
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

DACON INDUSTRIES CO. 401(K) PLAN 001

01/01/2016

10661 N LOMBARD STREET 
PORTLAND, OR 97203

93-1058714

DACON INDUSTRIES CO
503-978-0801

326100

X

106

104

27

33

98

100

0

Filed with authorized/valid electronic signature. 06/19/2025 DARIN BAY
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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

1753309 2148816

1753309 2148816

98219

171460

198426

468105

71261

1337

72598

395507

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

X

X

X 1000000

X

X 1675

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

Q702610A
06 30 2020
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Form 5500-SF
. . D*p?rVD«il of Ihe TiMaufy 

InIsmsI Rsvflnuu Soivfcs

DafiaAnenl cF Labor 
EnuJotw fanclili SwurityAiliBiiiblfallon

Short Form Annual Return/Report of Small Employee
Benefit Plan

This form is required lo be Tied under seclions 104 and 40B5 of Ihe Employee Rallremenl 
Income Security Act of 1974 (ERISA), and seclions e057(b) and e05S(a) ot the Internal 

______________ Revenue Cede (the Code).

j > Complete all entries In accordance with the Ingtrucllons to the Form 6500-3F^mm

OMONoi 12lOe110
1210-0069

2024
This Form Is Open to 

Public InspeollDn

Annual Report Identification Information
and endlnaW'@ldi1dar dan year 2024 or fiscal elan year bealnnlnq 

A f his raturiVrepon Is for: ^ a single-employer plan

B This raiurn/report is

C Check box If filing under:

the first relurn/report 
an pirienclad relum/report

[] a multiple-employer plan (nol mulUemploysr) (Pension Plan filers checking this box 
must attach Schedule MEP. Olher plans must attach a list of parflclpatirg employer 
Irformeltori in accordance with the form Instructions.)

Qtha (Inal raiurn/report
[] a short plan year returh/report (less than 12 months)

automatic extensionJ Formssss _
special extension (enter description)

D If the plan is a collectively-bargained plan, check here................................................-

LEt-IFltiijsJsia fslroactlvely adopted plan parmltlsd by 3ECL1RE Act section 201. check here., 
^|.‘::'B6tSiC Plan Information—enter all requested Information

DFVC program

V

•ilii

Dacon Iriduatries Co. 401 (k) Plan
1 b Three-digit plan number

(PN) ► 001
10 Effective date of plan 

01/01/2016

2a Plan sponsors name (employer, If for a single-employer plan)
Mailing address (include room, apt., suits no. and Street, or P.O. Box)
City or town, stale .or province, counlry.andZIP or foreign postal code (If foreign, see inslructlons) 

Dacon Industries Co

10661 N Lombard Street 
Portland OR 97203

2b Employer Identification Number (EIN)
93-105S714

2c Sponsor’s telephone number 
(503) 978-0801

2d Business code (see instructions)

326100

3a Plan admlnlslralor’s name and address ^ Same as Plan Spohsar. 3b AdmlnlslratoFs EIN

3c AdminisiratoFs telephone number

4 If Ihe name and/or EIN of the plan sponsor or the plan name has changed since (he last relurn/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 Sponsors name 
C Plan Name

4b EIN

4d PN

5a Total number of participants at the beginning of the plan year........................................... .............

b Total numberof participants al the end of the plan year....................................................... ...........
c(1) Number of participants With account balances as of the beginning of the plan year (only defined

conlflbutlon plans complete this item)............................................................................................
C(2) Number of participants with account balances as of the and of (he plan year (only defined 

conlrlbutlori plans complete this item)................ ...........................................................................

d(1) Total number of active participants at the beginning of the plan year.

d(2) Total number of active participants al the end of the plan year.........
« Number of parllclpanls who (ermineted employmenl during the plan year with accrued benefits that 

were less than 100% vested

5a 106
5b 104

5C(1) 27
5c(2) 33
5d(1) 99
5d(2) 100

5e 0
Caution: A penalty for the late or Incomplete fllinn of this refurn/report will be sesessed unless reasonable cause Is established.

. Under penalties of perjury and other penalties set forth In the instructions, I declare that I have examlnad this return/report. Including, If applicable, a Schedule 
■ -SB or SchedulrKficom^ed and signed by en enrolled actuary, as well es the electronic version of this relurn/nsport. and to the best of my knowledge and 

:::4;:fiafefeifk^ufrmrrect:i11^1.mQleie.

HI1 V

i
FnlHrrnHmH-fif;lnrilvidllBf:«iHnlna ae emBlQVar^QrplBrieponser:::: ij___________________________St turoii,

rk- pn
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Form 6600-SF (2024) Page 2

Ba Ware all of the plan's as3el3 during tFia plan year invested in eligible asfiels? (See inslmctione.) —...............................................
b Are you daiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA) ^ r-i

under 29 CFR 2520.104-46? (See inalructions on waiver eligibility and conditions.)....................................................................... U
If you answered "No" to either line Sa or line fb, the plan cannot use Form 5500-SF and most Instead uee Form 5500.

C lrtheplanisadeflpadbanBlltplan,i3i[coveredundarthaPBGCin5uranceprogram(seeERlSA3ectlon4021)?.....[] Yes []No [] Notdatemilned

If “Yes" Is checked, enter the My PAA confirmation number from iha PBGC premium filing for this plan year___________________ .. (See inslructlons.)

