Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

. 1210-0089
Department of the Trea;ury Beneflt Plan
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

| Partl | Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024

A This return/report is for: @ a single-employer plan D a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box

must attach Schedule MEP. Other plans must attach a list of participating employer
information in accordance with the form instructions.)

B This return/report is D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, CheCk NEre ...............covoveveeecceieceeeeeeee et 4 D
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here ......................... » D
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
CALIFORNIA HEART ASSOCIATES, A MEDICAL GROUP PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
07/01/1982
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.O. Box) 95-3647358
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
CALIFORNIA HEART ASSOCIATES, A MEDICAL GROUP C Sponsor's telephone number

714-546-2238

2d Business code (see instructions)

18111 BROOKHURST STREET, SUITE 5100
FOUNTAIN VALLEY, CA 92708 621111

3a Plan administrator’'s name and address ]g Same as Plan Sponsor. 3b Administrator's EIN

3c Administrator’s telephone number

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

last return/report. 4d PN
a Sponsor's name
C Plan Name

5a Total number of participants at the beginning of the plan year..............cccccveveveveveceeeeeeeeeceeeee e 5a 43
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 45
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 43
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
- - 5¢c(2) 45
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 43
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 45
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

were eSS than 100% VESIEA .........ooiiiiiiiiiiiiieieeeeeeeeeeee e eeeeeeeeeeeeeees

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 07/30/2025 ARVIND S. NIRULA, M. D.
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311
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6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii e

Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............cc.ccooiiiiiiie e
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

@ Yes D No
@ Yes D No

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No D Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

. (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 1156240 1459030
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 1156240 1459030

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

(1) EMPIOYETS ..voioeiieeeeeeeee e 8a(1) 113759

(2) PartiCipantS..........cccceeeiuuueeiiee e 8a(2)

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 223975
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 337734
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 23487
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 11457
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 34944
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 302790
j Transfers to (from) the plan (see instructions) 8j

Part IV | Plan Characteristics

9a If;rée p|§8 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)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 150000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ..........c.ccccccvueuene 10g X 11263
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.1013.) covvvvveeeeeeeereeeeeseeeeeeeeeeeeeeeeeeseeseeseeeeeeeeeseeseeeeeeeeeeeeeeeeeeeeeeseeseseeeeeeeseeeeseeeereseeeeeneeeerees 10h X
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i
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Part VI Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40

|11a|

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution

were made by the 30th day after the due date.

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

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or

No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
T S 7 PSSP D Yes B No

(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave

line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this PIAN YEAr ..............cccceiueueueeeeeeeeeeeeeeeceeeeeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? .............cc............

D Yes @ No

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year

13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to

which assets or liabilities were transferred. (See instructions.)

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under

the permissive aggregation rules?[ ] Yes [{ No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

[] NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703912A




Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 12100170
Osparimont of the Treasury Benefit Plan -
intsmat Revanue Servics This form Is required {o ba filad under seclions 104 and 4065 of ihe Employes Retlrement 2024
Deparimant of Labor Income Securily Act of 1874 (ERISA)}, and seclions 6057(k) and 6058(a) of lhe inlernal ;
Employss Banelks Sscurly Adminislration Revenue Code (the Code). ngs;?rrll:' i; S’:f"nm
: ubllc Inspectio
Pantlon Bensft Gustanly Gorporallen » Gomplets all entries In accordance with the Instructions to the Form 5500-SE.
[ Part] [ Annual Report Identification informatlon

For calendar plan year 2024 or fscal pian year baginning 01/01'/ 2024 and ending i2/31/2024
A This relumiraport Is for: [g a single-employer plan D # mulliple-employer pian {not multiemployer) (Pansion Plan flists checking this box

must attach Schedute MEP. Other plans must altach a list of parilcipating employer
Informalion In accordance with the form Instructions.}

B This returnfreport is D the first returnfreport the final relurn/repor )
D an amended return/report a short plan yaar returnfreport {less than 12 months)

G Checkbox Mingunder: ] Fomn 5558 [] aulomats extenslon [} prve program

D special extension (enter description)
D If the plan s a collactively-bargained plan, check here ..vuvcinens W D : ’ '
E if this Is a retroactively adopled pian permitted by SECURE Acl section 204, check here ..o b n

[ Partil | Basic Plan Information—snter al tequasted Informatlon
1a Name of plan

1b Three-digit plan number

california Heart Associates, A Medical Group Profii Sharing {PN) b ._joo1
Plan 1¢  Effoctive dale of plan
07/01/1982
2a Plan sponsor's name {employer, If for a single-employer plan) 2b Employer ldentification Number {E{N)
Mlaiilng_address {include room, apt., sulle no. and s‘treelt. or P.C. Box) . tons) 95-3647358
Clty or lown, state or province, country, and ZIF or foreign poslal code (If forelgn, see nstructions -
California Heart Associates, A Medical Group 2c S?pfzsfgztset_sggog; mumber

A
‘18111 Brookhurst Street, Suite 5100 2d Business cods (see Insinuclions)

fountain Valley Ch 92708 621111
3a pilan adminisirator's name and address @Same as Plan Sponsor. 3b Adminlstrator's EIN

