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
JACKSON DENTAL 401(K) PLAN PN) D 001
1c Effective date of plan
01/01/2002
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) 75-2634444
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
JACKSON DENTAL C Sponsor’s telephone number

972-492-1064

2d Business code (see instructions)

4340 N. JOSEY LANE, SUITE 200
CARROLLTON, TX 75010 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 13
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 15
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 11
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) 13
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) 9
€ 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. 07/14/2025 ROBERT E JACKSON
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii e @ Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............cc.ccooiiiiiiie e @ Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No D Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

. (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 1754032 1933801
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 1754032 1933801

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) 23008

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 90604

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 66568
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 180180
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 411
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 411
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 179769
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 2T 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 170000
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 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 D 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_ Q703191A




Form 5500-SF Short Form Annual Return/Report of Small Employee OV Nos. 1210.0110
nepangent of the Treasury Benefit Plan
Wniornal Ravenue Servioa This form is required to be flled under sections 104 and 4065 of the Empioyee Retirement 2024
Depariment of Labar Income Security Act of 1974 {ERISA), and sections B057(b) and 6058{a) of the Internal

Empiaysa Bernafis Sacwty Adniinistration Revenue Code (the Code), This I:=orm is Open to

i i Public 1 t
Ffenmn Benthl Guaranly Soparation »_Complate all entries in accordance with the Instrustions to the Form 5500.SF. ! napection

B Annual Report Identification Information

6? cal-andar plan ysar 2024 or fiscal plan year beginning 01/01/2034 and ending  12/31/2024

A This returnfreport is for; EI a single-amplayer plan D 4 multiple-empioyer plan (not rultiemplayer) (Pansian Flan filers checking this box
must attach Schedule MEP, Other plans muyst attach a list of participating emplaoyer
Information In accordancs with the form instructions.)

B This returrireport Is [] the Rrst return/report []the final returrireport

[] an amendad retum/raport [] @ short pian yoar return/repont (tess than 12 months)

C Check box if iing under: [] Form 5558 [ ] sutomatic extension [} DFVC program

D spacial extension {enter description}
D ittheplanis a collectvely-bargainad plan, check hare.. VTRV I:]
201, chack here w...uuviseccvcneee b | |

TSt Basic Plan Information—entsr all reguested Information
fa Name of plan

M e E R be g v B

E_if this is a retroactively adopted plan parmitted by SECURE Act sectian

1b Three-digit plan number
Jackson Dental 401(k) Plan

{PN) » 001
1¢ Effective date of plan
01/01/2002
2@ Plan sponsors name {emplayer, if for & single-employer plan} 2b Employer Ideniification Number (EIN)
Mailing address (include ronm, apt., suits no, and sireet, or £,0. Bax) 75-2634444

City o town, state or province, country, and ZIP or foreign postal cods (if forelgn, ses instrugtions)
Jacksen Dental

2¢ Sponsor's telephone nutmber
(972) 492-1064

2d Business cade (see instructions)

4340 N, Josey Lane, Sulte 200 621210
Camollton, TX 75010
3a Plan administrator's name and address Same as Plan Sponsor, 3b Administrator's EIN

3¢ Administrator's telephons number

4 if the nama andior EIN of the plan spans<r or the plan name has changed singe the last retumfreport | db EIN

filed for this plan, enter the plan spensor's name, EIN, the plan name and the pian nurmber from the
last return/report.

4d PN
a Sponsor's name
€ Plan Narne
8a Total number of participants at the beginning of the BlaN VBB coverr e teaessmses s eess e ot s e 5a 13
b Total number of particisants at the end of the PHBN YA cooouvsccrvcsmrie s ss e et e ees e 5b 15
&{1) Number of participants with account balances as of the beginning of the plan year {only definec 5¢(1)
contribution plans cemplete this L S 11
©{2) Number of participants with sccount balences as of the end of the plan year (only defined 5¢(2)
contribution plans complets this MY s vrnseae s stssm et ansees s e sosesensemsse s e vens s es e 13
d(1) Total number of active participants at the baginning of the plan VBB 1ovitcvnsmsss et resieerassstssmer st stre moemens ad(1) 8
d(2) Total number of active participants at the end of the Plan YEar ...t et 5d(2)
@ Number of participants who terminated employment during the plan year with acerued benefits that Ko 0
wers legs than 100% vested ...................

