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: B 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
COMMONWEALTH MEDICAL SERVICES, LLC 401(K) PLAN (PN) » 001
1c Effective date of plan
01/01/2023
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) 84-2797368
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
COMMONWEALTH MEDICAL SERVICES, LLC € Sponsor's telephone number

859-806-7133

2d Business code (see instructions)

1517 NICHOLASVILLE ROAD
LEXINGTON, KY 40503 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 9
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 13
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 9
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) 13
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 9
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 11
€ 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. 07/31/2025 ROBERT MORLEY
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



Form 5500-SF (2024) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii e @ Yes D No
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 @ Yes D 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.

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 34325 112603
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 34325 112603

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) 26241

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 49121

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 5201
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 80563
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 2285
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 2285
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 78278
j Transfers to (from) the plan (see instructions) 8j

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:
2A 2F 2E 2G 2T 23 2S 3D
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 50000
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 1081
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........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
23 0T 0 e PSS 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 ..........cccceeiiiiiiieniiiiiciieee 10i




Form 5500-SF (2024)

Page 3-| 1

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 03/ 22/ 2021

(MM/DD/YYYY) and the Opinion Letter serial number_ Q704464A,




Form 5500-SF Short Form Annual Return/Report of Small Employee O s, e
Deparimentof tha T reasury Beneﬁt Pian
tnternul Rovenus Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
Depariment of Labor {ncorne Security Act of 1874 (ERISA), and sactians 80567(b) and 6058(a) of the Intemnal K
Emplayee Benefits Securily Adminstration Revenue Code (the Code). This Form is Opento
. - et Public inspection
fgnsm Bensht Guasanty Corparetion ¥ Complete alf entries in accordance with the instructions to the Form 5500-SF. P
Sartl | Annual Report Identification Information
For calendar plan vear 2024 or fiseal plan vear beginning 81/01/2024 and ending  12/31/2024
A This returnireport is for: E a single-employer plan r_} a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box

must attach Schiedule MER, Other plans must attach 2 list of participaling employer
information in accordance with the form instructions.}

B This returnireport is D the first refurnireport D the final retum/report
|| anamended retumireport [ ] a short plan year returnirepurt (less than 12 months)
C Check box if filing under: E<J Form 5558 U automatic exténsion E DFVC program
D special extension {enter description)
D ihe planis a collectively-bargained plan, Check here . wramaswnissmon. femrsaervasandareens esaveas cesbResrxgons 4 U
E 1fthis is a retroactively adopted plan permitted by SECURE Act seclion 201, check here ... wornnn » D
“Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
COMMONWEALTH MEDICAL SERVICES, LLC 401(k) PLAN ®Ny b oot
¢ Effective date of plan
01/01/2023
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Malling address (include room, apl., sulte no. amd street, or P.OL Box) 84-2707368

City or fown, state or province, country, and ZIP or foreign postal code (if foreign, seea insiructions)

Commonwealth Medical Services, LLT 2c Sponsor's telephon rtumber

(859) 8067133

2d Business code (see Instructions)
1517 Nicholasville Road 621114

Lexington, KY 40503

38 Plan administrator's name and address B} Same as Plan Spansor. 3b Administrator's EIN

3¢ Administrator's telephone number

4 if the name andior EIN of the plan aponsor of the plan nama has changed since the last retumvreport | 4b EIN
filed for this plan, enter the plan sponsor's narme, EIN, the plan name and the plan number from the

tast returnireport. 4d PN
a Sponsor's natng
¢ Plan Name

5a Total number of participants at the beginning of the plan Year ... i 5a 9
b Total number of participants at e end of e PN VBT .. icwcr i e oot omsmstinse 5b 13
c(‘f) Numbar of participants with accourt balances as of the beginning of the plan year (only defined 5(:(1)
contribution plans complete tiB HEMY i s s carsinsesssmssrasesrsssaemsmssnsserss g
0(2) Number of participants with account balances as of the end of the plan year {only dafined 5 6(2)
eortribution plans complete this BBM) . ivear s rcosra oo cstassnsisrmmers s eosres 13
d{1) Total number of active participants at the beginning of the pian YEAP coacercocormcrnensncrrssersasmsssessermssersrsnss 5d(1) 9
d{2) Total number of active participants at the end of the FIBN YEET (s cssrainsreas 5d{2) 11
& Number of participants who terminated employment during the plan year with accrued benefits that 5e g
were less 11an 100% vested i i e ey s RS A K I A SR A

Caution: A penaliy for the late or incomplete fl!irtg of this returnireport will be assessed unless reasanable cause is sstablished.

Under penalties of perjury and other penalties set forth in the lnstructions, | declars that | have examined this returnfrepart, including, if applicable, a Schedule
SB or Scheduie MB completed and signed by an enrolled actuary, as well as the elecironic varsion of this refurnvreport, and to the bast of my knowdedge and
rue, sonsc-srt Gomplele.

