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
DR. C. B. THEODOROU DENTAL ASSOC., LLC 401(K) PLAN PN) D 001
1c Effective date of plan
01/01/2014
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) 05-0578829
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
DR. C. B. THEODOROU DENTAL ASSOC., LLC € Sponsor's telephone number

440-974-9330

2d Business code (see instructions)

7259 CENTRE ST.
MENTOR, OH 44060 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..............cccccoeueueveieveveeeeeeeeeeeeeeeeeeean 5a 14
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 6
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

- T 5¢c(1) 14
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
ber ¢ 00 5¢(2) 6
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 1
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 1
€ 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. 06/16/2025 DR. C. B. THEODOROU
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 907861 686853
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 907861 686853

8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:

(1) EMPIOYETS ...t e e 8a(1)

(2) PartiCipants........cuoiuiiiiiiiiiiieiie e 8a(2)

(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 70109
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 70109
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 287134
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 3983
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 291117
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i -221008
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 2J 2K 3D 2G 2T 3H
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 500000
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 4080
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)

Page 3-| 1

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 D 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_ Q703912A




v

Fofm 5500-SF

Depaitmem of tha Trestuy
Inl2nat Roveaye Seevdts

Benefit Plan

Diégartrment el Labet
Emgoea Bpmits Seowdy Adrinsinton

Pentica BEraft Suaranly Copanation

Revenue Code (lhe Codo}.

Shoft Form Annual Return/Report of Smatl Employee
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» Complate all ontrles In accordanco with the instructions 1o the Form §600-SF.
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This Forot is Opon to
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[ Partl | Annual Report ldontification informatlon

For calenddt olan year 2024 or fiscal plan year beginning 01/01/2024

ond endlng

1273172024

A Fhis refursfrapon is fon H a single-employer plan

D the first returnfrepont D the fnai retumnireport

D an amended relyrivraport

B This raldrnfreportis

ﬂ avtomalic axtension

C Check Yox I filing under; [ Form 5558

(L] special extension (enler descriplion}

D U the plan Is a collectively-bargained plan, Check REIG oo s
o refronciivaly adopled plan parmilied by SECHRE Act seclion 201, check here v

E lithisis

[] a milliple-employer ptan {not multlemployer} (Penslon Plan fers checking thls box

must sitach Schedule MEP. Othar plans must altach & list of participallng cinpleyer :
Informallon in accordance with the form instauctions.)

Da short plan year selurndreport {fess than 12 months)

” GFVC progaam

U
 []

[ Part il | Baslc Plan Informatlon~sonter alf sequosled information

1a Name ¢f plan
LEC 401 (k’ Plan

ib

Three-diglt ptan uumbervlw '
{PH) ¥ 00l

Dr, €. B, Theodorou Dental Assoc.,
1¢  Effective date of plan
01/01/2014 .
2a Plensppnsor's name {emplayer, if for a single-omployer plar) 2B Employer Kdentification Number {EIN)
Malfieg faddress (Include room, apl., suile no, and siceet, or P.O. Box} 05-0578829
Cily or fnwn, state of province, counlry, and ZIP or foralyn postal code {if foroign, seo stiuctions) 2G Sponsor's telephons number B
. & o asor's telephon
Dr. ¢. B, Theodorouw Dental Assoc., LIC 440-974-9330
f
7259 lcantre St. 2d Husiness cods {sue Instruclions)
Mantor (013 ] 440060 621210
méa Plan adinintslrator's name and address E Same as Plan Spensor. 3b Adminlsteator's EIN : -
3¢ Adwminlsirator's lelaphone numiier
"4 i he name andlor EIN of the plan sponser or the plan nama has changed sinca tha fast relurnfraport 4b £IN o
filed for this plan, enter the plan sponsot's neme, EIN, the pan name and tho plan number from the
tast returnfreport. 4d #N
a Sponsors panwe
¢ Plan Name
5a Tolal nupnber of parlicipants af the beglnning of the plan year........ ba 14
b Total number af participants at the end of the plan year......., 6b ﬁ
¢{1) Numbgr of parliclpants with account balances as of ihe boglnning of the pan yoar (onfy dafined 5c(1)
CORUTHUNOR PIANS CONTDIBE TS MY .uvcvrsiccrssisesssssestitissasssssstssbses st st s s ssessssssssss s ins 1
(2} Numbgr of patticipamts with accoual batancas % of the end of tha plan yeat {only defined 5¢(2)
contritiution plans coMPlele IS HEM)uu i s s 6
{1) Tolal nillmhm of acilve parlicipants at the beginning of he PIBN YEaAT...cww o 5d(1) i 5
d(2) Total number of actve parlicipants al the ond of 10 PIAN YEAT e SR Sd(2) . i
¢ Numberof participanis whe {erminatod employment dusing the pian year vith accrued benefils that Se 0
OT 1085 181 1009 VASIEE e, ..1vesssesssserssosos s aserasss s s e e bbbt e gt _ :
wlote filing of this refuralrepori will bo sssessod uniess reasonable cause Is gslablished.

