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
PRIMARY CARE INTERNISTS, INC. 401(K) PLAN PN) D oot
1c Effective date of plan
03/01/1998
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) 34-1850596
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
PRIMARY CARE INTERNISTS, INC. 2c sponsor's telephone number

937-778-1000

2d Business code (see instructions)

3006 N COUNTY RD 25A STE 106
TROY, OH 45373-1337 621111

3a Plan administrator’'s name and address ]g Same as Plan Sponsor. 3b Administrator's EIN

3c Administrator’s telephone number

4  If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report | 4b EIN
filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the

last return/report. 4d PN
a Sponsor's name
C Plan Name

5a Total number of participants at the beginning of the plan Year..............cccccoeueueveieveveeeeeeeeeeeeeeeeeeean 5a 15
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 14
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 15
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
- - 5¢c(2) 14
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1)
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 9
€ 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. 08/15/2025 SCOTT W. SWABB
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii e @ Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............cc.ccooiiiiiiie e @ Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No D Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

. (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 2846017 3234769
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 2846017 3234769

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) 18421

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 48355

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 327659
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 394435
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 5533
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 150
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 5683
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 388752
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:
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:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 323477
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.ccccccvueuene 10g X 26774
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
23 0T 0 e PSS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i




Form 5500-SF (2024)

Page 3-| 1

Part VI Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes 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 B No

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

line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this PIAN YEAr ..............cccceiueueueeeeeeeeeeeeeeeceeeeeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? .............cc............

D Yes @ No

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year

13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to

which assets or liabilities were transferred. (See instructions.)

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

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

the permissive aggregation rules?[ ] Yes [{ No

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

Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

[] NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q702575A,




From: Scott Swabb Fax: +18312010155 To: Attn: Dan Watson Fax: +15133267644 Page: 3 0f 5 0811812025 11:01 AM

Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos, 22 O
Dapartant of s Tawsury Benefit Plan
intemal Ravana Service This form i reguired to be filed under sections 104 and 4065 of the Employea Retlrement 2024
Department of Labor Income Security Act of 1974 (ERISA), and sections B057(b) and 6058(a) of the Internal
Employes Benells Securlly Adinisiration Revenue Code (the Coda). Th;: ;?:::“L;:’glﬁ:“m
Pensian Gusranty Carporation » Complete all entries in accordance with the Instructions to the Form S500.5F,
[_Partl | Annual Report identification information
For calendar plan year 2024 or Tiscal pian year beginning L01/703/20248 and ending le/31/2024
A This retumireport is for; E a single-employsr plan D a multiple-employer plan {not multismployar) (Pension Plan filers checking this box
must attach Schaduls MEP. Other plars must attach a list of partivipating emplover
information in aceondance with the form ingtructions.)
B This retum/report is [] the first returnireport []tha final retumiroport
[:] an amended retum/report D & short plan year retum/report {less than 12 months)
C Check boxiffiing under:  [X] Form 5558 [ | automatic extension [] pFvG program
D special extension (enter desaription)
D it the plan is a collectively-bargainad PIan, ChRCK MBI ... ssmsossmsre o sareeomsssess s essesssesessrreserece » D
E i this is a retroactively adopted plan permitted by SECURE Act section 207, Chack NBTE........oomecemsmcaee » ﬂ
I Part il [ Basic Plan Information-—enter all requested information
1a Name of plan 1b Three-diglt plan number
Primary Care Internists, Inec. 401(k) Plan {PN] D 001
1¢ Effactive date of plan
03/01/1998
22 Plan sponsor's name (employer, if for & single-smployer plan) 2b Employer Identification Numbar (EIN)
Mailing address (include room, apt,, suite no. and street, or P.0. Box) 34-18505%8
I towr, state o i and ZIP o | code (if forei i
Prir!% ry Care Igg‘giﬁefs?gl:ﬂyi ZEP rforeign posta ® (if foraign, sea instructions) 2e Sponsors telephone number

