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
STRUTHERS FAMILY DENTISTRY 401(K) PLAN PN) D oot
1c Effective date of plan
01/01/2022
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) 46-2048190
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
STRUTHERS FAMILY DENTISTRY 2c Sponsor's telephone number

515-961-8252

2d Business code (see instructions)

221 WEST ASHLAND AVE.
INDIANOLA, IA 50125 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 7
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 9
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 6
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)
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 4
€ 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. 07/01/2025 COURTNEY STRUTHERS
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 47906 68762
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 47906 68762

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) 3204

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 12080

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 7095
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 22379
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 1523
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 1523
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 20856
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:
2A  2E 2F 2G 23 2K 2T 3B 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 25000
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 318
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 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,




Form 5500-SF

Department of the Treasury
Intemal Revenue Servite

Deparlmenl of Labor
Employec Benclits Seowity Adiminigtralion

Pension Benefit Guaranly Goiporation

Short Form Annual Return/Report of Small Employee

Benefit Plan

Thig form is requirad to ba filed under sectiotis 104 and 4065 of the Employes Retirement
Income Security Act of 1674 (ERISA), and sectians 8067(h) and 8058(a) of the Internal
Revanus Caode {the Code).

» Complete all entries in accordance with the instructions to the Form 6600-5F.

LINIE NOS, 110U
1210-0088

2024

This Formls Open fo
Fublic Inspecticn

[ Partl [ Annual Report Identification Information

For calendar plan yeer 2024 of fiscal plan year beginning

01/01/2024

and ending 13/31/72024

A This returnfreport is for: [¥] & singte-employer plan

D the firat returnfrepert
[] an amended retumirepon

B This return/report Is

C Check box if filing under; D Form 5558

|:| a multiple-etiployer plan {not multiemployar) (Pension Plan filers chacking this box

must attach Schedule MEP, Other plans must attach a list of participafing employer
information in accordance with the form (nstructions.)

D the final return/repert

I:I a zhort plan year return/repoit {Jess than 12 months}

D automatic extension

D special extension (enter descriﬁtlon)

D Itthe plan is a collectively-bergained plan, check hers

E Itthis is a retroactively adopted plan permitted by SECURE

[] pFve program

o0
» [1

At séntlnn 201, check here

| Partll | Basic Plan Information—enter all requestad information

i

1a Name of plan 3 1b Threa-digit plan number
Struthers Family Dentistry 401(k) Plan (FN) P o1
; 1¢ Eiiective date of plan
1 01/01/2022
2a Plan sponsor's name (employer, if for a single-employer plan) 2h Employer ldentification Mumber (EIN}

Mailing address {include reom, apt., suite no. and street, ol P.O. JBox)

Clty ar tawn, state or provines, country, and ZIP or fareign
Struthers Family Dentistry

221 West Ashland Ave.

::ostalj code (if fereign, see instructions)

46-2048190

2c

Sponsor’s talaphone number
515-961-8252

2d

Business code (see Instructions)

Indiancla IA 5|012$ 21210
3a Pien administrator's name and address EI Same as Plan éponsc)r. 3b Administrators EIN
3¢ Administrator's telaphone number

4 i the name and/or BIN of the plan sponsor of 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 returnfrapor, 3 4d PN
& Spohsors name
¢ Plan Name 4‘
Ba Tetal number of participants at the beginning of the plan yc!har 6a 7
b Total number of participants at the end of the PIAN YEAT 1w virr e e s s st ssss et e b o eeemees b 9
€(1) Number of participants with account balances as of the beginriing of the plan year (only dsfinad Sc(1)
contribution plans complete this BB ... s et as et ee e eemeem e e &
©(2) Number of participants with aceount balances as of the end ofithe plan year (only defined Bo(2
contribution plans complete this oMY .o i St e c(2) 9
d{1) Total number of active participants at the beginning of the PN YEaF.........eeeereeeeessooseoeooeeooeoeeonn 5d(1) 3
¢(2) Total number of active participants at the and of the plan L, 5d(2) 4
@ Number of participants wha terminated employment durlnb the ptan year with aconed henjefits that 5
were l2ss than 100% vasted. .. i e sebe s e e senrsraeeasseaspesenseesasessesseesene @ 0
Caution: A penalty for the late or incomplste filing of this return/roport will be assessed unlezs reasonable cause js established.