3c Adminlstrator's tefephone number

4  if the name andlor EIN of the plan spansor or the plan name has changed since the last returnfrepert | 4b EIN
filed for this plan, enter lhe plan sponsor's name, EIN, the plan name and the pfan number from the

1as! returnirepott. 4d PN
a Sponsol's name
C Plan Name
5a Total number of parficipants at the beginning of the pian year........ 5a 43
b Total number of participants a1 tha and of the plan Year, .. . " §h - 45
c{1) Number of parlicipants with account balances as of ihe beginning of the plan year (only dofined 5c(1) ’
contribution plans complete Ihis Rem) ... mimmire s s s 43
c{2) Number of parliclpants with account balances as of the and of the plan year (only deflned 5c(2)
contribution plans complete this item)......... TN “ e s R s 43
d(1) Totat number of active participants at the baginning of the plan ysar S 5d(1) 43
d(2) Total number of aclive participants at the end of 1he PIAN YEAT wrmwmsimsm s s N 5d(2) 45
@ Number of paricipanis who lerminaled employment during the plan year with accrued banalits that Ba
) were less than 100% vested.......oeenss Lisieses g L e s s prn 2 . ; 0
Caution: A panally for the late or Incompiste filing of this returnireport will be assessed unloss reasonable cause Is astabfished,

Under penalies of perjury and other penalties set forth in the instruclions, | declare thal | have examined this refurnireport, Including, if applicable, a Schedule
SB or Schedula MB completed end signed by an enrollod actuary, as weit as the etectronic verston of this relumfrapor, and lo the best of my knowledge and

_pellef, il 18 tiye, cory
SIGN % 7/30/;}5‘ Arvind S, Nirula, M. D.

HERE SMra'of plan adm(nlslrator’ D;te " | Enter name of individual signing s plan adminisirator ]
SIGN '
H.Ef“':‘, Signature of employer/plan sponsor Dale Enler name of Individual signing as emplover or plan sponsor . {
For Paperwork Reduction Act Nollce, see the Instructlons for Form 6600-5F. Form 5500-SF (2024} -

v. 240311




Form 5500-SF (2024) Page 2

" Were all of the plan's assets during the plan year invested in eliglble assats? {Ses instructlons.)....

Are you clalming a walver of the annual examination and report of an independent quailﬂed pubhc accoumam (lQPA)
under 29 CFR 2520.104-467 (See Inslructions on waiver efiglbllity and conditions.)... -
If you answared “No" to either {ine 6a or ilne &b, the pian cannot use Form SBDD-SF and must Instead use Form 5500.

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filling for this plan year

Yes D No’
- Yes D No.

If the plan is a defined benefit ptan, is it covered under the PBGC insurance program {see ERISA section 4021 ) (g [] Yes D No B Not determined }

. (See instructions.) i

[_Part Iil_| Financial Information

7 Plan Assels and Llabitllies {a) Beginning of Yaar {b} End of Year ;
B Tl PBIAN BSSBS ....covviiresrerssesesiesssessessssssssssssessseasssssssresssssress Ta__ | 1,156,240 1_: 459,030
D Tolal plan (BDHIES ...vveorecrerrccrnss o Th 0 0
C_Net plan assels (sublract ling 7b from e 7@, e Tc 1,156,240 1,459,030

8 Income, Expenses, and 'i'fansfers for this Plan Year . {a) Amou'nt {b) Totai
& Conltributions received or receivable from: N '

{1) Employers... 8a{1) 113,759
(2} Parlicipants.... soimtessgass s s e s esrssng e | 88{2)
(3) Others {lr!cludm_&rollovers) e s 8a{3)
B Other INCOME {I0SS)....coveerremeccersosscecsicesseecenso eveeeneresrees | 8B 223,975 ;
€ Total Income (add lines 8a(1) 8a(2), 83(3) and Bb) 8¢ 337,734
d Benefits paid (inciuding direct roliovers and insurance premlums
1o provide benefis). ..o 1 8d 23,487 ;
€ Certain deemed andlor cormeclive dlstributions (see instructions). Be
f _Admlnlstra!lve service providers (saiarles.'fees, commissions)..... éf
8 Other eXpenses.........ccvummississsisiis 8g ' 11,457 :
h Tolal expenses (add lines 8d, Be, 8f, and Bg) Bh 34,944
i Nelincome (loss) (subtract line 8h from line ac) 8i 302,790
] Transfers to (fromy) the plan (see Instruétions) 8 )
l Part IV | Plan Characteristics '
9a If2 the p;an provides pension benefits, enter the appllcable pension feature codes from the List of Plan Charactleristic Codes in the instructions:
E 3D
b |if the plan provides welfare benefits, enter the applicable welfare fealure codes from the List of Plan Characteristic Codes in the instructions: i
l Part V I Compliance Questions
10  During lhe plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contribulions within the time period
described in 29 CFR 2510.3-1027 Continue to answer “Yes™ for any priar year faltures untlt fully
corrected. {(See instructions and DOL's Voluntary Fiduciary Correction Programj... vevneenreens | 10 X
b Wers there any nonexempl transactions with any parly-In-interest? (Do not Include transactlons
raported on lING 108} v e s srssesresessrassnnsrens | 10D X
€ Was the plan covered by a fidelly bOnd? ... | 406 | X 150,000
d Did the plan have a loss, whether or not reimbursed by the plan's fidelily bend, that was caused
by fraud or dishonesty? ... reravre s r e iar e s aenne IR anegaresnrseyvirasrarsesensseysreensresenpeneremencereeersreces | FOC X
e Were any fees or commissions pald to any brokers, agents, or other persons by an Insurance
carrier, Insurance service, or other arganization that provides some or all of the benefils under
the plan? (See INSITUCHONS.) ...crveiiiicrrieiiiiicieserisrernssriessesisseresresssesssssssenssseronessesssessreasensesses | 108
f Mas the plan failed 1o provide any benefit when due under the plan? ... | {0f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ..o 10g X 11,263
h  If this is an individuat account ptan, was there a blackout berlod? (Sée instiuctions and 28 CFR
2620.101-3.) .. ervreseeessssssseses e et sssee s eneesseesseses s sseeesesssseerssetersnersseeeers | 100 X
i If10hwas answered "Yes check the box l[ you e]thar provided lhe raquued notlce or one of the

