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
ANKENY FAMILY DENTAL CENTER, PLC 401(K) PLAN PN) D 001
1c Effective date of plan
01/01/2011
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) 27-3971440
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
ANKENY FAMILY DENTAL CENTER, PLC C Sponsor's telephone number

515-964-8350

2d Business code (see instructions)

1225 SW STATE STREET
ANKENY, |IA 50023 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 20
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 12
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) 16
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 11
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 16
€ 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. 06/24/2025 STAN GELFOND
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 1076944 1284335
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 1076944 1284335

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) 36736

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 76089

(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 22108
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 124530
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 259463
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 51997
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 75
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 52072
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 207391
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 2K 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 200000
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........... 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 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_ Q702585A,




Jun 24, 2025 09:06 To: +15152520980 Page: 3/5 From: Ankeny Family Dental Center Fax: 15159649519

Form 5500-SF Short Form Annual Return/Report of Small Employee O s, o aose
Drepartment of the Treasury B@naﬁt Pian
Iniemal Reverue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
Department- of Lakor Income Security Act of 1974 (ERISA), and sections 8057(b) and 6058(a) of the Internal
Employes Bénelts Sacudy Administration F{gvgngg Code (the QM@) This Form is Qpen (o

I y - Public Inspection -
Pensien Benefit Guaranty Comaration _» Complete all entries in accordance with the instrustions to the Form ESOO—S‘.F .

E lﬁart I | Annual Report ldentification Information -
For calendar plan year 2024 of fiscal-plan year beginning OL/0172024 . angd ending iz /3 172024
A This returnfrepsort is-for, & single-empioyer plan D a multiple-employer-plan (not multtiemployer) (Pension Plan filers checking this box

must attach Schedule MEP. Other plans mustattach a list of paricipating employer
information in sccordance with the form instructions.)

B This returnireport is D the first returnfreport D the final retumn/report
D an amendad feiurnfreport D a stiort plan year return/report (fess than 12 months)
G Check box if filing under: f] Forin 5558 D autérmatic &xtension D DEVC program
D spedial extension (enter descripion} :
D ifthe pian is a gollectively-bargained pl&n check herg ., et et et e pr st s T D
E Ifthisis & retroactively adopted plan permitted by SECURE Act section 201, check here..,...................... ¥ E:l
| Partil | Basic Plan Enformatmn—enter ali requested information
18 Name of plan 1l Three-digit plan number |
Ankeny Family Dental Center, PLC 401(X) Plan FEny ko -09_.1
1¢ Cfective date of plan
» . ‘ 01/01/2011
2a Plan sponsor's name (employer, if for a single-employer plan) - 2 Emplover identification Mumber {(ETN)-
Mailing address (include room, apt., uile no. and glreet, or PO, Box} ) 27-39714490
City or {own, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) %¢ o PR b.
Ankeny Family Dental Center, PLC (SPOnsO! S laphons mumber,

_ 515-964-8350
2d Buginess code (See instructions)

1225 5W State Btreet

Ankeny - Ia 50023 621210

3a Pian administrator's name and aderess E{E Same as Plan Sponsof, 3k Administrator's i

3¢ Administrator's telephone numper -

4 #the name andior EIN of the plan sponsor or the plan name has ahanged since the last retumireport | 4B EIN
filed for this plan, enter the plan spcnsers name, EIN, the plan name and the plan number from the :
last retumirepmt . 4d PN

# Sponsor's name
¢ Plan Name

Ba Total number of participants at the beginning of the PIAN VBRI ..ot o | BR e . 14
Iy Total number of participants at the end of the plan year &b S 20
{1} Number of participants with account baianaes as of the begmmng ofthe p!an year (nnty defined ﬁc:’("i)
contribution plans cofnplete this item) . i i 12
{2} Number of participants with account baians&s as sf the end of the‘a plan year (on!y daf ned Be(2)
contribution plans complete this item) .. e o e e el B 16
d{1) Tetal number of active partecspants at the i}egmnmg of the pfaa year... Bd({1) I 11
d{2) Totel number of active participants at the end of the plan year............... " be{2) R 16
& Number of parlicipants who terminated employmeni during the plan year wzth accruezi bene‘f‘ ts that : Bo
were less than 100% vested .. 0

