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
RHODE ISLAND PUBLIC HEALTH INSTITUTE 403(B) PLAN (PN) » 001
1c Effective date of plan
04/01/2020
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) 05-0474726
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
RHODE ISLAND PUBLIC HEALTH INSTITUTE C Sponsor's telephone number

401-648-4700

2d Business code (see instructions)

7 CENTRAL STREET
PROVIDENCE, RI 02907 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 41
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 38
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 37
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) 33
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 25
d(2) Total number of active participants at the end of the plan year ..............cc.cceveveveceerecreeeeeceee e, 5d(2) 32
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 2

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. 08/25/2025 LYNNE MALONE
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

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
@ 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 415425 612881
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 415425 612881

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) 61136
(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 134776
(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 18644
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 51798
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 266354
d Benefits paid (including direct rollovers and insurance premiums
1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 64542
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 4356
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 68898
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 197456
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  2F 2G 2L 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 500000
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 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).

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 09/ 22/ 2021

(MM/DD/YYYY) and the Opinion Letter serial number_ J504639A




. Form 5500-SF. | Short. Form Annuai Retum Rﬂpert cf Smail Empioyee OMENas. 12100010

Ben@f' it Plan

12100089

Department of the Treasury ! Sy ..
Incatevarufientost | Thls form is Fequued to b l'-‘-d_J'\der sectons: 1044ang 4065 of ihe Employee Ret:rement 2024
Departnent of Labor . ; Income Secl.uty Act of 1974 {ERIBA), and sactions 605T{b) and 6058(3} of the n!ernal o .
Employes Benefis Security Admiristration’ A Revenue Coda (tn:s Code). This Form is Open o

Pension Beneﬁ-t Guaranty Corporation

» Cor@g_ete all entrles m amarﬂance thh mg mstruciaons io the Form 5500-SF.

Public Inspection

| Part] | Annual Report Identification informationi

For calendar plan vear 2024 or fiscal pian year beginning - - o 01/01 j’ /3.44 . . ang endmg

12/31/2024

A This retum/freport is for: . @ a single-employer p‘iajn' i i_' & et |p!a~c~1p¢ yer tan ("}ﬁ’tt rf‘.ﬂuemuoyer) (Pensron Plan filers checking this box
t TR e, R R e e “m.h’r aliach Schedule MEP. Other plens must attsch a list of participating employer
s information in accordance Wth the farrr’ mstructsons )

2 This returnireport is ; D the first retum/feport - —I the finai retumireport
|:| an amend‘ed retumi/raport ﬂ;a short Bian year returnireport '(Iess than 12 monﬁs)
. € Check box if filing under: @ Form 6558 S | |autornatic axtepsion . .. . 11 BFVC program

N D spec;al extenswn{enter desc:ff;_ lels

D ifthe p!an isa colfecnvely—bargamed plan, check here
E i th:s isa retroact[velv adopted plan permitted by SECURE"Act section 201, chieck }‘Gre

Sl o

b L
[ Partif | Basic Plan in‘ormatmn—entep all requested information
4a Name of plan 1b - Three-digit plan number
" RECDE ISLAND PURLIC HFALTH INSTTTUTE 203 (3)  DPLAN (PNy ¥ 001
S G T e Ac Efféctive date of plan
: C B T T g 04/01/2020
23 Flan sponsoré name (employer, if for & smgle-enpicyer pian) i -2l Employer Identification Number (':iN)
Maiilng address (inciude room, apt., sulte na: and'strest, ar 5.0 Boxy ¢ N : 05-0474726
City or fown, state or provincs, country, and ZIF or foretgr* posial c?de (if foreign, see Jr‘etruct.orss) '2¢ Sponsors telephone number
b= I T WNSTT ‘ ponser's e nit
RHODE ISLAND PUBLIC. HEALTH INSTITULE i i e
e CENEAT, SRR | ; .‘ .: ) :‘L.  ‘ ‘ _' N 24 Business code (see instructions)
i . . L
PROVIDENCE CORI g e gaiii
3a Flan administrator's name and address E‘ Same as Pian, !apanscr ;. 3b Administrators EIN -
T i 3c .i\dmiﬁisﬂ‘éidr;s telephoné number
4 ifthe name and/or EIN of the plan sponscr orfha glan name has. changed since the last retusmirepsrt | 45 EIN -
filed for this plan, enier the plan sponsors name, EiN, the pian rame arg t?:e plan number from the
last return/report. 4d PN
a Sponsor's name i
C PFlan Name : _ :
5a Total number of participants at the beginning of the ptan ysar 3a 41
b Total number of participants at the end ofthe PIAT VBA ittt et r e ree e e e b a8
¢{1) Number of participants with account batances ascfthe besi“nlng of the plaq yaar {oniy defined 5 c(‘l)
contribution plans complete this item)... . . N 37
©{2) Number of participants with account balances as of the end of rhe plan yaar forﬁy qeﬁned 5¢(2) .
CONABUHON PIANS COMPIBEE this BB e oot et 33
8{1) Total number of active participants at the begirning of the plan \raar Sd{i} 25
d{Z} Total number of active participants at the end of the PIAR VAT ..o 5d(2) 32
& Number of participants who terminated employmens durlng the pian VEET v'ﬂ’ accrued benefits that Be
ware less than 100% vested... 2

