
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

SUSANNAH L. COLLIER, M.D., P.L.L.C. 401(K) PLAN 002

01/01/2018

3030 N.W. 149TH STREET 
OKLAHOMA CITY, OK 73134

26-3104243

SUSANNAH L. COLLIER, M.D., P.L.L.C.
405-562-8850

621111

X

8

7

8

5

8

7

2

Filed with authorized/valid electronic signature. 07/08/2025 SUSANNAH COLLIER
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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

361592 464819

0 0

361592 464819

31138

44613

0

52381

128132

24460

0

445

0

24905

103227

2A 2E 2J 2G 3D

X

X

X 50000

X

X

X

X

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

X

Q703912A
06 30 2020



Annual Re ort ldentifi cation lnformation
For calendar plan year 2024 or fiscal plan year beginning

Oi,lB No6. r210-0r10
121(X)O8g

2024
This Form is Open lo

Publlc lnspection

01 0t/2024 and ending 72 31 2424

Short Form Annual Return/Report of Small Employee
Benefit Plan

This form is requi.ed lo be fled under sectjons 1 04 and 4065 oI the Employee Retirement
lncome Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the lntemal

Revenue Code (the Code).

all entries in accordance with the instructions to the Form 5500SF.)
Part I

A This retuny'report is Ior: fi a single-employer plan ! a multiple-employer plan (not multiemploye.) (Pension Plan filers checking this box
must attach Schedule MEP- Other phns must attach a list of participating employer
information in aclordanc€ with the form instructions.)

! the finat retum/report

I a short plan year return/report (less than 12 months)

! orvc pros.",

,!

B This retum/repod is the first refum/report

an amended retum/aeport

C Check box iffiling under: ! form SSSa E adomalic extension

E special extension (enter description)

D f the plan is a collectively-bargained plan, check here .....................-......

t
1b Threedigit plan number

5a

5b

sc(1)

5c(2)

5d(1)

5d(2)

5e

E r this is a itted SECURE Act seclion 201, check here

Basic Plan lnfo rmation--€nter atl information

la Narle of plan

SUSANNAH L. CO],LIER, M.D., P.L.L.C. 401(K) P1AN

2a Pbn sponso/s naEE (employer, if for a single-employer plan)
Mailing address (indude room, apt., suite no. and street, or P.O. Box)
City o. toxn, state or province, country, and ZIP or fore6n postal code (if foreign, see instructions)
SUSANNAH L. COLLIER, M.D.. P.L.L.C.

lC Efiective date of plan

01, / 01, /2A18
2b Employer ldentificatlor! Number (ElN)

26-3704243
2c Sponsor's telephone number

405-552-3850
2d Business code (see instructions)

3O3O N.W. 149TH STREET

OKLAHOMA CITY OK 6277L7
3a Plan administrato/s name and addrcss 3b Administrator's EIN

3e Administrator's telephone number

4 f the name a.d/or EIN of tlle plan sponsd or the plan name has ctEnged since the last retum/report
filed for this plan, enier the plan sponsois name, ElN, the plan narne and the plan numbe, fro.n the
last returdreport-

a Sponsor's name

C Plan Name

4b ErN

5a Total number of pa.ticipants at the beginning of the plan year.....

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

c(l ) Number oI participants wilt account balances as of the begioning ol the plan year (only defned
contribution plans comdete this i!em)............

c(2) Number of panicipants with account balances as of the end of the plan year (only defi.ed
confibution plans complete this item).............

d(l) Total number of active participants at the beginning of the plan year..-..........................-...............-..

d(2) totat nunUer of active padicipants at the end of the plan year....

e Number of participants wtlo terminated employment during the plan year Mth accrued benefits lhat
were less than 100% vested...--...-- ......... .......

Caution: A psnaw for the late or incomDlete lilinq ofthis rctum/repoi will be assoss6d unless reasonable cause is established.

