
Form 5500-SF 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Short Form Annual Return/Report of Small Employee 
Benefit Plan 

This form is required to be filed under sections 104 and 4065 of the Employee Retirement 
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal 

Revenue Code (the Code). 

 Complete all entries in accordance with the instructions to the Form 5500-SF. 

OMB Nos. 1210-0110 
1210-0089 

2024
This Form is Open to 

Public Inspection 

Part I   Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning  and ending 
A This return/report is for: X  a single-employer plan X 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 X  the first return/report X the final return/report  

X  an amended return/report X a short plan year return/report (less than 12 months) 

C  Check box if filing under: X  Form 5558 X automatic extension X  DFVC program 

X  special extension (enter description) 

D  If the plan is a collectively-bargained plan, check here ..............................................................................   X 

E  If this is a retroactively adopted plan permitted by SECURE Act section 201, check here .........................   X 

Part II   Basic Plan Information—enter all requested information
1a  Name of plan ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI

1b Three-digit plan number
(PN)  001 

1c Effective date of plan
YYYY-MM-DD 

2a  Plan sponsor’s name (employer, if for a single-employer plan)
 Mailing address (include 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) 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGH 

2b Employer Identification Number (EIN)
012345678

2c Sponsor’s telephone number
1234567890 

2d Business code (see instructions)
123456 

3a  Plan administrator’s name and address X Same as Plan Sponsor.ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901I A 

3b Administrator’s EIN
012345678

3c Administrator’s telephone number
1234567890 

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

a  Sponsor’s name
c  Plan Name   D
EFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI CDEFGHI

4b EIN012345678

4d PN 012

5a Total number of participants at the beginning of the plan year .............................................................. 5a 12345678 

b Total number of participants at the end of the plan year ....................................................................... 5b 12345678 

c(1) Number of participants with account balances as of the beginning of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(1) 

c(2) Number of participants with account balances as of the end of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(2) 

d(1) Total number of active participants at the beginning of the plan year ................................................. 5d(1) 
d(2) Total number of active participants at the end of the plan year .......................................................... 5d(2) 

  e   Number of participants who terminated employment during the plan year with accrued benefits that
were less than 100% vested ............................................................................................................... 5e 

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, I declare that I 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 
HERE Signature of plan administrator Date Enter name of individual signing as plan administrator 

SIGN 
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 

01/01/2024 12/31/2024

X

ATLAS POOLS OF CENTRAL FLORIDA 401(K) PLAN 001

01/01/2020

3028 KANANWOOD COURT, SUITE 1016 
OVIEDO, FL 32765

59-2782342

ATLAS POOLS OF CENTRAL FLORIDA, INC.
407-277-7226

238900

X

45

41

29

25

31

29

0

Filed with authorized/valid electronic signature. 07/16/2025 BRUCE WEMPLE
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ......................................................  X Yes X No 
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)  

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.) ..........................................................................  X Yes X 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. 
 
 
 
 
 
 
 
 
 
 
 
 
 

c If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... X  Yes   X No    X  Not determined 
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year_____________________. (See instructions.) 

 
Part III   Financial Information 

7 Plan Assets and Liabilities  (a) Beginning of Year (b) End of Year 
a Total plan assets ..........................................................................  7a -123456789012345 -123456789012345 

b Total plan liabilities .......................................................................  7b -123456789012345 123456789012345 

c Net plan assets (subtract line 7b from line 7a) ..............................  7c -123456789012345 -123456789012345 

8 Income, Expenses, and Transfers for this Plan Year  (a) Amount (b) Total 
a Contributions received or receivable from: 

 (1)  Employers .............................................................................  8a(1) -123456789012345  

   (2)  Participants ............................................................................  8a(2) -123456789012345  

