
Form 5500-SF 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Short Form Annual Return/Report of Small Employee 
Benefit Plan 

This form is required to be filed under sections 104 and 4065 of the Employee Retirement 
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal 

Revenue Code (the Code). 

 Complete all entries in accordance with the instructions to the Form 5500-SF. 

OMB Nos. 1210-0110 
1210-0089 

2024
This Form is Open to 

Public Inspection 

Part I   Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning  and ending 
A This return/report is for: X  a single-employer plan X 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 X  the first return/report X the final return/report  

X  an amended return/report X a short plan year return/report (less than 12 months) 

C  Check box if filing under: X  Form 5558 X automatic extension X  DFVC program 

X  special extension (enter description) 

D  If the plan is a collectively-bargained plan, check here ..............................................................................   X 

E  If this is a retroactively adopted plan permitted by SECURE Act section 201, check here .........................   X 

Part II   Basic Plan Information—enter all requested information
1a  Name of plan ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI

1b Three-digit plan number
(PN)  001 

1c Effective date of plan
YYYY-MM-DD 

2a  Plan sponsor’s name (employer, if for a single-employer plan)
 Mailing address (include room, apt., suite no. and street, or P.O. Box)  
 City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGH 

2b Employer Identification Number (EIN)
012345678

2c Sponsor’s telephone number
1234567890 

2d Business code (see instructions)
123456 

3a  Plan administrator’s name and address X Same as Plan Sponsor.ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901I A 

3b Administrator’s EIN
012345678

3c Administrator’s telephone number
1234567890 

4    If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report
filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the 
last return/report.   

a  Sponsor’s name
c  Plan Name   D
EFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI CDEFGHI

4b EIN012345678

4d PN 012

5a Total number of participants at the beginning of the plan year .............................................................. 5a 12345678 

b Total number of participants at the end of the plan year ....................................................................... 5b 12345678 

c(1) Number of participants with account balances as of the beginning of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(1) 

c(2) Number of participants with account balances as of the end of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(2) 

d(1) Total number of active participants at the beginning of the plan year ................................................. 5d(1) 
d(2) Total number of active participants at the end of the plan year .......................................................... 5d(2) 

  e   Number of participants who terminated employment during the plan year with accrued benefits that
were less than 100% vested ............................................................................................................... 5e 

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, I declare that I 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 
HERE Signature of plan administrator Date Enter name of individual signing as plan administrator 

SIGN 
HERE 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 

01/01/2024 12/31/2024

X

OEM MEDICAL SOLUTIONS LLC 401K PROFIT SHARING PLAN & TRUST 001

01/01/2014

7036 GOLDEN RING RD 
BALTIMORE, MD 21237

26-4802273

OEM MEDICAL SOLUTIONS LLC
410-574-1729

811210

X

27

29

18

19

24

25

0

Filed with authorized/valid electronic signature. 06/27/2025 PHILLIP D REIER JR
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ......................................................  X Yes X No 
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)  

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.) ..........................................................................  X Yes X 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. 
 
 
 
 
 
 
 
 
 
 
 
 
 

c If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... X  Yes   X No    X  Not determined 
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year_____________________. (See instructions.) 

 
Part III   Financial Information 

7 Plan Assets and Liabilities  (a) Beginning of Year (b) End of Year 
a Total plan assets ..........................................................................  7a -123456789012345 -123456789012345 

b Total plan liabilities .......................................................................  7b -123456789012345 123456789012345 

c Net plan assets (subtract line 7b from line 7a) ..............................  7c -123456789012345 -123456789012345 

8 Income, Expenses, and Transfers for this Plan Year  (a) Amount (b) Total 
a Contributions received or receivable from: 

 (1)  Employers .............................................................................  8a(1) -123456789012345  

   (2)  Participants ............................................................................  8a(2) -123456789012345  

 (3)  Others (including rollovers) .....................................................  8a(3) -123456789012345  

b Other income (loss) ......................................................................  8b -123456789012345  

c Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) .....................  8c  -123456789012345 

d Benefits paid (including direct rollovers and insurance premiums 
to provide benefits) .......................................................................  8d -123456789012345  

e Certain deemed and/or corrective distributions (see instructions) .  8e -123456789012345  

f Administrative service providers (salaries, fees, commissions) .....  8f -123456789012345  

g Other expenses ............................................................................  8g -123456789012345  

h Total expenses (add lines 8d, 8e, 8f, and 8g) ...............................  8h  -123456789012345 

i Net income (loss) (subtract line 8h from line 8c) ...........................  8i  -123456789012345 

j Transfers to (from) the plan (see instructions) ...............................  8j -123456789012345  

