
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

MISSION HILL NEIGHBORHOOD HOUSING SERVICES, INC. 401(K) PLAN 001

01/01/2012

1620 TREMONT STREET 
BOSTON, MA 02120

23-7428011

MISSION HILL NEIGHBORHOOD HOUSING SERVICES, INC.
617-566-6565

624100

X

3

3

3

3

2

3

0

Filed with authorized/valid electronic signature. 07/23/2025 PATRICIA FLAHERTY
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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

207098 254051

0 0

207098 254051

7978

16927

23165

48070

1117

1117

46953

2E 2F 2G 2J 2T 3D

X

X

X 20000

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

Q702900A
06 30 2020



Form 5500-5F
Deparlnsfl ot Ihe Teaslry
lnle,r€r Rde.@ Sdn:e

D69rt n6t ol Labd
EhCoye 8r!* Sarg,Affia..'
Paim &nsfii Gua.anly Co.F6Don

Annual Re rt ldentifi cation lnformation

OMB Nos 1210-0110
1210-0089

2024
lhb Fo]m b Open to

Public ln!pection

For calendar plan year 2024 or liscal 9lan yeat ng and enclina

Short Form Annual Return/Report of Small Employee
Benefit Plan

This fo.m is required lo be fled under sections 104 and 4065 of the Employee Retrrement
lncome Security Act oI1974 (ERISA), and sections 6057(b) and 6058(a) oI the tntemat

Revehue Code (the Code).

all entrie. in accordanca wilh tho lnstructions to tha Form 5500-sF,) Com
Pa( I

A This relum/report is for: E a single-employer plan I a mulliple-employer plan (nol multiemployer) (Pension Pian filers chec],ng this box

B This returdreport is

must attach Sciedule MEP. Olher plans must attactl a list of panjcigalino employer
information in accordanc€ with lhe form insfudions.)

the linal retum/report

a shorl plan year retum/repon (less than 12 months)

! the first return/report I
! an amended retlrnl.eporl !
L Form ss58 ! ! orvc p,og,",

I
automalic exlension

MA 02120

I special enension (enter description)

D lfthe plan is a collsctively+argained ptan, dtect here -....-..-..-........-..--.-...,

E lf this is a relroaclivel ad rmrlted SECURE Acl seclion 201, cieck here

Basic Plan lnformation- €nrer a infomation
1a Nam€ ofplan
Mission Hj-lI Neighbolhood Housing Services. Inc.
401 (K) Plan

001

2a Plan sponsor's name (emptoyer, it tor a singte-employer plan)
Mailing address (indud€ room, apt.. suite no. aM streel. or P.O. Box)

.. Cily or tor!,n, it.afe.or proyince, qounfy. ?nd ZtP or foreEn postat code (if toreign, see nstructions)vrlssron Hr l--I Nerghborhood Houslng
Selvices, inc.

162 0 Tremont Street
Bo s ton

1c Efiedi\,€ dato of plan
0:/aL/24!2

2b Employer ldentification Number (ElN)
23-'7 42801'^

2c Sponso/s telephone number

2d Business code (see instructions)

(. 61,1 ) 55-6565

624100

3a Pian administrato/s name and address Same as Plan Sponsor 3b Administrator's EIN

4 [the name and/or EIN of the plan sponsor or the plan name has changed since the tast relurdrepon
6l€d for this plan, ente. tlre plen sponso/s name, ElN, tho plan name and the plan numb€r from the
last reluny.eport.

a Sponso/s name

C Plan Name

4b ErN

4d PN

5a Tolal number of participanb at the beginning of the plan year.....-

b Total numb€r of participants at the end of the plan year...................

