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
CASCADIA DENTAL SPECIALISTS, INC. 401(K) PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
01/01/2009
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) 68-0543816
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
CASCADIA DENTAL SPECIALISTS, INC. C Sponsor's telephone number

425-644-7444

2d Business code (see instructions)

448 WEST LAKE SAMMAMISH PARKWAY NE
BELLEVUE, WA 98008 621210

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
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined
g, - 5¢(1) 8
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
ber ¢ 00 5¢(2) 4
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 4
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 4
€ 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. 08/02/2025 JAMSHID FAGHIH
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 @ 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 1110361 1219698
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 1110361 1219698

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) 35570

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 61000

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 48408
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 144978
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 30026
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 5615
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 35641
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 109337
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  2E 2F 2G 23 2K 2R 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? ... 10¢ X
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........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.101-3.) oo 10h X

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)
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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 D 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 D 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_ Q703181A,
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Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nes. 12100100
Department of the Treasury Benefit Plan
Intermat Revanua Sérvice This form is requiired to be filod under sections 104 and 4065 of tha Employee Retirement 2024
Dapartmant of Labor Income Security Act of 1974 (ERISA), and sections 057(b) and 6058(a) of the intemal
BerieMs Socufty Advinisiration Ravenue Coda (the Coda), T':::l?:r Is Opento
Corpol l‘llpﬂcﬂﬂn
Perelon Beneft Guararty ratlon » Complata all sntriies in accordance with the Instructions to the Form 5600-3F.

[_Partl | Annuat Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 0170172024 and ending 12/31/72024
A This relumireport is for: Iﬂ & single-employer plan [] a multiple-employer plan {not multiemployer) (Pansion Plan filers checking this box

musi attach Schedule MEP, Other plans must attach a list of participating employar
inforrnation in accordance with the form instructions.)

B This retutn/raport is D the first relurn/report D the final refurn/repon
[] an amended returm/report [:] a shorl plan year ratum/rapon (less than 12 months)
C Check box if filing under: @ Form 5558 [:[ automnatic extenston D BFVC program
[] special extension (enter description)
D 1f the plan is a colfectively-bargainad plan, chack hare ... S D
E Ifthis is & retroactively adepted plan parmitted by SECURE Act section 201 cheek hare ..o » l_]
[ Partll | Basic Plan Information—enter all raquested information
14 Mame of plan 1b ‘Mrea-digit plan number
CASCADIA DENTAL SPECIALISTS, INC. 401 (K) PROFIT SHARING PLAN (G Mg 001
1¢ Effective data of plan
0L/01/2009
2a Plan sponsor's name (ermployer, if for & single-employer plan) 2b Employer idenlification Number (EIN)
Mailing address (include room, apl,, suite no. and streat, or P.O. Box) E8-0543816
Cily or town, state or provinco, country, and ZIP or foreign postal coda (if faraign, sée instructions) 2¢ Sponsor's telephong number
n
CASCADIA DENTAL SPECIALISTS, INC. 425-644-7444
448 WEST LAKE SAMMAMISH PARKWAY NE 2d Business codo (see insiructions)
BELLEVUE WA 98008 621210
3a Plan agministrator's name and address [X] Same as Plan Sponsor. 3b Administrators EIN

3c Adminisirator's telephone number

4  |f the name and/or EIN of the ptan sponsor or the plan name has changed sinca the last retom/report | 4b EIN
filed for this plan, etter the plan sponsor's name, EIN, the plan riame and tha plan number from the

last return/raport. 4d PN
# Sponsor's name
€ Plan Nama
58 Total pumber of parlicipants at the beginning of the PIAN VBB ... eeeeeeeeeeee v om st 5a 9
b ‘Total number of participants at tha end of the plan year.., - . 5b
¢(1) Number of participants with account balances as of the beginnlng ul the pian year (only dallned 5c(1)
contribution plans complete this item)... _— 8
¢{2) Mumber of participants with account balancas as of the end or the plan yaar (uniy daﬁned 5c(2)
contribution plans complate this item)... 4
d{1) Total number of active participants at the beginning of the PIAN YeaT.,............coersmimes o 5d{1) 4
d(2) Total number of active participants at the end of the plan year ... - . 5d(2) 4
@ Number of participants who terminated employmﬂnt during tha plan yaar with accruad banams lhat 5o o
were less than 100% vested.., "
Caution: A panaity for the Iate or Innom m ﬁlln ol Ihlu retumlra rl wIII bo uausud unlns mamnabta cauge iz established.