Caution: A penalty for the late or Er‘comp!ete f' lmg sf thls ralurn!vepcrt m!i %)e a%ﬂ:.sea miess reasonabie cause is estabilshed

Under penalties of petitry and other penalfies set forth in the insiructicns, | dncinre that | have sxaminedthis retfum/report, including. i applicable. a Schedule
SB cr Schedule MB completed and e!gned by an enrclled aciuzry, as weli as the e.actm"l o version of tnis return/report, and te the best of my knowledge and

_befief, it is frue. g6 ek and com
e, AV3Z)1 S— & 2= o o
HERE | m! \ [ el o e
: Signaturejof plan admiinistrator Date Enter name of individua: signing as plan administrater
: i
SIGN :
HERE Signature of emplover/pian sponsor | Daie Enter name of individual signing as empioyer or plan spensor

For Paperwork Reduction Act Notice, see the Instructions for Form 5560-5F.

Form 5500-SF (2024)
v. 240341



Form 5500-SF (2024) - cOm T e e Cipigge B

Ba

Were all of the plan’s assets during the plan year Jnvestec! :n ehmb e aﬂsots‘> -’Sﬁe instructions. )

b Are you claiming a waiver of the anniial exaimiration and ' réport of an lhdependent quafiied pubhc acco.m;ant { !QPA)

-~
o

-under 29 CFR 2520.104-467 (See instructions en waivereligibiiity and condions.). s gimra
If you answered “No” to gither line €a or line 6b, the plan cannot uss Farm ESGO-SF and must instead use Form 5500.

If “Yes” is checked, enter the My PAA confi rmatlon number fr{;m ﬂ‘e PBGC pre"me fiting § ‘*ﬂr tris _s:u,an year

@ Yes. D No
........ [ ves [] no

if the plan is a defined benefit plan, is it covered under the PBGC msurar‘ce pmamm {see ERISA section 4021)7? . .... D Yes D No D Not determined

- {See instructions.)

| Partili | Financial Information

7 Plan Assets and Liabilities {a) ngmnmg of Year {b) End of Year
E IR ) e o O S Y ‘ . 415,425 612,881
b Total plan liabilities.........ccvireeen.. J S I < - I 0
€_Net plan assets (subtract line 7b from line 7a).........ccoomunec.n o | T 415, 42 5 612,881
8 Income, Expenses, and Transfers for this Plan Year {a) Amount (b) Total
& Coenfributions received or receivable from: i S e
(1) _Emplovers : Ba(1} - - - 61,136
(2) Parlicipants.. ga(2) 134,776
{3) Others (including rollovers) 8a(d) | - 18,644
b Other income (loss) " 8h 51,798
¢_Total income (add lines 8a(1), 8a(2), 8a(3), and 8b%.::........... 8¢ 266,354
d Benefits paid (:ncludmg direct rollovers and i [nsurance prem[dms ‘
10 provide benefits).... PO FYTYCCIDIDPE VRO FOUONE OUPOPPOPUNRY NN . | . 64,542
2 Certain deemed and/or corrective distributions {ses instruchions}. 8e -0
f _Administrative service providers (salaries, fees, commissions)..... af 4, 358]°
g Other expenses.. A T N R R ) 8g_
h Total expenses (add lines 8d, 8, 81, and 8g).............. .| sh’ 68,898
i Netincome {loss) (subtract line 8h from line 8¢)................... | 8 197,456
j Transfers to (from) the plan (see INStructons) .......o......... S g
| Part IV I Plan Characteristics
9a |If the plan provides pension benefits, enter the applicabie pension feature codas from the List of Plan Characteristic Codes in the instructions:
2R 2F 2G 2L 2T 3D
b |ifthe pian provides welfars benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
E PartV_ | Compliance Questions
10  During the plan year: Yes ; No Amount
@& Was there a failure to transmit to the plan any partscupant cenfributions. mthm ihe time penod
described in 29 CFR 2510.3-1027 Continue to answer “Yes™ for any prior year failures until fully
correctsd. (See instructions and DOL’s Voluntary Fiduciary Correctlon Programy .........ccvuvenns 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do mot include transactlons )
e e 10b X
C Was the plan covered by @ fIdelity BONA? ...........ooooovvvovoveeeeeomsseeeeees oo eeeeees oo oeeeemss o 10e | X 560,000
d Did the plan have a loss, whether or not re:mbursed by the plan’s fidelity bond, that was caused
DY Fraud or diSNONESIY? ...t e e eeee oot 10d X
€ Were any fees or commissions paid to any brokers, agents, or other perscens by an insurance
carrier, insurance service, or other organization that provides some or ali of the benefits under
the plan? (See iNSIUCHONS.) .....coooveee v vcrssisst e e beneias ’ 10e
f Has the plan failed to provide any benefit when due under the plan? ......ooooooeeeee 10f
g Did the plan have any participant loans? (if “Yes,” enter amount as of vear-end.) oo 10g X
h  [fthis is an individual account plan, was there a blackout period? {Sze instructions and 28 CFR
P N 10h X
i [f10h was answerad “Yes,” check the box if you either providad the required notice or one of the:
excepfions to providing the notice applied under 28 CFR 252(1.101-3 ....... T — 10§




