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
TRAN DENTAL 401(K) PROFIT SHARING PLAN PN) D 001
1c Effective date of plan
01/01/2005
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) 27-3965511
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
TRAN DENTAL 2c Sponsor’s telephone number

610-841-7555

2d Business code (see instructions)

3570 HAMILTON BLVD., SUITE 302
ALLENTOWN, PA 18103 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 4
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined
- T 5¢c(1) 4
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) 4
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) 3
€ 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. 07/11/2025 CUONG TRAN
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 172369 197584
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 172369 197584

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) 5692

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 4500

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 16669
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 26861
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 1646
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 1646
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 25215
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 23 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 250000
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 36540
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)

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_ Q703912A




OMB Nos. 1210-0116

Form 5500-SF Short Form Annual Return/Report of Small Employee 12100089
Depaitment of the Treasury Benefit Plan
falernal Revenus Servce This forn Is required lo be filed under seclions 104 and 4085 of the Employes Raliremant 2024
Depariment of Labor Income Securily Act of 1874 {ERISA), and seclions 6057{(b) and 8068(a} of the Inlernal
Employea Benefits Securty Adminstation Ravenue Cade (lhe Code}. ngz';?é‘;t;;gg:’:nm
Penslon Bepekt Guaranty Corpatation ¢} Complate all entrlgs th accordance with the Insiructions to the Form B500-SF,
[Tpart] | Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 1273172024
A This retumn/repori is for: @ a single-employer plan D a multiple-employer plan {not multiemployer) (Pension Plan filers checking this bax

mus! altach Schedule MEP, Othet plans must attach a list of participating employer
information In accordance with the form instructions.}

B This relumireport is D the first return/report D the final relurn/report

B an amended returnfreport |:| a short plan year retum/report (less than 12 months)

G Check box If filing under: D Form 5558 D automalic extension
D spacial extension (enler descriplion}

D 1f the plan is a collectively-bargained plan, Check HBTE ... e it ossen s
E £ this Is a retroactively adopted plan permitted by SECURE Act sectlon 201, check hero ..o,

D DFVC program

| Partll | Basic Plan Information—enter all requasted information

1a Name of plan 1b Three-digit plan number
Tran Dental 401(k) Profit Sharing Plan (PN b el
1c Effective date of plan
G1/01/2005%
2a Plan sponsor's name (employer, if for a single-employer plan}) 2b Employer Identification Number (EIN)

Malling address (inciude 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)

Tran Dental
3570 Hamilton Blvd., Suite 302

Allentown PA 18103

27-3965511

2c

Sponsor's lelephona number
610-841-7555

2d

Business cade {see instructions)

621210

3a Pian administrator's rame and address |X] Same as Plan Sponsor.

3b

Adminisirator's EIN

ic

Adminisirator's telephone number

4 ¥ the nzme andfor EIN of the plan sponsar or the plan name has changed since the last retumn/report 4b EIN
fited 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
Ba Total number of participants al e beginning of the plan year,.. Sa q
b Toetal number of participants al e end of the plan yaur...... 5h 4
¢{1) Number of participants with account balances as of the heginning of the plan year (only defined se(1)
CONEDRIGR PIBNS COMPIELE TS M) 1 e eeseeeve s sessss s s s bt Rsse 8 s an 4
c{2) Number of participants with account halances as of the end of the plan year {only defined Bc(2)
contribution plans comPplets This JBMY ... s 4
d(1) Total number of active participants at the beglaning of the plan year. 5d(1) 3
d{2) Total number of active parlicipants at the end of he PIAN YBAT ..t e sd(2y 3
@ Number of parlicipants who terminated empleyment during tha plan yoear wilh aceried banefits (hal 5o 0
V76re fess than 100 VESIEU ... e oy igiesrihse st s 1t 1 030 b1yt ety
Caution: A panalty for the [ats or Incomplota flling of [his returpireort will be asgessed ynioss roasonablo cause Is ostablished. .

Under penalties of perjUry and ciher penaliies sed forth In lie Instruclians, | docinre that | have examined His rmluriepor, including, f applicabls, a Schedula
5B or Schedule M8 compleled 2nd slgned by an enrolled actunry, ne wall a3 th sloctronlo varsion of Wils ratunvrspor, and to the best of my knowdedge and

belief, it {s trye, correst, and lote e ;
R f
son | Sl A /L] Jovong avan
HERE i {(Vvv p ”( ) o
- 71 Slghiature oflan adminisrator Date Entor hame of Ingividual slgaing as plan administrator
SIGN - Cuong Tran
) HER.E-' —| Signature of amployer/plan sponsor Date Enler name of individual slgning as employer or plan sponsor
For Paperwork Reduction Act Notica, seo the [natructions for Form 5600-5F, Form $500-5F {2024)
v, 240311




Forn $600-5F (2024} Page 2

6a

Wera all of the plan's assets dusing the plan year invested in eligible assets? {See lustiuctions.}....

unider 23 CFR 2520.104-46% (See Instructions on walver affglbilily and conditlons.)....

