
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

POWER HOUSE GENERATORS, INC. 401(K) PROFIT SHARING PLAN 001

01/01/2016

605 WEST 1ST AVENUE 
ROSELLE, NJ 07203

27-4946775

POWER HOUSE GENERATORS, INC.
877-322-0678

221100

X

14

13

10

10

14

12

0

Filed with authorized/valid electronic signature. 08/05/2025 SHLOIME BOCHNER
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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

366360 517944

0 0

366360 517944

33928

72405

0

49560

155893

0

0

4309

0

4309

151584

0

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

X

X

X 70000

X

X

X

X

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 20 2020
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Form 5500-SF Short Form Annual Return/Report of Small Employee 

Benefit Plan 
0MB NO$ 1210 0110 

1210 0089 

This form 1s r u11ed lob f,led und r sections 104 and 41065 of the Employee Retirement 
lncom Secu11ty Acl of 1974 (ERISA) and sectJons 6057(b) and 6058(a) of the lnlernal 

Revenue Code (the COde) 

► Com loto all entrlos In accordanco with tho Instructions to tho Form 5600 SF 

2024 
This Form Is Open to 

Publlclnspoctfon 

Part I Annual Re~rt ldent1f1cat1on Informatio n 
_ For calendar Ian ear 2024 or fisc.al Ian ear I~ ~ ~----01 / 01 / 20 2 4 and endin 12 TJ mo r4------
A This rerum/repon 1s for O I - -- --

a mutt pc employer plan ('lot muit,employer) (Penst0n Plan filers chec ,ng lhls box 
must attach Schedule MEP Other plans must ltach a list of part1C1pa ng employer 
anformahon 1n accordance w11h the form 1nstrvc11ons ) 

8 Th,s return/report 1s 0 th first r tum report 

0 an amended returrvreport 

[] the final return/report 

0 a short plan year return/roport (less than 12 months) 

C Che box if filing under 
Form 5558 0 automalfc extension 

0 sp cial e,..tens1on (enter descnptJon) 
0 DFVC program 

D If the plan IS a collectively bargained plan che hero 

E If tNs Ls a r lloacllvcl ad led Ian errn tied b SECURE Act secllon 201 chec here 
• □ 

Part II Basic Pl.an Information n1er ah !_eQu sted 1riformat1on ---------------1 a Nam ol plan 

Power House Generato r s , Inc. 40 l (k ) Pro fit Sra1 1no Plan 
1b Three-digit plan number 

l001 {P ) ► 

1c E ecwe dale of plan 

2a Plan spol'lsor s name (employer If for a smgle-employer plan) 
Mailing address (ltlclud room opt suite no and stlcet or P O Bo, ) 

0 1 /01/2 016 
2b mployer lderitJfi IJon umber (EIN) 

27 -494677 5 
Cl or I state or pro nee country and ZIP or foreign postal COd (11 foreign see 1nstructJons) 
Po er Ho use Genera o r s , In~ 2c Sponsor's telephone number 

8 /7- 322 - 0 78 

60 5 ~~s 1st Avenue 

Rosell 

2d Business cod (see ,nstructJons) 

NJ 07 20 3 

l a Pla11 adm1r11strntor s name and addre~ ame as Plan Sponsor 
2211 0 0 

Jb Administrators Er 

3c Adm1n1strator s l I phone number 

4 If the name ondJor IN ol 1h pl.>n sponsor o, the pion l'lome hos chongod s1nco t e last r tum/report -4b EIN 
filed tor this plan enter tho plan sponsors name E•N the plan m nd 1he pan numbor from the 
last return/report -4d PN 

a Sponsor's name 

C Pian Namo 

Sa Total numbN of partJc.1p,mts at th<, t>og1nn1ng of tho pl.in y or 

b Total number of pat11<:Jp.nta at th nd ot th pl<1n ~ear 

c(1) Number or partJop nls with accounl bal 11c.cs a, of lhe bcg1rm11l{l of tho pl n ye.Jr (on y dehnod 
contr1bu110n plao~ complete this 11cm) 

c(2) Number o1 p.irtlopants w th account bs enco$ as of 1he end of the pl.>n y or (only de nod 
contnbutt0n plans complete tn1s 110m) 

d(1 ) Total number of acuve partlcip.int.s t the bc91nn1ng or th pl n yoer 

d (2) Total number of active part1C1p nls .>I tho nd or the plan year 

Sa 
Sb .,__ __ 

5c(1) 
~---

5c(2) 

5d(1) ---
Sd(2) 

e Number of partJopants who terrrunated emptoymonl dur,ng lho pion yenr th nccrued benefits that Se 
were less than 100, ve led _ 

- c-, -uti_o_n.;__A pon1lty for tho lato or lncomploto fl llng of this roturn/roport will bo u sossod unt~asonablo causo 11 ostabllihod 