Form 5500435.(2024)_ e n

i Pa!'t vg PEHSIOH Funding Complla‘nce L VAR Lo o - R A g a . _

11 Isthisa deﬁned beriefit plan subjeét 6 mini T ftmdmg rnqu;i’ef‘%r‘;bs’?( ! :
" {Form 5500) and lines 1 :a and b beiow.) If thie Is 3 défined conty
: beiow Y 2

b- PBGC mlssed contrsbutlon repoﬂmg mqulrameﬁta. lﬁma Eeﬁ : ‘55 ;:avé%e 7 ’."marza ﬁ*e ﬂma:mt repoz*ed on !me 1 1a is greater ihan 30, has PBCC '
been notified as requtrc-d by ERISA aef‘t:ms sz\:‘(" 7{;%1«*&“ f*m op,n"ahl m;* R :

D Yes. . : _ . .
No. Repomng whas wawed .mde. 29 CFRAMSQSJG (2} ‘*rqr‘.msﬁ C@"}‘ w'i?JSt'&én's e'é'ua_‘, e or exceeding the Uﬂpéid minimum reqitired contribution - -
were mads by the 3Gth daiy sfier theﬂueﬁaﬁ F TR BT SR B R .

exceedlng the' unpaid m-mmum requnred‘ f:en.

No. Other. Provide: exp!aﬂatsm e TR

A
]
il

Is this a defined contnbuton Dlan subject 10 the mini
ERISAP ;
(¥ "Yzs," complete ]me 12e1 or l:nes 12b ‘320 12d and 12e below,-as. [] Yes @ No
_ling' 12 blank and eomplets ling 11 above, .

ek
)

@ if a waiver of the minimum funding standard for & pnon}ear s bemg arnowized in this, plap ydr, 2ed Instructions, and enter the date of the letter ruling

granting the waiver. . . N‘on"h Day Year
if you compieted line 123, comgle !mes 3, 9 ans! 10 oi" Sshedu‘e B.ﬂB £Form 55&& enﬁ skxp tr.a ?:m 1 :

D Enter the minimum required contributior for this p,aﬂ year ~12h

C Enter'the amount contributed by the employer to the plan for this plan year, 12¢

12d

d Subtract the amount in fine 12¢ frorm the amount in line 125, Enter the resuli fentet a s sign, to the left of a
negative amount) .. 40

€ Wil the minimum fundmg amount repcried on line ‘26 be met by the hﬂdmg deac!zne?...._.Q ......... —— D Yes D No D N/A

F'arc VII Plan Termrnatlons and Transfevs m" Assets

S R D Yes @ MNo

-43a Has a resolution to terminate the pien besn adopted in any p

& If“Yes,” enter the amount of any plan assets that revaried o the empioyer this yoar e iens 13a

b Were all the plan assets distriuied to partizi panits ar beneﬁbiaries, transferrad to anather pian, or brought under the D Yes g No
COMIOl O e P 2 e et e b eee st st eeeeeeeeereessosee sttt en e ee e eeeeen

€ If, during this pian year, any assets or liabllilies were tra s‘erreq frorn this plan to another plan(s), identify the pian(s) to
which assets or liabilities were fransferred. (Ses instructions.) ) :

13¢(1) Name of plan(s): i 13c(2) EIN(s) : 13c(3) PN(s}

| Part Vill | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sectinns 410(5:;\ and 401(a){4) by comiining 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 io indicate how ﬁe pian is intended fo satisfy the nendiscrimination requirements for
employee deferrals and employer matching contributions {as applicabia) under Coce sections 4011 k)(S) and 40%{m}2).

DeS|gn-based safe harbor methad
“Prior year” ADP test
“Current year” ADF fest

X A

EJE:IE

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received & favorable IRS Opinion Leuer enter the date of the Opinion Letter 09/22/2021
(MM/DD/YY'YY) and the Opinion Letter serial number J504639a |