exceptions to providing the nolice applied under 29 CFR 2520.101-3......ccccniveinermisiienssreriiminn 101
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Part VI | Pension Funding Compliance

11 Is this a defined benefit plan subjsct fo minimum funding requirements? (If *Yes," see Instructions and camplete Schedule SB
(Form 5500) and lines 11a and b below.) f this is a defined contribution pensinn pEan leave line 11 blank and comp!ele line 12 D Yes @ No
below... sressissesiis .
a Enter the unpa!d minimum required conlributions for all years from Schedule SB (Form 5500) line 40 .. | 11a I

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reporled on fine 11a is greater than $0, has PBGC
been nolilied as required by ERISA sections 4043{c)(5) and/or 303(k)}{4)? Check the appiicable box:

D Yes.

D No. Reporling was walved under 29 CFR 4043,25{c)(2) because contributions equal to or exceeding {he unpaid minimum required conltribution
were made by the 30th day after the due date,

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has nol yet ended, and the sponsar Intends {o make a coniribulion equal to or
exceeding the unpaid minimum required contribytion by the 30th day after the due date.

D No. Other. Provide explanation

12 s this a defined contribution plan subjec! to the minimum funding requirements of section 412 of the Code or section 302 of
ERISAT .. “ D Yes Mo
{If"Yes," complete Iine 123 or Hnes 12b 12{: 12d and 12& be[ow. as apphcable ) If thls ls a deﬂned beneﬂt pensqon plan [eave ’
line 12 blank and complele line 11 above,

a M a walver of the minimum funding standard for a prior year is being amartized In this plan year, see Instructions, and enler the date of the letler ruling -

granlmg the waiver, ... Month Day Yealr
If you completed line 12a compiete llnas 3, 9 and 10 of Schadule MB (Form 5500), and sklp to Ilne 13.
b Enter the minimum feqmred CONtFBUBON 107 1MES PIAN VBB 1..c.vcririrerrirmrnressssessrrrecsmnerarssssessssssrssessassesnssecssesseressecss | 12D

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

d Subtract the amount in tine 12c from the amount in line 12b, Enter the result {enter a minus sign to the left of & 12d

NOGAUVE BMOUML) 1ovverrscse s v s bt s e e et st s
e Wil the minimum funding amount reported on line 12d be met by the funding deadine?.......ciierermrensmreneninns D Yes B No D NA
Part Vil | Plan Terminations and Transfers of Assets
133 Has a resolution to terminate the plan been adopted In NY PIAN YEAM ..uw.uu.remuressrmeussmieess e ssssessssssrensnrsssserrseees D Yes @ No’
a_I"Yes,” enter the amount of any plan assels that reveried to the employer ihis year... 13a
b Were all the plan assels distributed to parﬂclpants or beneficiaries, iransferred to another plan. or brought under the D Yes @ No
control of the PBGC?.... desie e o, rericiresenen s

c 1, during this plan year, any assets or liabllittes were transferred from this plan to another plan(s) Idenﬂfy the ptan{s} to
which assets or abilities were transferred. (See Insiructions.)

13c(1) Name of plan(s): 130(2_) EIN{s} 13e{3) PN(s)

[ Part Vil | IRS Compliance Questions

414a Does the plan satisfy the coverage and nondiscrimination lesls 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 I this is a Code section 401(k) plan, check all boxes that apply to Indicate how the plan is intended fo salisfy the nondiscrimination requiremenis for
employee deferrals and employer matching contributions {as applicable) under Code sections 401(k){3) and 401{m}(2).

B] Design-based safe harbor method
D “Prior year" ADP test
D “Current year" ADP test

[ wa

15 i the plan sponsor Is an adopler of a pre-approved pEan lhat recelved a favorable IRS Opinlon Letter, enter the date of the Opinion Letter 06/30/2020
{(MMIDD/YYYY) and the Opinion Lefter serial number 0703%12a




