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
COUNTRYSIDE NEUROLOGY, INC 401K PLAN PN) D 001
1c Effective date of plan
01/01/2018
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.O. Box) 20-0924147
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
COUNTRYSIDE NEUROLOGY, INC C Sponsor's telephone number

727-463-1221

2d Business code (see instructions)

9806 NEW PARKE ROAD
TAMPA, FL 33626 621111

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 2

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. 07/14/2025 ARDESHIR KHADEMI
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 07/14/2025 ARDESHIR KHADEMI
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 332045 496097
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 332045 496097

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) 61315

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 32000

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 75086
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 168401
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 4349
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 4349
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 164052
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 2J 2K 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? ... 10¢ X
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance

carrier, insurance service, or other organization that provides some or all of the benefits under X

the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.101-3.) oo 10h X

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




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_ Q703731A,




7/14/2025 10:04 AM FROM: Fax Countryside Neurology Inc TO: 7274457721

Patient: LAZE, Gerta (no One Else Acess This File) DOB: Jan i, 2022
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. 0
Form 5500-SF Short Form Annual Return/Report of Smalt Employee OB Hos. 1
ooy Benefit Plan
et e Sevice This form §s required 1o be filed under sections 104 and 4065 of the Employee Relitament 2024
(ymm—ry P Income Securily Act of 1974 (ERISA}, and section 6057(b) and 6055{a) of the Internal This Fasm Is Open to

Erngoyen Banphiy Satanly Adcwatiaion Revenue Code {the Code}.

Fangitny Banptn Guaraniy Oomoration

Pubiie Inspection

» Complete all entries in accordance with the instructions to the Form 550-SF,

[Part]1| Annual Repart Identification Information

For calendar plan year 2024 or fiscal plan year beglaning

01/01/2024 and ending

12/31/2024

A This refumireport is for @ a single-employer plan

a mulliple-gmployer plan {nol multiemployar) (Pension plan fifers checklng this box
must attach Schedule MEP. Other plans must altach a st of participating employer

information in accordance with the form instivclions.)

B Tiis returnireport is; U the first returnitepor D the final reiumirepont

D arn amended relurnfreport D a short plan year refurnfrepott {fess than 12 months)

C Check box i filing under: Form 5538
special extension (enter descdption}

D automatic extension

D 1 the plan is a collectively-bargained plan, chack here

E 1t this is a relroactively adopled plan permitted by SECURE Acl section 201, check here [

D DFVC program

| Partl] _Rasic Plan information -— enter a requested information

fa Name of plan
Countryside Neurology, Inc 401k Plan

1h Three-digh plan number
(PN) > 001

1 Eflactive date of plan
0170172018

23 Plan sponsocs name (employer, it for a single-employer plan}
Mailing Address fincluede room, apl., sulte no. and shreet, or P.O. Box} . )
City or town, Slase o prevince, country, and ZIP or ioreign postal code (if foreign, see instructions}

Countryzide Keurology, Ine

SR06 New Parke Road

U3 Tampa Fl 3I626

2b Employer ldeniilication tumber
(EiNY 20~-0824347

2¢ Sponsor's telephona number
{127y 463-1221

2 Business code (see instructions)
6221313

3a Plan adminisirator's name and address Same as Plan Sponsor

35 Administrator’s EIN

3¢ Administrater's lelephone msmber

1t the name andfor FIV of the plan sponsor or the plan name has changed since the fast returndrepon lied
4 for this plan, enler the pian spgnsmgﬂname. EIN, gwe phan name aod w?e plan number from the Iggc b Em
retirnfreport.
a8 Sponsors name 4d PN
¢ Plan Mame
S8 Total number of participanis at the beginning of the plen year Sa 7
b Total number of participants at the end of the plan year 5p 9
{1} Number of participants with accousst balances as of ths beginning of the plan year {only defined 5c(1)
contribtion plans complete this Hem) &
¢f2)  Nember of pasicipants with accoun! balances as of the snd of ihe plan year (only defined 5¢(2)
conribution plans complele this item])
{1} Toiat number of active pasticipants al the beginning of the plan yvear 5d(1)
{2} Total number of active paricipants al the end of the plan year Bd(2)
Number of participants who terminated employment during the plan year with acorued benefits that
were Jass than 100% vested Se 2

Caution: A penalty for the late or Incomplete filing of this returnirepont will be assessed unlass reasoneble cause Is established.

