
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

X

OVERFIFTY-360, CORPORATION 401(K) PLAN 001

01/01/2019

14 HOOKSETT ROAD 
AUBURN, NH 03032

92-3663085

OVERFIFTY-360, CORPORATION
603-483-8999

621610

X

64

53

24

32

58

50

7

Filed with authorized/valid electronic signature. 07/10/2025 SUSAN CARMAN
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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

199927 195889

199927 195889

18464

25249

18103

61816

62301

3553

65854

-4038

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

X 10983

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

Q702525A
06 30 2020



Form 5500-SF
o€parlttet of lh. TM6ury
lnt ml RovBn@ SsNi@

Annual Re Identification lnformation

OMB No€. 1210{110
1210{089

ThlE Fom 18 Opon to
Publlc lnspsctlon

Short Form Annual Return/Report of Small Employoe
Benefit Plan

This form is required to be filed under seclions 104 and 4065 of the Employee Retjrement
lncome Security Acl ot 1974 (ERISA), and secrions 6057(b) and 6058(a) of the tntemat

Revenue Code (the Code).

all gntrisa ln accordanca wlth the instructlons to the Fo]m 55(x)-sF
Part I

For calendar plan yeaa 2024 or fisc€l Dlan vear b€oinnino 1 24 and endinq 24
A This retu.ry'report is for: fi a single.employer ptan a multiple.€mployer plan (not multiemploy€r) (Pension Plan fileIs checUng this box

must attach Schedule MEP. Oth6r plans must atach a list of participating smployer
informauon in accordanc€ with the form lnatructions.)

the final r€turn/reporl

a short plen year .eturvreport (les3 than 1 2 months)

automatic extension ! OfVC progra.

B This retum/report is the first etrny'.gport

an amended retunvreport

C Ched( box iffitir€ under: S fo.m SSSA

! special enension (enter dsscriptjon)

D lf the plan is a coilectvgly-bargained plan, ch6ck here ....-.............-.......

Part ll
1b Three-digit plan number

5a

sc{1)

sc(2)

5d(1)

5d(2)

5e

E lf ori6 i6 a rstroa

14 Hooksett Road

Aubu rn

n SECURE Act s6ction 201. check here

'lc Efiective dalg ot plan
a|/ a1 / 2419

2b Employer ldentification Number (ElN)
92-3663485

2c Spon6o/s telephon6 numb€r
603-483-8999

2d Business code (see instruclions)

Basic Plan lnformation---enter a information

1a Na.rE of dan
OverFifty-360, Corporation 401 (k) Plan

2a Plan sponsois nam€ (employer, if br a single-omployer plan)
Mailing address (includo room, apt., suite no- and atre€t, or P.O. Box)
City or town, state or provinco, countly, and ZIP or foreign postal code (if forejgn. see instruclions)
OverFlfty-360, Corporation

:C1

NH 627674
3a Plan adminislrato/s name and address Same as Plan Sponsor

4lfth6nameand/orElNoftheplansponsorortheplannam6ha3chEnged6incethelastretum/report
filed for this plan, ent6r th€ plan sponso/s name, ElN, the plan name and tho plan numberlrom the
last retunvrepoat.

a sponsods nanE

C Plan Name

3b Administratois EIN

3C Adminastrato/s telephone number

4b ErN

4d PN

5a Totalnumber of participants at the beginning of lh6 plan year.....

b Total numb€r of padicipants al the end of the plan year........-.-.-..

c(1) Numb€r oI perlicipanb with account balahcas as of the beginning of the plan year (only dsfned
contibution plans complete this it€m)............

C(2) Number ol parthipants with account balances a6 of ttle end of the plah yeer (only defin6d
contributjon plans complote t s item)............

d(l) totat numoer ot active pa.ticipants et the beginning of the plan year........

d(2) Total number of activ€ particapants at the end of the plan year....

e Number of participants who teminated employment during th€ plan year with acctued bon€fits that
were l6ss than 100% v€s1ed........................