 (3)  Others (including rollovers) .....................................................  8a(3) -123456789012345  

b Other income (loss) ......................................................................  8b -123456789012345  

c Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) .....................  8c  -123456789012345 

d Benefits paid (including direct rollovers and insurance premiums 
to provide benefits) .......................................................................  8d -123456789012345  

e Certain deemed and/or corrective distributions (see instructions) .  8e -123456789012345  

f Administrative service providers (salaries, fees, commissions) .....  8f -123456789012345  

g Other expenses ............................................................................  8g -123456789012345  

h Total expenses (add lines 8d, 8e, 8f, and 8g) ...............................  8h  -123456789012345 

i Net income (loss) (subtract line 8h from line 8c) ...........................  8i  -123456789012345 

j Transfers to (from) the plan (see instructions) ...............................  8j -123456789012345  

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:   

 

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) .........................  10a 

  
-123456789012345 

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions 
reported on line 10a.) ....................................................................................................................  10b   -123456789012345 

c Was the plan covered by a fidelity bond? ......................................................................................  10c    -123456789012345 

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused 
by fraud or dishonesty? .................................................................................................................  10d    -123456789012345 

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 
the plan? (See instructions.) ..........................................................................................................  10e   -123456789012345 

f Has the plan failed to provide any benefit when due under the plan?  ...........................................  10f   -123456789012345 

g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .........................  10g    

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR   
2520.101-3.) .................................................................................................................................  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 ...........................................  10i     

  

X

X

669582 809337

0 0

669582 809337

35278

70236

76310

181824

41124

945

42069

139755

2A 2E 2F 2G 2J 2K 2T 3D 3H

X

X

X 25000

X

X

X

X 5467

X
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Part VI    Pension Funding Compliance 
11 Is 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 
below. ..............................................................................................................................................................................................  

X Yes X 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: 

_ 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. 

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

_ No. Other. Provide explanation ___________________________________________________________________________________________ 
 

 

 

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of 
ERISA? ...........................................................................................................................................................................................  

          (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. 

X Yes X No 
 

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 waiver.  ............................................................................................................................. 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 plan year  ...................................................................................  12b 123456789012345 

c Enter the amount contributed by the employer to the plan for this plan year  .........................................................  12c -123456789012345 

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 
negative amount)  ..................................................................................................................................................  

12d YYYY-MM-DD 

e Will the minimum funding amount reported on line 12d be met by the funding deadline? .......................................  X   Yes     X   No     X   N/A 

Part VII    Plan Terminations and Transfers of Assets 
13a Has a resolution to terminate the plan been adopted in any plan year?  ........................................................................  X   Yes        X   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 

control of the PBGC? ..........................................................................................................................................................  
X Yes X 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.) 

 13c(1) Name of plan(s): 13c(2) EIN(s) 13c(3) PN(s) 
 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 123456789 

  012 

Part VIII 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 

_ “Prior year” ADP test 

_ “Current year” ADP test  

_ N/A 

15 If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter ___/___/_____ 
(MM/DD/YYYY) and the Opinion Letter serial number__________. 

 

1

X

X

X

X

X

Q702814A
06 30 2020



Form 5500-SF Short Fonn Annual Return/Report of Small Employee 
Benefit Plan 

OM8 Not 1210-0110 
121~9 

~ cl tit Trwt.r, 
lnllmll Re...,... Serilc• 2024 
~dl.ao« 
~ a..111 s.cuitf A<tTw•.eon 

PentlOl't,,..,. Gwlrarit, Corporabon 

This form Is required to be filed under MCtlons 1 °'4 and 4'065 of the Employn Retirement 
Income Security Act of 1974' (ERISA) and Ndlons 6057(b) and 6058(1) of the lntemal 

Revenue Code (the Code) Thll Form Is Open to 
PubHc Inspection 

► Co !eta all entries In accorunct wtth tht lnetructlont to tht Form HOO.SF. 