Ungisr penaliies of pevjury and othes penalties sat forth in the instructions, | declaze that | have examined tis retumireport, Intluding, #f applicabin, a Schedule
S8 or Scheduis ME completed and signed by an envolled aciuary, as well as the electronic version of this retumfepornt, and to the best of my knewledge and

Laliel, ¥ is rue, correcl, and complete, ¥
B rsapemsy s

SIGN ;&1‘/’ ﬁ_;_sm g9 AN L Y Z{ | Ardeshir Khademi M
HERE | Signature of plan administr Data Enter aame of individugl signing ¢ plan administrator
SIGN oo Qﬁ\ - OV E r{lj/)f Axdeshir Khademi MD
[ HERE| Signature’sf employeApian sponsor )( Date Enter nama of individual signing as emplover or plan spansor

Far Paperwork Reduction Act N'B“(tce,-me-ﬂrﬁ'fnlstmct‘ions jor Form SE00-GF.

Document: 20250714-Ardeshir Khademi ...
Page 2 of 4

Form 5500-5F {2024}
V. 240311

Printed: 07-14-2025 10:03:30




7/14/2025 10:04 AM FROM: Fax Countryside Neurology Inc TO: 7274457721 PAGE: 004 OF 005
Patient: LAZE, Gerta (no One Else Acess This File) DOB: Jan i, 2022
[
i Form 6500.SF 3024 Paae 2
|
Ga Were all of the plar's assels during the plan yeas invesied in eligible assets? (See instroctions.) lves [_INo
b Are you daiming a waiver of the annual examination and report of an Independent qualified public accountant (IQPA)
under 29 GFR 2520,104-467 {See instructions on waiver efioibiity and conditions.} w BElves [ iNo
It you answared “No™ to either fine &a or line 6b, the plan cannol use Form 5500-SF and must inslead use Form 5500.
€ I the plan is a defined benelil plan, is itcavered under the PBGG insurance program (see ERISA seclion 4021)7 Mives [3to [_INotdetermined
1t "Yes" is checked, enter the My PAA confirmation number from the PRGC premium fifing lor this year - {See instruclions.)
| Part il | Financial Information
7 Plan Assets and Liabilities . {a} Beginning of Year by End of Year
8 Total pian assels 7a 332,045 496,097
b Total plan labiiities - b o 1]
$  Netplan agsels {subliact line 70 from ling 73} wovsoirimsmrssny 7c 332,045 496,087
8 Income, Expenses, and Transters for this Plan Year N {a) Amoum b} Total
a Gomdnbulions received or receivatis irom; e L <
(1) Empgloyers 3aft) 61,315 |y, My . F T e
(2) Padicipants gaf2) 32,000 ° v CT L EL L e
{3} Others fincluding rofiovers) 8a{(3) P R it
b Otherincome {luss) 8t 75,086 AR
C Totalincoms {add fnes 8a{l}, Ba{2}, a3}, and Bh) PPN S |4 e AL 168,401
d Benefits pald {Including direct roflevers and insurance premiums i HEE Y R
1o provide benefits) —— 4,348 1 aoomher el ok T
e Ceslain deemed andior correclive distibutions {ses instructions) ..l 8e - o L T A
{  Adminisirative service providers (salaries, fees, commissions) ..l 81 i 4 T e &
{1 Other expenses 8g e w3 Fie |
1t Total expenges (addlines Bd. Be. 8L and 88)  cwspmmmmenrn]  8R ) . 4,349
1 Natincome floss} (subtract line 8h Irom e 8¢ wenomrecevsnnee ) Bi o e T 164,052
i Transters to {from) the plan {see NSIUCHONS)  wensmessesenren:] 8 e T s e B A
| pari 1V}l Plan Characteristics
Qal if the plan provides pengion benefits, enter the applicable pension feaiure codes from the List of Plan Charasteristic Codos in the Instructions:
28 2E 2F 26 29 2ZK 3D
b! It the plan provides welfare benafits, enter the applicable wellare feature codes from the List of Plan Charactedsiio Codes in the instructions:

| part v il Compliance Questions

10 During the plan year; Yos ] Ho Amount
a  Was there a faillure 1o transnilt fo the plar any paniicipant contributions within the time period
described n 29 CFR 2530.4-1927 Conlinte {o answer "Yes® for any prior year laliures until fully
comectad. (Sse inguctions and DOL's Yoluntary Fiduclary Correction Programy) somspesmirisirenierenns | 102 x
b Were ihore any norexempt transachions with any pariy-in-interest? (Do notinclude transactions
sepored on line 10a.) Hib X
G Was the plan covered by a lidefity bond? wew § 106G %
o D the plan have a loss, whether or not reimbursed by the plar's lidelity bond, ihat was caused
by fraud or dishonesty? wonee | 100 X
€ Woere any fees or commilssions paid 1o any brokers, agenls, or other persons by an insurance
garrier, Inswrance service, of other organization that provides some or all of the benefits uncer
e plan? {See instructions.) e | $08 X
f Has the plan failed to provide any benelit when due under the plan? 10f X
¢ Did the plan have any participant loans? (i "Yes,” enler amount as of year end.} wmsssrnsesrrereens | 300
B ff this is an individual account pian, was therg a blackets period? (See instructions and 29 CFR -
2620.101-3.) e | 100 x e T
i H 10h was answered "Yes,” check the box if you either provided the required notice or one of the S ,"‘;f-“- . E
exceptions fo providing the notice applied under 29 GFR 262010313 100 TR T R

@

Document: 20250714-Ardeshir Khademi ...