{(937) 778-1000
2d Business code (ses instructions)

3006 W County RD 25A BTE 106

Troy OH 45373-1337
3a Plan administrator's name and address [X Same as Pian Sponsor, 3b Administrator's EIN

621111

3c Administrator's telephona number

4  ifthe name and/ar EIN of the plan sponsor or the plan name has changed since the last retumireport | 4b EIN
filed for this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the

last retumn/report. 4d PN
A Hponsors name
G Plan Name

%2 Total number of participants at the beginning of the plan year 5a 13

b Total number of participants at the end of the plan yer.... 5b 14
¢(1} Number of participants with account balances &8 of tha bsqlnmng af tha plan yoar (only deﬁned 50(1)

contribution pians complate this item} ... A YRR YRR BRI RE VAR AR - 19
c{2) Mumber of participants with account hnimws 88 of tha end of thu plan yuar (nnlv daﬁned 5c{2)

contribuon plans CoOmMBIBE ThES TIINY ... ececvr i rersresssssns s sseteseeeeeeeeeesenmeeeeeseeeserrmeresenesessaness 14
(1) Total number of active participants at 1e bAgINAING OF the PIBN YBAM.......oo..cooveeereeerrressssreerereeeessyseon 5d(1)
d(2) Total number of active participants at the Bnd of the PIBN YERE coc..w.e..resvriseeserereeresssseseeeeeeesssseee 5d(2) 9
-] Number nf parﬁclpants who tarmlnated amployment dunng the plan yaar with accrued benefits that 5g 0

eI nan. U B R A AR A AR L AL £ AL kLS LA L S

Undar penalliea of pequry an amqr penalbas 8 rth in the Instrucﬂona. l dfmlﬁm that | hnva axamlntdlhla mtumlrwpurt. :n;:ludsng. if appllmbim. a Schedyle
SB or Schedule MB comp and signaed b nrolled actuary, as well as the B|80h‘0l‘llc vergion of thia retum/report, and to the best of my knowledge and

3'/1'3/?5" cott W. Swabb
Daig

Zlangture of employeriplan spansoy R e ETIET M Of Individus] signing Bs emalover or plan gponsor

For Papsrwork Radustion Act Notice, sss the Instructions for Form S800.8F. Fortn $500-8F (2024)
v, 240341




From: Scott Swabb Fax: +18312010155 To: Attn: Dan Watson Fax: +15133267644 Page: 4 of 5 0811812025 11:01 AM

Form 5500-8F (2024) Page 2
6o Were all of the plan's assets during the plan year invested in eligible assets? {See Instructions.).... @ Yes D No
b Are you claiming s walver of the annual examination and report of an Independent qualified public acmunbant (IQPA)
under 29 CFR 2520.104-467 (Sa6 instruchions. or WAIVEr Sligibilty 80 CONGIIONS. .s..eeseerererssessreesesesseeescssesssssassssesssssoos K ves [] No

If you answarad “No”™ to gither line Ba or ling &b, the plan cannet use Form 5500.8F and must instead use Form 5500,
C I the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 40217 ...... [] Yes [] No [:l Not determinad

