
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

MISSION MINDED, INC. 401(K) PLAN 001

01/01/2013

145 MAYWOOD WAY 
SAN RAFAEL, CA 94901

80-0328416

MISSION MINDED, INC.
510-435-5984

541800

X

21

14

19

14

18

10

0

Filed with authorized/valid electronic signature. 07/30/2025 ZACHARY HOCHSTADT
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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

2439231 1966520

0 0

2439231 1966520

49817

141233

0

239767

430817

900119

0

3409

0

903528

-472711

0

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

X

X

X 243924

X

X

X

X 2195

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

Q703936A
06 30 2020
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Form 5500-SF Short Fonn Annual Return/Report of Small Employee 
Benefit Plan 

0MB Noe. 1210-0110 
1210-00IJ9 

This form Is required to be ftled under Ndions 104 and 4065 of the Employee Retirement 
~ a1 '--' Income Sealrtty Ad of 1974 {ERISA), and aections 6057(b) and 6058(&) of the Internal 

2024 

.,.,..__Sm.d).,_..,.,.._, Revenue Code (the Code). 

_, eo,,.11 o..ny Corpcn11on ► C !eta 111 entrtn In 1ccordlnce with the lnatructlona to the Form NGO-SF. 

Thia Form la Open 1D 
Publlc Inspection 

Part I Annual Re ort ldentJficatlon lnfonnatlon 
Forcalendarplanvear2024orfllcatplanvear beglnnlng 01 01 2024 andendlng 12 31 2024 
A This return/report Is for: ~ a slngkHmployer plan O a multiple-employer plan (not m"11employer) (Pension Plan fliers cheeking this box 

must attach Schedule MEP. Other plans must attach a list of participating employer 
lnfonnallon In acoordance wHh the form Instructions.) 

B This return/report Is O the first return/report O the final return/report 

0 an amended return/report O a short plan year return/report (less than 12 months) 

C Check box If filing under: ~ Form 5558 O automatic extension O DFVC program 

0 special ex1enslon (enter description) 

D If the plan Is a cotlectlvely-bargalned plan, check here ............................................................................ .... ► 0 
E If this Is a retmactlvelv adooted Dian oermltted bv SECURE Ad section 201 . check here .......................... ► n 
Part II I Basic Plan lnfonnatlon--«iter all requested Information 
1 a Name of plan 1b Three-digit plan number I 

Mission Minded, Inc. 40l(k) Plan (PN) ► 001 
1c Effective date of plan 

01/01/2013 
2a Plan sponsor's name (employer, If for a single-employer plan) 2b Employer ldentlftcatiOn Number (EIN) 

Malling address (lndude room, apt, suite no. and street. or P.O. Box) 80-0328416 
City or town, state or province, country, and ZIP or foreign postal code (If foreign, see lnstrucllona) 

2c Sponsor's telephone number Mission Minded, Inc. 510-435-5984 

145 Maywood Way 2d Business a>de (see lnslrudions) 

San Rafael CA 94901 541800 
3a Plan administrator's name and address ~ Same as Plan Spon1«. 3b Admlnis1ra1Dr's EIN 

3c Adrrinistrator's telephone number 

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last retum/report 4b EIN 
ftled 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 

Sa T otaJ number of participants at the beginning of the plan year ............................................................... Sa 
b Total numberof partlc:lpants at the end of the plan year ......................................................................... Sb 
c(1) Number of participants wi1h account batanoee as of the beginning of the plan year (only deftned Sc(1) contrl>Ullon plans ~ta this llllm) ................................................................................................. 
c(2) Ntanber of pertldpa1ls with account balaral as of the end of the plan year (only detlned 

contrl>Ullon plans ~le ttlls 11am) ................................................................................................. 5c(2) 

d(1) Total number of active participants at the beglnnk1g of the plan year .................................................. 5d(1) 

d(2) Total number of active partlclpanta at the end of the plan year ........................................................... 5d(2) 

• Number of partlc:lpants who terminated employment during the plan year wllh accrued benefits that 5e were less thin 100% vested .................................................................................................................. 
Caution: A penalty for the 111a or lncompleta filing of thla l"ltuml'9port wlH be nNUld unlNa rwonable CIIIH .. ntabllshed. 