Page 3 of 4

Printed: 07-14-2025 10:03:30



7/14/2025 10:04 AM FROM: Fax Countryside Neurology Inc TO: 7274457721 PAGE: 005 OF 005

Patient: LAZE, Gerta (no One Else Acess This File) DOB: Jan 1, 2022

Form 5500-SF 2024 Page 3 - |
| Part vi'$ Pension Funding Comphiance
11 15 this a defined benefit plan subject to minimum {unding requirements? (if "Yes,” see instructions and complete Schedule
SB {Form 5500} and 4ines 11a and b below.} If this i2 a defined contribution pension plan, leave Bne 11 blank and complete D Yes Mo
1ing 12 DEIOW i

a. Enter the unpaid minimum reguired conlibutions for all years frem Schedufe SB (Form 55001 ine 40 v ' 1ia i
b PBGC missed contribution teporting requirements, i the plan is covered by PBGC and the amount reportad on ling 114 is greater than §0,
has PBGC been notified as required by ERISA sections 4043(c){5) andior 303(k)(4)7 Check the applicable box:

[ 1 ves.

{1 Mo, Reporting was waived ynder 29 CFR 4043.25{c){2) because cantributions equal 1o or excesding the unpald minimurn required contribution
were made by the 30th day aftar the due date.

] Ho. The 30-day peried referencad in 28 CFR 4042.25(0)2) has-not yetended, ard the cponsor infends fo make 2 contribution-equatio-or
excesding the unpaid minimum required contribution by the 30th day after the due date.

{73 No. Cther. Provide explanation

12  is this a defined contribution plan subjact 10 the minimum (unging requirements of section 412 of the Gode or saction 302 of
ERISAT 1 Yes No

{4 "Yes." compleis re 12a or lines 12b, 120, 12d, and 12e below, as applicable.) i this is a defined benaist pension plan,
feave ine 12 blank and complete ilne 11 above,
a [fawaiver of the minimum lunding standard for a prior year is belng amortized in this plan vear, see instruciions, and enfer tha date of the letler
ruling granting ths waiver
Y you complated line 12a, complete fines 3, 9, and 10 of Schedule MB {Form 5500}, and skip 1o tine 13,

oSS AL IE} Day Year

B Enter the minmum required contibution for this plan year. 126

¢ Enter the amount contributed by the emplayer to the plan for the plan year 12¢

¢ Subtract the amount In ¥ipe 12c from the amount in fine 12h. Enter the resull {enier a minus sign to the lsl 12d
of a negative amount]

€ Wil the minimum funding amoun! reporied on ling 12d be met by the funding deadling? v 71 ves[T] No 1 A
PR .
[Part Vﬂjﬂl Plan Terminations and Transfers of Assels

134 Has a resolufion 1o terminate the plan been adopled in any plar y8ar? ] ves [E]l No
i "Yes,” enter the amaunt of any plan assels that reveried to the employer this year : 13a
b Were all the pian assets distribuied to participants or beneliciades, transterred fo another plan, of bmugm under ¥
the control of the PEACT e e | YeS ho

€ if, during this plan year, any assets or fabilities warg iransfered from this plan to another planis), xdenixfy the planfs} io
which assals or Eabililes were translerred, (Sse instructions.)
13¢{1} Name ol plan{s) 13¢{2) EIN{(s} 13c(3) PiN{s}

i—Pért?Vlf‘la:‘! IAS Compliance Questions
144 Doss the plan satisly the coverage and nondiscrimination tests of Code sections 410{b} and 401{R)4) by combining this plan with any other plans
undsr the permissive aggregation riles? [ Yes [X]io
14b i this is & Code section 401{k) plan, check &1 boxes that apply to indicate how the plan is Intended 1o salisly the rondisctimination requirements
for employee deferals and employer matching contributions {as applicable) under Code seetions 4010{3} and 4071{m}{2).
Dasfgrebased safe harbor mathod
[.] "Prior year* ADP test
{1 "Currant year* ADP test
s
15 I the plan sponsor iz an adopter of a pre-approved plas that recelved a Tavorable IRS Opinion Latter, enter the date of the Opinicn Latter

96/ 30/ 2020  (MM/DD/YYYY) and the Opinion Letter serial number  0703731s |

Document: 20250714-Ardeshir Khademi ... Printed: 07-14-2025 10:03:30
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