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
ASCENSION ORAL SURGERY 401(K) PLAN PN) D 001
1c Effective date of plan
01/01/2018
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) 45-4690270
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
ASCENSION ORAL SURGERY, L.L.C. 2c sponsor's telephone number

225-223-2775

2d Business code (see instructions)

16260 AIRLINE HIGHWAY, SUITE A
PRAIRIEVILLE, LA 70769 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..............cccccveveveveveceeeeeeeeeceeeee e 5a 8
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b
¢(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) 8
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 7
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 7
€ 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. 06/25/2025 MARK JOSEPHS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311
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6a

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

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

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 818222 1108930
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 818222 1108930

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) 117003

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 57540

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 116165
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 290708
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 0
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 290708
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 2 2K 2F 2G 3D 2T 2A
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? ... 10¢ X
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

2520.101-3.) oo 10h X

If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i
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Part VI Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes D No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40

|11a|

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution

were made by the 30th day after the due date.

exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or

No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
T S 7 PSSP D Yes B No

(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave

line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this PIAN YEAr ..............cccceiueueueeeeeeeeeeeeeeeceeeeeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? .............cc............

D Yes @ No

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year

13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to

which assets or liabilities were transferred. (See instructions.)

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under

the permissive aggregation rules?[ ] Yes [{ No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

[] NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703912A
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Form 5500-SF Shart Form Annual Return/Report of Small Employaa OME Noa. 12100110
Dlupanmanl s‘l’th& Tréasury ‘ Beneflt Plan . :
niemat Relvenue Sarvice This for Is required to be flled under sections 104 and 4065 of the Employee Retirsment 2024
Dppartmiant of Labar Incame Security Act of 1974 (ERISA), and sections 6057(}:) and BOBB(a) of the.Intemat | S
. Erfplayes Banafte Suerity Admiplstsaton Reventig Code (tha Code), This Form Iz Open o

Pénsion Banefit Guaratity Comporation PBublle Inapaction.

¢ Complata all gntrise in accordance wlth the instructione to the Eorm §500-SF.
| .Part] | Anhual Report Identification Information .
For caIanduan year 2024 or figeel plan yaar beginning 01/0172024 __andending 12/31/2024

A This return/report iz for: @ & singlslemplayer plan |:| a multiple-empioyer plap: (not multiempioyar) (Pension Plan flams chackmg thig box

miyst attech Schadule MEP. Other plans must attach a list of participeling smployer
Infotmation in accordarice with the form ifstructions. ) '

B This returm/repor is D the firét ratuthirepart- [:] the final returnfrepont
|:|3 an amanded refumiréport D & short plan yaar raturn!r&pnr’c,(lasa thah 12 rhonths)

C Chack box if filing undar: D Fatm 5558 D automatle axtension D DFVC program

|:| ‘'spetlal extension {enter description)
D ifthe plan is a collectively-bargalnad pian, bheck here . RS S

E_if this i a retroactively adapted plan. permithad by SECURE Ach sectir.m 204, chack 1 P— |:|
|_Paitll | Basic Plan Information—enter all requested. informatian o

‘18 Nama of plam Th- Threa-digit plan numbsr |

Ascension Qral Surgery 401 (k) Flan G I |00l
1c Effeclive date of pian
. . ‘ 01/0L/2018 ‘

28 Plan sponsar's namme (employer, iffor & single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (inciude reom, apt., sulta ho, and street, or F.0, Box) 453-4690270 '
City or town, state ar province, country, and ZIP or foralgh postal code (If forelgn, see instructions) 2
Ascension Oral Surgery, L.L.C. c Sﬂg‘*"&;?"’g@“{'g umber
16260 Alrline Highway, Suits A 20 Business code (sea mslruutinns)
Prairieville LA 70768 681210