Caullon: A ponalty for thg iato of (ncorn
Under ponaltigs of perjury and other penallies set forth In the Insin
88 of Schadule MB compieled gnd signed by an enrollad acluary,

Tolians, | decirre that 1 have examinad Whis returndrepord, Including, if applicablo, a Schedule
as weli as the eleclronic varsion of (his refurnfroport, and lo lhe bast of my knowledge and

belief, 1i 15 trus, cp;mct.é?‘d cofiplala, ‘ Y, ]
SIGN 4 f/) &ty v i—— é//&/gﬁ Dr. ¢. B. Thoodorou
4 s
HERE Slqnalure of plan administrater Date Enter namie of individual slgning as plan administrator
SIGN
HERE Signature of smployeriplan sponsor Dale Enter name of Individual signing as employes or plan sponsos
Form 5500-SF §2024)

For Papenwork Reduction Act Hotles, soc tho Instructlons Tor Form 5500-8F,

¥, 240394




Form 5500-5F (2024} Page 2

Ba Were all of the plan's assets during the plan year invested in efigible assets? {See instructions.)... EI Yes [:] No
b Are you claiming a waiver of the annual examination and report of an independent qualified pub]tc accountant (1QPA)
under 28 CFR 2520.104-467 (See inslructions on waiver eligibility 803 CONGIIONS.J.v...ueiiusiecieeeeicceretseoreveems e eesseeeeemaeeeseeeseeesseones @ Yes D No

If you answered “No" to elther fine 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500,
C ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... D Yes [] No D Not determined
If *Yes" is checked, enter the My PAA canfirmation number from the PBGC premium filing for this plan year . (See instructions.)

{_Part1ll | Financial Information

7 Plan Assets and Liabilitles {a} Beginning of Year {b) End of Year
@ Tolal Plan BSSBIS .......ccuuveirisssesssssisssssssseseccsnesascesresessiessnsen 7a 907,861 686,853
B Total plan HablHIes. ... .o eeceeeoeseeere s esresissstsescesaeesreonccons 7b
€ _Net plan asse!s (sublract line 7b from ling 7a)............... 7c 907,861 686,853
8 Income, Expenses, and Transfers for this Plan Year {a) Amount {b} Total
& Contributions received or receivable from:
{1} EMPIOYeIS .....coocviicerrirsirssresnnsisssissssssiossssssinensssmsesmseesreeree | 88(1)
(2)_Participants.......oiiiiiii s | B8(2)
{3} Others {including roOVErs)......coreviernnarr sz s Ba(3) 70,109
b _Other income {loss).... . . 8b
C Total income {add lines 83(1) 83(2) 8a(3) and Bb) 8¢ 70,109
d Benefits paid {including direct rollovers and Insurance premiums
to provide benefits). ... 84 287,134
€ Certain deemed and/for corrective distributions (see instructions}. 8e
f _Administrative service providers {salaries, fees, commissions) ... Bt 3,983
L OIher BXPERSES e s s s 8g
h Total expenses {add linas 8d, Be, 8f, and [ o ) FOS T 8h 291,117
I Netincome (loss) (sublract line Bh from line 8c)... 8i -221,008
j Transfers to (from) the plan {see InStructions) ....ceecceeenee. 8j

Part IV IPlan Characteristics
9a |If the plan provides pension benefits, enler the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

