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
WILLIAMSBURG DENTAL HEALTH CLINIC 401(K) PLAN (PN) » 001
1c Effective date of plan
01/01/2023
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) 20-2346847
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
WILLIAMSBURG DENTAL HEALTH CLINIC C Sponsor's telephone number

319-499-4025

2d Business code (see instructions)

827 S. HIGHLAND ST.,
WILLIAMSBURG, IA 52361 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 19
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 22
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 18
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) 22
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 17
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. 07/01/2025 BENTON GRIER
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

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
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

@ Yes D No
@ Yes D No

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 517916 887000
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 517916 887000

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) 28737
(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 48497
(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 224633
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 71301
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 373168
d Benefits paid (including direct rollovers and insurance premiums
1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 118
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 3966
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 4084
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 369084
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 2J 2S 2T 3H 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)........................ 10a | X 4162
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 60000
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 356
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)
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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_ Q702585A,




*% INBOUND NOTIFICATION : FAX RECEIVED SUCCESSFULLY **

TIME RECEIVED REMOTE CSID DURATION PAGES  STATUS
July 1, 2025 at 4:02:43 PM CDT +13196689735 336 8 Received
1-Jul-2825 2Z8:57 Williamshurg Dental Health Clinic +13196689735 p.1
Form 5500-SF Short Form Annual Return/Report of Small Employee O s, oot
Peparmmont oftie Tasmry Benefit Plan
fniemal Revens Servios This fory is required ta be fHed usder ssctions 104 and 4035 of the Employee Retirement 2024
Aennrman: of Laber mcome Security Act of 1974 (ERISA), and sections G057(h) and BOSE(a) of the Internal i R
Eripayeg Berefis Steuity Acmiisraton Raventie Cade {the Cade), T*;'S ;?":‘ is 05;?“ o
- = unlic Inspeetion
Pansian Beneft Sumanty Copemtior » Complete ali entries in accordance with the instructions to the Form 5500-SF, P

Part! | Annual Report ldentification Information

For calendar plan year 2024 or 1sca; plan year beginning 0170172024 and ending 127317/2029

A This return/repert is for: E a single-empioyer plan j a multiple-emplayer plan (nat multismplayer (Pansion Pizn filers checiing this Sox

st attach Schedale MEF. Cther plans must attach a list of participating employer
informetion in actordanca with the form instructions )

B This returnireport is D the fi-st relurnirepert :] the final returnirapart
D an amended returmiraport ] & short plan year returnfresart (less than 12 months)
C Check pox if filing under: D Eomr 5558 :laulsmalic exension D DEVG program

D special extension (enter descrinton)

I} if the plan is a callsctively-bargainsd plan, check here....cvneeecne.e RV R OO PR 4 _J
E ¥hisis a retoactively adopted plan permitled ty SECURE Act section 20°, check here b ]
| Partif | Basic Plan Information—enter sl requested infarmation
1a Name of plan 1b Thraedigit pian number
W:iliamsburg Derta. leaith Clinic 401(¢) 2lan {Phy P 001
1¢ EHective date of plan
81/01/2025
23 Plan sporsor's name [amployer, if for a single-empioyer plan) Zh Employer idestification Number [EIN)
Mailing address (inciude room, apt., suite nio. and street, or P.O. Box) 20-2346847

City or town, state or province, country, and ZIF or foreign postal code {if foreign, see insfructions)

Witliamsbury Dertel. Healith Jlinde 2¢ Spansors telephone number

213-499-4025
2d Business code {ses instructions)

327 $. Highlard 5t.,

Willizmsbury I 52361 657270

3a Plan administrator's name end address E‘j Same as Plan $ponsor, 3b Administeators EIN

3¢ Administrators sleghons nurmber

4 if the name andiar EIN of the olan sponser or the plan neme has changed since the lest relurnfrepert | 4D EIN
filad for this plan, enter the: plan sponsors nams, EIN, the plan name snd the plan rumber from the

iasl refurnirapost. 4d PN
a Sponsar's name
C Plan Name
5a Total number of particpants ot the baginning o' the plan year ... —— ga -E
b Toral mumber of participants at the 2nd of the plan vesr.. . 5b 22
¢{1) Number of participants with account balances as of thr- begmnmg uf lhe plan vear goniy def ned 5c(1)
contribution plans complele this ilemn)... ; 18
¢{2) Mumber of participants with sccoun baiances as of tha emi cf the p%zm year {sniy def ned 5c(2)
senatribulion plans complete s itam)... SR 22
t(1) Total number of sctive participants at the baginning o7 the Plan YEaT........ummemis e 8d(1) - 7
d{2) Total number of active participan's al the end of the plan year ........... 5d(2) 14
€ Number of participants who lenninated empgicyment curing the pian year w;th e«ccru@d b-ammf: et Se 0
were less than 100% vestec st b s

Caution: A penally jor the late or :ncomplete i mg‘of this retum!repurt wuil be assessed uniess raasonabla causs is ostablished,

