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
PATHOLOGY ASSOCIATES DOTHAN LLP PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
02/01/1983
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) 63-0837494
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
PATHOLOGY LABORATORY ASSOCIATES, LLP € Sponsor's telephone number

334-793-8058

2d Business code (see instructions)

PO BOX 813
DOTHAN, AL 36302 621510

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 2
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 2
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 2
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) 2
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 2
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 2
€ 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. 08/22/2025 ARTHUR R SUMMERLIN
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 3585930 4231744
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 3585930 4231744

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) 77000

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 61000

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 535773
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 673773
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 27959
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 27959
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 645814
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 2R 3B 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
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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 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).

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

M 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/ 01/ 2021

(MM/DD/YYYY) and the Opinion Letter serial number_ Q704504A,
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Form 5500-SF Short Form Annua! Returaneport of Small Emp!oyee - OM?‘ Nos. }2}38;;3
Deprartment ofthe Tréa§ur§; : : k Beneﬂt Plan ) -
Infermal Re_ve.n“e Service " This form is reqmred to be filed under sections 104 and 4065 of the Employee Retlrement 2024
. Department of Labor Income Secunty Act of 1974 (ERISA), and sections 6057(b} and 6058(a) of the Intemai I
Employe Benefts Security Administraton 7.7 Revenue Code (the Code). - ' ' ' _ngsi;?"r 18 O.F;?“ to
: ublic Inspection
_ Pension Benefit Guaranty Corporation . » Compie%e all entries in accordance wﬂh the =nstruct|on5 to the Ferm SSUD-SF )

= Part {1 | Annual Report Identification Information :
For calendar ptan year 2024 or fiscal plan year beginning 01/01 / 2024 : and ending . 12/31 /2 024
A This return/reportis for: - - @ a single-employer plan |:| a muEfipie-emp[oyer plan {not multiemployer) {Pension Plan filers checking this box

must attach Schedule MEP. Other plans must attach a list of partscxpatmg employer
mfc}rmailon in accordance thh the form instructions.}

B This getumjreporg is o D the ﬁrst returnfreport ' Dthe f nal retum/repert
L ) : ) D an amended return/report Da short plan year retum/report (Iess than 12 months)

C Check box if filing under: ]E Form 5558 - . Dautomainc extens:on - D DFVC| program

El speCIaI exlensmn (enter descnpt[on)

'D If the plan isa co]lectwely bargamed plan check here '

E if th:s isa retroactaveiy adopted p!an permllted by SECURE Acs section 20? check here

| Partll l Basic Plan lnformatton—enter all requested information '
1a Nameofplan = .. : : o + 1b Three- dlg;i plan number |
' PA'I‘HOLOGY ASSOCIA’I’ES DOTHAN LLP PROE‘IT SHARING PLAN : (PN) oo jo0l
S o) Ae Effective date of plan
: ARRFIRR o ©02/01/1983
: 23 Plan sponsor’s name {emptoyer i for a single-employerpfany . - S “ | :2b Employer Identification Number (EEN)
Mailing address (mclude room, apt., suite no. and street, or P.O. Box} - = o L S 63-0837494 )
City or town, state or province, couniry, and ZIP or foreign postal code (if forergn see lnslructsons) 26 Sponsor’s telephone .
| er
:PATHOLOGY LABORATORY ASSOCIATES, | LLP T - : 334-793-8058 - -
. o0 .BOX 813 S 2d _.Eus_ines._s:c.nde gs__eg_ insquctirr:rs}
-3a Plan administrator's name and address @Sa_m_e as Plan Sponsor. - R ' 3b_ -Administrator’s EIN

3¢ Administrator's telephone number

4 fthe name and/or E£IN of the plan sponsor of the plan name has changed since the last returnfreport | 4 EIN
filed for this plan, enter the plan sponsor s name, EIN, the pian name and the plan number from the -

tast retum/Teport. o _ _ o s 4d PN
a Sponsor's name ) o ’ : L
C Plan Name
Ba Total number of pamcepants atthe begmmng of the plan year...........; ............................ A 5a
b Totai number of pamctpants at the end of 1he PIAN YEAT ... oo serriserssenson: rasrereeient e 5b - B : 2
0(1) Number of participants with account balances as o? the begmnmg of the plaﬂ year {only def ned 5 'i :
; . C( ) 2
ccmtnbutmn plans’ compEete this ;tem) .................................................................................................
©({2}) Number of participants with account balances as of the end of tse plan year (only defl ned 5 . 2 -
f ! c(2) 2
s contnbutwn pfans comp!ete this :tem) .................................................................................................
d{1) To!al number of actwe parilcspants at the begsnnmg of the plan year... B Bdi1)
d(2) Total number of active participants at the end of the plan year ...\ .5 .. i Lo Bdi2)
. - Nurnber of padtcnpams who termmaied employment durmg the plan year wnth accrued benef ts that J gt ‘
B 0, A se i 0
were less than 100% vested.......... PO YU S ST T UV AT YO T YD POT PO D P
Caution: A penalty for the late or incemplete fi filing of this returnlreport will be assessed unless reasonable cause is established. ;
Under penalties of perjury and other penalties set forth in the insiructions, | declare that 1 have examined this return/report, including, if applicable, a Schedule
'SB or Schedule MB completed and stgned by an enfolled actuary. as well as !he eiectromc vers;on Of ih|s returralreport andto the best of my krmwledge ami
_ beitef iLis true oorrect, and complete. . !
- . 7 2’/ 2 "9 L bg%'__z%/a;zg‘ TArthur R Summerlin -
.s_ig'nature of plan administrator : - | Date . Enter name of mdiwdual sugnmg as p1an admlnlstrator
o .| Si nature of emptoyarlpfan sponsor s R .Dai_e e Erater name of individual 5|gn|ng as employer or plan s;)onsor
For Paperwork Reduction Act Notlce, see the lnsrrucucns for Form 5500- SF _ . L s . SR . . Form 5500-5F (2024)

