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
ST. JAMES DENTAL CARE PLLC 401(K) PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
01/01/1977
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) 26-2831746
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
ST. JAMES DENTAL CARE, P.L.L.C. C Sponsor's telephone number

631-584-5330

2d Business code (see instructions)

587 LAKE AVE.
SAINT JAMES, NY 11780-1924 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 12
¢(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) 12
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 8
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 7
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 1

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. 07/17/2025 MICHAEL SEGNINI
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 1912205 2262767
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 1912205 2262767

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) 34549

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 53500

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 264706
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 352755
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 2068
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 125
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 2193
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 350562
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 2 2K 2G 3D 2F 2A 2T 2R
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........... 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)

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 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_ Q703995A,
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Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 121001 1
Dupartrrmnt of the Trisury Benoflt Plan
intomal Revenue Service This form Is requied 1o ba fiad under sactions 104 and 4065 of the Employee Retirament 2024
Dapartment of Labor Intorne Secaurity Act of 1974 (ERISA), and sactions 8057(b) and 6058(g) of the Intermal
Erpkyew Beneffs Shcury Administraion Revenue Coda (the Code), 11;:: ;?cnlnn:s pgc';?;nh
Pansion Reneft Guaranty Corporeton b Complete all entries in sccordance with the Instructions to the Form 8500-SF.

| Part!l | Annual Report Idanhﬁcahon Information

For calendar pla ysar 2024 or flscat plan i 01/01/2024 and ending L2/3172024
A This mtumireport Is for: -] slnglmmptoyar plan [] a multiple-amployer plan (not multiemployer) (Pengion Plan flers shacking this box

mitst attack Schadule MEP. Other plans must attech & list of participating amployer
information in accordance with the form instuctions )

B This retumvraport s [] the first retumivepon [ Jthe final retumwepon
[] an amended retumiropost | ] short plan year retumireport (ess than 12 months)
€ Chack box if filing under: Farm 5668 D automatic extension D DFVC program
spaclal extension (enter desoiphion)
D 1ithe plan ie 8 collectivety-bargained pian, chack hara B ’ D
E ifthis ls a ratro adopted plan permitted by SECURE Adt section 201, ched M ... cu-ccoses | ]
[“Partil_| Basic Plan Information—enter all requested information
1a Nama of plan 1h Three-digit plan number
gT, JAMES DENTAL CARE PLLC 401(K) PROFIT SHARING PLAN (N ¥ 001
1¢ Effective date of plan
01/01/1977
2a Plan spensor's name (employer, if for a single-employes plan) 2b Employer Identification Nurmber (EIN)
gallln,g addreas (incdude room, apt., sullanr:‘o.z;;\d 3:;@3";. or P.Ct)a. %g:) o ) 262831748
Ity or town, state or province, courtyy, 9 or forelgn postal cods reign, see instiuckons
ST. JAMES DENTAL CARE, P.1L,L.C. 20 Sponsors talephone number
631-584-5330
587 LAKE AVE. 2d Business code (5o Instructons)
SAINT JAMES NY 11780-1924 621210
Ba Plan administrator's name and address [} Same as Plan Sponsor. 3b Administrator's EIN

3¢ Administrator's telephione number

4 1f tha name andlor EIN of the plén sponsor or the plan name has changed since the fast returraport | b EIN
filed for this plan, entar the plan sponaors name, EIN, the ptan name and the plan number from the

Tast retumreport. Ad PN
a Spensor's name
¢ Plan Name
5a Total aumber of participants at the beginning of the plan yaar ba 13
b Total number of parliGipANS aLTE SN OF S PIRTE POBE..........scrrsorssiimisimniassessas s smmsasysseersnseeresss Sh iz
¢{1) Number of participants with account batances as of the beginmng of the: plan year (enly defined 5c{1)
contribution plans complete this term) .. 11
6(2) Number of participants with accouni halanm 8% afihe end of the plan year (onty defined 5¢(2)
cortribution ptans complete this itaim) 12
d(1) Total number of active participants ot the baginning of the plan year. Bd(1) 3
d(2) Total nurmber of active PAriCIPANS At the BNd OFTE PIAIN YEBR...rrw.cuuressser s sesssrssssesmmsssisssssrassiss 5d(2) 7
& Number of panticipants who temninated employment during the plan year with acensed benelits tha! Se 1
e E0Q (M5 than 100% vested.........
Caution: A penaity for the late or Incomple!