If “Yas™ Is chacked, enter the My PAA confirmation number from the PEGC premium flling for this plan vear . (Bee instructions. }
[ Part Il | Financial information
T Plan Assets and Liabllities (a} Baglnning of Yoar (b} End of Year
B TOW) DI BB .........cooeeivaececeesrscemssrs s srssesrsssassssems seasesessessenns Ta 2,846,017 3,234,769
D Total DIan HADIIBE ..ovuuuvisme v ivssnsssrinesnsussesnessnissssasser ersaesssinesns 7k
€ Net plan assets (subtract line 7h from line 7a) e | TR 2,846,017 3,234,769
8 Income, Expenses, and Transfers for this Plan Year (a) Arnount th) Total
@ Contributions received or receivable from:
(1) EINBIOYBIS ..o e cemsessessmsens sensssescemsuesmeessoesseesrensecereens Sal1) 18,421
{2) Participants.... — 8a(2) 48,355
{3} Others (lncludlng mllmrs) Hal3)
__b_Other Income (1088) e s 8b 327,659
¢ Total income (add lines 8a(1), 8a(2), 8a(3), and Bb)..................... 8¢ 394,435
d Bensfits paid (including direct rollovers and insurance premiums
10 PrOVITIE DBNBIES) 1. o1y oo 1k H 3484 YR PR L KRR RS Y DALY AR R Bd 5,533
@ Certain deemed and/or corrective distribubions (Bee instructions) . 8o
f Administrative servica providers (salarles, fees, commissions)..... 8f 150
o B Other SXPBNSBS ..o ioicin s st sassans it sy s By
h_Totel expenses (add linas 8d, Bo, 8, and 89) .....coovus e | Bh 3,683
I Netincome {foss) (subtrct line 8k from: ine Bcj......................., 8i 388,752
J  Transfers to (from) the plan (50 INSUCHINSY. .o mrearsmmersmesens 8)

| Partiv | Plan Characteristics

Ba |if the plan pravides pension benefits, anter the appllcable pansion featune codes from the List of Plan Characteristic Cades in the instructions;
2E 2F 2G 2J 2K 2T 3D

b | the plan provides welfare benefils, enter the applicable welfare featurs codas from the List of Plan Charactarlstic Codes In the Instructions:

| PartV | Compliance Questions
10  During the plan year: Yos | No Amount

a Was there a failure to transmit to the plan any partizipant contributions within the time period
described in 20 CFR 2510.3-1027 Continue to anawer "™Yes" for any prior year failures until fully

corrected. (Sea instructions and DOL's Voluntary Fiduciary Correction Prograim).. 10a X
b Were there any nonmmpt transactions with nny party-indntersst? (Do not Include transactions
mpm on "na 10a ) w RN KPHVEN PHRERP PR Y HY AR VNP VNN NP APPSRV R AR s P bRy by na s LLELLERS NANranrhon 1”” x

€ Was the plan covered by 2 ﬁdaﬁty bond?

Did the plan have a loss, whether or not reimbursed by the pian % ﬁdallty bond, that was caused
by fraud or dIBRONOBEYT ....cc..ceccenvmeermsrarismssesmrnnr o .1 10d X

@ Woere any feas or commissions paid to any brokers, agents, or other parsons by an insurance
carrler, insurance service, or other organization that provides some or all of the banefits untler

10c | X 323,477

(-}

TN PEANT (SO0 INEILICHONG. ... .. cneernnsarsvnsssermsssnssset vess s ersssonssstst awbs ens nare st sessatasss vansys s oasn soasannsss 100 X
f  Has the plan falled to provide any benstit whon dug under the planT ... 108 x
g Did the plan have any participant loans? (If "Yes,” enter amount &g of year-end.) ..., 10g | X 26,774
h  ifthis is an individual account plan, was there 8 biackout periog? (See instructions and 29 CFR N

BB, TNA0Y 1rncriirreiinssensenons o ncssunmunssras vy sarrymesasns vesnvRYRERERE PR RERERR — YN YA Y IR Y YR 10h X

[ If 10h was answered "Yes,” chack the box If you elther provided the required notice or one of the
axseptions (O providing the rotics applied under 28 CFR 2620.10%3 ... ssessesinse 101




From: Scott Swabb Fax: +18312010155 To: Attn: Dan Watson Fax: +15133267644 Page: 5 of 5 0811812025 11:01 AM