1 you answerad “No* to either line 6a or ina 6b, the plan cannot use Form 6500 SF and must !nstaad use Form 5500

e

b Are you claiming a walver of the annual examination and report of an Independent quatified publlc accounian% (IQPA)

G [f the pan is a defined henefit plan, Is it covered under the PBGC Insurance program (see ERISA secilon 4021)7 ......

IF*Yes" Is checked, anler the My PAA confirmation number from the PBGC premlum fifing for this plan year

@ Yos B No
[g Yes, D No

D Yes E]No [] Not defermined
- {Sea instructions.}

{ Part Wl | Finanelal Information

T Plan Assets and Liabllitles ' (a) Beginning of Year {b} End of Year
B TOMal PHIN BESOES 11varrserueiiassrscascrirys sasssgosssssnsprss ot e asissssrgtsoisg s Ta 172,369 157,584
b Total plan liabllities.......oceice e, 7b
€ Net plan assels (subtract Hne 7b rom ling 78} Tc 172,369 197,584
B Income, Expanses, and Transfers for this Pan Year {a) Amount _(b) Total
a Contributions recelved or receivabla from: L
(1) EMPIOYBIS oo s 8a{f) 5,692
e ———— fiaf2) 4,500
[3} Gthers (incuding rollovers) Ball}
b_Other income (loss) 8b 16,669 R
C Total income {add lines 8a(1), 8a(2), 8a(3), 2nd Bb)..cvseerrerpepices Be ‘ 26,861
d Benelits paid (including direct rollovers and Insurance premiums .
10 Provida Benefits).... oo cereniceis gt ssene s s gd
€ Certain deemed and/or corrective distributions (see lnstructions). Ba
f Administrative service providers (salarles, fees, commissions)..... 8t 1,646
[ Other expenses. . s g ) g
h_Total expenses (add lines 8d. Be, 8f, and 89) 8h +1,646
i Netincome {loss) {subtract line 8h from fine 80) 8 25,215
i Transters fo (from) the plan (sea SUUCHONE} . wneessnireomssnenes g

I Part IVJ Plan Characteristics

9a

2E 23 2T 3D

If the plan provides pension benefils, enter the applicable penslon feature codes from the List of Plan Characterislic Codes in the instructions:

b

if the plan provides wellare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the Instructions:

| Part v | Comptiance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participard contributions within the time period
describad in 20 CFR 2510.3-1027 Continue to answer “Yes" for any priof year fallures untif fuily
eorreclsd. {See Instructions and DOL’s Voluntary Fiduclary Correotion PIOGTan) ... | 102 X
b Were there any nonexempt ransactions with any parly-in-intarest? {Do not include transactions
1ep0rted ON N T0A.)uvrerserrirsuoneserersecrmmississsescsrereessiesse pssserssssssssossensmsessssvars oo | 100 ¥
€ Was the plan covered by 8 fidelity BORU? ...covesceccssisssrirsrmmsssmsssssss s s | 408 [ R 250,000
d Did the plan have a Joss, whether or not relmbursed by the plan ] ﬂdeuty bond, thal was causead X
by fraud or dishonesly? ... RO ROUORORN I L: L
€ Were any fess or commlssions paéd {0 any b;okers agenls of 01her pargons by an insuranca
carrier, Insurance service, or other o;ganlzauon that provldes some or alj of the banefils under
the plan? (See Instruciions.), ... eeveree s e v v vyttt sssseyeney | 1008
f Has the plan failed lo provlda any banefit when due under the plan? ..o | {0f 1
g Did the plan have any participant loans? (If *Yes,” enler amount a8 of year-ond.) e | tog | X 36,340
I Ifthis is an individusl account pian, was thare a blackoul pmlod? (Sae instiuctions and 29 CFR ,
2520.001-3.} crrsmrsrssaserasssessssssssrpsssorsinesesntspensssessssssttosississssspnsssapsmssenesss s | 104 X
I 1t 10hwas answered 'Yes Check lhe hox ﬂ you eithar provlded me {squlrad nollca of ong o! the
exceplions 1o providing the notice applied under 28 GFR 2620,10H-3..convevmimmnsinninsin 101