Caution: A penalty for the late or maom gie%‘a f‘ling of this retumlr&ggrt wi{i i:e assassad uﬁlesg reasonabie sause s astablished. ;
Under penaliies of perjury ry and other penalties set forth in the instructions, | deéclare that | hawve éxamingd this return/report, including, ciuding, It applicable, a Schedule
5B or Scheciuie MB cc}mpleted and s;g ned by an enmiied ac’:ﬁva?y as weﬂ as the electronic versmrz of this retumfrepmt and o the best of my knowiedge and

CLay /A5 St_:_an Gelfond

Signature of plan slémihistmim Date Enter name of individual signing as plan administrator

“8iGN"

-:HERE L Sagnatura of emplayar/plan sponsar Date Enter narne of individual signing as employer or dian sponsor
For Papemark Reduction Act Notice; see the Insiructions for Form 5500-8F. Form 5500-8F {2024}

% V. 2403411



Jun 24, 2025 09:06

To: +15152520980

Form 8500-8F {2024)

Page: 4/5

From: Ankeny Family Dental Center

Page 2

Fax: 19159648519

6a Wer'e ail c::f the. blan’s assets during the plan year invesked in gligible assels? (See instructions.)....

B Are you claiming a waiver of the aninual axamination and report of an independent qualified: pub%xc aacoumam (IQF'A)

& If the plan is-a defined benefdt plan, is it covered under the PBGGC insurance program {see ERISA section 4021)7 ..
- “Yes"is checked, enter the My-PAA confirmation number from _t'he PRGC premium Fling for this plan year

@ fes D No
Yes D No

it you answered "Na” to sither Eme 8a or ling &b, the plan canmt use Farm GSGQ-$F and st msieaci use Form BROO,

D Yasg DNQ D Not-determined
. (Bee instructions.)

|“Partill | Financial Information

7 Pian Assets and Liabilities {2} Beginning of Year {b) Bnd of Year
B TOMA! PIEN BSSEIE cvvesrrirecnsiosusiosrreessesesiss itgaersasines e st 1,076,944 1,284,335
Iy Total plan liabilities........... G e '
€ Ne! plan assels {subtract fine 7b from line 7a)., s, Te *L,076,944 1,284,338
8 Income, Expenses, and Transfers for this Plan Year A (2} Amount (B} Total
& Contributions received or receivable from: e
(1) Employers .. oo _ _8a(1) _36,738]
(2} Partielpaite. oot e, | 8(2) 76,089}
(8)_Others (Including rolloversy. oo oo | 8a(3) 22,108)
B) OHRET INCOME BOEB) e vtons e v vrssrsiaensipes s seiens ezt est ot b 124 D30 e
¢ _Total income (add lines 8a(1), 8a(2), 8a(3), and 80} | 88 o 259,463
¢ Benefits paid (mcluding direct rollovers and insurance premiums U
to provide benefits).... Bd
& Certaln deeimed ancilor Coffective distibutions (se@ instructions). B
§f  Administrative servite pm\nders (salaries, fees, Qomm;sszon_s) ..... 3f
5 Oherexpenses .................oocoeccscnon _Bg Rty
I Total expenses (add lines 84, 8e, 8L and 8g)......oo s 8h 52,072
| Netincome (loss)-{subtract line 81t from line 8¢).... 8 207,391
j Transters to (from} the plan (see InSUCHOnS) .o, e 8 R
| Part IV | Plan Characteristics __
93 |If the pian provides pension benefits, enter the applicabde pension feature codes from the List of Plan Characteristic Codes in the instructions:
28 2F 2G 23 2K 27 3D
B iifthe pian provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the Instructions:

]P‘al‘t\fl Compliance Questions

Yes

No

10 During the plan year: Amount
& \Was there a faliure to transmit to the plan any participant contributions within the time period
descrived in 29 CFR 2510:3-1027 Continue to answer "Yes" for any prior year failures until fully
corrected. {See instructions and DOL’s Voluniary Fiduciary Correction Program).. . 10a X
b Were there any nonexempt transactions with any party-ln -interest? (Do not mciude transactmns
reportad on Hne 108.).... 10b | X
€ Was the plan covered by a fidelity bond?... _ e _ qos | X 200,000
d Did the plan have a loss, whether or not reimbursed by the plan & fideisty bcmci that was causeci
by fraud or dishonesty? ... s T TS B X
@ Were any fees or comimissions pald fo any brokers, agents, or other persons by an insurance
carrier, insurance service, or cther orgamzaﬁen that provides some or all of the benefits uridér ¥
the plan’-‘* (See instructions.}. . et en gy e e et e e ag £ San e 4h et s e e r e eeepentes et 108
Has the plan falied o pmwée any benefit when due under. the pan? q6¢ X
@ Did the plan have any participant loans? (If "Yes,” enler amount s of year-and.) ... s - | 104 X
h tFinis isan mcﬁwdua! acsolint plaﬁ wag there a blat:kmzt p@rmd? (Sea mstmchans aned 29 CFR . .
2520101-3.) . el 10k £
i If10n was answe;eu “Yes," chetk the BOXTE you either p;’ovlded the requirecé nazice orene af the
axceptions to providing the notice applisd under 20 CFRI2520.101-3....... e et 16i