14 

13 

10 

10 

14 
12 

0 

Under ponallles of porJury and other pona,tJoi sot forth 1n th 1n!>Uucuons I deciaro th, 11 hove ex.im,nOd this return/report inctud ng fl oppllU1blo o Schedule 
S8 01 Schedule MB comp.I red and signed by an onrotled actu ry w II as th c' lron1c ver 10n of th11 r tum/report nd to th b s1 of m nowledgo .>nd 

SIGN 
HERE 

SIGN 
HERE 

I I I 

nsor 

Shloime Bochner 

Fnter n.1m 

Dore 

8/5/2025
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..:..;...;.::~...:....--------------------

6a Were ail of the plans asseb dunng th pl.in ye r ,,we)tcd in el g b10 assets'> (Sec in tn.ict>on .. g Yes D 0 

b Aro yoo d aImmg a wa iver of lhe annual cxammallon and repon of an independent qu I fled pubhc. ac.countant (I PA) 
under 29 CF R 2520 104-46'> (Se InstrucOons on warver chgIb1l,ty and cond10ons ) g Yos □ NO 

If you answerod .. No"' to ol ther llno 6a or lino 6b tho plan cannot uso Form 5500 SF and must lnstoad uso Form 5500 

c If lhe plan ,s a defined benofit pl n ,s 11 c;o..,ered under the PBC:,C msurilnCC program (.ee ERISA iechon 4021 )'> 0 Yes 0 0 0 Not determined 

Ir ·ves Is ch i..ed enter the My PAA conf:rma11on number from the PBGC premium ftllng for th11 plan year _______ _ (Seo Insln1ct1ons ) 

I Part Ill I Financial Information 

7 Plan Assets and l 1abd ,hes (a) Boglnnlng of Year {b) End of Year 

a T otol plan u scts 7a 366 , 360 ~ 7, 944 

b Total plan hab1hlles 7b C 0 

C Net plan assets (subtract l,ne 7b from I,ne 7a) 7c 366 , 360 517,9 44 

8 Income l:xpcnsos and Tronsfers for this Plan Year (a) Amount (b) Total 

a Cootnbulloos r ce1vod or rece•v'ab from 
(1) ErnplOyers 8a( 1) 33 , 928 

(21 Port,opants 8a(2) 72 , 40) 

(3) Others (1nc.Jud,nq rollovers) 8a(3) 0 

b O ther rncomo (loss) - 8b 4 9 , ~ 6C 

C Total income (add hnos 8a(1 ) 8a(2) 8a(3) and 8b) 8c 155 , 893 

d Benefits pa d (1ncludIn9 d1rCf:.t rollo ers and insurance premiums 
to provide benef11s) 8d 0 

e Certain deemed and/or corTechve d•stnbullons (see 1nstruclIons) ae 0 

f AdminlSLrat,vo service providers (salaries fees commIssIons) a, 4 , 309 

g Other expenses 8g 0 

h Total exponst's (odd linos 8d 6e 81 and 8Q J 8h 4, 309 

I Nol ,ncomo (loss) (subtr.ict hne 8h f,om line 8c.) 81 lSl , ~84 
j Tronsrors to (from) th pl n (see Ins1ruc1Jons) 

81 0 

I Part IV l Plan Characteristics 
9a If lho pfon pro de!i pension benefi en1er tho oppllcoble pension feature codes from tho List or Pion Chorocter1slJc Cod s In the 1n~truct1ons 

2A 2E ?F 2G 2J 2K 2T 30 
b If the plan provtdes wellarP benofits enter lhc .>pphcablc, welfare feature codes from the Lisi of Pliln Ch;:uactonst1c Codes In ~ ins\1\lcllon~ 

I Part V I Compliance Questions 
10 Ounng lhe pion ~ear Vos No Amount 

a wa lhoro a fadure lo transmit to lho plan ny p nic,pant contnbutJons v/ilhin th limo ponod 
dosetIbed in 29 CFR 2510 3-102? Conttnue to nnswer "Yes for any prior year failures unt,I fully 

X corrected (See Ins\1'Jcl100s ano OOL s Voluntary F1dua ary Conoclton Program) 10• 
b Were thoro any noncxompt transacltons with any pony tn mIoro,1'> (Oo not include tr.insaebons 

1cpone.d on Imo 10a ) 10b 
-

C Was tho pl n covered by 0 lidchty bond? 10c X 0,000 
d Otd tho pl.m hove D lost WM 1h t O< not rOU'Tlbur,cd by tho pl ,, s fldoltly bond th~I was Ult.I od 

by fraud or d1shoncnty? 10d X 

e Were any foos or comm0ssIons ~ ,d to ooy b1okcrs ag nts or other p rsons by on insurance 
rne, insurance sc,.., or olhar organ,uiuon that provides somo or U of \h benefits under 

the plan? (SeG IMtruct10ns ) 10e X 

f Hos tho plan loifed to provIdo any bonofit wh n due under tho plan? 10f X 

g Old the pl n have any cipant o ns'> (If s enter ~mount as of year end ) 10g 'I 
h If tnis IS an tndMdu I .ICGOUnt pl.tn was lh blac out pcnod'> (S o m~truc.tions and 29 Cf R 