Under panalties ofpedw and other panafiias sat forth o the instructions, | deciare that | have examingd this retum/report, including, :fappﬁeame a Schedule
SBorthedule MB Bl and algnadbyanenrouedactuary. % well a6 the alwctronic version of this retumdapont, and ta the best of my knowladge and

7/17/2025 [Michael S_e___gnlnx

: ml}nlsm‘;r.) Diate Enter name of Individual signing as plan administrator

SIGN

v, 240311

ElgnatuF of smployeviplan sponsor Date Enter name of Individual siqning as employar or plan sponsar |
or Paparwork Reduction Act Notice, see fhe instractions for Form sE00-5F, Form 5500-8F (2024)
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Form S500-8F (2024) Page 2

Foonso00d

6a Were all of the plan's assets during the plan year invested in eligible assets? (Sae Instruclions.)

..... E\'esﬁm

B Ans you clalming & waiver of the annual exanination and report of an indepandent quaiifisd pulilic accountant (IQPA)

G if the plan Is a defined benefit plan, is it covered under the PBAC ingurance program (see ERISA section 4021)7

under 20 CFR 2520.104-457 (See instructions on walhvar eligibliity and condiiions )

‘r’es[]No

it you answared *No to either line &a or line b, the plan cannot use Form 5500-8F and must knstead uge Farm 5500,

......

[ ves [INe [] Net determined

If "yes Is checked, entes the My PAA canfirmation number from the PBGC premium filing for this plan year, . (Sea Instrustions.)
[ PartIll_| Financlal Information
7__Plan Assets and Linbiliies (a) Beginning of Year (b) End of Year
# Total plan assets 7a 1,912,205 2,262,787
b_Totl plan liabiiies ... — i
©_Net plan #ssets (subtract line 7b from g 78). ..o — 1,812,205 2,262, 767
8 Income, Expenses, and Transfors for this Plan Year (a) Amount {b) Total
a Conn'lbutlons recelved or regeivable from:
L Ba(1) 34,549
(:_1 Participants. ... Ba(2) 53,500
{3) Others (including ruilwars) .................... N — 8a(Y)
b_other incoms foas) .8b 264,706
£ Tobal insome {add lines Sa(1), 8a(2). Sa(3). and 8b).......c....r. _— Be 352,755
d Benefits paid (mcludmg direct roliovers and insuranne premiums
panefis).......... R .| 8d 3,068
€ Ceraln deamsd mndlur correchive dmnbuliona {see lnﬂmﬂlm} Be
f Administrative service providers (salaries, fees, commissions).... |  8f 125
__g Other sxpanses L]
h_Tolal expenaes (add lines 8d, 8o, B and 8) ..o — h 2,193
I__Netincome (loss) (subiract line 8h from ling 86) oo 1 81 350,562
j transfers to Grom) the plap (see Instructions) ............. S 8

| Part IV | Plan Characteristics

Oa

28 2J 2K 2@ 3D 2F 2A 2T 2R

If tha plan provides penzion benefits, enter the applicable pansion foature codas from the List of Plan Characteristic Codas In the inshructions:

b |if the plan provides welfare benefils, enter the applicable walfars faature codes from the: List of Plan Characterstic Codes In the nstructions:
| PartV | Compliance Questions
10  During the plan year: Yes | No Amount
& Was there a fallure to ransmit to the plan any padicipant contributions within the time pariod
described in 29 CFR 2510.32-1027 Continua to answer "Yes™ for any prior year falluras until fully
comecied. (Ses instructions and DOL's Volurtary Fiductary Comrection Frogram v 10 X
b Wese there any nonsxempt transactions with any party-in-imerest? (Do not Include transactions
reporied on line 106.) 10b X
€ Was the plan covered by a fidelity bond? 106 1 500,000
d Did the plan have a loss, whether or net reimbursed by the plan's fidelity bond, that was mused x
by fraud or dishonesty? s .. 1 10d
& Were any fees or commisstons pald to any brokers, agents, or other parsons by an insurance
calies, insurance service, or other organization that provides some or all af the benefits undar %
the plan? (See Instrudions.) . [— 100
f Has the plan failed to provide any benefit when dug under the plan? 1o X
@ Did the plan have any participant loans? {if “Yas,” antar amount 88 OF YERF-ENLLY vrrereresscsmrrnses 10g ¥
R ¥ thic is an Individual account plan, was there a blackout period? (See instuctions and 28 CFR
2620.101-3) 10h %
i ¥ 10n was answered “Yas,” check the box if you efver provided the required nolice or one of the
101

