
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

X

DAKOTA DENTAL 401(K) PROFIT SHARING PLAN 001

07/01/1977

208 WEST 37TH STREET 
SIOUX FALLS, SD 57105

47-2451009

DAKOTA DENTAL
605-332-6377

621210

X

20

19

20

19

16

18

0

Filed with authorized/valid electronic signature. 07/24/2025 JACLYN SCHULER
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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

3796928 4268801

0 0

3796928 4268801

210938

137933

0

549122

897993

394254

5162

0

26704

426120

471873

2E 2F 2G 2J 2K 3D

X

X

X 500000

X

X

X

X 33388

X
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Part VI    Pension Funding Compliance 
11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB 

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

X Yes X No 

a  Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ..................  11a  

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

_ Yes. 

_ No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution 
were made by the 30th day after the due date. 

_ No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or 
exceeding the unpaid minimum required contribution by the 30th day after the due date. 

_ No. Other. Provide explanation ___________________________________________________________________________________________ 
 

 

 

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of 
ERISA? ...........................................................................................................................................................................................  

          (If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave 
line 12 blank and complete line 11 above. 

X Yes X No 
 

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling 
granting the waiver.  ............................................................................................................................. Month _______    Day _______    Year ________ 

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13. 
b Enter the minimum required contribution for this plan year  ...................................................................................  12b 123456789012345 

c Enter the amount contributed by the employer to the plan for this plan year  .........................................................  12c -123456789012345 

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 
negative amount)  ..................................................................................................................................................  

12d YYYY-MM-DD 

e Will the minimum funding amount reported on line 12d be met by the funding deadline? .......................................  X   Yes     X   No     X   N/A 

Part VII    Plan Terminations and Transfers of Assets 
13a Has a resolution to terminate the plan been adopted in any plan year?  ........................................................................  X   Yes        X   No         

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............................................  13a  
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the 

control of the PBGC? ..........................................................................................................................................................  
X Yes X No 

c  If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to 
which assets or liabilities were transferred. (See instructions.) 

 13c(1) Name of plan(s): 13c(2) EIN(s) 13c(3) PN(s) 
 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 123456789 

  012 

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

the permissive aggregation rules?   Yes    No 

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

_ Design-based safe harbor method 

_ “Prior year” ADP test 

_ “Current year” ADP test  

_ N/A 

15 If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter ___/___/_____ 
(MM/DD/YYYY) and the Opinion Letter serial number__________. 

 

1

X

X

X

X

X

X

Q703912A
06 30 2020



Form 5500€F
O.t ih.nl 6l lh. lre3lry
lnlmal Re!@! S.oi.e

!,!9.r!En! o, Lrbd
Endq,r 8a'.tb S6.9lrnirt d!
Pens6n Baeft GB6iry Colpcrai.n

Annual Re rt ldentifi cation lnformation
For c€l€ndar plan year 2024 or tiscal plan vear beoinnanq

OlrB No6. 1210.0110
1210{089

2024
This Form is Open to

Public ln.peclion

01 0L 2A24 and endinq .I I

Short Form Annual Retum/Report of Small Employee
Benefit Plan

This form rs required lo be filed under sectrons 104 and 4065 ofthe Employee Retirement
lncome Security Acl ol 1974 (ERISA), and sectjons 6057(b) and 6058(a) of the lnternal

Revenue Code (the Code)

.ll .ntrle! In .Cco.dance wlth the lnltrucllons tO thc FO.m 55O0SF.) Com

I

A Thr6 return/report as for: I a single-employer plan

B This retum/report is

a multip{e-amployer plan (not multromployer) (Ponsion Plan lilers dtecking this box
must attach Schedole MEP. other plans must attac*1 a list of participating employer
infomalion in accordance with the form instruc{ions.)

C Check box if fling unde.: S form SSS8

! special oxtension (enter doscription)

D fole plan is a colleclively-barg6ined plan, cteck here.................... .....

E if this is a SECURE Act se.lion 201, check here

Basic Plan lnformation-enrer at, information

la Hame ot ptan

DAKOTA DENTAL 401(K) ?ROFIT SHARING PLAN

2a Plan sponsor's name (emptoye., if lor a single-employer plan)
Mailiog address (indude room, apt.. suite no. and slreet, or P.O. Box)
City or town, stale or province, country, and ZIP or loreign postal code (if foreign, see inslruc'tions)

lhe first retuh/repoat

an allrended retunvEpolt

the nnal retum/report

a short plan year retum/repod (less Elan 12 months)

1C Efieclive d.te of plan
a'7/c|/7911

2b Employer ldenlification Number (ElN)
41-2451CC9

2c Sponsofs telephone number
6C5-332-63r?

