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
MCFADDEN FAMILY DENTISTRY, P.C. 401(K) PLAN PN) D oot
1c Effective date of plan
01/01/2006
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) 20-0488569
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
MCFADDEN FAMILY DENTISTRY, P.C. 2c Sponsor's telephone number

765-342-3232

2d Business code (see instructions)

509 STATE ROAD 39 BYPASS
MARTINSVILLE, IN 46151 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 14
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 8
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) 9
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 13
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 13
€ 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. 06/23/2025 JOHN MCFADDEN
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 519450 656317
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 519450 656317

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) 12768
(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 20854
(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 103245
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 136867
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 136867
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 2G 2J 2K 3D 2F 2T
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 50000
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
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.ccccccvueuene 10g X 42212
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 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_ Q703191A




Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

. 1210-0089
Depariment of tha Treasury Benetlt Plan
Intomal Revenue Sondeo This form is required to be fled under ssctlons 104 and 4068 of the Employee Retiremant 2024
Depariment of Labar Income Securlty Act of 1974 (ERISA), and sections 6057(b) and B058(a) of the Intarnal
Ernpioyae Benofits Securty Admrislration Revenus Code (the Code). Tl:,is ll:lfn;n is Op;?n to
. ubll; Inspection
Pension Bonaltt Guaranty Corporalian r Complete all entrles In accordance with the Instructions to the Form 5600-SF,
L Pad. | Annual Report Identification Information
For catendar plan year 2024 or figoal pfan year beginning 01/01/2024 end ending 12/31/2024

A This return/report is for: a single-employer plan |:| a multiple-employer plan (net muliiemployer) (Pension Flan filers checking this box

must attach Schedule MEP. Othar plans must attach g ligt of participating emplayer
information In accordance with the form instructions.)

B This returnfreport Is D the first raturn/report D the final return/rapent
D an amended returnfraport [] a short plan year returnirepont (less than 12 months)
G Check boxif fiing under: '] Form 5558 [ | autematic extension [] oFvC program
[[] spacial extenston (enter description)
D Ifthe plan Is a collectively-bargained plan, check here............... OOV UO SO |:|
E |ithls is a refroactively adopted plan pammitiad by SECURE Adt sectlon 201, check REFe ......cwismeenivin ¥ D
tnFaftll | Basic Plan Information—enter all requested information
1a Name of pian 10 Theee-digit plan number
McFadden Family Dentistry, P.C. 401(k) Plan PNy b 001
1c Effective date of plan
/0172006
2a Plan spansor's name (employer, if for a gingle-amployer plan) 2b Employar Identification Nurnber (EIN)
M{ailing address (include roomm, &pt., suite no, and street, or P.Q, Box) ‘ ' 20-0483565
Moot b ey U S 21P erforelgn posil oo (forlan, see MTEEONS) 126 sponsars tolopnone number

{768) 342.3232
2d Business code {see instructicns)
509 Slale Road 3% Bypass 621210

Martinsvillz, IN 48451
3a Plan administrator's name and addrass @ Same as Plan Sponsor, 3b Administrator's EIN

3¢ Adminlstrators telephone number

4 tihe name and/or EIN of the pfan sponsor or the plan name has changed since the (ast returnfreport | 4b EIN
file¢} for this plan, enter tha plan sponsor's nama, EIN, the plan name and the plan number from the

last ratum/report. _ 4d PN
@ Bponsor's name
C Plan Name
Ba Total number of participants at the beginning of the plan YEEM ... 5a 14
b Total number of participants at the and of the PIaN YB&AT ......v.er i ereeei e sabares sssastssaessensseeres . &b 14
c(1} Number of participants with account balances as of the beglnnlng of the pian year {only defined 5c(1)
contribution plans complete this item) ... s ]
6(2} Nurnber of parlclpants with account balancea 1] or the end of the pian year (only derned 5c(2}
contibution plans complets this M) ... R 3
¢l(1) Total number of astive participants at the beglnning OF 1D PIZN YEAT ..o rvaeessessenes s Sd(1) 13
d(2) Total number of active participants at the end of the plan year ... - 5d(2) 13
e Number of participants who terminated smployment during the pian year wlth accrueci baneﬁts that 5o 0
warg less than 100% vested ... i, O PO TP O PP PVPTPRPTPTON
Caution: A penalty for the late or incomplate filing of this returnirapors will be as d unless reasonabls causo Is establishad,

