Form 5500-SF Short Form Annual Return/Report of Small Employee OB Nos. OO

Department of the Trea;ury Benefit Plan
Intemal 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
B 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
INDIANA HEALTH GROUP, INC. 401K PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
01/01/1996
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) 35-1706785
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
INDIANA HEALTH GROUP, INC C Sponsor’s telephone number

317-208-7235

2d Business code (see instructions)

703 PRO MED LANE
CARMEL, IN 46032 621112

3a Plan administrator’'s name and address ]g Same as Plan Sponsor. 3b Administrator's EIN

3c Administrator’s telephone number

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

last return/report. 4d PN
a Sponsor's name
C Plan Name

5a Total number of participants at the beginning of the plan Year..............cccccoeueueveieveveeeeeeeeeeeeeeeeeeean 5a 57
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 59
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 33
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) 33
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 45
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 53
€ 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. 07/09/2025 JENNY COLEMAN

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

SIGN Filed with authorized/valid electronic signature. 07/09/2025 JENNY COLEMAN

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



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 7084150 8500202
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 7084150 8500202

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) 128250

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 242549

(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 262461
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 854117
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 1487377
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 46830
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 24495
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 71325
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 1416052
j Transfers to (from) the plan (see instructions) 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2F 2G 2J 2K 3D 2T
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 500000
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.ccccccvueuene 10g X 68853
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 D 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_ Q703191A
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rForm 5500-5F Short Form Annual Return/Report of Small Employee OMB Nos. 1210.0110
nwmemwmmw Ben@ﬁtpmn
Interhal Revanu2 Sorvice This form Is required to b filed urider seclians 104 and 4068 of the Employee Retirement 2024
Dapartment of Labor Income Securlty Act of 1974 (ERISA}, and sactions 8057(b) and 6058(a) of the internal
Enmpioyeo Bunalits Sequrly Adysinistratian Revanue Code (the Code). This Forin is Open to
- e - Public Inspection
Ponsion Bonafit Guararty Carpotalion r Complete all entries In accordanca with the Instructiona to the Form 5500-8F, P

Part] | Annual Report [dentification Information

For calendar plan year 2024 or fiscal plan yaar baginning 01/01/2024 and ending 1203175024

A This relurnireport Is for: EY] a singla~amplayer plan [J a mulilpte-amployer plan (nel multiemplayer) (Pension Plan fliers cheeking this biox

must attach Schedule MEP. Other plans must altach a list of particlpating ersployer
Infarmation In accordance with the form instructions. )

B This returnfreport is D the first relumireport [:]t'he final relurnireport
E] an amendsd raturn/raport D a short plan yoar relumrréport (less than 12 months)
C Check box if filing under: [] Form 5858 U automatic extension D DFYC program
D speotal extengion {enter description)
D If the plan is a collectively-hargained plan, ShEtk NEIa ... e i U | D
E i Ihis s o retroactively adopted plan permitted by SECURE Act seclion 201, check here ... ..o b H
| Partll | Basic Plan Information—enter all requestod Information _ _
1a Name of plan b Threa-digit plan number 001
Indiana Health Group, Inc, 401K Profit Sharing Flan (PN} ¥ )
1¢ Effoctive dele of plan
01/01/4996
28 Plan spensor's nama (employer, if for & singla-employer plan) Zbh Employer Identfication Number (BN}
Maliing address (include roem, apt,, suite no, and strest, or P.O. Box) 356-1706786
City or town, state or province, country, and ZIP or foreign postal code: (if foreign, see instructions) ; -
26 Sponsor's telephone number
indiana Heaith Group, Inc |

(317) 208-7235
2d Business code (see instuctions)
703 Pro Mad Lane 621112

Carmel, IN 46032

3a Plan adiministrater's name and address E(] Same ag Flan Sponsor. 3b Administralor's EIN

3¢ Adminisirator's lalephone number

4 if the name and/or EIN of the plan sponsor or the plan name has changed since the tast retum/report dby EIN
fifad for this pian, enter the plan sponsor's nams, EIN, the-pfan name and the plan number from the

last returnfreport, 4¢ PN
a Sponsor's name
¢ Plan Name
fa  Total number of participants at the beginning of the plan year... Sa 57
b Total number of pacdicipants at the end cf the plan Year ... s §h ) 5¢
c{1} Number of partivipanis with account balances as of the begmnlng of the plan year (only defined ]
fe(t) i
contribution plang compiete this item) ... LY A R I R PR F KRR £ R €SSk Ar g4 Ra e ke mg e e b e _ 3z
¢{2} Number of participanis with account balances as of the end Df the pl*m year (only deflned 5¢(2)
contribution plans somplete this HEMY .o e 33
A{'F) total number of active paricipants at the beginning of the plan year........ S et ten - Bl (1) 45
d{2) Total number of active participants at the end of the plan yeat ... SRS ) 5d(2) 53
¢ Number of participanis who terminated r.mp[cyment during the plan year with acerued bananls that Be 0
wore jess than 100% vestad ... om e s i