38. Plen administratar's name and addrass [ Same s Plan. Spongor, ‘ " | 3b Administrator's EIN

3C Administratar's tefephone number

4  if'the name andior EIN of the plan Eponsor orthe plan narme I‘iaa changed slnca tie st reiumlrapart 4b EIN
filed for this plari, anterthe plan epanadi's name, EIN, the plan ngime and the plan number from the

lest return/report, 4d PN
a8 Bpehacr's name :
‘. Plan Name'
Sa&. Total number of participants at the baginring of the plan year,... 5a 8
B Total humber of participants. al the and of tha plan year... ST . ——— Bhb-
c{1) Numbér of participants with ageount balances s of the beg[nnrng oflhe p!an year (only deﬂnad 8c(1
with oo nces . P (1} B
contribution plans compiate this RM). L. st pairsiieges e apararer )
€(2) Number of participants with account balances as ufthe and of tha plan yaar (only daﬂna 5c(2)
contribution plans complate i tem ..l ..o et i s et : B
't{1) Total fumber of active paricipants at tht-bnglnning OF MG BIAN YR ...c.oooe.ovoct st niemiessessins s Ga{1) 7
d(2} Totsil number of sctive participarits st thg end of thia pian yaar... e bd{2) 7
@ Numbar of parhdlpants who terminatad & npluyment durIng tha. plan year with' accrued bunaﬂta that B 0
were lass than 100% vedted.i ... o -

“Under penaltias of parjury ant other penalties ket foith It the instructions, | daclare that T havie examined this return/reper, including, IF- applinable Y Schedule
SBor, Schedu!a MB cnmplatad and signed by an arrollad actuary, as well a8 tha alectronic Veraion of this refuirmn/rapan, and g the best of my knowledge and

- = QMR v
‘ /m%/"“ é/Z.f./é’{'Mar}; Josephs o
‘HERE : siMm of plan ad\'ljstratur Dale Entar nare ufindlvidual-slgn[ﬁg‘ =13 glanhdminiatraiar-
',BIGN ' B | , ﬂ
HERE SIEnatura of employeriplan spansor | Date Enter name of Individual slgning ms employer of plan agohé{::r |
For Puperwurk Raduetian Act Notice, sae the instiuctions for| Furm ssun.sF ‘ Farti E500-5T (2024),

V. 240311
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Form 5500-5F (2024)

Ascenslon Oral Surgery 225-744-2666

Page 2

3/5

6a
b

¢

Ata you claiming. s waiver of the apnual
under 23 CFR 2520.104.467 (Sas instry

Were all.of the plan's sssets during the p;{

nyear fvested Iri eligible aasets? (Sea {nstructions.)....

waminatlor and repoit of an Indspendant qualified publlc acmuntant (IQFA)
lons ot waiver afigibility and ssnditicne.)...

If you answerad “Na ta either iine €a or ling-6h, the plan cannot use Form EEDD-EF and rnust inatead usg Form 5500

anbrarar

Lennedan

FOTTTTrrrrTes

T

@ Yaz rj fe
E: Yaa D.‘ No

if the plan Iz a.defined benefit plan, Is it chvared under the PRGE ingurance program (ses ERISA sectlon 4021)7 ..., |:] Yes |:| Ner D Mot datermined

It "Yea" I3 checked, entsr the My PAA cohfirmation number from the PEGC premium filing for this plan yesr

. (See instructlcns.};

[ _Parf I} T Financlal ,Infgbrmatinn"