Caution: A panalty for the Jate or inoom' Iate filing of this returnire c.nrt will be assessoed unless reasonabie cause is established,
Under penaities of parjury and other penalties set forth in the instractions, | declars that | have examined this returmireport, including, if applicable, & Scheduio

SB or Schedule MB complated and signed by an enrolied actuary, as well as Ihe sloctronic version of this ratu rm/raport, and to the best of my knowledgea and
ief | Tue, correct, 4 nglete,

pelie re
i /:4_? PR 7 / [ f %" Robert B Jackson

n administrator Date Enter neme of individua) signing as plan administrator

Signature of smployer/plan sponsor Date Enter name of indlividual signing as employer or plan sponsor |
For Faparwork Reduction Act Notice, see the Inatructions for Farv S500-5F. Form 5500-5F (2024}

¥, 240311




Form 8500-5F (2024) : Page 2

6a Were all of the plan's assets duting the plan year investad in eligibla assets? (See instructions.)............
b Are you clalming a waiver of the annual examination and report of an indepetident qualified public acoountant {IQPA)

E Yes D No

rm 5500.

under 22 CFR 2620.104-467 (See Instructions on walver eligibiity and condltions.).....

If you answered "No” to gither line 6a or Hne 6h, the plan cannot use Form 5500-8F and mi

Lt irn

S TTTTT P

Laae

ust instead use Fo

C Ifthe plan is a defined benefit plan, s it coverad under the PBGC insurance program (see ERISA sentlon 4021 ¥

If “Yes" is checkad, anter the My PAA confimation number from the PBGC premium filing for this pian year

E Yas I:] No

e[| Yes [INo [} Not determined

- (See inslructions,)

6l | Financial Information

7 Plan Assets and Liabilities ‘.

(n} Beginning of Year (b) End of Yoar
L L T O 1754032 1933801
b _Total plan liabilities 7h
€ Net plan assets (subtract line 7b from tine L) I Te 1754032 1933801
8 _ Income, Expsansss, and Transfers for this Plan Year (a) Amount {b) Total

@ Contributions received or racelvable from:

(1) EMDIOYErs wouviiocr e s ssccon s | 88{1) 23008

(2) PACIDAMS vy s s s s | 8012) 90804 E

{3)_Others (including TOIOVEIMS). 111 s iccrserenssoreetn e vems e cevonesesnes 8a{3)
LIRS Y (o0 P Bb 66568
€ Total income (add fines Ba(1), Ba(2), 8a(3), ana 8b} .., 8c [ 180180
d Bensfits paid (including cirect rollovers and insurance premiums

_lo provide baneﬁis] 8d

2 Certain desmed and/or comective distributions (see Instructions) . 8e
f _Administrative service providers (salasies, fees, commissions)...., u¢
8 Other eXpenges.....u.rereees 8g
h_Tota) expensas (add lines 8d, 8o, 8f, and &g) . v | Bh 411
i Net Incame (loss) (subtract line 8h from line 1) P 1] 179789
i Transfers to (from) the pian (see INStrUCHONS). o evsvv oo, S 8

Plan Characteristics

2E 2F 26 2J 2K 2T

9a (i the plan provides pension benefits, enter the applicable pension faature codes from the List of Plan Characterigtic Codes in the instructions:
an

b [If the plan provides wetfara benefits, enter the applicable weltare feature codes from the List of Plan Characterlstic Codea in the instructions:

., Campliance Questions

10 During the plan yesr:

Yes | No Amount

# Was there a failure to transmit to the plan any participant contributions within the time periad

described in 28 CFR 2510.3-1027 Continita to answer “Yes” for any prior year failures until fully

corected. (See Instructions and DOL's Voluntary Fiduciary Correction Program)...........uveeeeeeenn, | 102 X
b Were these any nanexempt fransactions with any party-In-iterest? (Do not include fransactions

reportad on ling 104 ..emen, e e re e b s ot e et ekmsa s enaeesnest ansosnenesenenrnes | TOB X
€ Was the plan covered by a fidelity bond? 11 L2431 RE e U k0 et meaaa et Sapms seer 10¢c | X 170000
d Didthe plan hava a lass, whether or not reimbursed by the plan's fidelity bond, that was causad X

by fraud OF iSHANESIYT 1er e reseemsenn oo LT PO P UT P . [ 11 |
9 Were any faes or commissions paid to any brakers, agents, or other parsons by an insurance

carrier, Insurance service, ¢r ather organization that provides some ur all of the benefits under X

the plan? {See mstmctuens} 10a

Has the plan failed to provide any benelit when due under the 22 L R 10f X
@ Did the plan have any participant loans? {If “Yes,” enter amount as of year-end.} ... 10g X
h i this is an individual account plan, was there a blackout period? (See mstructions and 29 CFR X