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:   

 

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 

  
-123456789012345 

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions 
reported on line 10a.) ....................................................................................................................  10b   -123456789012345 

c Was the plan covered by a fidelity bond? ......................................................................................  10c    -123456789012345 

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused 
by fraud or dishonesty? .................................................................................................................  10d    -123456789012345 

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 
the plan? (See instructions.) ..........................................................................................................  10e   -123456789012345 

f Has the plan failed to provide any benefit when due under the plan?  ...........................................  10f   -123456789012345 

g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .........................  10g    

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR   
2520.101-3.) .................................................................................................................................  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 ...........................................  10i     

  

X

X

1215360 1511964

1215360 1511964

62872

173050

178370

414292

96814

20874

117688

296604

2E 2F 2G 2J 2K 2T 3D

X

X

X 121536

X

X 987

X

X

X
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Part VI    Pension Funding Compliance 
11 Is 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 
below. ..............................................................................................................................................................................................  

X Yes X 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: 

_ 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. 

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

_ No. Other. Provide explanation ___________________________________________________________________________________________ 
 

 

 

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of 
ERISA? ...........................................................................................................................................................................................  

          (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. 

X Yes X No 
 

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 waiver.  ............................................................................................................................. 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 plan year  ...................................................................................  12b 123456789012345 

c Enter the amount contributed by the employer to the plan for this plan year  .........................................................  12c -123456789012345 

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 
negative amount)  ..................................................................................................................................................  

12d YYYY-MM-DD 

e Will the minimum funding amount reported on line 12d be met by the funding deadline? .......................................  X   Yes     X   No     X   N/A 

Part VII    Plan Terminations and Transfers of Assets 
13a Has a resolution to terminate the plan been adopted in any plan year?  ........................................................................  X   Yes        X   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 

control of the PBGC? ..........................................................................................................................................................  
X Yes X 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.) 

 13c(1) Name of plan(s): 13c(2) EIN(s) 13c(3) PN(s) 
 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 123456789 

  012 

Part VIII 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 

_ “Prior year” ADP test 

_ “Current year” ADP test  

_ N/A 

15 If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter ___/___/_____ 
(MM/DD/YYYY) and the Opinion Letter serial number__________. 

 

1

X

X

X

X

X

Q704244A
11 30 2020
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Form 5500-SF Short Form Annual Retum/Report of Small Employee 
Benefit Plan 

0.-8 N~ 1710-0110 
121 IJ.-0()8SI 

0.partn,,e,t of the T,.IIUry 
,,....,., Raw,.,. Service 

Thia form la required to be ftled under NCtione 104 and 4065 of the EmployN RetJrement 
2024 

Ernfk1,eit ~rt of Labor Income Security Act of 197~ (ERISA), and NCtiont ecle7(b) and 8058(1) of the Internal 

Pe Benlllss.a.,~ Revenue Cod• (the Code). 

r-.ton a.... Guaranty Co,poraaon 

Thft Form la Open to 

PublJc ln..,.ctk>n 

• Com lett all entriu In accordanc=- with the instructions to the Form MOO-SF. 

Part I Annual Re ort Identification lnfonnation 
For calenciar Ian ear 2024 or filcal Ian ear lnnl 01 01 2024 and tndl 12 31 2024 

A Thia return/report • for: ~ • li~le-employer plan D a ~plHmployer pan (not mufflemployer) (Penlic>n Plan fife,. c~ :::r 

nut attach Schedule MEP. Other ptlne muet attach • llat of partfclpa ... "' e 

ilformation In accordance wlh the form lnstructk>nt,) 

B Thil return/report ■ □ the 1nt return/report 

D an amended raun/Npo,t 

D the final ratum/rwport 

0 a lhort plan year ratum/report Ont than 12 monthS) 

C Check box if filing under: 0 Form 5658 D •~ extenek>n 
O OFVC program 

0 epeclll extenlion (entllr dncription) 