8
'1

B

5

8

1

2

Under penalties of perjury and other penalties set forth in the instructions, I declare lhat I have examined this retum/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the elect.onic version of this retum/report, and to the best of my knowledge and

a/d/. "--
Susannah Colf ierSIGN

HERE
siqnature k#n ad'ministraror Date Enter name ol individual siqninq as plan administrator

SIGN
HERE

Signature of employgdplan sponsor Date Enter name of individual signing as employer or plan sponsor
Form 5500SF (2024)

v. 210311

Form 5500€F
Crepartrent of tE T€asury
htefal Ravere S€vi>

o€perinar ot t bo.
ErFb!,Ee BSEB S6rE Adl*l*rrdbo

Pm!r6 Aereft Gu@g Cdpo6lih

E
E

I P"rr ll

002

4d PN

13134

Same as Plan Sponsor-
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6a Were all ol the pfan's assets durirE the plan year invested in eligible assets? (See instludions-)..---.........-........-.
b Are you daiming e wsiver of the annual examinatioo and repo.t of an independent qualmed public accountant (IOPA)

under 29 CFR 25m.104-46? (S€e inst uclions on waiver elt bility and conditons.).........-...............
lf you ansuarod '|.o" to oiitro. llno 6. or lin. 6b, lhe plan cannot urg Form s5lrOSF and must lnslo.d use Form 3gro.

C lf the plan is a defined benelit plan, is it covered under the PBGC insurance program (see ERISA seclion 4021)? ...... D Yes

lf "Yes' is checked, enter lhe My PAA confirmatioo number hom lhe PBGC premium filing tor this plan

E t"
8"-

f] ttot oeterminea

(S€€ instrudions.)

No

No

No

(a) Beginnina ot Yoar

7a 361,592
7b

7c 367,592

la) Amount

8a(l) 31, 13 8

aael 44,6t3
8al3l !

8b 52 , 387

8c

8d 24, 460

8e 0

8f 445

8q

8h

8i

8i

Part lV

Part V
No

10a x

10b x

10c x

10d x

10s x

xl0t

tos x

loh x

10i

Er?fm

IIIIrIIII

Financial lnformation
7 Plan Assets and Liabilities End of Year

a Total assets...

b Totat liabilities

C Net assels subtrad line 7b from line 7a

8 tncome. and Transfers lor this Plan Year Total
a Crntributions received or receivable ftom

Parlici nts.

Others rollovers

b olher inmme

c Totalincome lines , and 6b

d aenens paU lincfuding direct rollovers and insurance premiums
to benefits

e Certain deemed and/or correclive distributions instructions

f Administrativeservice salaries, fees, commissions

Other

h Totat lines 8d 8f and

i Net income subtract li.e 6h from line 8c)
j Transfers to (f.om) the plan (see insfuctions)

Plan Characteristics
9a

464 ,819
0

464 , Al9

728,132

24,9O5
1,03,22'1

b lf the plan provides w€fare benelib, enter the applicable $/efare feature codes fom the List of Plan Characleristic Codes in the instrudbns:

Com iance Questions
10 Ouring the plan year: Amount

a Was there a tailure to !'ansmil to the plan any participant co.rtdbutjohs wfiin lhe tinE peri,
desctibed in 29 CFR 2510-3-'102? Cont nue to ansvrer Yes'for any prior yesr failures until tully
corected. See instruclions and DOL'S Voluntary Fiducia Correction

b Were there any nonexempt transactions with any party-ininterest? (Do not include transaclions
on line 10a-

c Was the plan covered by a fidelity bond?

d Oid the plan have a loss, whether o{ not reimbursed by the plan's fidelity bond. that was caused
fraud or

e Were any fees or commissions paid to any b.okers, agents. or other persons by an insurance
cerier, insulance seMce, or other organizatjon that provides some or all of lhe benefts under
the plan? (See inslructions.)............................

f Has the plan failed to provide any benefit when due under lhe plan?

g Did lhe plan have any participant loans? (lf -Yes,' enter amount as of year-end.)

h f Ois is an indivirual account plan, was theIe a blackout pedd? (See insfuc{ons and 29 CFR
2520.101-3.)...............