Caution: A Donaltv lor thg latg or incom ol6tB filino ofthls roturn/aooort rrill be essessed unless rsaaonabls causo 13 o3ttbliS h6d

53

24

32

58

50

54

Under penalties of pe ury and other penalties s€t forth in the insruc{ions, I declare that I have examined lhis return/report, including, if applicable, a Schedule

SB or Schedule pleted and an enroll€d actuary, as well es the olecfonic version of this retum/report, and to lhe best of my knowledge and

Susan Carman:T
Date Enter name of individual signing as plan adminisbator[mior6-triior

SIGN
HERE lloI lan

Susan Carman/ a
as emEnter name of individual n sorOTDate

SIGN
HERE ol om n

Raduction Aci Notic., aec lh. ln3tuctons lo. Fo?m 550GSF ronn 55O0SF (2024)
v. 24031t

P€ilrb. PEn€ft G'raranty Cspor.lion

2024

)

5b

03032

7/10/2025

7/10/2025
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6a Wer€ all of th€ plan's assats during th6 plan year investod in eligible assets? (Soe instructjons.)...--................-...

b Are you otaiming a waiver of the annual examineton and reporl o, an independsnt qualified public accountant (IQPA)

under 29 CFR 2520.10446? (See instruclions on waiver eligibility and condllions.).............--.---..

lf you ansslrDd "No" to oltlEr tlno tr or llng 6b, tho phn clnnot uso Form SgrOSF and mult ln3tead ule Form 5910.

c f the plan is a defined benslit plan, is lt cov€red undsr the PBGC insurance program (6oe ERISA section 4021)? Yes No Not d6termined

lI ^r/es' is checked, enter lhe My PAA coofi.mation number trom lhe PBGC premium filing br lhis plan (S€e instructions. )

Sv*!No
Ive"!ruo

Financial lnformation
7 Pian Assets snd Liabilities End ot Year

a Total lan assets

b Totat lan liabilities

C Net lan ass€ts subtract line 7b from line 7a

8 lncome, and Transfers for this Plan Year Total

a Cohtributions received or receivable from:
Em

Pe

Others rncludin rollovers

b other income loss

C Totalincome add lines 8a 8a 8a end 8b

d Benefits paid (including direc{ rollovers and insurance premiums
to benefils

e Certain deemed and/or conective distributions see instructions

, Administrativese.vice ries, fees, commissions

h Totat lines 8d. 8e, 8f, and

i Net income subtract line th from line 8c

j Transfe.s to (from)the plan (see instructions)

Plan Characterlstics
9a lf the plan provides p€nsion benefits, ente. th6 applic€ble pension bature cod€s ftom the List ol Plan Characteristic Codes in the instructions

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

lfthe plan provides wolfaE b€nefiG, €nter lh6 applicable welfare feature cod6s from lhe List of Plan Characteristic Cod6s in the instruclions:

Com iancc Quostions
10 Durin the plan Amou

a Was there a failure to bansmit b the plan any participant contributions within lhe timo period
described in 29 CFR 2510.3102? Continue to answor "Yes'for any prior yesr tuilures until fully
corrected instructions and DOL'S V Fiduciary Conec.tion Program)

b Wero there any nonexempt transactions with any party-in-inteaest? (Do not include transactions
repo(ed on line 10a.)..

C Was the plan cover€d by a fdelity bond?

d Did the plan have a loss, whether or not reimbursed by the plan's fidetity bond, that was caused
fiaud or d

g Were any f€6s or commissaons psid to any brokers, agents, or olher persons by an tnsuranca
canier, insurance servlce, or other orgenization that provides some or al,ofth€ benefits undor
the See instructions.

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

g Did the plan have any participant loans? (lf'Yes," enter amounl as of year-6nd.)