Form 5500.8F (2024) Page 3- |

l Part ¥V} | Pension Funding Compliance

11 I3 this @ defined kenefit plan subject to minimurm furiding raquiraments? (If *Yes,” see instructions and complete Schedule SB
(Form 3500) and linex 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and oampleta ling 12 D Yoy D No
EMEBOWY. vonaiinnsssisnesmini st cansne v suyncrs s svasvewsass e urunevs s LA VH b F RS G HH S £S5 s s e e e SR e £ R €884 RE s 14 e RN ¥t AN AR PN AR A OO
A _Enter $he unpaid minimum requirad conteibutions for all yaars from Schedule SB (Form 5500) line 49 ..o | 118

b PBGC missed contribution reporting ragquirements, If the plan is coversd by PBGC and the amount raportad on line {11a Is greator than §0, has PBGEC
been notifisd &s required by ERIBA sections 4043{c){5) and/or 303{(k){4)? Check the applicabla box:

D Yus.
[_] No. Reporting was waived under 28 CFR 4043.25(c)2) because contributions equal to or exceading the unpald minimum required contribution
ware made by the 30th day after the due date.

[] No. The 30-day pariod refaranced in 29 CFR 4043.25(c)(2) has not yat ended, and tha sponsor intands o make a contribution equal to ar
aexceeding the unpaid minimum required contribution by the 30th day after the due date,
D Mo. Other. Provide axplanation

12 1sthiz a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of

ERISA? lllll RETEPFNRNINRE Y FXNNNEN RPN MR MEARH SRS FHH VU UR N LALLA AL L L LAl L L R LT S LA IR D Yes @ NU
{if Yes,” complete ime 128 or lines 12b 12¢c, 12d, and 120 balow, as applicable.) If this is a defined benefit pansion pian, leave

line 12 Blank and completa line 11 abnve

a i a walver of the minimum fund:ng standard for a prlor yesr 15 baing amortized in this plan year, see instructions, and anter the date of the letter ruling

QPANHNG 18 WAIVOL, oo iins s svsess s ibans s s st e oo ar s sr s sssssaaert e ser e s sraE e Month Day Yoar

H you vompileted line 12-, mplm llﬂw 3,9, and 10 of Schedule MB (Form ssmq, and skip to ling 13,

b Enter the minimum mquired contribution for this plan year .. TRV UOURUP [ - -
€ Enter the smount contributed by the employer to the plan for this plnn i LTS A e 1i¢

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (anter a minus sign to the leftof a 12d
NEEALVE AMOUNL) . o st esrors s oo s srs s ooty A0 L0848 Vo LL 4 A8 b AR AL SR A AR A SR

¢ Wil the minimum funding ameunt reported on line 12d ba mat by the lnding deading?.............eeeeeeeeeevereeeeeeeeeees [] ves []no [] na

[ Part VI l Plan Terminations and Transfers of Assels
1aa Hes @ resolution to terminats the pian been aoptad iN BIY PIBN YBAIT ..................ce.smeeeseceiserseerseseeesmeeesreee Yes k| No

If "Yes,” enter the amount of any pian assets that reverted to the amElwar OIS YBBI ..., ornmmrrerrnesrnsserens 133

h Were all the plan assats distributed o participants or hanaﬁc:mrm. trangfarred to another plan, or brought undwr tha D Yes @ No
control of the PBGCT ..o v s s ssssssssssess " b s

€ |f, during this plan year, any sssety or labilities were tmnsfsrrsd fmm this plun to another plan{s), identify the plan{s) to
which assets or Habllities were transferred. {See Instructions.)

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

[ Part Vill | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Corde sections 4100} and 401(a){4} by combining this plan with any other plans under
the permissive aggregation rules? [] Yes [ No

14b i 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
amployu deferrals and employer matehing contributions (as applicable) under Code sections 404(k)(3) and 401(mj(2).

{ Design-based safe harbor method
D *Prior year® ADP test
D "Current year' ADF tost

[] wa

15 i the plan sponsar is an adopter of a pre-approved plan that recelved & favorable IRS Opirlon Letter, enter the date of the Opindon Letter 06/30/2020
{(MM/DD/YYY'Y) and the Opinlon Latter serlal number g'? 02575a