D If the plan II • coltectivety-barg11ned plan, check here ........................ •·· .. •··· · .. •·•• ............ • ......... • ... ••• .. • • .. • .. •• ► 0 
E lfthla II a retroactively adopted olan Dermltted by SECURE Ad Ncttoctlo1nn202011,,~ct,~,tek~~htre!!!~ .. ;.;.:···.:.:.:"·:,;,:;"·:.:.;··;.;.: ... .:.:.:···:,;,:;···:,;,:;"·:.:.· !_► _u..n ____________ _ 
Pait II I Basic Plan Information-erur au requested Information Three-digit plan number 1b 

1 a Name of plan 
(PN) ► 

001 

OEM MEDICAL SOLUTIONS LLC 401K PROFIT SHARING PLAN & TRUST 
Effective date of plan 1c 
01/01/2014 

2a Ptln aponlOf"a name (employer, If for• aingl_.mployer plan) 
2b Employer ldlntiflc:ation Number (EIN) 

26-4802273 

MaHlng addreu (Include room, apt, IUlte no. and ttreet. or P.O. Box) t,uctio ) 2c sponeor'• telephone number 

City or town, ate or province, country, and ZJP or foreign poetal code (If foreign, '" Ina ns 

OEM MEDICAL SOLUTIONS LLC 
410-574-1729 

2d suamea codec.- inatnJCtions) 

7036 GOLDEN RING RD 

BALTIMORE MD 21237 
811210 

3a Plan admlnlatrator'• name and addntta eg Same as Plan Sponsor. 

3b Admlnlttratot• EIN 

3c Adminiatrator's telephone number 

If the name and/or EIN of the plan aponeor or the plan name has changed since the last retu!Jlireport 
4b EIN 

4 fled for this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the 4d PN 

last r9b.lmfreporl 

a Sponsor'• name 

c Plan Name 
5a 

27 

5a Total number of particfpanla at the begimlng of the plan year ............................................................... Sb 29 

b Total number of participants at the end of the plan year .................................. • ............ •·•·•••··•• ....... •• ... • .. 

' 
c(1) Number of partlclpants wtth account balancft H of the beginning of the plan year (only defined 5c(1) 18 

col.)tribution plans complete this Item) ..........................................................................................
....... 

c(2) Number of participants \\1th account balancet II of the end of the plan yNr (only defined 5c(2) 19 

contribution plans complete this Item) ....... - ........................................................................................ 

. 5d(1) 24 

d(1) Total number of actJve participants at the beginning of the plan year .................................................. 

d(2) Total number of active participants at the end of the plan year ........................................................... 
5d(2) 25 

• Nurmer of participants who terminated employment di.King the plan year with accrued benefits that 5e 0 

were less than 100% vested ................................................................................................
.................. 

caution: A penalty for the late or Incomplete filing of this return/report will be auessed unless rusonable cause is eatabliahed. 

Under penalties or perjury and other penaltiN Mt forth ln the Ins nI, I declare that I have examined this retum/,.port, Including, If applicable, a Schedule 

SB or Schedule MB mpleted and signed n enr lled a , •• well u the electronic vertlon of this return/report and to the best of my ~e and 

f 
t ftllVff"'""'V 

SIGN 
HERE 

SIGN 
HERE 

Si nature of nsor 

For Pap..work ReductJon Act Notice, see the rnstructfons for Form 5500-Sf. 

Date 

Date 

f' PHILLIP D REIER JR 

Enter name of individual sJ nln 

Enter name of Individual 8• ni onsor 
rm F (2024) 

v. 240311 



I 

r 

6a 
b 
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Went•" of the J>4an·, H&et8 d~ the pl irNea 

Ana you ctaimi an year ed in eJigil>'e aeaeta? (See lnstructiona.) .................. - ...................... ············· 

under 29 CFR ~~~~~•examination and repo,t of an independent qudfted pubic accountant (IQPA) 

It V • lnat1uc:tions on-,,,., ellglblity and concfitionl.) ........................... - ......................................... ····· 

E9 YN □ No 

~ Yea O No 

°" anaww.d '"No" to either line 811 or fine lb, the plan cannot use Form 5500-SF and must Instead UM Form 5!500. 

C If the JHan is 
I defined benefit sun. • I cove,9d under the PBGC lnawance program (lee ERISA Ndfon 4'021)? ...... □ Yn □ No □ Not determined 

ff~-~~ 

) 

- ..... ~ked, enter the My PAA confirmation number from the PBGC sqmfum ff#ng for thle plan year . (See Instructions. 