Part I Annual Re ort Identification lnfonnation 
For calendar plan year 2024' or fiscal plan year beginning and ending 1 
A Thi, return/report Is for ~ a single-employer plan 0 a multiplHmployer plan (not multlemptoyer) (Pension Plan filers chedclng this box 

must attach Schedule MEP Other plans must attach a list of partiapating employer 
Information In accordance with the form lnstrudlons) 

B This return/report Is 0 the first return/report D the final return/report 

0 an amended return/report 0 a short plan year return/report (less than 12 months) 

C Check box If llllng under O Form 5558 D automatic extension 

D special extens,on (enter description) 

D If the plan Is a ootlectlvely-bargalned plan, check here 

E If this Is a retroactiv~y adooted plan oermltted by SECURE Act section 201 check here 

I Part II I Basic Plan lnfonnation-«iter all reauested Information 
1 a Name of plan 

Atlas Pools of Central Florida 40l(k) Plan 

2a Plan sponsor's name (employer, 1f '°' a S1ngle-employer plan) 
Mailing address (include room, apt, suite no and stree~ or P O Box) 
City or town, state or province, country, and ZIP or foreign postal code ~f foreign, see Instructions) 
Atlas Pools of Central Florida, Inc. 

3028 Kananwood Court, Suite 1016 

Oviedo FL 32765 

3a Plan administrator's name and address e9 Same as Plan Sponsor 

4 If the name and/or EIN of the plan sponsor °' the plan name has changed since the last return/report 
filed for this plan, enter the plan sponsor's name, EIN. the plan name and the plan number from the 
last retum/report. 

a Sponsor's name 
c Plan Name 

Sa Total number of partlapants at the beginning of the plan year 

b Total number of participants at the end of the plan year 
c(1) Number of participants with account balances as of the beginning of the plan year (only defined 

contnbutlon plans complete this Item) 
c{2) Number of partlapants with account balances as of the end of the plan year (only defined 

contnbubon plans complete this item) ~ 

d{ 1) Total number of active partJapants at the beginning of the plan year 

d(2) Total number of acbve participants at the end of the plan year 
e Number of participants who terminated employment during the plan year with accrued benefits that 

were less than 100% vested 

0 DFVC program 

► D 
.n 
1 b Thr~iglt plan number 

(PN) ► 001 

1c Elfectlve date of plan 
01/01/2020 

2b Employer ldentlflcabon Number (EIN) 
59-2782342 

2c Sponsor's telephone number 
407-277-7226 

2d Business code (see lnstrucbons) 

238900 
3b Administrator's EIN 

3c Administrator's telephone number 

4b EIN 

4d PN 

Sa 
Sb 

5c(1) 

5c(2) 

5d(1) 
5d{2) 

Se 

Caution: A penalty for the Illa or Incomplete ftllng of this return/report will be 111ts1td unless reasonable cause Is established. 

45 

41 

29 

25 

31 
29 

0 

Under penalbes of perJury and other penaltles set forth In the Instructions, I declare that I have examined this return/report, Including, 1f 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 
b II f 11 1s true rr and I 

SIGN 
HERE 

SIGN 
HERE 

For Paperwork Reduction Act Notice, Ht tht Instructions for Form 5500-SF. 

Date 

Date 

Bruce Wemple 

Enter name of 1nd1vidual s1 rn as Ian administrator 

Enter name of individual st rnn nsor 
orm 550 (2024) 

V. 240311 



Form 5500-SF (2024) Page2 

6a Were all of the plan's a$$et5 dur1ng the plan year Invested In eligible aaseta? (See in,tructlons) 
b Are you claiming a waiver of the annual examlnat>on and report of an Independent qualrfied publlc accountant (IOPA) 

under 29 CFR 2520 1~? (Set lnstrudions on waiver ellglbillty and conditions) 
If you anawered "No" to either line la or lint lb, the plan cannot UN Fonn HOO-SF and ,,.,.t lnaltad UH Form uoo. 