2E 2F 2J 2K 3D 2G 2T 3H
b |ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instruclions:

l Part V I Compliance Questions

10  Curing the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contribulions within the time period
descrided in 29 CFR 2510.3-1027 Continue to answer “Yes” for any prior year fallures untif fully
cofrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)........cce.ev.vovn.. 10a X
b Were there any nonexempl fransactions with any parly-in-interest? {Do not Include transactions
reported o HRE JOA.) ittt s st e seeeneneneneene | FOD X
€ Was the plan covered by a fidelity BONA? .....ccccocornuvemnisvesnssiiosmnnnnrerscssssinsssssssseeseessisssionmeonnnes | 406 | X 500,000
d Did the plan have a loss, whether or nat relmbursed by the plan's fidelity bond, that was caused
by fraud or diShoNEslY? ... rsesssanerssssssersbssenetseeroeenssees | $0U X
€ Were any fees or commisslons pald to any brokers, agents, or other persons by an insurance
carfier, insurance service, or other organization that provides some or all of the benefits under X% 080
THE EIANT (SEE IBSHUCHONS. Y.vvrrererseeeoeeeerseseseeesseersaeeesseseremssreesesesseees e eeeeeses e seees oo seeeroseososed 10e 4,
f Has the plan failed to provide any benefit when due under the plan? 10§
g Did the plan have any patticipant loans? (If “Yes,” enter amoun! as of year-end.) .........ccooeeeennnennn. 10g X
h Ifthis is an individual account plan was there a blackout period? (See instructions and 29 CFR
P L1 13 O — T X
i If 10h was answered *Yes," check the box II you elther provlded the requared nonce or ong of the
exceplions lo providing the notice applied under 29 CFR 2520.101-3 ... 10i




Form 5500-SF (2024) Page 3- !

Part VI | Pension Funding Compliance
11 Is this a defined benefit plan subject to mirimum funding requirements? {If "Yes," see Instructions and complele Schedule SB
(Form 5500) and tines 11a and b befow.} If this Is a defined conlribution pension plan, leave line 11 blank and compleie line 12 |:| Yes D No
below... et erietiieeiteieanneoahednne s beasonissioeae sl s eh st it eeh LEes Ly s et sae R Lr ek s sar s esaEeeraes e ranebenterterea .
& Enler the unpald minimum required contributions for all years from Schedule SB (Form 5500} line 40 | {1a |

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}? Chack the applicable box:

Yes.

No. Reporting was waived under 29 CFR 4043.25(c){2) because confributions 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 28 CFR 4043.25(c)(2) has not yet ended, and the sponsor Inlends {o make a contribution equal to or

exceeding the unpald minimum required cen'ribution by the 30th day after the due date,

Ne, Other, Provide explanation

O ;.

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of

L 1 O O SO TSSOSO U P N D Yes D No
(If "Yes,” complete line 12a or lines 12b, 126, 12d, and 12e below, as applicable.) i lhis 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 dale of the letter ruling

Qranting [Ne WaAIVET. .iiiiiiiiiiiis i ns s ints byt b s hemsemst bt bbb bt e emrmecsoesae s st smeenseeseerencs Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB {(Form 5500), and skip fo line 13.
b Enter the minimum required contiibUlion for This PIAN YK ... isses srestsssssssmesssassesssssssssessssins 12h
C Enter the amoun! contribuled by the employer to the plan for this ptan year ., 12¢
d Subtract the amount in line 12¢ from the amount in line 12b, Enter the result (enier a minus sign to the leﬂ ofa 12d
DBGATINE BITIOUIL) Lo ittt it ottt et itot it ee et et ree et et ertee et ee et sttt e et st zerreentsenteasaesnganrreysbas e ety trantrbeeerrrrrssrnreeryeerrrere
€ Wil the minimum funding amount reporied on line 12d be met by the funding deadline? ... eceiieccrens U Yes l:l No D NIA
Part VIl | Plan Terminations and Transfers of Assets
13a Has a resolution to terrninate the plan been adopted in anY Plan YEAF? e it etenstessseeeeseemsnens D Yes @ No
a I “Yes," enter the amount of any plan assels thal reverted to the employer this ¥ear..........ceeceriicenenrircccincnnn 13a
b Were all the plan assels distributed 1o participanis or beneficiaries, iransferred te another plan, er brought under the D Yes @ No
CONMOL Of N8 PG C L ittt i rsia oy sy e re s s radeas erscos s o CaRrber s s e sevasEere saenera s ererEn e eaas et e sEeasAE s es bt s Eebes st et bamrssasar on s
€ I, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s} lo
which assets or fabilities were transferred, {See instructions.)
13¢{1) Name of plan{s): 13¢(2} EIN(s} 13¢{3) PN{s)

[ Part Vill | 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
141 If this is a Code section 401{k) plan, check all boxes that apply to indicate how the plan s intended lo salisfy 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
[:] “Current year” ADP test

[] na

15  Ifthe plan sponsor ts an adopter of a pre-approved plan thal received a favorable IRS Opinion Leller, enter (he date of the Opinien Letter 06/30/2020
(MMIDEYYYYY) and the Opinion Lelter sarial number @703912a -