7 Plan Assets and Liablities ‘ (a) Baginning of Year (i) End of Yoar
a4 Total plan goasets... tdcoennyrrerenina g . ' 7a. 818 222 1, J-ﬂar 930
B Total plan uab.i.ﬂas T h | ]
C_Net plan assets (subitract ine 7b from ling 7a)................ v | 7¢ 813 22 1,108, 930
8 _incoma, Expenses, and Transfars for this|Plan Year e _(a) Amount. () Totel
a ‘Contributians received or recelvab[e from . F e
(o] Emplnyars ...................... ofrnct ittt R I O IL7,003: . ¢
_(2) Poricipanis. .. e e | 88(2) 87,5400 0
{3) Others (Inc{udmg ro!luvers)u 2a(3) : B
1) Other Moo (J0BE)..............cceeseeerees ST O T 116,165 ) ‘
__¢_Total income (add linas Ba(! ), B8(2), 8a(3), ard BOYuioo o | Be T 290,708
d. Benefits paid (Ihcluding direct rollavers arld rhSurénce premiums | R
, fo-provide, bamﬂts)......m ..................... ad i
@ Certaln deamad and/or corrective dlstrinutions (s&@ instructions). |  8e
f  Administrative servlca providers (salanss fees, commisslong)...,. | Bf |
_d T ag .
h Total axpansas (adu lines Bd, 8, 8f, and Elg) I oan 0
1 Netincoms (lees) (subtract ling B from e 8c)... ' 8! 280, 708
j Transfais to (from) the plaii (88 IEIIEHANE ). r.cwsverrscsenns s 5 T
} Pait IV | Plan Characterlstics

9a

\¥ the pian provides pansion bianafits, ent
2E 2J 2K 2F 2G 3D 2T

LEY

r the appl lcable pension feature codes fram tha List.of Plan Charactariette Ca:ies in the. mstructlcms

b

if the plan provides welfare binefils, entdr the applh:abla welfare feature codas from the List of F‘Ian Charactarletle Godes in the instructions:

[FertV_| Compliance Questions

10 During the plan year: _ You | No Amount
8 Was thers g failure to transmit o the plan any perticipant contributlorie withity the time periad ‘
desgribed in 29 CFR 2510.3-1027" Cantlvue to answer "Yes" for any prior year faliures until fully
citractad, (See irisiruictions and DOL's Valuntary Fiduclany Corraetion Fronmam . ... ........... 10, X
b Were therz any nonsxemipt tr,ansacﬂons with any party [n~imelraat? {Do not include tranaactiuns ‘
reported o lIng 108, ). e e o .1 16k
€ Was the plan covered by.a-ﬂdal[tyb‘ahd" A 10e
d  Did the plan have & loss, whether ar ot o
___byfraud or dishonesty? ............. . ‘ " e | 10d X
8 'Were any fass or eommissions. paid ta any brukers agents, or ather | persong by an Inslrance
carriar, insUrancea service; or other urgar Ization that provides some or all oﬂ tha banerts under 5
the plan? {(See instructions.}.... T PR L2 ey eagrre s aeadbradan episirsriniens | toa -
f. Has tha plan falled to prpvldg, any 'benefit when due under tha p!an'? PP 10f X
‘ g D the ﬁla'ﬁ have any partlcipant lb'ant-“? {If “Yas," enter q:ﬁount L LU p— 10g !
h ifthisle an irpdivfdi.ml account plan, was [hare a'btackcut'psrlcd? (See instructions-and 20 CFR |
ricr (L S R S 104 X
TR Was.ariawaared “Yes." chack tha bc % if you either pravided tHe raqulrecf hotice, or ona uf the
éxeaptions to providing the noties appiied dnder 26 CFR 2620.401-3... N I ()]
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Form 5500-SF {2024) Paga 3- |
Part Vi_[ Pension Funding Compllance
11 ls this a defined beneiit plan. aublect 1. minlmurn funding requlremunts'? I "Yes." see natructions snd complete Sehedule 58 }
(Form EEOO) and{inas 11a and b belew: ) I this is & defined contrlbutlnn panafcrn plan. leave lina 11 hlank dnd complem LY 12 D Yes I:I No
.. balow.. PSS R " Cosiieas . '
8 Entertha impald minirum réquired conts] butlohs for ali years from Schaduie i) (Form 5500) inar 40 " ] 11a |
b PBGC missed contribution reporting mqulramarits Ifthe plan is.coverad by PEGC dnd the amaunt. raportad on ling 11a s greater than $0, has PRGC
been nolified as raquired by ERISA sectipns 4043(c)(8)-andlor 303(k)(4)? Ghack the applicabls’ box:
D Yoo,
[] No. Rapaiting wes weived under 29 CFR 4043.25(c)(2) because contributions equal t of axceeding the unpald miniritim required contiibutian
wera made by the 30th day after tHe due dats.
E] No, The 30-day period refarenced In 20 CFR 4043.26(c)(2) has not yet ended, and tha sponsor intends to make 2 eontribution equal to or
exceeding the unpald minfmury required conirfbution by the 30th day after the due datg,
|:| Mo, Other. Pravide explanation .
12 laihls'a defined contribution plan subject|te tha mipimum funding requirements of section 412 of the Cade or section 302 of