Caution: A ponalty for the late or incomplete filing of thla returnlreport will be assessud unless reaaonabte cause is established,

Under penalties of perjury and othet penaalties set forth in the instructions, | declare that | have exarined this returnireport. including, if applicable, a Schedule
$B or Schedule MB complated and signed by an enrolled actuary, as well as the elecironic version of this relurn!raport and to the best of my knowledge and

lrelief, it is e, cotrect, e

SIGN _ PAMM / "“74905 Q/R/LM (,O Wu

HERE Signatgre Jan adminfstrator Cate Enter name of mo(- jdual signing as plan adminisirator

SIGN ) /) _,@&5 Janny Coleran

- fome 7 td

HERE Signature of ¢ndployeriplan sponsor Data Enter name of individual signing as employer or plan sponsor

For Paperwork Reduction Act NMotice, sae the Instructions for Form G400-8F. . Farm 5500-8F (2024)
v, 240319

| of 3

74742025, 1118 PM
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Form 5500-SF (2024) Page 2
Ga Were all of fhe plan's assels during lhe plan year invested in sllgivle assets? (588 INSIUCHONS. Y e v s s scre s v E] Yes D No
b Are you dlaiming a walver of the annual examination and repart of an independsnt quatified public accountant {1QPA) . .
undar 29 CFR 2520.104-467 (See instructions on waiver eligibillly and condillons.} ... irrarrire s sersrmsesessssesss [>_E] Yas U No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must mstmd use Form 5500,
¢ Itthe plan is a defined benefll plan, is il covered under the PBGC insurange program (see ERISA seotion 4021)? ...... J Yes f No D Not deterrminad

if “Yas" s checked, enter the My PAA canfirmation number from the PBGC premium filing for this plan year . {Bes inslruclions.)

|_Part It | Financial Information
T Plan Assoels and Liabilities

{a) Beginning of Yuar (b} End of Year
& Total plan 885015 vwyeeoiciennrione perpsecsegrees TRV Ta 7084150 8500202
By Tota) pIan TADIIHES ..vivs i eerevriesseeneeeevsessrssisararaserersarsrassssersssesiases 7h
€ Nat plan assots (subtract line Thi from line 7a) v arcnine, .. e 7084150 8500202
8 Incone, Expenses, and Transters for this Plan Year [a) Amount {b) Total

@ Contributions receivad or recsivable from:

(1) EmplOYErS s s st e | 88(01) 128280

(2) Paricipanis... ..o sssmsesssss . rerererries i Ba(2) 242549

{3) Others (INGIUGING rolOVETSY ... v s | GHLG) 262461
B OMEr INGOME (058) ...oovvesreie oot omvesemss et rnecrans s b 854117
€ Total incoma (add linas 8a(1), 8a(2), 8a(3), and 8h) e 1487377

t Benefits paid (including direct rollovers arc insurance premiums
10 PrOVIdE DOMBIEY. v s crisisirsessrsssrassrns st v esssaris essssr s 8d 46830

& Cerlain deemad and/or corrective digtributions (see instructions). 8o

f Adminlsiraiiva servica providers (salaries, fees, commissions)..... T 8f 24485

O OUIOT BRDENSES 11ov ettt sse i st as sy sy 89

ft Total expenses tadd lines 8d, 8e, 8f, and ag} v 8h 71325
I Netincomo (loss) (subtract line Bh fram Ine 86) v vnviriien. Bi 1416052
§ Transfors to {from) the plan (see NSHUSHONS). coovemiminnnion Bf

Part IV | Plan Characteristics.

9a | the plan provides pension benafits, enter the applicable pension feaiure codes from the List of Plan Characteristic Codes in the inslructions:
2E 2F 26 20 2K 3D 2T

b {If the plan provides wellare banelits, enter the applicable weifare leature codes from the List of Plan Characlerisiic Codes. in the instructiona:

[ Part V | Compliance Questions

10 During the plan yoar Yos | Ho Amount
& Was there a failure to ransmit to the plan any participant contributions within the time period
described in 29 CFR 2510,3-1027 Conlinue to answer “Yes” for any prior year failures until fully
sorreciad. (See Instrgtions and DOL's Volunlary Fiduciary Correction Programy........ [T 10a X
b Were thare any nonsxempt ransactions with any party-in-nterest? (Do not include transactions
1epOrlad CN NG TOA) i b s 10b X
¢ Was the plan coverad by a fldelily Bond? .. mm i mmnmsoenee L 40 | % 500000
d  Did the plan have a loss, whether or nol reimbursed by the plan’s fidelity bond, that was caused %
Y FEBUG OF QIBRONEBIYT 1o i ire st icrnni s by et bt bbb e seh b2 10d
& Were any fees or commissions pald to any brokers, agenls, or other persons by an insurance
cartiar, insurance service, or othar organization that provides some or all of the banefits under L
the plan? (See MSITUCHONS.) vt o s sme s | 1O
f Hes the plan falled to provide any bengfit when due under the plan? 107 X
¢ Did the plan have any participant loans? (If"Yes," enter amount a5 of YEAreNd.) c.owrern i t0g | A 58853
1 If this is an indlvidual account plan, was there a blackout period? (Ses Instructions and 28 CFR
DEDOAON-3.Y 1ot ecsbesess st ssseessssseesssesseasssssssssvssteasrsssssnson o i 16h X
b If 10h was answerad "Yes,” check the hox if you either provided the required notige or one of the
exceptions to providing the noilce applied under 28 CFR 25201013 ..o s 10t