eg Yes D No 

~ Yes O No 

C If the plan Is a defined benefit plan, IS It covered under the PBGC insurance program (see ERISA sectJon ,021)? 0 Yes O No O Not determined 
Ir ·ves· Is c:tleci(ed, enter the My PAA confirmation number from the PBGC premium ftllng for this plan year ________ (See lnstrudtons ) 

I Part Ill I Financial lnfonnation 
7 Plan Assets and llabllltles tal 8.nlnnlna of YHr (bl End of YHr 
a T otaJ plan assets ... 71 669,582 809,337 
b Total plan llabilltJes . 7b 0 0 
C Net plan assets (subtract hne 7b from llne 7a) 7c 669,582 809,337 

8 Income, Expenses, and Transfers for this Plan Year (a)Amount (b) Total 
a Contributions received or receivable from 

111 Emolovers .. 81(11 35,278 
(21 Partdoants 81(2) 70,236 
(3) Others (mdud1no rollovers) . . 81(3) 

b Other income (loss) lb 76,310 
C Total income (add Imes 8a(1), 8a(2) 8a(3) and 8b) le 181,824 

-d Benefits paid (includmg direct rollovers and insurance premiums 
to orovlde benefits) Id 41,124 

• Certain deemed and/or corredlve d1stnbutions (see Instructions) .. 
f Administrative service providers (salanes. fees. commissions) If 945 
Q Other exoenses .. la 
h Total expenses (add lines 8d 8e 8f. and 8al lh 42,069 
I Net income (loss) (subtract hne 8h from line 8cl II 139,755 
j Transfers to (from) the plan (see Instructions) .. SI 

I Part IV I Plan Characteristics 
9a If the plan provide$ pen~ benefits, enter the applicable pension feature rodes from the l.Jst of Plan Charadenstic Codes in the Instructions 

2A 2E 2F 2G 2J 2Jt: 2T 3D 3H 
b If the plan Pf'O\lldes welfare benefits. enter the applicable welfare feature codes from the l.Jst of Plan Charaotenstic Codes m the instructions 

I PartV I Compliance Questions 
10 Ounng the plan year YN No Amount 

a Was there a failure to transmit to the plan any participant contnbutions within the time penod 
descnbed in 29 CFR 2510 3-102? Continue to answer •yes· for any pnor year failures until fully 

X corrected (See instrudlons and DOL's Voluntary Fiduciary Correction Program) 101 
b Were there any nonexempt transactJons with any party-1n-1nterest? (Do not lndude transactions 

reported on hne 1 Oa ) 10b X 

C Was the plan covered by a fidehty bond? 10c X 25,000 

d Otd the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused 
X by fraud or dishonesty? 10d 

e Were any fees or commissions pa.id to any brokers, agents, or other persons by an insurance 
earner. insurance service. or other organization that provides some or all of the benefits under 

X the plan? (See Instructions ) 10. 

f Has the plan faded to provide any benefit when due under the plan? 10f X 

g Old the plan have any paruopant loans? (If "Yes,' enter amount as of year-end) 10g X 5,467 
h If this Is an indiVldual account plan. was there a blackout penod? (See instructions and 29 CFR 

X 2520 101-3) 10h 
i If 1 Oh was answered ·Yes.· check the box If you either provided the required notice or one of the 

exceptions to providing the nobce applied under 29 CFR 2520 101-3 101 -

1 



Form SSOO-SF (202◄) Pagel-CJ 

Part VI Pen,~ Fundi CompHanct 
11 Is lhls a defined benefit plan subte(:t to minimum 11.nalng reqwements1 (If "Ye.s • .ee instA.dons and ex>mplet,e Sctledule SB 

(form ssooi arl<f &nes 111 and b below~ rt ctn 1s • detn«I (X)(ltribuliOn pen$10C1 plan iuve line 11 btank and complete line 12 
belo# 