21 

14 

19 

14 

18 
10 

0 

Under penalties of perjury and other penallies aet forth In the lnstrudlons, I declare that I have examined this return/report. including, if applicable, a Schedule 
SB or Schedule MB cornplelad and signed by an enrolled aduary, as wel as the eledronlc V9l'llon of this retum/repolt. and to the best of my knowledge and 

SIGN 
HERE s 
For Pa~ , - torf'«ffl IIOO-SF. 

130 ~ Zachary Bochstadt 

Enter name of Individual administrator 

Enter name of Individual 
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6a Were all of the plan's assets during the plan year Invested In eligible assets? (See Instructions.) ....................................................... . ~Yes □ No 

~ Yes □ No 
b Are you dalrnlng a waiver of the annual examination and report of an Independent qualified public aa:ountant (IQPA) 

under 29 CFR 2520.104-46? (See Instructions on waiver eligibility and conditions.) ........................................................................... . 
If you anawered "No" to either llne 81 or lln• 8b, the plan cannot UH Fonn 5SOO-SF and muIt lnatNd use Form 5500. 

c If the plan Is a defined benefit plan, Is It covered under the PBGC Insurance program (see ERISA section 4021)? ...... 0 Yes O No O Not determined 

If -Yes" Is checked, enter the My PAA confinnatlon number from the PBGC premium filing for this plan year ________ . (See Instructions.) 

PartllH Financial lnfonnatlon 
7 Plan Assets and liabilities (al Bealnnlna of YNr lbl End of YNr 

a Total plan assets ............................................................................ 71 2,439,231 1,966,520 

b Total olan llabllltles ......................................................................... 7b 0 0 

C Net olan assets (subtract line 7b from line 7a) ............................... 7c 2,439,231 1,966,520 

8 Income, Emenses, and Transfers for this Plan Year lalAmount lbl Total 

a Contributions received or receivable from: ~- i1~:. ,,-~'] 
(11 Employers ............................................................................... 81111 49,817 , ... :..11,j).I!,.:. v )c.;iJ 

(2) Partlcloants .............................................................................. 81121 141,233 (t .-•. ' . -~ 

13) Others l lncludlna rollovers\.. .................................................... 81131 0 i 

. 
-- J b Other Income llossl ...... ..... .................... .. .. ................ ..................... Sb 239,767 . .• ..,-... • ')< 

Total income (add lines 8am, 8al2l, 8al3l, and 8bl.. .................... 
. 

430 , 817 C Sc 
d Benefits paid Ondudlng direct rollovers and insurance premiums 

., --=-- c-.• _ 
•J • 

to rvnvide benelltsl ......................................................................... 8d 900,119 ,~ ,,v,1r.rJ 
e Certain deemed and/or com,ctive distributions (see Instructions) . 8e 0 •-:"l:q 
f Administrative service providers (salaries, fees, commissions) ..... 8f 3,409 •I 

g Other exoenses .............................................................................. 8a 0 t 
h Total expenses (add lines 8d, 8e, 8f, and Ba\ ................................ Sh 903,528 

i Net income (loss) (subtract line 8h from tine 8cl ............................ 81 -472, 711 

j Transfers to (from) the plan (see instructions) ............................... 81 0 - .~ . 1 
Part IV I Plan Characteristics 
9a If the plan provides pension benefits, enter the applicable pension feature codes from the l ist of Plan Characteristic Codes in the instructions: 

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

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the list of Plan Characteristic Codes In the Instructions: 

I Part.V I Compliance Questions 
10 During the plan year: Y• No Amount 

a was there a failure to transmit to the plan any participant contributions within the time period 
desaibed In 29 CFR 2510.3-102? Continue to answer -Yes" for any prior year failures until fully 

X corrected. (See Instructions and DOl's Voluntary Fiduciary Correction Program) ......................... 10. 

b Were there any nonexempt transactions with any party-In-interest? (Do not Include transactions 
reported on line 108.) ....................................................................................................................... 10b X 

C Was the plan covered by a fidelity bond? ........................................................................................ 10c X 243,924 

d Old the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused 
by fraud or dishone!:iv? ................................................................................................................... 10d X 

e Were any fees or convnlsslons paid to any brokers, agents, or other persons by an Insurance 
canier, Insurance service, or other organization that provides some or all of the benellts under 