ERISAY .

{If"Yueg" cﬁmplata'il'ne 123 or llnes ‘12!3 b

line 12 blénk and completa line 11 gkove

D Yes @ No

. 124, and 12a below, a5 applicable. ;f:’hiin'iéfé"ééﬁ}{éia'Béﬁéﬁé'ﬁi&hg’laﬁi&ié}iff leave

a If ewaiver of the minlmuin funding stand:
grantlng the wawer

T;rd for a prlnr year is being amortlzad Ity this’ plan year, ses Ihetructions, and enterihn datu oftha letter ruling

S dnsegdner siveennn MOMIER Day . Year

_ If you campletad line 12;, complate (Inas

3, 9, ll'ld 10 of Schedula MB (Fnrrn 5500). and aklp to Iirm 13

b, Enter the minimym reqmred gontribution for this plan year .. - S B
C. Enter the amount:contributed. by the employer ta tha plan le’ 1[1(5 pfan year .. 12c
d Subtrect the: amotint In liie 128 from the amount In line 135, Enter the result (untar &-minus s:gn 1o tha laft of iy 12d
L TRGAVE AOUIE woereimen b c berieer e v b e s . :
8 Wil the minimum funding ampunt reportef on ling 12d be met by tha funding deﬂd"ne'n‘ oo e st E] Yes D No D N/A

| Flan Terminatlons and kL

ransfars of Assets

~13a Has a meolution i ferminatethe plan been adoptedin T —— ‘ [] Yes  [{ No
8 If“Yas," enter the amousit &f any plan.essets thai ravared to tHe employerth]s yaar e k- ‘
b were all the plan sssets distributed to paﬂtlcipant& aor beneﬂclarlus transfarred fo anmhar plan or broughtundar the D Yes E Nﬁ
control of the PEECT . et e :
€ If, during this.plan yaar, any assets or liabifities wars tranarerred from thls ptan to another. plan(s) idantlfy tha plan(s) to

which assets or liabities were transfarrad.

{See instructions. )

13¢(1) Name of plan{s): 13c(2) EIN(s) 136(3) PR(s)
|Part VIl | IRS Compllance Questions
148 Does the plan satisfy the caverage and nandleetimination tests'of Coda seetions 410(!:) aned 401 (a)(4) by camblning fhls plait with any otherplans undsr

tha parmissive aggregation rulse? [ Yeq

No

14b Ifthis Is a Coda section 401(k) plan, chack all boxes ihat-appiy to Indicats how the plan s

employaa deferrals and amptayer matchin
Xl Design-based safe harbor meihod

[] “Prier year ADP tast
[] “current year' ADP tast

[] wa

Intended to- EBthy tha-nondlectiminetion requlremants far
g contributlons (as applicable) undar Code seciohs 401(k)(3) and 401(mi(2).

Itthe pian sponser s an adéﬁterbf a ‘p're-
(MMIBDYYYY) and the QOpinion Lettar sa

18

pproved plan thet recezived a favorabile IRS Opinion Letter, entér the date of the Opinian Latter 06/30/2020

lal pumber @7039128




