlty#Act ol 1§74 (ERISA), and sechons 3057{;‘;5 and 6058(a) of tha Internal e o e
070 BansRs Secury Ad o ' " Revenue Cods (the Code). This Form Is Open to
" Panston Banaht Guarnty Corparation e I S Public Inspaction
e L i ; i 3 Complateal Jenlrmn,ln;ut:cuﬂanca.wlmthaziﬂtﬁactlo_ns.tn1ha Form 5500-8F, .
PartiFz] Annual Rep: it Identificatioh Information. = — .~~~ -~ T R il -
. Forealendsr plan .aa'r.__bz'fa:"_.fﬂs;aar"‘{m guy baglnping. _ 08 0172008 'an'd.en;i]'q_g. B &0 o
A This ratumireport s for: @ @ single-amployar plan a multiple-employer plan (ot multiemployer) (Pension Plan filers checking thls box

" must attach Schedule MEP. Other plans must attach a kst of panticipating amployer
information In accordance with the form Instructions.)

B This return/repart is D the flrst return/repont D the final return/rapont
[] an emended return/report Da short plan year retum/ireport (jess than 12 months)

C Check box Iffling under: [] Form 5558 [] autometic extension [] oFVC program

D special extension (enter descrigtion)

D Iftheplanla g collectively-bargalned plan, check hers............ oo D
_E Ifthis Is aireirsectively adopied planpermitted SECURE Act saction 201, check here................ . y {1
- Rartils,] Baslc Plan Information—enter i toquostod informmation ™ = - . R
1a Mame of pian h 1D Threa-digit plan number
PULLERGY, 'ASTHMA, & SINUS CENTER, P.C. PROFIT SHARING & TRUST @nyr L jo0l
PLAN . 1C  Effective date of plan
' . P R __01/01/1997
28 Pian sponsor's name (employer, If for a single-employer plan) ) ' | 2b Employer Identification Number (EIN)
Meiling address (Includs reom, apt,, sulte no, and streat. ar P.O, Box) i 57~1056837
Clly or 1own, state or province, caunlry, and ZIP or foreign pastal code (if forelgn, see Inatructions) -
Allergy, Asthma, & Sinus Centezr, P.C. 2c %p;g‘fg%?l_’gg?g L
800 East Cheves Street, Suite 420 ; +2d Business codo (see ins fEene}
F;orepce . o SC 29506 . 621111 -
38 Pian administrator's name and address Same a6 Plan Sponsor. : 3b Administrator's EIN

1.3¢ Administrator's telephona numbar

4 Ifthe name and/or EIN of the plan gponzor or tha plan name has changed since the last retumireport || 4b EIN
filad for thls plan, enter the Plan gponsor's name, EIN, the plan name and the plen number from the

last retumireport, T4d PN
a Sponsor's name
C Plan Name
Sa Total number of parficipants at the beQI-r‘\nlng of thel 'pla:n year il . Sa : _ 32
b Total number of participants at the end of the plan T | K : - e oa -1
£(1) Number of padlicipants with account balances as of the beglnning of the plan year (only defined 5c(1) ‘ : 32
contributlon plans complete this item) ... e P 7 TV PO PO IO il  — _ N
¢(2) Number of participants with account balances es of the end of the plan year (only definad ) 5¢(2) 38
contribution plans comglete this NBMY o ngmrasccos A MLty B0 e gy e i e ems et o Eep0 b £ — sl pridd
d(1) Total number of active panticipants at the beglnning of the PIaN YBAr.........ee....oocc oo _._5d(1) 1 . 25_
d{2) Total number of active participants at the and of 1he plan year..................comensroosss o = Sd2 | e 22
€ Number of participants who terminated employment during the plan year with agerued benefits that be 0
efilin rousonabis EAUINIE GIRBISRET, =

ned s petlm/repart, including:  Bpplicabie, a Schedula
C ml&:@m;ﬁ?gﬁ}sp%? d'_tgjﬁ'éﬁitjnf my knowladge end

JOSEPE G. MOYER MD

i{: Enter name of individual of ning as.plan adminlsirator. ... -

A Erad] Blghatice.of empléyeriplan.sponsor: ' | Date J_Enter name of Individual slgning as employer or plan aponsor ';_'
~ 'Fof Paparwark Reductioh-Act Notica, 08’9 Instructions-far Fofm SH00:SF, ' i ' " ‘_anﬁ!_syomlf:m;
. SH00:SF v
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6a were all of the plan's ea:;ets durinﬁ {ha plan year Inveated In eligible assels? (See INSUCons. ).....ccc..pionne Vit
b Are you claiming a walver of the annual exsmination and report of an Independent qualifiad public accountant (IQPA)

c

. [ \A’es D No

under 29 CFR 2520.104-48? (See instryctions on walver eliglbility and condNlons. ). st o s

S

If you answered “No” to elther line 8a orline 6b, the plan cannot use Form S600-8F and muet instead usa Form §500,

If the plan is a dafined benefit plan, Is it coverad under the PBGC insurance program (see ERISA gection 4021)? .,
If*Yes" is chacked, etter the My PAA conflrmation number from the PEGC premium filing for thia plan yee

@ Yes [] No

D Yes DNO D Not determined
- (See instructions.)