Jun 24, 2025 09:06 To: +15152520980 Page: 5/5 From: Ankeny Family Dental Center Fax: 15159649519

Form 5500-SF (2024) Page 8- i }

| PartVi | Pension Funding Compliance

11 15 this a defined benedit plan subject to minimum funding requirements? (If "Yes," see instructions and complele Schadule 5B
{Form 5500} and lines 11a and b below, ) If this is & defined contribution pensmﬂ pian leave ling 11 blank and ecmplete line 12 D Yes D Ne&
below. .. et oo e ne 8L L LA At £ e LTSS e LR T £ LR e f LA D e S nes et s s £ LS ad e ET LR d R EL Ay e e 1 s s ..
a Enter the unpaid minimum required contributions for ail years from Schedule 8B (Form 5500y line Q... I 11a I

b PBGC missed contribution reporting requiremenss I the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
besn notified as required by ERISA sections 4043(c)(5) and/or 303(K){4)? Check the appiicable bax:

D Yes.

No, Reporting was walved under 29 GFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimurn required contribution
were made 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 coniribution equal to or
exceeding the unpaid minimum required contribution by the 30th day afler the due date.

Mo. Cther. Provide explanation

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

BT BEEE AT oot et et e oo et e et a e a3t eL ke LAt e e et et ce e e bt D Yes @ No
{lf "Yes," compilate line 123 or linas 128, 12z, 124, and 12e below, as applicable.) If this is a defined benefit pension plan, leave ’

ling 12 blank and comiplete fine 11 above.
& ifawaiver of the minimum fundmg standard for a pncr yea; i t}mng amortized in this pian year see instructions, and enier the date of the letter ruling

granting the waivet. R .. Month Day Year
If you complsted line 12&. eompie&e lines 3 s aml 10 cf Schedula ME (Form 5500), and sk;p tc line 13,
b Enter the minimum required contribution for this plan year .. 'Eﬁb_
¢ Enter the amount contributed by the employer to the plan for this plarz year .. erereenetenernrsnrenrenestsensieiers e | 18E
d Subtract the amaunt in firie 12¢ from the amount ir ine 4$2b. Enter the resuit {emes aminys sign fo the left of a 12d
NEQAHVE BITOUIEY vt e e )
e Wil the minimum funding amount reported on line 12¢ be met by the funding deadling?..........veiin i, D Yes [] No D NiA
13a Has a resoluton to tenminate the pian beer adopted In any planyear? Yes @ No
8 li*Yes,” enter the amount of any plan assets that reverted to the employerthisyear . ..o o 13a
b were all the plan assets distributed (o parﬁ%m;;ants of beneficiaries, transferred to ancther plan, or bmaght under the ;]
[ ves & No
cantrol of the PBGC? . o0

€ I during this plan year, any asseé:s or I;ab;ht hé ware trahsferred f?csrr; thss p%an to another plan{s} dr«znéﬁy the plan(s} o
whlch_ assets of Habilities were transferred. (See instruckions.}

136(1} Name of plan(s). 196{2) ZIN(s) 18c{B} PN(s)

CPartVill | IRS Compliance Questions
144 Does the plan satisfy the coverage and hond serimination tests of Gode sections 410(b) and 404(2)(4) by combining this plan with any other plans under
the permissive aggregation rules? {1 Yes 8 No

14b ¥ this is a Code section 401(k) plan, check alf boxes that apply fo indicate how the plan Ts intended to satisfy the nondiscrimination requirements for
employes deferrals and employer maiching contributions (as applicable) under Code sections 401 (K)(3}) and 404{m)2).

Design-based safe harbor methad
D “Priar year” ADP test
[ "current year ADP test

L] wa

48  Ifthe plan sponsor is &n adopter of a p{e»&p;;roved pian that zec:ewed a favorable IRS Opinion Lefter; enter the date of the Opinion Letter 06/30/2020
(MM/BDIYYYY) and the C}pamerz Letter serial number Q702585a