0 Yes O No 

b P8GC IMHd ~ repoftiftg ,-qunmeta. If the plan IS oovered by PBGC and the amount l'eportecl on lloe 111 IS~ thin $0, has P6GC 
bM!l notified as required by E.RISA sectQOS 4043(c}(5) and/or 303(11)(4>? Chedc the ~able box 

0 Ya 

0 No Repo,1ing was waived under 29 CFR 4043 25(<::)(21 because c.ontrlbulms equal to or exceeding r-.e u,pald mnnum reqund oootnbubon 
were made by the 30th day after the due date 

0 No The 30-<lay period referenced in 29 CFR 40<43 25(c}(2) has not yet ended, and the 5')01'1SOr intends to make a CX>nlrfbullon equal'° or 
exceedng the uipa,d mmrnum required oontnbutlon by the 30th day ait.er the due date 0 No Olher Provide ~NtlOn ________________________________ _ 

12 ls this a defined contribution plan sub.jeCt to the minimum funding reqUlfements of section 412 of the Code or section 302 of 
ERISA? 
(If "Yes: complete line 12a or lines 12b 12c, 12d, and 12e below as applicable l If this IS a defined benefltpens,on plan leave 
,ne 12 blank and llne 11 above 

0 Yes~ No 

a If a wave,; of the minimum funding stanaro for a prior year 1s being amortized lfl this plan yeat see 1nstr\Jctions and enter the ~ of the 1euer ruling 
qrantw)a the waiver Month Day Year 

If you co ~ MM 121, comoWe MM• 3 t and 10 of Schedui. MB lform 55001. and tklo lo tine U. 

b Enter tne IT1lnffTlUffl required contnbutJon for ttus plan year 12b 

C Enter the amount contributed by the employer to the plan for this plan year 12c 

d Slbtract the amount In Gne 12<; from the amount in llne 12.b Enter the result ( enter a minus Slgn to the left of a 12d 
negative amount) 

e 'MIi the mlolmum funding amount report.ed on ltne 12d be met by the funding deadline? 0 Yes D No 0 NIA 

I Part VII I Plan Ttnnfnations and Transfers of Assets 
13a Has a resauoon to lemWlale the 1&1 been adocltad 1n any ~ ~ 

I If 'Yes· enter the amount of al'ly l)(an assets that reve(1ed to the employer this year 131 

b Were all the plan assets dlStnbuted 10 partiapants Of benefloanes, transferred to another plan °' brought under the 
control of the PBGC? 

C If dunng this plan year any assets or Rablllbes were transferred from this plan to another plan(s) lden(ify the plan(s) to 
wtlld1 assets 01' llabthtJes were transferred (See 10slnJdlons I 

13c(1) Name of citan{s) 13c(2) EIN<s) 

I Part VIII I IRS Comphance Questions 

J Yes ~ No 

0 Yes e9 No 

13c(3) PN(s) 

14a Does the plan satisfy the ooverage and nondlsefimlnatlon tests of Code sedlons -41 O(b) aod -40, (a}(◄) by COO'l()((ljng thJs ptan wlCtl any O(tler plans under 
the pem,1s3/Ve aggregation rules? 0 Yes f)cl No 

1.(b tr this IS a Code sedlon ◄01(1<') p(an check all boxes that apply to indicate how the plan 1s mtended to utr:sfy the noodlsaimmaooo requ,remer6 for 
employee deferrals and employer matd'ung COO(flbuuons (as appucable) undef Code secvoos ◄01(k){3) and 401(m}(2) 

~ Design-based sate hartof method 

0 "Pnor year' ADP test 

0 'Current year" ADP test 

0 NIA 

15 If ttie plan sponsor 1s an adopler of a pre--approved ~an that recetved a favorable IRS Op¥uor\ Letter enter the date ol the Op,ruon Lette, 0 6 I 3 0 / 2 0 2 0 
(MM/00/VYYY) and uie Opinion Letter senal number Q 7 0 2 814 a 
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