Zof3 : T/1/2028, 1:18 PM
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Form 5600-8F {2024) Page3-1 1 |

Fart VI | Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? {If "Yes," see instructions and complele Schedule 8B
{Form B500) and Ines 11a and b below.) If this |s a defined contriikutien pension plan, leave ling 41 blank and complate ling 12 D Yas B' No
BOlOW, i e T T T T S DO POy U U PTITT TP PTTT
& Enter the unpald minimuim reguirad conirtbutions for all years from Schedule 8B {Form 5500) ine 40 ..o ... I 11z l

b PBGC missed coniribution reporting requirements. If the plan is coversd by PBGC and the amount reportad an line 11a s greater than $0, has PBGC
beon notified a5 required by ERISA sections 4043(c)(5} andlor 303(k)(4)7 Check the applicable box:
1 Yes.

[—J No. Reporting was walved under 29 CFR 4043.25(c){2) because vontributions sgual to of exceeding the unpaid minimum reguired contribution
were mada by the 30th day after the due date.

lj] Mo, The 30-day petiod referanced i 28 CFR 4043,25(c)(2) has not yel ended, and the spanser Intends to makea a contribution equal to or

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

[_J Ne. Other, Provida explanation

12 s this & defined contribution plan subject fo the minimum funding requirements of saction 412 of the Cade or section 302 of
ERISA? ... LR LRSS EL SR SRR P Y RS ERE e84 e ki1 Rs e8RSO L AR 4RI et YRR A b b e b esbssaa st ahrnerpn ara s ren "1 "

{If "Yes,” complels line 123 or Ilne-s 12b, 12¢, '12d and 12e below, as applicable. }Irthls is a defined benefit penston plan, leave U Yes U No

ing 12 bEank and complete line 11 above.

a Ihawaiver of the minimum funding standard for a prior year is baing amaortized in this plan year, sae instructions, and enter the date of the letter ruling

AT 8 OB, st eiis st re sy ar s d i bR £k a e kbbb Manth Day Year
1f you completed fine 12a, cumplata lingg 3, 9, and 10 of Sthedule MB (Form $500), and skip {o line 13.
b Enter the minimum requirad contribulion FOr this PIAnN YOI ..o vecvrerisseessseessess s saserssesmsessssssrrseess 121
¢ Enter the amount coniributed by the employer o the plan for this phn VEAE vsienteriinssoiriietessisrnecitessemrapovessrsciens 12¢
d  Subiract the amount in line 12¢ from the amount In fine 12b. Enter the result {anter & minug sign to the left of a 12d
nggaliva gingunt) .. s ittt et oot et .
& Will the minimum funding amount reported on fine 12d be mel by the funding deadling?........ccccivvcniiviicinins D Yes D No D NiA
Part VIt | Plan Terminations and Transfers of Assets
13a Has a resolution to lermiinate the plan besn adopled in any BIaN Y8EI7 e Rty anens D Yes E| No
@ If "Yes," enter tha amount of any plan ausels that reverted to the employer this year.,, OO B K
b Ware all the plan assets distributed to particlpants or beneficiaries, transferred to armihm" phm or brc;ughl ur 1der the D Yae LS_ZJ N
CORLOLOF UG PBEGT 1 orrers et msers 10t o e o 88855 L4 AL e °

€ If, during Ihis plan year, any assets or liabilities were (ransferred from this plan ko another plan(s}, identify the plan{s) to
which assels or liabilities ware ransferred. (See instryctions.)

13e(1} Name of plan(s): ' 130{2) EIN(s) 1363} PN(2)

FPart VI | RS Compllance Questions

14a Doos the plan satisly the coverage and nendiscrimination tests of Code sections 410(b) and 401(a)4) by coribining this plan with any other plans under
the penvissive aggregation ules? ] Yes K No

1403 17 this Is a Code section 401 (k) plan, check ali boxes that apply to indicate how the plan is intendad 1o satisfy the nondiserimination requisements for
amployee deferrals and employer matching contrbutions (as applicable) under Code sections 401(k)(3} and 401 (m)(2)
K] Dosign-basad safe harbor method

D “Prior year" ADP test
D "Current yoar" ADP tost
[] wia

15 Ifthe plan sponsor 5 an adopter of a pra-approved plan hat received a favorable IRS Opinion Letter, anter the dale of the Cpinion Letter ___ 06/30/2020
(MM/DRAYYYY) anid the Oplnion Letier setlal number Q7031914.

Jof3 77742025, 1:18 PM