v, 24031 1
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Form 5500-SF (2024) S ) Page 2
6a Wereall of the plan s assets during the plan year invested in eligible assets? (See INSFUCHONS. Jovu i v e iriricsscssranieniens ) @ Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualifi ied publ:c accounlani (IQPA o I
under 29 CFR 2520.104-467 (See instructions on waiver efigibility and conditions.J.... @ Yes D No

if you answered “No" to either line 6a or line sh the plan cannot use Form 5500-SF and must instead use Form 5500.
C ifthe plaﬂ is a defined benefit plan isit covered under the PBGC i insurance program {see ERISA section 4021)’? [:l Yes D No [] Not determmed
lf “Yes™is checked enter the My PAA confirmation number from the ?BGC premium fi lmg for tl’us pian year ' L - {See instructions.)

[ Part TE 1 Fmanclal Information

{a) Beginning of Year ~ | {b) End of Year "

.7 Pian Assets and Llabilmes L
a Totalplanassets ' - 3,585,930[ Lo '4,231,744
b Total plan kabilities S ol o Lot
€ Net plan assets (subtract line 7b from e 7a)..............o.cose. ' 3,585, 930 o 4,231,744
"8 . Income, Expenses, and Transfers for this Plan Year ' {a) Amount - [ m) Total '

a -Contrlbutlonsreceaved or receivablefrom R o
{1) Employers R . Bafl) -

(2) Padlcnpanls .......... ] Ba@y -
' (3) Others (including rollovers) ..... o] sa@ |-

535,773F

' b_.Othermeome(Eoss)....',';-.,.'....:......' ........ R T
Total income {add lines 83(1} 8a(2), Ba(3}, and 8b)....... R R

] 'Benef ts paid (mcludsng d:fect ro]lovers and lnsurance premmms
o provnde benefi ts) ............ et Lo s b e et e e negearnres et besteuresie

: 'e ' 'Certam deemed and!or corractive distributions {see lnstwctlons)

f- Admmlstratwe service pmv:ders (salanes fees camm|sssons) .....

h Total expenses (add fines 8d, 8e 8f, and 83)..
’ -'.'Net income (loss) (sublract fine Bh from ime 8c)
j i Transfers to {from) the plan (see mstructlorss)

Part IV | Plan Characteristics B o _ .
9a |if the plan prowdes pension benefits, enter the appllcable penstan feeture codes from lhe Llsl of Plan Charactenstlc Codes inthe mstmclaons
|2A 2E 2F 2G ZR 3B- 3D : :

b if the plan prov:des welfare benef ls. enter the applicable w_eif_are feature codes from the List of Plan Characlerie_tic Cod_es_ in the instructicns:

g .Other expenses
N h
i
J

PartV | Compliance Questlons ' L : e o .
10 ‘Duringthe planyear: -~ .. T R " | Yes | No " Amount
a Was there a failure to transmit to the plan any partlc;panl contributions within the time perlod ) o : :
" “dascribed in 29 CFR 2610.3-102% Conlinue to answer "Yes” for any prior year fa||ures untll fully.

corrected. {See instructions and DOL's Voluntary Fiduciary Correction Program)..........000 ... 10a
b Were there any nonexempt trensacllons with any party-in-interest? (Do not include transactions L :
reported on line 108.)...... .0 0 i, SRR I {1} 1 X
€ Was the plan covered, by a fidelity DONG? ...l e . BRI 1 10¢ K X

d Didthe plan have a loss whether or not relmbursed by the plan's fldellty bond 1hal was caused e -
by fraud or dishonesty? .. ... oo e ret it esbee e eer e ena s eren 10d 1 X

S8 Were any fees or commissions paid to any brokers, agenls or other persons by an |nswance
’ carriet, insurance service, or other crgamzatlon that provides some or all of the benef is under

" the plan'? {S8E INSIUCHONSY coieisv oot oo eae e eees et beomeebee e et eeeesrenooses e e s 10e
f _Ha_s the pian fa_lled lo_prowde any beneﬁt_ when_dl.:e under_the plan?_ .......... et e, : .1“ 1 o
Did the plan_ have z'-my' parficipant loans? (I “Yes,” enter amount as of year—end ) ] -y 109 :