Under peneities of perjury and other penalies set forth in the instructions, | deciare that | have examined tis retumireport, including, ¥ apphcabie‘ a Scheduls
58 or Schedule MEB completed and s:gyjy zn enrofied actuary, as wall as the slectranie version of this retumnireport, amd & the best of my nowledge and

belief. # s true, cotrect, and complele
e K_#‘-‘-‘- ?/| {2.02 - {Benton Srisz
HERE | _. s . - ..
| Sigoature of plan admnistrator {zte Enzer nama of individual signing as plan administralor
SIGN -
'“ERE Slgnature of employer/plan sponsor Date Erder name of individual signing as emplover or plan saonser
iﬂor Pzgerwork Reduction Act Notice, see the Instructions for Form 5500.SF. Form SSOL-SF {2024)

V. 240371
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Form 5500-SF {2024 Page 2
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p-2

£a Wore all of the plan's assets during the p'an year vested in eligible osseis? (See instructions )., .
b Are you claiming = waiver of the anrual examiration zne report of an independent quaiifiad pubﬁc aceotntant ( IQF’A}

C

under 29 OFR 2820, 104-867 {See instrustions uo walver eligibility ard condiions.}.. .

g Yas [ No
E Yez [: No

¥ you answered “Na” to aither lina Ba or line 6b, the plan cannaot use Form SSOO-SF and must Ins*tead use Form 5590.

if the plan is a defined benefi: plan, is it covered under the PBGEL insurance program {see ERISA seclion 4221)7
i Yas" is sheckad. anter the My PAA confirmation numbar from the PEGC premium Hing for this plan vear

...... D Yes ENG D ot Sretermined

. (Bee instriclions.;

i -Part il -+ Financlal Information

¥ Plan Asssls and Liabilities {n) Beginning of Yaar {3} End of Year
B Tolal plan assets .o | T8 517,916 387,000
D Total plan aBHIHeS ..ot searas e arae s 7h
£ Nat pian assels {subtract e 7o framiine 7a),.. e Te 517,914 WHT, 400
8 income, Expenses, and Transfers for this Plan Year T {a} Amount {b) Total
2 Contributions received or receivahle from =
{4) ErnDIOVEIS ...oooveeceeve st coerevsserssssssss svensssnrmsnsssereses snarssercessensssreree | HEEES
[2) P aHOIRANTS. it i e 3ai2}
[3) Olbers (ncloding rollovers) ... | BAESY
B DHher incoma (1055). v srssrsrn s escerers " 8b S
& Total income {add lines 8a(1), 8a(2), 8a3%, and Sb.vr.erecs iernerss e 373,168
d Benefits said {incwding direct ralovers and insuranca aremiums N R
R0 Prouide BEMEBTISY. . oo v ceraememe e et e cese s 3d 118] -~
8 Certzin deamed and/ar corrective distributions (gee instructions). ge
f Administraiive sarvice providers {salaries, fees, commissions). ... 3f 3,966
g Oilher sxpenses... RTT— 8g [
h Totsl aexpenses 'add lines 8d, 8e, 8f, and B3)... &h 4,084
i Netircome floss) (subtrast line 6 from lne 8c}....... B 362,084
j  Teansters lo {irom) the plan (Soe NSHUCHOAS) e e e 8 R
| ‘Part IV ] Pfan Characteristics
9a iftae plan orovides pension benefits, enter the anplicaile pension faamre endes from tha List of Plan Characteristic Cedes In the instructions:
23 2E 27 2J 2% 2T 33 3D
b iif the plan arovides welfare benefiis, enter the applicable welfers feawure codss from ine List of Man Characleristis Codes in ke insluclioms:
11 Part'V.: i Compliance Questions
10 During the olan yesr Yas | No Amount
8 “Was thera 3 Tailure io iransmit {o the piat any participant contributions within 1he time zariod
described in 28 CFR 2310.3-1027 Continue i answar “Yes™ for any prior year failures untit fully ) -
correcisd. (Ses inslructions ang DOL's Voiuntary Fiduciary Correclion Frogram;... P L A 4,162
> Were there any nonexemngt fransactions with any party-in-interest? {Do aoct incluce ransaclions
FEpOrtEE OF T8 108 e oo oo e e e e e | 10D S
€ ias the plan covered by @ fIGRULY BORTT wae s s | 108 ] 2 i 60,020
d Did the plan have 3 loss, whether of not reimbursed by the plan s fidedity bond, that was cevsed '
l,y fraud ar dishonesty? ... ettt rnnts et nen e e 4 4 4 erresreeres s venniaiieenne oo | VO x :
8 Wsre any fees or commissions paid fo any brokers. agents, ar ather persons h‘,* an Insurance :
carner, insurance service, of olher erganization thal provides some or all of the benelils urcer . l 156
TG C1ENT [SE METUCEONG. beovvovvvoes oo eoerereevcveeererssevevesracossesaserese erensrersseessosenssssrmsmememsnrnesereneremeeere | 108 1 & { 35
f Has the pian failed to provide any benefil whan due underthe plan? ] 4of X
g Did the plan have any paricipant logna? {If "Yes,” enter amount as of year-end.) e | 43g X
B0 s iy an inovauel socown plon, was thoere a Daclouw pencd? (See instructons and 28 CFR 5
I 1 108 was anvwered "Yes,” cheok (e box if you glher provided the regulred rotive o7 ons of fic
excaplions to providing the nodes applied under 29 CRR 26251018 L v v | 100
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Form 5500-8F {2024) Page 3- | 3'

Part VI | Pension Funding Compliance

(!