X the plan? ( See Instructions. l ............................................................................................................ 10. 

f Has the plan failed to provide any beneflt when due under the plan? ........ .................................... 10f X 

g Did the plan have any participant loans? (If -Yes," enter amount as of year~.) ......................... 10a X 2,195 

h If this Is an Individual account plan, was there a blackout period? (See Instructions and 29 CFR - ,· .,.,. 
~ Jc 

,.i 2520.101-3.) .................................................................................................................................... 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 ............................................ 101 . . 

•· s I 
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Part VI Pension Fundln 
11 Is this a defined benefit plan subject lo minimum funding requirements? (If "Va," see Instructions and complete Schedule SB 

(Form 5500) and lines 11a and b below.) If this la a defined contribution pension plan, leave line 11 blank and complete line 12 below .................................................................................................................................................................. ....... .......................... . 
a Enter the un Id minimum ulred contributions for all ears from Schedule SB Fonn 5500 line 40 ................... 11• 

□ Yes O No 

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

0 Yes. 
0 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. 0 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. 0 No. Other. Provide explanation _______________________________ _ 

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or sedlon 302 of 
ERISA? ................................................................................................................................................................................................ □ Yes lv1 No (lf"Ves." complete line 12a or lines 12b, 12c, 12d, and 12e below, as appllcable.) If this is a defined benefit pension plan, leave ~ rme 12 blank and com te line 11 above. 

a If a waiver of Iha minimum funding standard for a prior year Is being amortited In this plan year, see Instructions, and enter the dale d the letter ruing grantlnq the waiver ................................................. ... .............................................................................. Month Day Year 
If vou comolltN U• 12■ comoleta llnea 3 t and 10 of Schedule MB IFonn HOO\. and aklo to llne 13. 
b Enter the minimum required contribution for this plan year ...................................................................................... . 12b 
C Entef the amount contributed by the employ Bf' lo the plan fer this plan year .................................•...•.........•............ 12c 
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 

neaattve amount) ..................................................................................................................................................... . 
12d 

e wn the nininum funding amount repotl8d on line 12d be met by the funding deadline? •.••..••.......•........•••......•...•..• 0 Yes O No O N.IA 

I Part VII I Plan Tennlnatlons and Transfers of Assets 
13a Has a reaoUlon ~ wminalB the pal been adopled kl arr, pal v-'/ ·······························································-·········· l Yes Iii No 

a lf"Ves," enter the amount of anv Dian aaaets that reverted ID the emolover this vear............................................... 1311 
b Were al the plan assets dlstri>uted to participants or beneficiaries, transferred to another plan, or brought under the 

aintro1 of the PBGC? ........................................................................................•.•.............................................................•...... □ Yes ~ No 
c If, during this plan year, any a$S8II or llab8itles went transferred from this plan to anolher plan(s), Identify the plan(s) to which 8llets or lab11111ea were transfemld. !See lnstrucllons.\ 

13c(11 Name of olan(a): 13cl2\ EIN(s) 13cl3) PN(s) 

l'Part VIII I IRS Compliance Questlona 
14a Does 1he plan satisfy the coverage and nondlsalninatlon tesll of Code sections 41O(b) and 401(a)(4) by combining this plan with any other plans under the permissive aggregation rules? D Yes l)Q No 
14b lflhll II a Code eectlon 401(k) plan, check all boxes that apply to lndlcall!I how the plan Is Intended k> satisfy the nondisab1i11atio11 requiraments for employee defenals and ef11)loyer mat:hk'lg contrtbu11ona (as appllcable) I.alder Code sedlons 401 (k)(3) and 401 (m)(2). 

~ Design-based safe harbor method 

□ "Prior year" ADP teat 

0 "Currant year" ADP test 

D N,IA 

16 If the plan sponsor Is an adopter of a pre-approved plan that 1908Mld a favorable IRS Opinion Letter, enter the dale of the Opinion Letter O 6 / 3 0 / 2 O 2 O (MM/00/YYYY) and the Opinion Letter senaJ number Q703936a . 
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