2520,101-3.) LT e e s e s e b ereen e seseenssssssemscenseeerens | 1O
i ¥ 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 2520.161-3 S RUNOYPOTUUR . ||




Form 6500-8F (2024) Page 3- [ 1

| Pension Funding Compfiance

11 Is this a defined benefit plan subject to minimum funding requirements? {If "Yes," see Instructions and complete Schedule SB

{Form 5500) and lines 113 and b helow.) If this Is & defined contribution pensien ptan, leave line 11 blank and complete ling 12 D Yas D No
BBIOW. o121 it cep s seenepesseneas arares

L T LI T IT IR TY I I rishee v TRLTTY LY PETTTVTYIT IV e

jons for all years from Schedule 88 {Form 5500 fine 40.... l 11g |

@ _Enter the unpaid minimum raguired contributi

b PBGC missed contribution raporiing requirsments, if the plan is covered by PBGC and the amount reportad on line 11a is greater than $0, has PRGC
been notifled as required by ERISA sections 4043(c)(5) andior 303{(K)(4)? Check the apriicable boye

Yas,

[:[ No. Reporting was walved under 20 GFR 4043.25(c)(2) because tontributlons equal to or exceeding the unpaid minimum regquired coniribution
were made by the 30th day afier the due date.

D No. The 30-day period refarenced in 20 CFR 4043.25(0)(2) has not yel ended, and the sponsor intends to make a contribution equal fo or
exceading the unpaid minimum required contribution by the 30th day after the due date.

[] No. Other. Provide axplanation

12 1s this a defined contribution plari subject 1o the minimum funding requiremants of section 412 of the Code or section 302 of
ERISA? ...t

(If "Yes," complete line 122 or uﬁ;'é"iéi;',"1'55."&'5&',"5}}&"1'5;'15;55;;}'QE'SBEiiE;Eié.'j'r'i'{i{};'};'é‘ééﬁﬁ}éa'i;;}i;h'i'ﬁé'ﬁ'é}&;}i'ﬁi;ﬁ'."|'é;¥;'" [] ves i Mo
line 12 blark and complete Hine 11 above,

a If a walver of the minimum funding standard for a prior vear is being amorilzed In this plan year, see instructions, and enter the date of the leiter rullng

granting the waiver, I I e e e et e e st semaensenesesen, IOTIEHE Day Year
It you completed line 128, complete lines 3, 9, and 10 of Schedule MB (Form §500), and skip to line 13,
b_Enter the minimum raquired contribution for this PRAN YBAF .cvvvvirerrens e corseesns e, N B -
€ _Enter tha amount coniributed by the empioyer to the plan fot this plan ) 4: L2 12¢
o Subtract the amount in ine 12¢ from the amount In line 120, Enter the result (enter a minus sign 1o the lefi of & 12d
ne-qativeamount)m_w .

D Yes E[ No |:| N/A

f1| Plan Torminations and Transfers of Assets

13a Has a resclution toterminate the plan baon adopted In BIY IS YBAF? v v, Yes K| No
a_If"Yes," enter tha amount of any plan assets that reverted to the employer this Year. . ..o sennon, | 138
b Wera all the plan assats distributed to participants or baneficlaries, transferred to another plan, or brought under the
I:] Yes E] No

control of the PEGC? e 1 0 e s e e e e e

€ 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 llablities were transferred, (See instructions.)

13¢(1} Name of plan(s): 136{2) EINis) 13¢(3) PN(s)

Vil IRS Compliance Questions

14a Does the plan satisfy the coverage and nandiscrimination tosts of Code sections 410(b) and 401 (aj(4) by cembining this plan with any other plans under
the permissive apgregation rules? ] Yas X No

14b If this is a Coda section 401(k) plan, check all boxes that apply to Indicate how the plan is intended to satisfy tha nondistrimination requirements for
smployee 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

[] wa

15  Ifthe plan sponsor is an adopter of & pre-approved plan that received a favorable IRS Qpinion Lelter, enter the date of the Opinion Letter 06/30/2020
(MM/DDAYYYY) and the Opinicn Letter serial number Q703191 a,