Under penaltiss of petjury and other penaltias aat forth in the insiructions, | daclare that | have examined s return/repoit, inctuding, if applicable, a Schedule

SB‘or $qhedule ME completed and slgned by an enrolled actudry, as

:well as the electronic version of this return/raport, and ta the bast of my knowledge and

belief jtis 2 .
8IGN, WA, (m,- Courtney Struthers
HERE . il s ~
_ Signaturs of plah E‘Ammlséta}ur Date 7"/ -3y £o| Entar name of individual slaning as plan adminlstrator
4 -
816N
HERE | .. N .
) Signature of emplover/plan spenser ! Data Enter name of individual 2igning as employer or Elan sponsor
For Papsrwork Reduation Act Notice, ses the Inztruetlans far Farm(5500-5F, Farm 5500-5F (2024) '
J v 240319
Sobiseed EEaRlS25TST 0L ET2EZE5TS el @E5isTt S2ad-T1e-"nr



Form 5500-8F (2024) : Page 2

8a Were all of the plan’s assets during the plan year invested in a!lglb[c aseets? (See INSHUCHINS ). e e @ Yes D MNa
b Are you claiming a waiver of the annual cxamination and report of an independent quahf ted public accountant (1GIRA) IE Ves D No
upder 28 CFR 2520,104-467 (See instructions on walver & |g|b||ify and conditions.)....

It you answered “No” to sither line 6a or ling Bl, the plan cannot use Form 5500 EF and must instaad use Furm EB0O.
& Ifthe plan is & defined benafit plan, is it covered undar thelPBGC insurance program (see ERISA section 402137 ... D Yas D Nao D Mot determinad

It“Yes" Iz checked, enter the My PAA confirmation number from}the PBGC premiumn filing for this plan year » (See Instruetions.)
{ Partill | Financial Information ;
7 Plan Assets and Liabilities L {a) Beginning of Year {b) End of Year
A Tolal PlAN BSSEIE . ivmmsiririrrasrraprece oo ieti sy 2 7a 47,906 68,762
b Total plan lighilities... R | ‘ 7h
¢ Net plan ascets [subtract fine 7B from line ?a) | 76 47,906 68,762
8 Income, Expenses, and Transfers for this Plan Year | % (2) Amount {b} Total
a Contributions received or receivable from: | !
£1) EMPIOYETS coooveosverrpsigsssis e oo Lo | 88(1) 3,204
(2)_Particlpants. ..o 8a(2) 12,080
{3) Othors {including ronovers)l 8a(3)
B CHNEr INCOME (I088).oooorooioi oo cecssisssss i1 8h _ 7+ 095‘
¢ Total income (add lines 8a(1), 8a(2), Ba( ) and Bb)[ 8c 22,373
d Benefits paid (including direct reflovers and Insurance pns-riniumsj
to provide bepefits).. e [ ad
€ Cartain deamed andfor corrective distributions (see Instruétlons). gc
f Administrative service providers (salaries, fees, commisﬁic:!-ns) af 1,523
_§ Othar expenses................_............ Bg
h Total expenses {add lines 84, Be, Bf, and Bg)' . 8h 1,523
i Matincoma (loss) (subtract Iing 8h from N Gl Ll | s L 20,806
i Transfers to (from) the plan (see iNSEUCEONS) v, [ 8§ '

Part IV | Plan Characteristics

9a [if the plan provides pension bensfits, enter the applicabla|pension featute codes from the List of Plan Gharacteristic Codes in the instructions:
2A 2E 2ZF 2G 27 2K 2T 3B 3D ‘

b |ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

PartV l Compliance Questions w

10  Duiing the plan year: | Yes | No Amount

a Was thera z failure to transmit to the plan any participant oontnbutmns within the time period
described in 29 GFR 2510.3-1027 Contlnue to answer “Yas" feir any prior year failures untll fully

corrected, (See instructions and DOL's Voluntary Fiduciary Correction Program) ... S [ X
b Were there any nonexempt transactions with any party Ir-Inter{est‘? (Do not Include transacﬂona

Teparted on line 10a.).... ettt S RO S [1 - #
C Was the plan coveted by a fidelity bond?.....ooooooeeeee.. ST SRRSO PR BT YO B 25,000
d Did the plan have a less, whether or not reimbursed by tfra plan's fidallly bond, that was eaused