2520 101 3 ) 10h X 
I U tOh was oosworcd ·vo, chcc.k tho bo.,. ,t you either proVldod tho roquirod notice or one of the 

exceptions lo p,0111dmg tho notJOe opphod under 29 CFR 2520 101 3 101 
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Part VI Pension Fundln Compliance 
11 Is this a del'ined benefit plan subJect lo m1n1mum funding requirements? (tf ·Yes· see lnstruciJons and complete Schedule SB 

(Form 5500) and Imes 11a and b below) tr this 1s a defined contnbuuon pens,on plan lc~ve tine 11 blan and complete hne 12 
below 

a E ntor the on Id minimum requ,r d contnbullons for all years from Scht'dule SB Form 5500 lino 40 11 a 

0 Yes O No 

b PBGC missed contrlbutJon reporting requirements If the plan Is covered by PBGC and lho amount reported on llne 11a lS greater than SO has PBGC 
been noolied as requJred by ER1SA sections 4043(c)(S) and/or 303(k)(4)? Check the applicable box 

0 es 

0 No Reporting was waived under 29 CFR 4043 25tc)(2) bccauso cor"lrtbuuons equal to or exceeding lhe unpaid m1n1mum requred contnbullon 
were made by tho 301h day after lhe due date 

0 o The 30-da~ penod referenced tn 29 Cf"R 4043 25(c)(2) has not yet ended and the sponsor intends to ma e a contflbut1on equal to or 
cxc..eed1ng the unpaid minimum required contnbuhon by the 30th day after the due date 

0 No Olher Provide explanollon ----------------------------------------

12 Is lhlr. a defined conlnbutmn plan subject lo lho minimum funding roqu1rements of section 412 of lhe Code or seclJon 302 of 
ERISA? 
(If "Yes · complete hne 12a or Imes 12b 12c 12d and 12e below as appllCAJble ) I lhls 1s a defined benefit pension plan leave 
hne 12 blan and com lelo line 11 above 

0 Yes No 

a If a waiver or lhe minimum funding standard for a pnor year 1s being amortized 1n lh1s plan year see instructions and enter the dale of the- lener ruling 
granting the waiver Month Day Year 

If you complotod lino 12a com oloto II nos 3. 9 and 10 of Schedule MB (Form 5500). and sklo to line 13 

b Enter lhe mJn1mum required contribution for this plan year 12b 

C Enter the amount conl11buted by tho employer to the plan for this plan year 12c 

d Subtract the amount 1n lino 12c from tho amount tn l•ne 12b Enter the rnsvll (enter a minus sign to the toll of a 12d 
neqa11ve amoonl) 

e WJI the rrummum funding amount reported on lino 12d be met by tho funding deadline? 0 Yes □ 0 □ NIA 

I Part VII I Plan Terminations and Transfers of Assets 

13a Has ar ut,orl to terminate the plan been adopted tn any plan ye~ 0 Yes pg No 

a If "Yes · eNer the amount of any plan assets that reverted lo the emplover this vear 13a 

b Wore an lhe plan assets dlslrtbutod to partlclpanls or benertc1anes transforred lo another plan or brought under lhe 0 Vos Qg No 
control or tho PBGC? 

c If dunng this plan yoar any assets or ltablhlles wore transforred from this plan to another plan(s) ldenllfy lhe plan(s) to 
which ossets or llab1ht1e!; were 11ansfcrred (Seo 1ns1ruc11ons ) 

13c(1 ) Name or plan(s) 13c(2) EIN(s) 13c(3) P (s) 

I Part VIII I IRS Comptlanco Questions 
Ooos U)e plan satisfy tho coverage and nond1scnmuiauon tests of Codo sec.lJons 410(b) and 401(a)(4) by combining this plan wtth any other plans under 
the crm1ssrvo a ~auon r\Jles'...:?JOJ......:Y...:e:.-::s_1IB1~ 2.:.:o:_ _________________________________ _ 

14a 

1-1b fl this 1s a Code seCllon 40 1(k) plan check II boxes that apply lo 1nd1cato how lhc plan IS tntended to sa ll fy the nond1scnm1nalton requirements for 
employee deferrals and employer matchi.ng contnbuuons (os apphcable) under Code sochOns 40 1 (k){3) and 401 {m)(2) 
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(8) Design-based safe harbor method 

0 Prior year" ADP test 

0 ►eurren t year" ADP test 

0 NIA 

If lhc plan sponsor Is an adopter of a pro approved plan that received a fovorable IRS Opinion Letter enter lhc duto ol the Opinion Letter O 6 / 2 0 I 2 0 2 0 
(MM/0 0/YYYY) and lhe Opinion Lettor senal numb r O 7 0 3 9 J 6a 

0 