Under penalties of petjury and other penaltiss aet forth in the inatructions, [ declars that | have examinad this return/report, including, if applicable, 8 Schedule
S8 or Scheduls MB completed and signed by an enrolled actuary, as well as the electronic version of this retumn/report, and to the best of my knowledge and

| b (o] 23f2 5 | John McFanien

Signature of plan administrator Date Enter name of indlvidual signing as plan administrator

: Slanaturg of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsar
For Paperwork Reduction Act Notice, sea the INstrugtions for Farm 600-SF, Form 5500-SF (2024)

V. 240311




Form 5500-8F {2024) Page 2

6a Werg all of the plan's assets during the plan year ihvestad in eligible assets? (See instrictions.)... Yas |:| No
b Are you clalming a waiver of the annual examination and report of an independent qualified publtc accountant (ICIPA)
under 29 CFR 2520,104-467 (See Instructions on waiver sliglbility and conditions.).... weeeere EI Yes [:] No

If you answered “No” to elther lins 82 or Iine 6b, the plan cannot use Form ssuo-SF and muat |nstead use Form 5500.
¢ Ifthe plan is a defined benefit plan, is it covered under the PEGC ingurance program (see ERISA saction 4021)7 .....[ ] Yas [[No [] Not determined
If “Yes' is chacked, enter the My PAA confirmation numbet from the PBGC premium filing for this plan year . (3ee instructions.)

["Parkiil:] Financial Information

T Plan Assets and Liakillties {a) Beginning of Year {b) End of Year
B Toltll PIan GBEEIS uorvimereiviiirie e e 519450 858317
b Total plan liahilitias............ etk ib s eestssensetst et imand
€ Neot plan assets (subtract ling 7h from fine 7a) ... 519450 656317
8 incomtme, Expenses, and Transfers for this Plan Year (a) Amount {b) Total

A Coniributions received or recaivable from;

(1) EMBIOVOIS oonecevereoei i risssss e | S8 12768
(2} Paricipants. . ..o e | B2} 20854
(3) Others {inctuding roliovers) e e e | 83[3)

b Other incoma (logs) . Bh 103246 :
C Totalincome (add lines &a(1), 8a(2}, Ba(3), and 80).. ..o | BE | 136867
d Benefita paid (insluding direct rollovers and insurance premiums
to provide benefits),.............. oiserie PN e e - 8d
e Cerlaln deemad andfor corrective distributlons (see instructians) Be
f Administrative service providers (salaries, faes, commissicns) . .... 8f
g Other expetises.,,. s et e sty L ar e et &g
h Total expensses (add fines 8d, Be, 8f, and Bg) Bh
i Netincome (loss) (subtract line 8h from ling Bc) ............ . u Bi 136867
J Transfers ta {from) the plan (seg INSIUCHONE ). i sonssesrassenanaans 8 i

\-Pait IV :| Ptan Characteristics

9a |If the plan provides pansion benefits, enter the applicable pansicn feature codes from the List of Plan Chsmctanst]c Codes in the instructions:
ZE 2G 2J 2K 3D 2F 2T

b 1If the plan provides welfars benefits, enter the applicable welfare featurs codes from the List of Plan Charactsrlstic Codes in the Instructions:

| Compliance Questions

10  Ouuing the plan year: Yos | No Amount

a Was thers & Tallure to transmit to the plan any particlpant contributions within the ime period
describad in 29 CFR 2510,3-1027 Gontinue {0 answer “Yes" for any ptior year faitures unitil fully

LParty

corractad. (See instructions and DOL's Veluntary Fiduciary Corvection Programy......... i | 108 X
b Woere thore any nonexempt trangactions with any paﬂy~ln-mterest? (Do not include transactions
reported on tine 10a.)... OOV UUT SO P VROV OTO UV OPOUTORPRTRTIY T |1 X
& Was the plan covered by a fidality bond? ... e 02 | X 50000

d Did the plan have  loss, whethar or aot reimbursed by the pIan S ﬂdel!ty hond, that was caused "
by fraud or dishonesty?......u. - verevmerrnsnnes | 10d

& Ware any fees or commissions pald to any brokers, agents, or other persons by an insurance
carder, Insurance service, or other orgamzatlon that pmvldas some or ait of the heneflts under

the plan? (See instructions.}).. . USRI TORROT I 1 .- X
f Has the plan fallad 1o provide any henefit when due under the plan? I cenmssrnsscrnne | AGF X
Y Did the plan have any participant loans? (If "Yes,” eitar amount as of year-end.) v, 10g X 42212
h ifthis Is an Ingividual account plan was thare a blackout pering? {Sea Instructions and 28 CFR Y
2520.101-3.) croveeeners . 10h X