7__Plan Assats and Liablilties

‘{ Financial Information

{a) Beglnning of Year . :

. h-E nid'of ¥aar:

a_Yolalplanassels....... R 5,771, 941f 6,244,560
..b Total plan liabiities .. e T ) ok L
_C . Notplih assels {sublract ine 7b from IiﬁeZ?;a;;._w..‘...,,.‘.,.,.,,......I._..._ 7o} 5,771, 941 6,244,560
8__ income, Exssnses, and Transfers for this Pian Year = .._[3)Amount ._. |

& Contribullons recelved or receivablg from:
(1) EMPIOYArs ..o, Leinaashiane s s

=I5 ; wasidbidyiennnanss ds Vet i 4 v o | Ba(2) :
.___{3) -Others (including rollovers)...... B — 8a(3) |
b_Other Income (88).......uucrseecisocienri ———

_8aly)

€ Total income (adﬁjlinasaé’ﬂ), Ba{?)_g:ujg) and 8h).........

srirniesst |

d Benefits paid (including direct rollovers and insurance prémiums |

opmvi&u.bdngﬂ' ISIJ. T T Ty T P N et Yessiinte

@ _Cortein deemed and/or comrective distiibutions Is_a‘e’»ih:lmd'ibn&).\, 1

f  Administrative servica providers (§alaries, faes, commigsiongje... |

-8 ] QOther exp e s AT )

LT

h_Totel expanase (add lines 8, 8e, 8, and Bg)eseece. oo |

|__Net incom (ioss) tsubtractiine 8h fram line:8e).,.,.

j Transters to (from) the plan (see Instructions)...,.......

(& Yart1V./| Plan Characteristics

" 9a

{¥f the plan provides penslon beneflls, enter the applicable pension featura codes from the List of Plan Characteristic Codes jn the Instructions:
{2E 2F 26 27 27 3D

b

{!F the plan provides welfare benafils, enter the applicable walfare feature codes from the List o Plan Charactaristic Codes in the Instructione:

| Partv ] compliance Questions

10 During the:planysar . . o . L Yesi'No | .. Amaunt
@ Was there a fallure to transmit to the plan any participaat cantributions within the time period e 5 '
describad in 29 CFR 2510.3-102? Continus to &nswer "Yes" for any priar year fallures unill fully
corrected. {Sge Instructions and DOL's Ndiontery Filctary Comection Rlagiem) ..«.iid s i, || 108 A
b Ware thera any nonexempt transactions with any party-In-inlerest? (Do not include transactions | i
réported on line 10a..., : e " . P 0b [ ] X % .
€ Wag the plan cover=d by a fideiity bond?. o e | 106, | K = . 1,500,000
d Old the plan have a loss, whether or not relmbursed by the plan's fidelity bond, that wes caused 13 s ' ’
by.fraud or'dlstionesty? ...... Fis . i o e ane s vieivose i) 100 g :
€ Were any fees or commissions peid to any brokers, agents, or other persons by an insurancs i
Carrsr, Insurance service, or other organizetion that provides soms ar gll of the benefits under ’ X 24,140
the plan? (See InsLuclipng.). ..,......... BT i iher e sanTramscebvnd R S rrera I | - I S o S PSR =4 il
f  Has the plan failed to provide Eny benafit when due under the plan? ... —..x.wepiy % 10F. EE X
g Die th;a plan have any perticlpant laans? ((f “Yes," antar ameunt as of year-end.) e | 10g. ] . %
h If this is an Individual sccount plan, was there & blackoot period? (See instructions and 28 CFR’ N x
2520.101"3.}..-,.....‘.,.._...._‘.‘\........_..u........‘.‘._,.:._.._._..-,......‘._.,.'._,._._...-.-.\..._ ] yauss g i bnva) ufH ] AV “Wh !
i If 10h was answered “Yes," check the box if you aither provided the required notice or one of the
“#xcapllons-to providing the notice applled under 29 CFR 2520.101-3...,.uc......... T, 101
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| PartVl | Pension Funding Comipllance e
11 15 this e definad benafit pian subleot to minimum funding requirements? (if *Y&s," sea Inslryclions and complete Scheduls SB

(Form 5500) and fines 11a and b below.) If thiz Is & definad contribution pansian plan, leava jine 11 blank and complate line 12 | D Yes D No
hghwm,“ TOC T b en i U 0 AT L e s i e A e g e . B e bt S 1
A _ Enter the unpald minimum; regulted,contributlons for 3l y&giéfrom Schedule SB/(F6rni.5500) ine 40 ............... 1 s4a- T L .