/ — f@ P 7/ 7/ 2 Roberi Morley

éu‘gﬁ'a‘lure of plan adminﬁ-;tratar Data Enter name of individual signing as plan administrator
7 7 . e
> Aol £ /2 | Dokert— Morte s
Bighature of empteyeﬂéﬁan SpONsSor Date Enter name of individual sigm{g as emplover or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-8F, Form §500-5F (2024)

¥, 240311



Form &500-8F (2024) Page 2

Ba Were all of the plan's assets during the plan year invested in eligible assets? (See Instructions.Y..o.o oo evennnn, E} Yes B No
b Are you claiming a walver of the annual examination and report of an independent qualified public accountan’r fiQPA) -
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conGIONS. Jorm wr cresmemmsisensicns o coioma svmrmcrmsssias rens §>§ Yes D No
If you answered “N¢” to sither line 6a or line 6b, the plan cannot use Form 5500-8F and niust instead use Form 5500,
€ Ifihe planis 2 defined benefit plan, is i covered under the PBGC insurance program (see ERISA section 4021)7 ...... D Yes D No D Not determined
I "Yes"is checked, enter the My PAA confirmation number fram the PBGC premium filing for this plan year . {Ses instructions,)
| Partlil | Financial Information
7 Plan Assets and Liabililies (2} Beginning of Year (b} End of Year
A Total Plan 58818 ,.o.viiivias cvoreearionecorssrncennernseesveerscones T 7a 34325 112803
B Total plan Habes . rmriomammimcercoamemsrasriarsesss e 7h
€ Net plan assets (subtract line 7b from Hne 78) o rsoisnccnrenccns 7o 34325 112603
8 Income, Expenses, and Transfers for this Plan Year L {a} Amount {b} Total
a Contributions received or receivable from: i
(1) ENIDIOVETS wivsorsrrrsiooncesssisrismsnrrsnsssseseosiomcorneorssorni s tommasmsnssnnson Ba(1) 26241
(2} POrCIDANIS creersrecsiercossansrmisassssssssversssssernsssacasnssnnesismesrrnsan 8a{2} 48121
{3} Others (including TolIOVErS Y. ..o orcro o i crasiivairans Ba(3)
D Oher NCome (J0SS) i rivesicenmmisnismmeoniesnesssssorssmromssorvesssiaeenss 8k 5201
¢ Tolal income (add lines 8a(1), 8a(2), 8a{3), and 8BY . .cvvvs cereeeneans Be : 80863
d Benefits paid {including direct rollovers and insurance pramiums : o
{0 provide benafits), ... o : 8d
£ Certain desmed andfor corrective distributions {see instructions) . He
f Adminisirative service providers (salaries, fees, commissions)..... 8f
8 Oher BXPRNEES ..o s i oo 8qg
h_Total expenses {add lines 8d, Be, 8L, and 89} ..o gh
I Metincome {loss) (subtract fine 8h from Hne 80) ... wwcoro s &i
j  Transfers to {(from) the plan (568 INSHUCHONS ). e i e ceomrncercer 8
[:PartIV | Plan Characteristics
8a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
C2A ZF ZE 260 2T 24 28 3D
b |if the plan provides welfare bengfits, enter the applicable welfare feature codes from the List of Plan Characleristic Codes i the instructions:

Compliance Questions

During the plan year: Yes | No Amount

a Was there a fallure to transmit to the plan any participant contributions within the time perlod
described in 28 CFR 2510.3-1027 Continue to answer "Yas” for any prior year faflures until fully
corrected, (See Instructions and DOL's Voluntary Fiduciary Correction Program) .. ararm e il X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions X
1RDOITET 0N HITE TOET ccvincsinve i crviermmitveraerron ssariormeons o xcer c1rrxces c6ALET? Cb2ne e besnetsastssnserrssassesiuesans b
€ Was the plan covered by a TIdelily BONGAT o oo ciorersiostonacerans orrmermersaesneasevtesres 10¢ X 50000
o Did the plan have a loss, whether or not refrebursed by the plan's fidelity bond, that was caused x
BY Traud OF QISROMBSIYT 1o crrenrcirrrorssconesrcorvnsriesorriarssomsmevesvessse sressrms sreeorees corscorsarossors on cond . | 10d
e Were any fses or commissions paid to any brokers, agents, or other persons by an insurance
carrer, lnsurance service, or other organization that provides some or all of the benefits under X
T8 PINT (BEE MSIUCHONS, v corerscerseesacereorersscornesssnorsosaamessessueeameerscomeosnecess s csiiamssossississor ormecer 10e 1081
T Has the plan failed to provide any benefit when due under the plan? ..o o 10f
¢ 0Oid the plan have any paricipant foans? (If “Yes,” enter amount &8s of year-end.) . v e 10g
ht i this is a0 individual aocount plan, was there a blackout peried? (See instructions and 28 CFR