i lf loh was answered 'Yes,' d|eck the box if you either prcvided the requirod notice or one of the
to the notice ied under 29 CFR 2520.101-3

0

lf the plan pro/ir€8 perreion b€nefts, eoler the applicabl€ pension featuro codB from UE Lid ot Plan Cha.a.terblic Cods€ in Ele instrudixts:
2A 2E 2J 2G 3D
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@

E

Pension Fundin Com rance
1 1 ls this a defined benefit plan subjecl to minimum tunding requirements? (lf'Yes.' see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) lf this is a defined contribuion pension plan, leave line 11 blank and complete line 12

No. Olher. Provide explanalion

Yes.

t{o. Reporting was *aived under 29 CFR 4M3.25{cX2) because contdbltions equal !o or exceeding the unpail minimum requi.ed co.rltibutio.r

were made by lhe 3oth day ator the due date.

tlo. The 3Gday pqird referenced in 29 CFR 4043.25(cX2) has not yet ended, and the sponsor inteods to male a contibutim equal to or
exceeding lhe unpaid minimum required contribution by the 30(h day afier the due date.

Ivo$Ho
a Enter the un mtntmum red contributions for all from Schedule SB Form 5500 line 40

b PB@ maiiod conlribution rgportlng rgquliqmgnt3. lf the plan is covered by PBGC and the amount repoded on lin6 11a is greater than S0, has PBGC
beeo notilied as required by ERISA seclions 4O43(cX5) and/or 303(kX4)? Check the applieble box:

12 ls this a defined contibution dan subiect to the minimum tunding requi.ements of section 412 of lhe Code or secton 302 ol
ERTSA?.......................
(lf 1es,' compbre line 12a or lines l2b, 12c. 12d, and 12e &lotr, as apdicable.) lf this is a defned benefit pension phn. le€ve
lin€ 1 2 blank and complete line 1 1 above.

Ives$m
a f a waiver ol the minimum funding standard for a prior year is being ariortized in this plan year, see instruclions, and enter the date of the letter rulirE

tf com line 1 lin.s 3 and 10 of Schedulq MB Fo,m and to line 13,

b Enter the minimum uired contribution for this

the em to the an for this

d Subtracl the anrount in Iine 12c from the amount in line 12b. Enter the .esult (enter a minus sign to the lefi of a
amou

Plan Terminations and Transfe6 of Assets

13a H6 a reso&Xh b hrrlde tE flan teen adoptea h a.ty ptst ye6, ..-. No

a lf'Yes ' enter the amount of assets thai reverted to the this

b Wore all the plan assets distributed to participants or beneflcia.ies, transrened to another plan, or brought unde. the Ives$x"
C lf. during this plan year, any assets o. liabilities were transferred from this plan to another plan(s), identify the plan(s) to

12b

12c

12d

Part Vll

!to
'l3a

which assets or liabilities were lransfered. See instructions.

Name of 13c

IRS Co liance Questions
14a Ooes ttre ptan satisry 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 aqgregation rubs? Fl Yes [l No

l3c(2) EIN(s)

Part Vlll

l4b fOiB ls a Code se.rion ilol(k) plan, deck.ll boxes that apply to indic€te how the plan i8 intended to setisly the nondiscriminalbn requirem€nt8 for
employ€€ delerr€b erd employef matching contibulions (as applicaus) under Cod6 sections ,lo1(kX3) and 401(mX2).

S Oo6.tl"".a ".t harbor m€thod

f] 'e,io. v.-' eoe r..t

! 'Crn nt 1,..f eoe tot

[*
't5 It the dan sporEor is an adopler

(M i|UDD/YYYY) and the Opinion
o, a pr&€pDov€d plan that received a favorauo IRS Ofinbo Letler. enbt tho dato of the Opinion Leter
Letter sertat numberQl03 912a

!

C Enter the amount contributed

g Wi hs minimum funding arnount r€poited on line 12d be metbythe tunding deadline?..... [r* lNo I iuA

06/ 30 /2020