Under penalties of parjury and other panalties set forth in the instructions, | daclare that | have examinad this return/repatt, including, if epplicable, a Schedule
&6 or Schadula MB completad and signed by an anrolled aciuary, as well ag the elactronic version of this returnfrapon, and o the best of my knowledge and

T /22025 |JAMSHID FAGHTH
Signature of plan administrator Dalg Enter name ot individual signing B plan’administralor
816 ¥/ 2202 5|7AMSHID FAGHIH
Signature of sim 1an. sponaor Data’ Enter name of individuat signing as employer or plan sponsor
For Papcmn wduction Act Notice, 2a4 the Instructions for Form A000-5F, Form 5500-5F { )
1

¥. 24034
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Form 5500-5F (2024) Page 2
Ga ware all of the plan’s assets during the plan year invasted in oligible assels? (See instructions.).... Yes [] No
b Am you claiming & waiver of tha annual axamination and report of an independent qualified pubhc ac:muntant (IQPA)
under 20 CFR 2520,104-467 (See instructions on walver efiglbiilty and condiions.yo......... ... . [ ves [] no

#f you answwred “No” to either line 62 or line 6b, the plan cannot use Fonn 6500-5F and must inatead uas Form 5500.
G fthe plan is a delinad benefit plan, is it covared under the FBGC insurance program (see ERISA saction 402107 ...... [] You D No D Not determinad

It“Yes" is chacked, enter the My PAA confirmation number from the PBGGC premium filing for this plan year - (See Instruttions.)
U Partlli ] Financial information
7 Plan Assets and L inbilities e (=) Baginning of Year {b} End of Year
& Totgl plan assols............. crieizess | 78 1,110,361 1,215,698
b Total plan liabilities ., 7b
G Net plan assels (subtract line 7h from ling 7a) 7c 1,110,361 1,219, 698
8  income, Expansas, and Transfors for this Plan Year A {a) Amount (b} Total
a Contributions racoived or recalvabla from: o T e e e
{1} EMPIOVOIE . orovrorosevvrenn ssernsensss s et ccomcesccsesececnee | BO(1) 35,570}
{2) Participants........... o | B0f2) 61,000¢
{3) Others (including roflovers) ... ) BA(3) '

b_Other income (088)......coo..ooooc.c R I 48,408} " R
¢ Total income (add lines aau) 8a(?), aa(a), and Bb) g o 144,978
d Benefits paid {including direct roflovers and !n&umnm prefmiums ST TN
toprovide benefis). ... e ad 30,026) -

& Gertain desmed andror comaclive distributions (sea insiructions). fla )
f_Administrative setvice providers [selaries, fees, commissions)..... gt 3,615 ;,

O Otherexpenses.............ou s 8 :
h Tolal expenses (add lines Bd, Ba, 81 and 8)..........cceemersersseerns ah 35,641
i Nal income {Joss) (sublract Hne Bh fFrom line 86)...............oo, 8 ' 1049, 337
j  Transfars to (from) the plan (509 INSIUCHONS) ...ccc...oc.oeveeeeee e 9

| PartiV. | Plan Characteristics
9a |ifthe plan provides pansion benefits, enter the applicable pension faature codes from the List of Plan Characteristic Codes in the instructions:
ZA Z2E 2F 2G 2J 2K 2R 3D

b |ifthe plan provides welfare bonefits, enter the applicable wellare faature codes from the List of Plan Characteristic Codes in the instructions:

| PartV | Compliance Questions
10  Dwing he plan year: Yes | No Amount

& Was there & failure to transmit 1o the ptan any participant contributions within the time pericd
dascribed in 29 CFR 2510,3-1027 Confinue to answer “Yes” for any prior vear faltures until fully

corractad. (Sea insiructions and DOL's Voluntary Fiduciary Corraction Program) ..., corcnnnenes {108 X
b Were there any nonaxempt transactions with any party-in-interest? (Do not includa transamsons

TOROTB O B8 TOBY..... . rrve e versrrs s von e e s sy sre s ot s 1215 oo 880 et et ceeeeneenmeeseermr et 10b
€ Was fhe plan coverad by a fidelity BoRA? ... e | 400
d Did the plan have a loss, whether or not reimbursed by the plan b ﬁdehly bond, that was caused

by fraud or dishanesiy? ... T e | T0M X

@ Waore any lees or commissions paid o any brokers, agents, or other persons by an insurance
carmier, insurance saervice, or ofher orgﬂnrzatmn that pmVIdBS some or a)l of the banefils under

the plan? (See instructions)... corsnn s e § TR X
Has tha plan failed to prwlde any benefit when dus under the plan? ............................................ 101 X
g Did the plan have any participant toans? (If “Yos," enter amount as of yaar-and.) .........aemeee 10g X
b If this is an indiviiual account plan was thare a blackout pertod? {(Sea instrictions and 28 CFR %