ZB20,7T0T0B] corrcrraccorcornonn nraeos cooncerntorasvmavrsss sy eees st visIRnes 4o0rconesssaessnssasssasesssve seras rsaressnssnsssiereesrnce 10h

If 10h was answered “Yes.” check the hox if you either provided the redquired notice or one of the
exceptions {a providing the notice applied under 28 CFR 2520.101-3 1 crcimco conevrmcersarisnresreinres 10i




Form B500-SF (2024) Page 3-1 7 ]

Pension Funding Compliance

11 s this a defined benefit plan subject fo minimum funding requirements? (f "Yes,” see Instructions and complete Schedule SB
(Form 58500} 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
DO, i s e e e e e r st e £ L2 L2 s et e cetrrtenctrres

4 Enler the unpaid minimum required conlributions for all years from Schedule 8B (Form 5800) ine 40 ..., } 11a }

b PBGC missed contribution reporting requirements. If the plan s covered by PBGC and the amount reported on line 112 is grealer than 30, has PBGC
beerj~ notified as required by ERISA sections 4043(c)(5) andlor 303{k}{4)7 Check the applicable box:

Yes,

L =

Mo, Reporting was waived under 28 CFR 4043.25(c){2) bscause contributions equal 1o or exceeding the unpaid minimum required conlribution
were made by the 30th day afler the due date.

No. The 30-day petiod referenced in 29 CFR 4043.25(¢){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,

Na. Other, Provide explanation

o

12 is this a defined contribution plan subject fo the minimum funding requirements of section 412 of the Code or section 302 of
ERIBAT 1ot rcaarraanrormarvesceos ivsrerssaessesinessashnssnsieearasseos e6smeiss (445mcos 025848 3£ 4RACE RECE S50 21100 45 E001E 4005420 EP01 401 €100 6R LD 0400 S0P Eronsssatesnsemrmaten asnaiosta T v N
(i "Yes,” complets line 126 or lines 125, 12¢, 12d, and 12e balow, as applicable,) If this is 2 defined benefil pension plan, leave L] ves o
fine 12 blank and complste ling 11 above.

a {f a walver of the minimum funding standard for a prior year is being amortized in this plan year, see instrustions, and enter the date of the latter rling
aranting the WaIVET. L icuroiomormr oo i oriais b g erCinrcer g R R eerT carr Rt sAcrdnce curdaes irras O Marnith Day Year

If you completed line 128, complete lines 3, 8, and 10 of Schedule MB (Form 5500), and skip to line 13,

b Enter the minimum required contribution for this plan year ...... s AR s aa A eR S n £eR YOS €EO TN e R < AR RS RO 0P R P Ha AT aRern 12k

¢ Enter the amount contributed by the employer {o the plan for this plan year 1éo

o Subtract the amount in fine 12¢ from the amount in line 12b. Enter the result (anter a minus sign to the left of a 12d
FIEGBHVE BITIOUIIEY i cormeorncisancrninshessnsesnetssiarniedrssasssnsrnns aesyanryess crorness (£orssss coas 1 ermcrsncsss s s esnsessasssaseenasnrioessvs sy ess seorses

@ Will tha minimum funding amount reporied on line 12d be met by the funding deading? ... covvm cvrevimrrcena D Yes U No D N/A

Plan Terminations and Transfers of Assets

132 Has a resolution to terroinate the plan been adopled In ary PIBN YEAT e orcsisrmsiserossrvsn sarcess simesenserres D Yes R} No

a I "Yes,” enter the amount of any plan assets that reverted o the employer this yeat 13a

b Were all the plan assets distributed to participants or beneficlaries, transferred to another plan, or brought under the Yes &
- i Yes Xi No
OOl Ol e PRI i iiaa it e e s ey e v st ekt ety s cter ke eniseaserss | ] o

€ If, during this plan year, any assets or liabilities wers transferred from this plan {o another plan{s), identify the plan(s) to
which gssets of liabiliies ware transferred. (See instructions,)

136{1) Name of plan(s). ’ 136(2) EIN(s) 13c{3) PN(s)

{ Part VIIl | 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 sagregation rules? ] Yes D No

14D 11 this is g Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrmination requirements for
employes deferrats and employer matching contributions (as applicable) under Code sections 401(K){(3} and 401(m)(2).

@ Design-based safe harbor methed
B “Prior year® ADP test
D “Current year” ADP test

N/A

15 it the ptan sponsor is an adopter of a pre-approved plan that received & favorable IRS Opinlon Letter, enfer the date of the Opinion Latter 03/22/2021
(MW/DIYYYY) and the Qpinjen Letter serial number (370446844,