I this & defined benafit plan subjectto minimum funding requiremsris? (if "Yes.” see instructions and complate Schedu’e 8B
{Form §5007 and lines 11a and b betow.) I this Is 2 defined coninbuticn pcne on pian‘ leave ling 11 Biank ang complete lirw 52 D Yeog g o
DEIOW. s s LELEiSIeeeAsEaTELs bbb yisserarde vty s sy o

Enter the unpaid minimum requ;fed corribuions for &l years from Schedule SB (Form 5500 ne 40 .. I 11a [

PEGC missed contribution reporting requirements, If the tian is covered by P3GC and the amaunt reported ai line T1ais greater than 80, has PSGC
been notified as required by ERISA sections 4043(c)5) and/or 303(k)(4}7 Check the applicablz box:
Yes.

[ (o

No. Reporting was waived under 28 CFR 4043 35{c)(2] because sontributions aqual to or exceeding the trpald minimum required contritution
were matie by the 30th day afier the due date.

No., The 30-day period referenced in 29 OFR 4043.25(¢}(2) has not vet ended, and the sponsor intends ‘o meks a contribution equal ko or
exceeding the unpaid mininum required sentribution by tha 30th day after the fue date.

No. Cther. Provide explanation

£ 23

12

Is this = definad contrisution plan subject to the rminimum funzding reguirements of seclion 412 of the Code or section 302 of

f.RISA? D Yes @ Ne
{if "Yes,” ::cmplete fre 12a or lines 125, 2r.- 126 and 12¢ below. as appuc bie.} if this is a defined baneft pension plan, laave

Ime 12 signk and compiete line 11 above.

a

If a waiver of the minimum fundmg sanderd for & prer ,rear is trnmg amoriized in this plan ys;r see instructions, and enter the date of the legter ruling
granting the waiver. L rireseenes ... Month DRy Year

I you completed line 12, complete lines 3, 8, and 10 af Schedule MB ( Form 5500}, and ski;: 10 kine 13.

b Enter the minimum required contribation for this plan vear .. OSSO OO [ 7

€ Enter the amount coniributed by the emgioyer 10 e alan 101 this Bian YEBE wom e | 128

d Subteact the amount in line 12c frofr the amauntin ne 12b. Enter the result fenter a minus slgn totheleftofa 24
REGALVE EIMOUME o ssnmne s s gt e s e

€ Wil the minimurn funding amount reporfed on na 12d be mat by the funding deadling?....... e e

:] Yoz E Nz j A

CPart VI | Plan Terminations and Transfers of Assets

13a Hes a ressiution to terminate the pian een ABOEIY I ANY PR YOBT o irr e reser e ane e cee e i

D Yes g No

a f*Yes enter tha amount of any plan assels that reveriad o the emplover this YeBr v 132

b were @l the plan assets distributed o parnbaua':‘ta or beneficiaries, transforred to another p!:an ar bronghi unger tha

G OF T PG 7 ..o ivviveisireresirininisenininensrsrensparesas sastessaras as cnreeasmemessosmare 2 asemsss emnmsaras saseoe oe£a 44 £osm st amtmcesses s samns cesa resmsasnranmsns cress

D Yas @ No

€ I, during this plan vear, any assets or labilties were Tansferred from this plan to ansther plan{s] ident fy e plan{s} to
which assefs or liahilites were transfarred. (Se8 instructions.)

13c{1) Name of planis): 136(2} EIN{s)

13c(3) PN(=)

' Part VIl | IRS Compliance Questions

143 Does the plan satisly the coverage and nondiscmination tests of Code sectons 410(B) and 401(2){4) oy combiting this
tha permissive aggreqation rules? | Yes 1% No

plan with any oliar plans under

141 ¥ this is 1 Code section 401{K) plan. chec all boxes that apply to indicate how the plan is intanded te satisfy the nondiscrimination requiremens for

empicvaa deferrals and employer matching contributions (a5 applicablz} under Code sections S0HKH3] and 401{m)2).
@ Cesign-based safe harbor method
D *PrioT year ADP test

D ‘Cirrent year” ADP test

D NiA

48 ifthe plan sponsoris an adopter of a pre-approved p!an that gcg?«ed & favorebie IRS Opinion Letler, enter the date of the Opinion Leller 06,33/2020

IMMDDAYYY) and the Opinion Letier serial rumber & 702585a