Scanned with
CS} CamScanner’;




Form 5500-SF (2024) Page 3- | |

| part VI ‘| Pension Funding Compliance
11  Ia thls a dafined benefif pfan subject to mininwm funding fequiremesnts? (If "Yos," ses instruclions and complete Schadula SB
(Form 5500) and [lnes 11aand b below) it ihls |s a defined conlribullon panslon pian leave [ine 11 biank and ccmpleio line 12 B Yes @ No

below, .. rL i rnrs s e s et bbb LA LS eb S LAY L4 LAY SR e b sz e
a _ Enter the unpald mipimum requlred centributlons for all yeats from Schedule 58 (Fnrm SSOD)Eina 40 [ 11a I
b PBGC missed contribution repoiting requirements. If the plan Is covered by PBGC and the amount reporled on line 112 Is greator than $0, hes PBGC
been notified as required by ERISA sectlons 4043(c){5} andfor 303{k)(4}7 Check the applicable box:
Yes,
g No. Reporting was walved under 29 CFR 4043.25(¢)(2) because coniributions equal to or exceeding the unpaid minimum required contribution
were made by the 30ih day after the dua date.
D No, The 30-day period referenced Ih 29 CFR 4043.25(c)(2) has not yet ended, and the sponsot inlends to make a contribution egual to or
exceeding the unpaid minimum requlred conlributlon by the 30th day afler lha due date.
D No. Other. Provide explanation

12 s this a defined contribution plan subject o the misimum funding requirements of section 412 of the Code or section 302 of

ERISA? .. ey iR S RS TA AL ASA bk e ot 8 oo ARR S FARSHERFL RS LRSS USRS RS SRR R e e e S LR BRSO {] Yes @ No
{if"Yes” comple!e Ime 12a or lines 12b 121: 12d and 120 be1ow. s app!icable) H this Is a defined benefit pension plan, leave

line 12 blank and complete line 11 above.
a If a walver of the minimum funding standard for a prior year is being amertized in this plan year, ses instruclions, and enter the date of the letter ruling

GRRNUNG B WEHIVET. e ceireaevaerstsiras st rasnsis sons s m bt s g e e sy Es srs tonos sacasse s anananassmnasdn ) brnabansnbbsbebrnsis 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 requirsd conlrbution for IS PIEN YBAL ... rrrermsssssisss s s ssesissmss ramsssrasees 12b
G Enter the amount contributed by the employer to the plar for this plan Year ..ot rrsemisae 12¢
d Subtract the amount in ine 12c from the amount in line 12b. Erter the result {enter a minus sign to the left of a 124
negative aMount) e

D Yes D No D NJA
DYes @No

8 Will the minimum funding amount reperied cn line 12d be met by the funding deadline?

13a Has aresolufion to lerminate the plan been adopted in any plan year? ...

g K *Yes," enter the amount of any plan assets that reverted to the em;:!oyer this year... 13a

b Were all the plan assets distributed lo participants or beneficlaries, transferred to anolher plan. or bmught under lhe D Yes B No
GO0l OF the PBGG T 1. ver ez sios o s saesss oo ses s ces o e sadmd b shdt bmbate e 14 s tebbas bty S re o1 £

€ I, during this plan year, any assets or liabilities were transferred from this plan to anather pan(s), identify lhe plan(s) to
which assets or liabilifies were lransferred. (See Instructions.)

13c({1) Name of plan(s}

13c{2) EIN(s) 13¢{3) PN(s)

[Part Vil | IRS Compliance Questions
14a Doesthe plan salisfy the coverage and nondlscrlrn!naﬂon lesis of Code seclions 410{b} and 401(a)(4) by corabining this plan with any other plans under

the permissive aggregation rules? [ ] ves [ No
141 if this Is a Coda section 401(k) plan, check all boxes that apply ta indicate how the plan I8 Intended to satisfy the nendiscrimination requirements for
employee deferrals and employer matching conirihutions (as applicable) under Goda sections 401(k){3) and 401{m)(2).

@ Design-based safe harhor methed
D “Prior year” ADP tesl
[] "current year ADP test

[] a

15 I the plan sponsor Is an adopter of @ pra-approved plan ih i) e calved a favorabla RS Opinion Letler, anter the dale of the Opinlon Letter 06/30/2020
(MM/DDSYYYY) and the Opinlon Letter serial numher Q703 1 a