axceptions to providing the notice applled under 28 CFR 25201013, oo coconne
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Form S500-5F (2024) Page3-[ |

l Part VI_ | Pension Funding Compliance

11 s this a dafined benefit plan subject to minimum funding requirements? (f "Yes,” ses insinuctions and camplete Schedule 5B
{F?m 5500) and lings 11aand b bemw) If thie ia B deﬁned mmﬂhuﬁun penshn plan teave fine 11 blank and mmplele fine 12 D Yag [] ™

mwxuses

Enter the unpaid minimum requined cordributions fnr alf years fmm M’nedtﬂe SB {Form S500) the 40 oo 118

T [

PBGC missod cantribution reporting requinements, if the plan Is coversd by PBGC and the amount raported on iine 11a is greater than $0, has FBGC
besn nofified as required by ERISA sections 4043(c)(5) and/or 303(k)(49)? Check the applicable box:

Yes.
[] No. Reporing was walved under 20 GFR 4043.25(c)(2) bacause conhibutions equak to or exceeding the unpaid minimum required contribution
wera mada by the 30th day atter the due date.
No. The 30-cay parod referenced In 29 CFR 4043.26(c)(2) hos not yet endad, and the sponsor Intendy Lo make & contribution egtial 1 or
exceading the unpald minimum required contribution by the 30th day afier the dua date.
[} No. Other. Provide explanation

412 i3 this a defined contribution plan subject to the mininium fsnding raquirsments of seotion 412 of the Gode of section 302 of

ERISAT ..ocnnimmmnmmesieras D Yes @ No
(i *Yes" mmplem tine 12a ortines 12b, 12¢, 124, and 12a below, as applicable.) i this is 3 dafined banefit pension plln.

line 12 blank and somplete line 11 above,

A ifa walver of the minimum funding standard for a pﬂnryem Iz being amortized in this plan year zae Instruciions, and enler the date of the letter ruling
Morify

granting e waiver. ....... msemsvene gt rmmes i A LA SRS AL L s ARt 1 oo ki s s - Cray Yoar
# you com ling 124, completo lines &, 9, ancl 10 ur chedula MY (Form and ski 13.
b Enter ihe minimum required contribition for this plan vear ) 12b

€ Enter the amount contributed by the employer to the plan for #its plan year 1

d Subiract the amourd in ling 12¢ from the amount in fine 12b, Enter the result (enter a minus sign to the left of a t2d
negative aMmount) .o T —

mANANAANNIURRNANE T RTS Ry

@ Willthe minimum funding ameunt reporied on fine 12d be mot by the funding deadine? [] ves [ No [] wa

[ PartVI) | Plan Terminations and Transfers of Assets

13a Has s resolution to termingts this plan been adopled in any plan year? Yes E No

& If "Yes," enter the amount of any plan assels that reverted to the employer ihis year - 13a
b Were all the plan assets distibuted to participants or beneficiarien, transferted to anolher plan, or brought undar the ['] vas B No
control of the PBECY ...

480NN F AR AT E VR Ty £ 1y ke Ak S A A s TN

Mntmanmuyrrnanan NarvETtE YT IrYTary e IS Dy S LI T A A AT )

G I, during this plan year, any assets or liabilities were transfamad from this plan to anuthes plars}, identify the plangs) to

which assets or llabitties were transferred, (See instructions.)
13e{f) Name of plan(s). 13c(2) EIN(s) 13c(3) PN(=)

{PartVill | IRS Compliance Questions

14a Does the plan aaﬂsfy the covarage and nondizerimination testa of Coda sections 410(b) and 401(a)(4) by combining this plan with any other plang under
the permigsive a ation ules?] | Yes Ng

44b I this Is a Code section 401(k) plan, check alt boxes that apply 10 indicate how the plan is intended to satisfy the nondiscrimination requirements for
enployes daferrals and employer matohing sontributions (as applicable) under Cotle sections 401K and 401(m)G2).

B Design-vased safe harhor methad
[] -Prioryear ADP tast
[] “Gument year" ADP test

[] wa

15 Jf the plan sponsor is an adopter of 8 pre-approved plan that mmlved a favorable IRS Opinlon Latter, anter the date of the Opinion Latter 06/30/2020
(MMDDIYYYY) ar the Opinion Lattar serlal number, 0703 T