'd the amount reportad on line 11a i3 greater than $0, has PEGC
been notified as required by ERISA seotions 4043(c)(5) and/or 303(k)(4)? Check the applicable bax:
Yes,

b PBGC missed contribution reporting raquiremants, If tha plan Is coverad by PBGC an

D No. Reporting was walved under 29 CFR 4043.25(c)(2) because contributions squal to or exceeding the unpaid minimum required conlribution
were made by the 30th day efter the due date.

[:] No. The 30-day period referenced in 29 CFR 4043.26(c)(2) has not yet ended, and the sponsor Intends {0 make & contribution equal o or
exceeding the unpald minimum requlred contribution by the 30th day afier the due date.

[] No. Other, Provide explanation . . ; =

12 15 thia a defined contribution plan subject fo the minimum funding requirements of section 412 of the Code or section 302 of -
ERISA? fbemns sty o L2348 8 e LR en e AN B 0 Y et g S 0D b e 3 rdndiag Lol : D Yes @ No
(If"Yas,” complete Tine 128 or lines 12b, 12¢. 12d, and 12e below, as applicable.) If this Iz o defined banefil pansion plan, leave
liie-¥2,blank and cotmpléte-line 11, above:, . ; 5 R —

@ I & waiver af the minimum funding standard for a prior year ls belng amortized in this plan ysar, aee instructions, and enter the date of tha latter ruling
FRONG P WAV, oooerisis sttt s bttt Ao Month . Day . Year,

. = et ..-|.-|--|.<'-t-n’-‘i_“‘|-n'.l--'.q.-y.-o‘iﬁ:q.‘fli-'..-'-:-'..-I“I.z'ulgj'f.:l::.'l\l. - — 2 - s
If.you cémpigtediine 128, completalineg:3,’9; and 10 of Schiodisis MBi{Foim E60 s and skl toiline 43,
b_Enter the minimum réquired. contribution for this G0 $8AE i,y cun.n. s T

T v - - L ——— e T — — —
C_Enter the amount contributed by ihe amployarto ihe'plan for lhisiplanyear. ...,.. B RS 128
d Sublract the amount in line 12¢ from the amount in line 12b, Enter tha result (enter 8 minue signtothe leftofa [ o

negalive smount) L N b i, o e
€ Wil the minimum funding amount reported on line 12d be mat by the funding deadline?... ; ! D V_BS ] D No D N/A .

{PartViII -] Pian Terminations and Tranafers of Assets e B _
13@ Has & resolution to terminate the-plan.been adopted In any plan YEar? ...............o........oo. . _ | Yen ,;_ No

a . If "Yes.* enter the amount of-any, ilahagsets that reveried to tha jampl_q' a;r"lhli'm'?i.-‘;..'.::.-.'.‘...;.-.-..s'm.a.'-,..'..'.;;-.:\;.;..;.. _13a . : PR
B Wore all the plan assets distibuted to participants or beneficiarles, Yreneferred to another plan, of brought under the ) D Yes @ No

control of the PBGCY.........:cee: e T T T T T e T i o

C M, during this plan year, any assats or liabilities were trensferrod from this plan to another plan(s), danily the plan(s) to
which assets or llabliities wars'l?éi:':_‘:?a“(&'ﬂ_;__(:Sée-_iha'lfﬁétféh's'&.-. 5 - — i
13c(¥) Neme of plan(sy:. : » N . 13c(2) EIN(s) A3E3) PN(S)

Part:Vill_| RS Compilance Questions e . . i _ —
14a Daes the plan satisfy the coversge and nondiserimination tests of Cade sections 410(b) and 401(a)(4) by combining this plan with any othier plans under
the permissive aggregation rules? (] Yes. R N0 . .. . . . . . e
14b Itthis is a Code saction 401(k) plan, check all boxes thal apply to indicate how the plaf is inlendad to sallsfy the nondigerimination requirements for
employee delarrdls ant émployer matching contibutions (as applicable) under Code sactlons 401(k}(3) and 401(m)(2).
B] Design:baved safeharbor method
|:] “Prior year” ADP 1est
D "Currenl year” ADP tast
[] na

15 If the plan sponsor Is an adopter of A pre-approved plan thét regsived'a favorabie IRS Opinlon Letter, entor tha date of the Oplnlon Letier 06730,/ 2020,
(MM/DD/YYYY) and the Opinion Lelter serisl numbisr @7 04153 34. - .