By fraud of diShONBSEY? .......vvrr s s N VPP T 1/ | X

€ \Were any fees or commissfons pald to any brokers, agents, or 'bther persons by an insurance
cariter, insurance servica, or other nrganlzatlon that prov des some or alt of the benefits under

the plan? (See mstructlons) oo SO o IR T: T IR 318
f  Hae the plan failed to provlde any henefit when due under the ﬁ:lan? s | 10f
g Did the plan have any participant loans? (If “Yes,” enter amnur{t as of yearend.) oo 10g
f Ifthis Is an individual aceaunt plan was there a blackout parlod? (See instructions and 29 CFR
i If 1011 Was answered “Yas," check the bmc |f yau elther provided the required notice or one of tha
exceplions to providing the notlee applied Under 29 CERIZE20.701-3 ..o eoerersesssassnssesrenseressean 10i

i

Sofia8kd A2eHES25TST 01 ET2E2985T5 ol 1557 S282-TE-1N0



Form 5500-5F (2024) ' Page 3- |

Part VI | Pension Funding Compliance

11 |z thls a definad benefit plan subject to minimum funding requirements? {i "Yes," sea Instructions and complete Schedule SB
(Form 55{)0) and lines 11a and b below, ) If this i= a defi nec1 contnbutlun penslon plan feave line 11 blank and c:omplete line 12 D Yes Mo
below... oo eiiisibsrreserrasEREEsiiiiiiiiilIIITTEirrerserenarit
2 Enterthe unpald mitnimum requued eontributions for all years from Schedule SB {Fan*n 5500) fine 40 .. l 11a |
b PRGEC misscd contribution reporting requirements. Ifiha plan is covered by PBGC and the amount mported on fine 112 is greater than 30, has PBGC
baen notified as required by ERISA sections 4045(c)(3) and/or 303(k)(4}? Chack the applicable box:
D Yes.
D No. Repoerting was weived under 29 CFR 4043,25(c){(2) becausa contributions equal to or excesding the unpaid tminlmum required contrlbution
were made by the 30th day after the dus date. }
D fa. The 20-day period faferanced In 28 CFR 4043.25(¢)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpald minimum requirsd contribution by the 30th day after the due date.
D Mo, Othar. Provide explanation '
12 s lhis a defined contribution plan subject to the minimum fmdlng regulrements of section 412 of the Gode or section 302 of
ERIBAT .ot s . D Yes No
(If "Yas," complete ine 12a or lines 12b, 12c, 12d, and 12e below as appl:cable ) If thls Is a def‘ nad benef t panﬁiun plan, Iaave
line 12 blank and gormplete Ine 11 abeve. |
a 1f awalver of the minimum fundmg standard far a prlor year is bemg amnoftized In this plan year see instructions, and enter the date ¢f the letter ruling
granting the waiver. .. . Month Day Year
___ltyou camplated line 12a, anmplete Ilnas 3 9 and 10 of thndulu ME (Fnrm EEO_) and SRiP iﬂ “l‘lﬂ 13.
b Enter the minimum required contribution for this plan y&arI OO OOV OO PPPTPUROPTOTPR B L.
C Enter the amount contribuled by the amployer to the plan for this p[an year .. 12¢
d Subtract the amount in ling 12 from the amount in line 12b Enter the result (enter a mlnus slgn to the left of & 124
hegative amount} . (U, W .
I i .
e Wil the minimum funding amount reported an line 12d be met b¥ the funding deadlineT oo D Yes I:I Ne D N/A

I Part: Vil [ Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted In anY PYAN YBAMT ... oecoeesssessimssesssrssosrsseesensresse D Yes @ No
A If"Yes,"” enter the amount of any plan assets that reverfed 'to tha AMPIOYEE this VEET ... ..o eeniapsepsisrnes e 13a
b Ware all the plan assets distributed to parficipants or beneﬂciariés. transferred to another plan, or braught under the D Yes EI No
eontrol 6f the PRGCT .. i sssss s e etk

€ [f, during this plan year, any assets or ligbillties were tranaferred from this plan to ancther plan(s), identify the plan(s) to
which assets or liabilities were fransferred. (See instructions.) !
13a({1} Name of plan(s): ‘ 13e(2) EIN(s) 132(3) PN(s)

[ Part VIl | IRE Compliance Questions

14a

Dues the plan satisfy the coverage and nondizcriminetion {ests of Code sections 410(b) and 401{a)(4) by combining thiz plan with any othet plans under
the petmnissive agdregation rules? [ Yes [M No

14b

Fthls 1s 2 Cade saction 401{k) plan, check all boxes that apply o indicate how the plan is intended to satisfy the nondiscrimination requirements for
amployae deferrals and employar matshing contributions (as apphcable) under Code gections 401(k)(3) and 401({m){2).
Design-based safe harbar method

D “Frior year” ADF test ;
D “Current yoar' ADP fest ‘

[] wa

j

156

If tha plan sponsor is an adopter of & pre-approved plan that roccived a favorabla IRS Opinlon Lettar, anter the date of the Opinion Latter 06/30/2020
(MM/DD/YYYY) and the Opinion Letter serial number §7025858a |

Sr5i988d A3EHUES25TST 01 ET2E2965T5 od4 15:5T S5282-TE-1N0