2d Bwiness code (see anstrucbons)

CC ]

208 WEST 3'7TH STREET

SIOUX EALLS SD 5?105

3a Plan administratols neme and address Same as Plan Sponsor

4 It the rlame and/or EIN of th€ phn spoisor or the plan name has changed since the lasl retu.rrrcpon
tilod fo. lhis plan, enter the plan sponsois name. ElN, lhe plan name and lhe plen number fiom lhe
last rehrm/report

a Spdnsor's name

C Plan Name

5a Tolal number of participanls at the beginning of the p,an year.....

b Total numbe. ol participants at ths e.d of the plan year.

C(1) Number ot participents with ac.runt balancas as of lhe b6ginnrng ot the plan year (only defined
contibution plans complete Sis item) .... .. .. .. .

C(2) Number of participants with account balances as of lhe eod of the plan year (only delin€d
oonfibution plans cornpiete O$s item ) ... - .. .. -..

d(1) TotatnumUer ot activo participa satthebeginningoftheplanyear...................-........-...............

d(2) fotat numOer ol active padicipants at the erd ol the plan year.. .

e Number o{ parlicipants who ierminaled employmcnt during the plan year with accrued benefds that
were less than ,00% vested... . .

62t2lC
3b Administratots Etr't

3C Admrnistrator's telephone number

4b ErN

4d PN

2C

20

19

16

0

Caution: A Danalty tor tho late or incomplelq fillnq ol this rotlrnheood will bo ass€ssed unlsss aeasonabl? cause is establishgd.
LJnder p€nalties of periury and other penalties set forth in the inslruclions, I declare thal I have examined this retum/report, including, if applicable, a Schedule
SB or Sch€dule MB completed and signed by an enrolled actuary, as well as the electronrc version ot this reiunyreport, and to the bost of my knowedge and

12021)

Parl ll

PN )
1b Three-digit plan n'rmber

5a

5b

5c(1)

sc(2)

5d(r )

5d(2)

5e

'1la+ Jaclyn Schule!SIGN
HERE

Siqnature of plan administrator
I DJ" I Enter name of individual siqnlnq as plan administrator

SIGN
HERE

Siqnatu,e oI omployor/plan sponsor Date Enter name ol individusl signrng as empioyer or plan sponsor

IT,WIUIilMTAII'II]'^7L E

rk Reduclion Act No!ic., se€ tltr lnstructiofls fo. Form 55l,0-sF
v. 240311

! autormtic extension fl orvc p'ognam

u
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6a
b

Were all of the plan s assets during the plan year invested in eligible assets? (See instructions.)-....
Ate you claiming a waiver ot th€ annual examination aod report ol an ind6pendert qualified public accounlant (IQPA)
under 29 CFR 2520.104-46? {S6e instruc'tions on weiver eligibility and cond'tions.) . . ......

]f you ansvrerrd "No" to oithsr lins 5. o. lino frb, tho pLn c.nnot uro Form 5500-SF rnd musl inatoad uti Fotm i5OO,

C It the plan is a defined benefit phn, is il cove.ed under the PBGC insurance program (see ERISA section 402't )? No Nol determrned

lf Yes" rs checked, enter the My PAA confirmalion number from the PBGC premrum fllng for this plan (See instruclions.)

Financial lntormation
7 Plan Assets and Liabilities End of Year

a Total assels 4 ,268, BAl
b Toral liabiliIes c

C Net assets subtract line 7b from line 7a 4 .26A, 9At
8 lncome and Translers lor this Plan Year Total

Em

B "".
I v""

No

No

Pa

3 Others includi rollovers

b other income loss

C Tolal incoane add lines 8a 3 and 8b

d Benefits paid (rncluding direct rollovers and rnsuran@ premiums
beneiits

g Certain deemed and/or corrective distnbutions see nstructions

f Admihisirativeselice fees commissions

Other

h Totat add lines 8e 8f, and

i Net income loss subt-ad lhe 8h ftom line 8c
j Transfers to {from) the plan (see inskuctrons)

Plan Characteristics

i lf loh was answered Yes,' check lhe bo, if you oither provided the requircd notbe or one of the

2

9a lf th. plan provides pension benefts, enter the applicable pension feature cod6 from the Ust of Ran Charactcristic Codgs in th. insfucbns
2L 2E 2G 2J 2K 3)

h lf this is an indivilual account plan. was there a blackout period? (See instructions and 29 CFR
2520.101 -3.1

897,993

426 , ),2O

4'71 1813

500,000

b lf the plan provides welfare benefls, enler the applicable welfare feature codes from the Ust of Plan Characterbtic Cod6 in the instruclions:

Com iance Questions
10 the plan yearl Amount

a Was the.e a failure to transmit lo &le plan aoy participanl contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer'Yes" for any prior year failores until tully
congcted- (See irlst uctions and OOL'S Volunta Fiducr

b Were there any nonexempt transaclioas with any party-in-inlerest? (Do not include lransactions
on line '10a )

C Was the plan covered by a fidelity bond?

d Did the plan have a losg, whell|er or not reimbursed by the plan's fidelity bond, that was caused
fraud or

e Were any fees or commissions paid to any brokers, agents, or other persons by an 
'nsurancecanier, insuranco aeftic€, or other organizatiod that povides some or all of the benefits under

the n? See inslfirclions

f Has the plan failed to provide any benefit when du€ under the plan?

g Did the plan have any participant loans? (lf 'Yes." enter ahount as ol year-end.) .