C(1 ) ruumUer of participants with account balances as of the beginning of the plan year (only defined
contributon plans complete this em)

C(2) Nurnber of parlicipants yvilh account balances as ofthe end of the plan year (only defined
contribution plans complete this item) .. . ..........

d(1) Totalnunber ofaclive pa cipantsatlheboginningoItheplanyear..........................-...............

d(2) total number of adive padclpants at the end of the ptan year.. .

e Numb€r of participants who terminated employment durirE the plan year with accrued benefits that
were less

Caution: A as assessed unless reasonable cause is qstablishod.
Under penalties ol perjury and other penalties sel forth in the insuuclions, ldecJare that I hav€ examined lhis relurdreporl, including. if applicable. a Sc}ledule
SB or Schedule and s€ by a! enrolled actuary. as well as the electronic version ot this aetur rcpon, and to the b€st of my knowl€dg€ and

J

3

2

Part ll
1b Th.ee-digit plan rrumber

(pN) )

5a

5b

5c(1)

5c(2)

5d(1)
5d(2)

5e

't lfrh< Patricia Flaher:ystGI
HERE

nistrator rs;#Aii*orot la^i Dale Enter name of individual sronino as olan administrator

SICN .//
HERE

Sionature or.mDlov.rrElan soonsor Oate Enler name of indivadual sionino as emolover or Dlan soonsor

ADKffiNNI1N'}'flf

!c.lh. lnltructont lor Fonn 55@SF
v.2an711

C Check box ilfling under:

,',',-,,,,,.,-,.-....,-,,,'

3C Administrato/s telephone number

3
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6a Were all of the plan's assets during the plan year invesled in etigibte assets? (S€e instruclions ) . . . . . . . . . . . . . . . . . . . . . . .

b Are you claiming a wai\rer of lhe annual eraminatioi and repoal of an independent qualified publlc accounfant (IOPA)
under 29 CFR 2520.10,1-216? (See instru.tions on waiver eligibility and coMitions.)._.............
It you aEw€.Gd "l{o" to oither lire 5a ot linc 6D, lhe plan cannot use Form ssOO.sF and mu5l insterd uso Fo,m 5500.

C lf the plan is a defined benefit plan, is it covered under lhe PBGC insurance program (see ERISA section 4021)? ...... ! Ves [ruo
lf Yes" is cjlecked, enler th€ My PAA confrmatoo nrrnber from the PB@ premlum filirE for thas plan

Financial lnformation
7 Plan Assets and Liabilities End of Year

a Total assels

b Total plan liabilities

C Nel assets ubtract line 7b from line 7

E lncorne. . and Transfers for this Plan Year Total
a Contribulions received or receivable from

Pa

b other income

C Totalincome lines Ea(3), and 8b)

d Benefits paid (including di.ect rollovers and insuran@ premiums
lo

e Cerlain deemed ancyo. conedive distribulions instrudio6s

f Administrativeservice aries, fees. commassions

Olher nses

T lines Ed. 8e. 8f, and

i Net incorne (loss) (subtrad line 8h frwn line
j Transfe6 to (from) the plan (see instructaons)

Plan Characteristics
lfthe plan provid8 perEion benefits, enter the applicable pension feature codes fro.n SE L'rst of Plan Characteristic Codes in the instrucliorE:

2E 2F 2G 2J 2T 3D

[]ves[ruo
fivesIuo

I Not detsmined

(See instludion&)

254 ,457

254, A51

48,0?0

1, 117

20,000

45,953
h

b lfthe plan provides ,r,,elfare benefits. enler the applicable \ /elfare fealure codes from the Ust of Plan Characteristic Codes in lhe inslruclions

Com liance Questions
10 ou the funount

a Was there a failure to t ansmit to the plan any padjcipant contributions wilhin tie time period
described in 29 CFR 2510 3-102? Continue to answe. "Yes' for any prior year failures until fully
conecled rnstructions and DOL's Volunla Fducia Correclion ram

b Were there any nonexempt transactioos u/ith any party-in-interesl? (Do not include transactions
on line 10a.)

d Did the plan have a loss, wtEthe. or nol Gimbu6ed by the plan's fidelity bond, lhat was caused
frdud or d

g Were any fees o, corhrhissions pail to any brokers, agenls, or oltler persons by an insurance
cariea, insuaance selvice. or other organization that provdes so.ne oa all of the benefts under
the an? instruclions

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

I DIJ the plan ha\€ any participant loans? (lt Yes," ente. amount as of year-end.)

h lf this is an irdivftJual account plan, was there a uackout period? (See instruclions and 29 CFR
2520.101-3

ilflohrrrasans!.€redYes.'ctEcktheboxifyoueitherprovidedtherequirednoticeoroneoflhe

(.) Beginninq ot Year

7z 201 , O98

7b c

7c 207 , C98

(a) tunount

Eall) 1 ,918
8a(2) 16,921
8al3)

8b 23,765
8c

8d

8e

EI
-:,171

8E

8h

8i

8j

Part lV

Part V
Yos No

10a x

t0b X

lOc x

10d X

10e x

10, x

't 0s x

t0h X

10i

ritlilm

II
I
TIIIIexceptrons to provid the rbtice applied u.der 29 CFR 2520-101-3

9a

C Was the plan covered by a fidelity bond? ................