If this is an individual account plan was lhere a blackoul pencd"> (See mstmctmns and 29 CFR SR A
2E20AGT-8.) it el i et e it e "{ 10h

1 ) 10h was answered “Yes,” check the box if you either provided the required noﬂce or one of the o
exceptmns o provxdmg the notice applled under 28 CFR 2520.101-3.... ... i i 10i
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Form 5500-SF {2024) C o . Page 3- |

_PartVl | Pension Funding Compliance

11 isthis a defined benefit plan sub}ect te minimum funding requirements? (If “Yes,” see instructions and complete Schedule SB
{Form 5500) and lines 11a and b below.) If lhis isa def ned contribution pensron pian leave fine 11 blank and complete fine 12 D Yes D No
O, it L et are s e anabe e e ensereneoe e s ne e sesr ettt secenea s eresaes e saeseesn st et e nesna s ] ]
a Enter the unpaid minimum requrred contributions for all years from Schedule SB (Form 5500} line 40 ................ i I 11a i

b PBGC missed contributlon reporting requirements. If the plan is covered by PBGC and the amount reported on lme ttais greater than $0, has PBGC
been notified as requrred by ER]SA sections 4043(8}(5} andlor 303(3()(4)9 Check the appitcabie box }

D Yes

D No Reportmg was walved under 29 CFR 4043 25(0)(2) because contrabuhons equai to or exceedmg the unpard minimum requrred contrrbutron
were made by the 30th day after the due date.

D No. The 30-day penod referenced in 29 CFR 4043 25(c)(2) has not yet ended, and the sponsor mtends to make a confribution equaE toor
exceedsng the unpald mlmmum required contnbuhon by the 3th ciay after the ciue date S

D No Other Provrde explanatron L :

12 s Ihls a defi ned contrsbutron pEan subject to the msmmum fundmg requrrements of sectrorr 412 of Ihe Code or sectton 302 of

BRI A L e e e e D Yee'@ Na
(i "Yes," complete line 12a orlifes 12b, 126, 12d and 12e below as applrcable)ifihas 1sadefnedb nefit pension ple - -

e 12 biank and compiete line 11.above.

--'a ‘if a waiver of the mrmmum fundrng s:andard for a prlor year is berng amomzed in 1h|s pEan year see mstructrons and enter Ehe date of the Ietter rulmg

granfrng the waiver. .. Month Day Year
lfyou compieted tine 12a, complete lines 3, 9, and 1 0 of Scheduie MB (Form 5500) and skrp to Ime 13 o
b Enter the minimum required contnbutron for this plan year ........0o. . o | Az
€. Enfer the amount contributed by the employer to the plan for this ptan year . ' i | t2c
d ‘Subtract thé’ amount inline 12¢ from the arnoun% in line 12b. Eﬂter the reseit (entera mlnus slgn to the teft of a -'-12d

'inegatwe amount)

D Yes D No . |:| N!A

: e Wlll the mrnrmum iundmg amount reported on !me 12d be met by !he fundmg deadhne'? :

Pfan Termmatsons and Transfers of Assets :

13a Has aresolution to terminate the plan been ‘adopted in any plan year? . ............. RO ¢ D Yes @ No
‘a I <Yes,' enter the amount of any plan assets that reverted fo the employer this year_....... . 1sé :
‘b Were all the pEen assets dlstﬁbuted o parttclpants of bener' iclaries, trarzsferred to another plan, or brought under the . D Yes @ Mo )
OOl Of e PG B i i iirisrissbiee e sa e imerrmie e ede era fensrasse st Ceasesas et eser senssoreeneseresantbane s beenearin erente )

C ' If dunng this plan year any ‘assets or liabilities were transferred from thfs plan to another plan{s |dentrfy the plan(s) to
‘which assets or liabilities were transfen'ed {See lnstructlons )

13c(1)Nameofp!an(s) S Lo : ) ) 13¢{2) EIN{s} ' 13c(3} PN(s)

Patt Vil | IRS Gompliance Questions

14a Does the plan satlsfy the coverage and nondiscrimination tests of Code secttons 410(b) and 401 (a){4) by combining this plan with any other plans under
" the permissive aggregation rules? [} Yes X No

14b i this is a Code section 401{k) pian, check all boxes that apply o indicate how the plan is intended to satisfy the nondiscrimination requrrements for
employee deferrals and employer matching confributions (as appilcable) under Code sectsons 401(k)(3) and 401(m)(2) : .

Desrgn—based safe harbor method
D "Prror year” ADP test )
) I:I "C_urrent year” _ADP test

o[ oa

45  If the plan sponsoris an adopter of a pre-approved plan that recelved a favorable IRS Oprnlon Letter enter the date of the Opinion Letter 06/ 01 / 20 21
(MMIDD!YYYY) and the Opmron Letter serial number. Q7 4z )