2520.101-3.) ... L L AP BLS LR s £t £ eE £ e e e ecet cpy e psegmenesycacar 10h

i i 10h was answerad "Yes, chw: the box lt‘ you ellhar pmwdad the raqulred nutma or one of the
axceptions te providing the nofice applied under 29 CFR 2520,101-3.., weerevrmveeremennnensennnn | V01
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Fofm 5500-5F (2024) Page 3- | |

| Pension Funding Gompliance

k| Is thls a defined benefit plan subject to mintmum funding requirements? (If "ves,” see instructions and complata Schedule 5B
(Fti‘rrm 5500) and lines 118 and b balow) If this is a defined contribution pension plan loave line 11 blank and comp!etn {ine 12 ['_'] Yas D No

a Enler the unpald minimum requireu confributions for el yaars from Schedule 58 (Fonn 5500) linad0............... l 11a |

b PBGC misaad contribution reporting requirements, If the plan is coverad by PEGC and the amount reparted anline $1a is groater than $0, nas PBGC
been notifiad as raquired by ERISA sactions 2043({e)5) and/or 303(kN4)? Chack the applicable box;

Yos.

[] Na. Reporling was waivad under 29 CFR 4043,25(c){(2) bacause conttittlions equel fo or axceeding the unpaid minimum requirad contribution
ware mada by tha 30th day after the due date,

D No. The 30-day period referenced in 28 CFR 4043.25(c)(2) has not yet endad, and the sponsor infends 1o make & contribution aquat o ot
axcoading the unpaid minimum regquirad contribulion by tha 30th day after the due date.

D No. Other. Provida explanation

12 I this a dofined contribution plan subject to the minimum funding requizements of section 412 of the Code or section 302 of
ERISA? . .
{i"Yas,” completa line 12a o Ianaa 12b 12c 12d ‘and 120 be!ow as applinabla ) ihis is @ defined | bﬂnaf t panslon plan leave U Yos [:] No
line 12 brank and compilete ine 11 above

& Ifa waiver of the minimum fundmg standard for @ prior year s being amoartized in this pran year. s instructions, and anter the data of the letter nuling

granting the walvar. . - ... Monith Day Year
H you completed lino 12a, com_plota Ilnoa 3 9 emd 10 of Scheduls MB (Form 5&00), nnd ptn Itne 13.
b_Enter the minimum requirec contribution for this p DI YBER ...ty e vt s st spiees 12b
& _Entor the emount contribuled by the employer ko the plan for this plon year .. . )
d Subtract the amount in line 12¢ from the amount in line 12b, Enter the rosult (anter # minus sign to the leﬂ of a 12d

NBGANVE BMOUNED .. et e seesessesasenecas

13& Hasamaduﬂmtommlnammplanbmnadoptodinanyptmyaaﬂ Yeos @ No
a If“Yes,” enter the amount of any plan assets that reverled to tha amplnyer thisyefr........., 13
b Wore all the plan assels distributed to pammpﬂnt& or beneficiaries, transfarred to another plan or broughl under tha [] Yos @ No
control of the PBGC?...

€ [f, during this plan year, any assets or liabilities wera lransferred fram tms phan tu another p[an(s) idamify the plan(s) to
whin:.h assets o liabilities were transfarred. (See instrsctons.)

13c{1) Neme of plan{s): 13¢(2) EiN(s) 13c{3) PN(s)

f’ﬁaﬂ"vm | IRS Compliance Questions

14a Does tha plan satisfy the covarage and nondiscrimination tests of Code sactions 410(b) and 401(a)(4) by combining this ptan with any other plans under
the permissive aggregation rules?[ | Yes [ No

14b ifthis is & Code seclion 401(k} plan, check all boxes that apply te indicate how the plan is intended to satisfy the nondiscrimination requiroments for
employes deferrals and employer matching contributions (as applicabla) undar Coda sactions 401 (k)(3) and 401(m)2).

Design-based safo harbor method
L] “Prior yoer” ADP fast
[] “curent year ADP tast

[ nea

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 numbar Q19 Q703181a