Parl lll
(a) Bsginning ot Yoar

7a 3 ,'1 96 , 928

7b c

7c 3 ,196 t 928

(a) Amounl

8a{1) 274 ,938
8a12| 137, 933

8a(3)

8b

8c

8d 394,254

8e 5 ,762
8f 0

8q 26 ,104
8h

8i

8j

Part V
Yos No

10a

't 0b

10c x

'!0d x

10€

10f x

't 0s X

10h x

't0i

I

@

I
TI
IIexc€ptions to provid the notic€ applied under 29 CFR 2520.101-3

33,388

a Coniibutions received or receivable froml

Correction

0

x

x
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E lltr

H

Pension Fundi Com tance
't 1 ls this a delin€d benefit plan subjecl to minimum funding requirements? (lf"Yes.'see inskuclions and complete Schedule SB

(Form 5500) and lin€s 1'la and b below.) lf lhis is a defined cohtnbution pension plan. leave line 11 blank and complete line 12
t€low .. .. !v""INo

a Enbr the id minimum ared contributions for all from Schedule SB 5500 line 40

b PBGC mbscd cont ibution oporting itqulrEm€nts. lf lhe plan rs cove.ed by PBGC and the amount repoied ofl tins 11a is greater than $0, has PBGC
been notifed as required by ERISA secrions 4Ol3(cX5) ahd/or 303(kX4)? Check the appticabte box:

! vu"

! No. Reporting was waived und€r 29 CFR 4O13.25(cX2) because contributions equal to or exceeding he unpai, rhlnimum requirod contribulion
were made by the 30th day alter the due date.

! tlo ttt SO.a"y puriod referenced in 29 CFR 4043.25(cX2) has not yet ended, and the sponsor interds to make a contribuboi equat to or' exceedang the unpaid hinimum required cont.ibulion by the 30th day alter the dl]e date_

! lo. Otl,"l. Provide explanat@n

12 ls this a defined contribution plan subjecl to the minimum tunding requirem€nls ol section 412 of the Code or sectjon 302 of
ERISA? .

(lf Yes." co.nplete line 124 or lines 12b, 12c, '12d, and 'lze below. as apdir€ble,) lf this is a defined benelit pension plan, leave ! v". I r'ro

line 12 blank and com lele line '11 above

a f a waiver of the minimum funding standard tor a prior year is being amorlized in this plan year. see inslrucliofls, and enter the date of the letter ruling
qrantino the waiver Month oav

tf line { linos and 10 ofSchedule MB orm 5500 and to lino 13

b Enter the minrmum required contnbution for this plan year .-

C Enter the amounl contnbuted by lhe emdoyer to the dan for lhis plan

d Subhaa the arpunt in lir|e 'l2c from the arnounl in line 12b. Enter the rosuli (entBr a minus sign to ths bn of a
amount

e Will the mrdimum tundrng amounl reported on line 12d be met by the funding deadline? Yes No

I 3a Flas a resdutjon b lemirale the dan b€ei adopted in any dan !€er?

a f Yes." enter the emount ofan n assels lhal reverted to the em r this

b Were all the plan 6sets distributed to participants or b€neficiaries, transfered to another plan, d blought urder the
controi of the PBGC?. . ! v"" I r.ro

C lf. dunng this plan year, any assets or liabilil,es were transterred from thrs plan lo another plan(s), idenbfy the plan(s) to

't 2b

Part vll

13a

which assets or liabilitres were transferred instruclions

tc(l)'Name of plan(s): 13c(3) PN(s)

tRs c iance Questions
14a Does the plan satisfy lhe coverage and noodlscrimination tests of Code sections 410(b)and 401 (aX4) by cornbining this plan wilh any oth€r plans under

fie permissive aqqreqation rul€s? R Yes [l No

13c(2) ErN(s)

Part Vlll

14b f this is a Code se.rion 401(k)plan, check all boxes thal apply to indicate how the plan is intended to satisry th6 nondiscdmination requirements for
employee defenals and employe, matching contributions (as applrcable) under Code sections 401(kX3) ard a01(m)(2).

I Design-based s6fe ha.bor method

! "Prior year" ADP test

'Current year" AOP test

N/A

15 lf the plan spoisor is an adoptd of a pB.approved plan,that received a favo{aue IRS Opinioh Lette., enter the date ot the Op
{MM/DD/YYYY) and the Oprnion Letter seiel numbdQ 'L'j'J /d

n;,iorLen1n06/30/2-O2A

Plan Terminations and Transfers of Asssts
No

't2c

12d