Form 5500SF (202,i)

Pension Fundin Compliance
'11 ls this a defined b€nefit plan subiect to minimum funding requirements? (lf'Yes.'see instructions and corhplete Sdredule SB

(Form 5500) and lines l'la and b below.) lf this is a defined contribution pension plan, leave line 11 blank and cornplete line 12
belorv !ves!ruo

a Enbr the un d minimum uired contributions for all ears trom Schedule SB Form 5500 line 40

b PBGC mis3ed contdbution rEporthg .Equircm€ntr. lfthe plan is covered by PBGC and the amount repoded on line llaisgreaterthan$0, has PBGC
been nolified as equired by ERISA sections 4(X3(cX5) and/or 303(kX4)? Checl the appticabte box:

Yes.

No. RetortirE was waiv€d lnder 29 CFR 4043.25(cX2) b€cause contribdions 6qual to or exceeding the unpaid minimum required contribution
were mad€ by the 30th day alte, the du€ date.

No. The 30{ay period reGtBnced in 29 CFR 40213.25(cX2) has not yet ended, and the sponsor intends to make a contnbution equal to or
exceedang the unpaid minimum required contribution by the 30th day ater the due dale.

!

I No. Other. Provide explanation

TTEI

E

12 ls this a defined contdbution plan subject lo the minimum tunding requi.ements of section 4'12 o, the Code or seciion 302 of
ERISA?,,. ,,, , ,, ,,

(lt Yes,' complote line 12a or lines 12b, 12c. 12d, and 12e below, as applicable ) lf this is a defirEd benellt pension plan, leeve
line 12 blank and complete lino 11 above

a lf a waiver of the mlnimum funding standad tor a prior year is being amortized in this plan year, see instructions, and enter lhe date of the letter ruling

u com 12a, co leto lines 3 9. .nd l0 of Sch.dule MB Form 5500 and ski to line 13.

b Enler the minimum uired contribution for lhis plan year

C Enter the amount contnbuted the e lo the an forthis plan

d Subtrad the amounl in line 12c trom the amount in line 12b. Enter the result (enler a minus sign to the left of a
alive

I v"" !No I ruA

Plan Terminations and Transfers of Assets
l3a Has a resdulirr to Erminate the plan beei adopted in arry plan NO

a lf'Yes,' enter amounl of ssets that reverted lo the this

b WeI€ all the plan assek distributed to panicipants or be.l€ficiaries, transbFed to another plan, or brought under lhe
conlrol ol the PBGC?.. f) v"" fl ruo

C lf, during lhas plan year. any assets or liabililies were transfened from this plan to another plan(s). identify the plan(s) to
which assets or liabiliues wero transfe.red &e inslruclions

Name of an 3

IRS Com liance estions

Iv""SNo

14a Does the plan satsfy lhe coverage and noMiscriminalion tests ol Code sections 410(b) and 401(aX4) by coobining this plan s,ilh any other plans under
the permrssive aqqreqation rules? [l Yes II tto

14b f this is a Code sedion 4ot(k) plan. .hect allboxes that apply ta indicate hory the plan is intended to sat6t th€ nondiscrimination EquiEnenE fo.
employee defenals and smployer matciing contributions (as applicable) urder Code sedlons 401(kX3) and 401(m)(2).

E oesign-based sal6 harbor method

D 'Prior year'ADP test

[ 'Curer{ yeai ADP teit

! Nre

'15 llthe plan sponsor is an adopter ofa pre-approved plan that received a favorable IRS Opinion Letter, enter the date ot the Op

12b

12c

12d

Part Vll

l3a

t3c(2) EIN(s)

Part Vlll

(MM/DD/YYYY) and the Opinion Letter serial number Ql_02_9!_qL
inion Letter C5l30/2 C2C

Page 3-

g Willthe minimum funcling amounl reported on line 12d be met by the funding doadline?

Yes