Othe

19s,889

61 , 816

65,854
-4,038

10,983

50,000

lfthis is an indMdual account plan, was th€rc a blackout period? (See inshuctions and 29 CFR
2520 .101-3.)

lf 1 0h was answered 'Yes,' check the box if you ether provid€d the r€quired mtice or one of th€

Part lll
(a) Beginnlng of Yoar

7a

7b

7c

(a) Amount

8a(1) 78,464

8a(2) 25 ,249
Ea(31

8b 18,103
8c

8d 62 , 3At
8e

8f 3,553

8s

8h

8t

8j

Part lV

Part V
No

't 0a x

l0b X

10c x

10d X

l0q X

10f X

t0s x

10h x

10r

IIIIh

exceptions to provid the notice ied under 29 CFR 2520.'101-3

b



Fom 5500-SF (2024) Paself_l

l!t$I

E

Pension Fundln Com rance
1l ls this a defined benefit plan sLrbject to minimum funding requirements? (lf-Yes,'se€ instructions and complete Schedule SB

(Form 5500) and lines 1 1a and b below.) lf this is a defined conhibution penskrn plan, leave line 1 1 blank and complete line 12 Iv""@robelow

a Entor the mintmum red contflbutrons for all ars from Sch€dule SB Form 5500 line 40

b PBGC mbsod cooHbudon rrpordng lrquirtmgntr. tf the plan is covered by PBGC and th€ amount reported on line 11a is greater than $0, has PBGC
been notified as requir€d by ERISA sections 4043(cXS) and/or 303(kX4)? Check the applicable box:

E """.
No. Repo.ting was waived under 29 CFR 4(N3.25(cX2) because conhibutions equalto or exceeding the unpaid minimum required contribution
wsre made by the 30th day afrer the due dat6.

No. The 30{ay poriod referonced in 29 CFR 404i}.25(c)(2) hes not yet 6nded, and the sponsor intends to make a confibutjon equal to or
exceedang th€ unpaid minimum r€quircd contribution by the 30th day afr6r th€ due date.

! No. Other. Provid€ explanation

12 ls this a dgfned contibution plan subjec{ to th€ mlnimum funding requirements of sec{ion 412 of the Code or section 302 of
ERTSA?.......................
(tf 'Yes,' complete line 12a ot lin€s,12b,12c, 12d, and 12e below, as applicable.) lf this ls a defined benefil pension plan, leave
lin6 12 blank and lin6 11 above

! v." fi r.ro

a f a waiver of the minimum funding stendard for a pdor year is being amortized in this plan year, see insbuctions, and enter the date of the letter ruling

I llno 1 com lines and l0 of Schedule MB and to line 13.

b Ent6r the minimum contribution for this dan year

C Enter the amount contribuled the e to the lan for this

d Subtrad the amount in line 12c trom the amount in line 12b. Enter th6 resuh (enter a minu6 sign to the left of a
amou

e Will the minimum funding amount reported on line 12d be met by the funding doadlin€?

Plan Terminations and Transfers ofAssets
13a Has a Esoluton b tsminate tle plan b€en adopted in any pan yean Yes 8ro
a [Y ' enter the amount of assets that reverted to the r this

b Wer€ allthe plan assets distributed to participants or b€neficiaries, transfen€d lo another plan, or broughl under the
oontrol of th€ PBGCr.. !vesfiruo

C lf, dunng this plan year, any assels or liabilaties were ransferred from this plan to another plan(s), identify the plan(s)to

'l2b

12c

12d

l3a

IillII

which ass€ts or liabiliti€s wer€ transfered See insfuclions-

Name of s )PN s

IRS Com liance Questions
14a Does the plan satisfy ths coverage_and nondiscrimination tests of Code sections 410(b) and 401(aX4)by combining thls plan with any other plans under

the p€rmissive aooresaton rutes? [l Yes [E No

13c(2) EIN(s)

14b f this isa Code section 401(k)phn, check all boxes that apply to indicate how the plan is intendod to satjsfy he nondisorimination requirements for
employeo deie.rals and €.npbyer matching conlributions (as applicabl€) under tue seclions 401(k)(3) and 401(mX2).

$ oesign+asea safe harbor method

E 'Pnor yeat, ADP test

E 'Cunent yeaa ADP test

15 l, the dan sponsor b an adopter
(MM/DD,YYYY) and the Opinion

of a pre-approved plan_that rece]ved a iavo{abl€ IRS Opinion Letter, entet the dale of the Opi
Lett€r seaial number Q lu25Zaa -

niql y4q 06 / 3A /202A

! v"" !No ! N/A

I Pan ull