If 10k was answarad “Yss ' check the bax |f youl alther Drowded lha requlred notlca or one of lhe
exceptions to providing the notice applled undar 26 CFR 2520.101-3 v.cccoirmemecriiiminnini s 10i




Form: §500-8F (2024} Page 3-| 1

| Pension Funding Compliance

11 Is this a defined benefit plan subjact to minimum funding requirements? (If “Yes," see instructlons and complete Schedule SB
(Form 5500) and (ines 11a and b below, } If this Is & defined contribution pension plan, lsave line 11 blank and compiete tine 12 D Yes E No
halow... e itevr e n RN e py e Lrnenass et ens e " st
a Enterthe unpaid minimum requrred contrbutions for all years from Schedule SB (Fom'l 5500) line 40... | 11q I

b PBRGC missed contribution reporting requirsments. If the plan is covered by PBGC and the amount reported on line 11a Is greater than 30, has PBGE
been notlied as required by ERISA sections 4043(c)(5) and/or 303{k)(4)? Chegk the applicable box:

D Yes,

D No. Reparting was waived under 29 CFR 4043.25(¢)(2) because contributions equal to or exceading the unpaid minimum required contribution
were made by the 30th day after the due date.

D No. The 30-tlay period referenced in 29 CFR 4043 .25(c)(2) has not yet ended, and the sponsor inends 1o make & contributlon equal to or
exceeding the unpald minimum required contribution by the 30th day after the due date.

[I No. Gther. Provide explanatian

12 |s this a defined gontdbutlon plan sublect to the minimurm funding requirermnents of section 412 of the Code ar saction 302 of

ERISA? ... st -
{if "Yes," cumplete Ime 122 of lines 12b 12::-,, 12d and 12@ helow as appllcable ) If this | |s a deﬁnsd beneﬁt pensmn plan, Ieava D Yee Mo

line 12 blank and complete line 11 above.

A I g waiver of the minlum funding standard for a pn‘or year is baing amortized in this plan year, see instructions, and enter the date of the letter ruling
granting the waiver. .........ceneuis T Y b e e s Manth Day Yeaor

If you completed line 12a, complete lines 3, 9 and 10 of Suhudule MB {Form 5500}, and skip to lina 13,
b Enter the minimum raquired contribution for this plan yaar ... Vb ir e eaan peribe e reenenaennaes 12b
€ Enter the amount contributed by tha emgloyer o the plan for this plan year ... 12¢

d Suvbiract the amount in line 42c from the amount in line 12b, Enier the result {enter a minus sign to the left of a 12d
MeQAtIVE BMOUNE] Lo e s vp i g b b s nc s s e e e Loigirereee st nstr b s v \

& Wil the minimum funding amnount reported on line 12d be met by the funding deadline?.., |:| Yes D Ney D NIA

Pait ViE}| Pian Terminations and Transfers of Assets
138 Has a resolution to terminete the plan bean adopted in any plan vear? ... et v e st b e s Yes E No

A i "Yes," enter the asmount of any plan assets that reverted to the empluyer this year... 13a

b Ware all the plan assets distributed to par!lmpants or haneficiaries, ransferred to another p[an or brought under thet D Yae E No
control of the PBGC? s PP TP PP R .

C If, during this plan year, any assets or habmzies wers transfarred fmm th|s pian to another plan(s) memifythe plan{s) to
which assets o llabilities wers transfarred. (Sea instructiine.)

13e(1) Name of plan(s). 13¢(2) EIN{s) 13e{3) PN(s)

LPart Vil IRS Compliance Questions

44a Does the plan satisfy the coverage and nondiscrimination lests of Code sections 410(b) and 401{a)(4) by sombining this plan with any other plans under
the permissive agoragation rales? [ 1 Yes X Ne

14b Ifthis is a Code sestion 401{k) plan, chack all boxes that apply to indicate how the plan is intended to satisfy tha nondiscrimination requiremnents for
employea defarrals and employer matching contributions (as applicabla) undar Cade sections 401 (k){3) and 401(m)(2),
E Design-basad safe harbor method

D “Prior year" ADP test
|:| "Currant year” ADP test

(] nia

18  If the plan sponsor is an adopter of a pre-approved plan that received a favorable RS Oplinion Letter, enter the date of the Opinton Letter Q6/30/2020
{MM/DDYYYY) and the Opinlon Leiter serfal number Q703181a.