Part Ill r Financial Information 

7 Ptan Aasets and llabillies la) a~lnnfna of v .. , (bl End of Year 

a T otaJ olan aueta 7a 
1,215,360 

1,511,964 

·····-······························ ................ _. ___ ··-··········-· 
b TotaJ pta_n Uabiit:ies ............................ _ .............................. ............ 7b 

C Net olan ueets (IUbtract line 7b from line 7a>.. ...... - ..................... 7c 
1,215,360 

1,511,964 

a Income, Exe>enses, and Transfers for ttua Ptan Year la)Amount 
lbl Total 

a Contributiona recewed or receivabte tom: 

{1} 
Emolovers ···············································

········-·······--·····--······ 
8a(1) 

62,872 

(2) Particioant1 ...............................................
............................... 8al2) 

173,050 

(3) C>thers <lncludlna rolovers) ..............................................
........ 8a{3) 

b aher income (lo $S) ..•..•..... - ................................................
........... 8b 

178,370 

C Total income (add ltne. 8a(1), 8a(2), 8a(3), and Sb) ...................... 8c 

414,292 

d Benefits paid (including direct rolovera and inaurance premiums 96,814 

to provide benefits) ................................................
......................... 8d 

e Certain deemed and/or conctive diltributiona laee inltnJctiona). Se 

f Admlnietrative service providers (ulariN, r.e.. col1lfl'UUk>M) ..... 81 
20,874 

a ()tiler expenses ...............................................
............................... Sa 

h TotaJ expenses (add NnH 8d, 8e, 8f, and Sg) ................................ Sh 

117,688 

i Net income (loss) (subtract line 8h from line&) ............................ 81 . ' 

296,604 

j Transfers to (from) the p4an (Ne Instructions) ............................... 81 

Pait IV f Plan Characteristics 

9a rt the p&an providea pension benefits, enter the applicable pension feature codea from the Ult of Plan Characteristic Codes In the fnatructiona: 

2E 2F 2G 2J 2K 2T 3D 

b If the plan providea welfare benefits, enter the appticabte welfare feature codes from the List of Ptan Characteristic Codes in the inatructiona: 

I Part V I Compliance Questions 

10 During the plan year: 
Y• No Amount 

a Was there a failure to transmi to the plan any participant contributions within the time period 

deecribed fn 29 CFR 2510.3-102? Continue to answer "Yes• for any prior year failures until fully 
X 

corrected. (See fnstruction1 and OOL'a Voluntary Fiduciary Correction Program) ......................... 10a 

b Went there any nonexempt ttanaactiona with any palfy-in-lnterest? (Do not Include tranuctiona 

reported on fine 10..) ............................................
...............................................

............................ 10b X 

C Wa1 the plan covered by a fidelity bond? ...............................................
......................................... 10c X 121,536 

d Did the plan have a fou, whether or not reimbursed by the plan's fidelity bond, that was cauaed 

bv fraud or dishonesty? ....................................... , .. - ...............................................
........................ 10d X 

e Were any fees or commiuk>na paid to any brokers, agents, or other persons by an Insurance 

carrfer. Insurance service, or other o,ganization that provides eome or all of the benefits under 

the plan? (See Instructions.)..............................................
......... .. . 10e X 987 

.. .. ................... ··········· ...................... 

f Has the plan failed to provide any benefit when due under the plan? 
••• ••••••••••• •... ······················· ... 10f X 

g 
Old the plan have any participant loans? (If-Yes,• enter amount as of year-end.) ......................... X 10g 

h If this is an Individual account plan, waa there a blackout period? (See Instructions and 29 CFR 

; 2520. 101-3.) .............................. ··········--···
···· •••••••••••· ...............................

...................... ······ ............ 10h X 

ff 1 Oh was answered -Yes,• ~ck the box It you either Provided the required notice or 
0 

exceptions to providing the notice appffed under 29 CFR 2520_ 101 
~ ne of the 

10i ······ .................. ·········· .......... -



f 
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Part VI Pension Funding Compliance 

11 la this • defined benefit fa 

(Fonn 5500} and lines 1 ~ n ~ubject to mlnlm11n funding requirements? (If "YN, ·'" lnetructionl and complete Schedule SB 

below.. a• b below.) lfthia • a defined contribution pensk>n plan, leave lq 11 baank and compfet8 llne 12 O Yee O No 

a Enter the un aid ~ ulred ~~~··~·~~·- •• ····-;;:;;····························
····················-···-······· •• .....