EMM Financial Information
(h) End of Year(a) Beginning of YearPlan Assets and Liabilities

2,14e,G161,753,309a Total plan assets
b Total plan liabilities

2,148,8161,753,309C Net plan assets (subtract line 7b from line 7a) 7c
tbt Total(a) Amounta Income. Expenses, and Transfers for this Plan Year

a Coniributlons received or receivable from: 
(11 Employers.... ......... ......................... 98,219ea1

171,4600b(2)(2) Farilcipants
eaO)0) others (includlno rollovers)

198,426b other Income (loss) 5b
468,103

D Total income (add Unas Ba(1), 8a(2), 6g(3), and 6b) 8c
d Benefits paid (Including direct rollovers and Insurance premiums 

to provide benefits)................... 71,261Bd

C Certain deemed and/or conecllve distributions (see instructions). 80
1,337f Administrative service provldars (salaries, fees, commissions) af

aaq Other expenses
59872

h Total expenses (add lines Sd, fle. Bf, and 6g).... Sh
507395 r81I Net Income (Icjsa) (subtract line 9h from line 6c).

J Transfers to (from) the plan (see instruclione) 8]

Plan CharacterlstfcB
If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes In the instructions: 

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

b If the plan provides welfare benefits, enter the applicable welfare fealura codes from the List of Plan Characteristic Codes in the Inslfucllons,

Compliance Quastlorts
10 During the plan year:

a Was there a failure to Iransmll to the plan any participant contributions Within the lime period 
describad In 29 CFR 2510,3-102? Continua to answer “Yea" for any prior year feiluroe unlil fully 
corrected. (See Irrstwctlons and DOL'a Volunlary Fiduciary Correction Program).......................

b Were there any nonexempl transactions with any parly-in-lnlerasi? (Do not include transactions 
reported on tine 10a.)...............................................................................................................

10a

Yea No Amount

X

C Was the plan covered by a fidelity bond?.

10b X

10c X

d Did the plan have a loss, wiielhar or not reimbursed by lha plan's fidelity bond, that was caused 
by fraud or dishonesty?.......................................... ..................................................................

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 bonallts under 
the plan? (See Inslmctions.)..................................................................................... ..............

f Has the plan failed to provide any banafil when due under tha plan?

lOd

1,000,000

X

I0e

g Did ihe plan have any partidpant loans? (If “Yes,” enter amount as of year-end.).

lOf

X 1,675

X

h If Ihis is an individual account plan, was there a blackout period? (See Inelrucllons and 29 CFR 
2520.101-3.)............................................................................................................................

10fl

lOh X

If lOh was answarsd 'Yes,' check the box if you either provided the required notice or one of Ihe 
excapllons to providing the notice applied under 26 CFR 2520,101-3......................................... 10I
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I Pension Funding Compliance
11 Is Ihis a denned benefit plan subject to mirimum funding raquiramenls? (If 'Yee," eae instructions and complete Schedule SB 

(Form 5500) end lines 1 la and b below.) If this Is a defined contribution pension plan, leave line 11 blank and complete line 12 
_____ below........................ .... .................................................-.................................................................................. ............. ......

a Enter the unpaid minimum required ccrrlributions for all years from Schedule SB (Form 55QQ) line 40. 11h

Yes No

b PBGC missed contribution reporting requlremenls, If the plan Is covered by PBQC and lha amount reported on line 11a is greeter than $0, has PBGC 
been nolified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)7 Check the appllcabte box;

^ Yes,

n No, Reporting was waived under 29 CFR 4043.25(c)(2) because conlributions equal to or exceeding the unpaid minimum required contribution 
were made by the 30th day after the due dsle.

] No. The 30-day period referenced In 29 CFR 4043.25(e)(2) has not yet ended, And tha sponsor intends to make a conlributicn equal to or 
exceeding Ihe unpaid minimum required conlrlbutlon by the 30lh day after Ihe due data, 

n No, Other. Provide explanation________________________________ ______________________________________________________

12 Is this a defined conlrlbutlon 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 epplicable.) If Ihls Is a defined benefit pension plan, leave 
line 12 blank and complate line 11 above.

] Yes @ No

a If e waiver of the minimum funding standard for a prior year le being amortized in this plan year, see instructions, and enter the (late of the letter ruling
....................................................................Month_______ Day_________Yeergranting the waiver..

If you complatad line 12a, complete Unas 3, S, and 10 of Schedule MB (Form 6600), and skip to line 13. 
b Enter the minimum required contrlbullcn for this plan year........................................................................ 12b

C Enter the amount contributed by the employer to the plan for this plan year..... 120

d Subtract the amount in line l2cfrom the amount in line 12b. Enter the result (enter a minus sign to the left of a 
negative amount) .............................................................................................................................. ............

12d

e WIN Ihe minimum funding amount reported on line 12d bo mat by the funding deadlino?.. D Ves No N/A

Plan Terminations and Transfers of Assets
13a Has 9 resol utlon to terminate the plan been adopted in any plan year? .

a If *Yes,* enter the amount of any plan assets that reverted to the omployer this yeer.. 13a

J Yes ^ No

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the 
control of the PBGC?............................................... ........................................................................ ....................

Yes X No

C If. during this plan year, any essele or liabilities were transferred from this plan to anolher plan(s). Idenllly (he plen(s) to 
which assets or liabilities were iransferrad. (See instruotlens.)______

13c(1) Name of plan(s): 13c 3 PN s130 2 EIN s

IRS Compliance Questionsirvj ____________________ __________________________ _________________________________________________ ___________________ ____

14a Does Ihe plan saLsfy the coverage and nondiscrimination tests of Code sections 410(b) and 401 (a)(4) by combining this plan with any other plans under
the pemnissive agpregallon rules? n 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 Cods secUons 401 (k)(3) end 40l(m){2).

^ Peslgn-based safe harbor method 
'Prior year'ADP test 
■Current year ADP lest 
N/A

15 If the plan sponsor la an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/3Q/2Q20 
(MM/DD/YYYY) and the Opinion Letter serial number Q7 02 610a 