......................... . 

b PBOC 
em chedute SB Fonn 5500 tine ..a................... 11• 

been = con~tJon reporting requlrwnanta. If the plan is covered by PSGC and the amount r9pOrted on h 11• la greater than $0, has PSGC 

D •• teqUired by ERISA Netionl .«M3{c)('5) and/or 303(k)(4)? Check the appbbfe box; 

Yes. 

D No. Reporting WN waived under 29 CFR ~.25(c)(2) becaUN contrtbUtione equal to or exceeding the unpaid minlm1111 ,equlred contribution 

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

0 No. The 30-day period reJerenc:ed tn 29 CFR ~.25(c)(2) hn not yet ended, and the eponsor intend8 to make• contribution equal to or 

D 
exceeding the unpaid mklimum 19quintd contribution by the 30Ch day after the due date. 

No. Other. Pn>vide expta,.tton _________________________________ _ 

12 la this a defined contribution plan subject to the minim.an funding requlrementa of section "12 of the Code or section 302 of 

ERISA? .........................................
.........................................

.........................................
.........................................

............................ 0 Yee E9 No 

(If "Yff,• compaete line 12a or llnea 12b, 12c, 12d, and 12• below, H applicable.) lfthfl ii a defined benefit pension plan, leave 

line 12 blank and corn lete line 11 above. 

a If a waiver of the minimum funding standard for a prior year ii being amortized In this plan year, IN nstructions, and enter the date of the letter ruHng 

granting the watver ........................................
.........................................

.........................................
........ Month Day Year 

oucom com ••• 0 u or 

If v, 1oleted Une 12.a. 1olete Hnea 3 • nd 10 f Sched le MB (F m 5500), and skip to line 13 . 

b Enter the rninirTMffl requw.d contribution for ttMI plan year ........................................
..........................................

..... 12b 

C Enter the amount contributed by the empJoyer to the plan for Chi• plan year ........................................
.................... 12c 

d Subtract the amotn In line 12c from the amount In Jine 12b. Enter the result (enter a minus sign to the left of a 12d 

neaattve amount) ......................................
......................................

......................................
.................................. 

e VVIJI the minimum funding amount reported on line 12d be met by the fu1dlng deadline? .........................................
 □ Yes □ No □ NIA 

Part VII l Plan Tenninations and Transfers of Assets 

13a HN a '990lutiorl to 111n1._ the pan been adopeld In 8/ff pan )'1!1117 ........................................
................................... 

r1 Yea pq No 

• If-Yea; enter the amount of any plan aN«s that reverted to the emi>lover this year ........................................
....... 13a 

b Were an the plan a..eea diltributed to parficipants or beneficiaries, transferred to another plan, or brought under the □ Yee ~ No 

control of the PBGC? ..........................................
..........................................

..........................................
................................ 

c If, during tt,'9 plan year, any assets or ffabUlties were transferred from this plan to another plan(s), identify the plan(s) to 

which aaets or liabilities were transfemtd (See Instructions.) . . 

13c(1) Name of plan(•): 

13c(2) EIN(s) 13c(3) PN(s) 

f Part VIII f IRS Compliance Questions 

14a Does the plan satisfy the coverage and nond19crimJnation teats of Code sectiont 410(b) and 401(aK4) by combining this plan with any other plana under 

the permissive aggregation rufel? 0 YN f[g No 

14b If tNI is a Code section 401 (k) plan, check an boxes that appty to Indicate how the plan • intended to aatiafy the nondiscrimination requirements for 

employee deferrala and employer matching contributions (a1 applicable) under Code MCtion8 401(kK3) and 401(m)(2}. 

~ Dnign-based ufe harbor method 

0 "Prior year-ADP test 

0 -Current year- ADP test 

0 NIA 

15 If the plan apon1or Is an adopter of a pre-.pproved plan that received a favorable IRS Opinion Letter enter the date of the Opi lo Lett 11/3 0/2 
02 0 

(MM/DDIYYYY} and the Opinion letter serial number0704244a . 
' 

n n er ____ ,...;.__;;,~ 
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