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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 

02/01/2024 01/31/2025

X

X

NORTH STATE ENVIRONMENTAL, INC. 501

02/01/2024

2889 LOWERY ST 
WINSTON SALEM, NC 27101-6127

56-1890266

NORTH STATE ENVIRONMENTAL, INC.
336-725-2010

2889 LOWERY ST 
WINSTON SALEM, NC 27101-6127 562000

X

56

62

56

62

Filed with authorized/valid electronic signature. 08/30/2025 STEPHANIE WESTMORELAND

Filed with authorized/valid electronic signature. 08/30/2025 STEPHANIE WESTMORELAND
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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

X

314475 511900

0 0

314475 511900

382320

64787

447107

206790

42892

249682

197425

4A 4B 4D 4E 4F 4H

X

X

X

X

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



 

Summary Annual Report and Wrap Plan 2024 

Plan Name: North State Environmental, Inc. 

Plan Number: 4015 
Employer Identification Number (EIN): 56-1890266 
Plan Year: 2/1/2024 to 1/31/2025 

Introduction: 

This is a summary of the annual report for the North State Environmental, Inc., EIN 56-1890266, for the period 
02/1/2024 to 1/31/2025. The annual report has been filed with the Employee Benefits Security Administration, U.S. 
Department of Labor, as required under the Employee Retirement Income Security Act of 1974 (ERISA). 

Wrap Plan Information: 

The wrap plan includes the following benefits: 
1. Medical Insurance: 

o Plan Name: North State Environmental, Inc. 
Plan Number: 501 
Provider: Planned Administrators, Inc 

o Coverage Details:  

 

 



 

 



 

 

 

 

 



 



 



 



 



 



 



 

 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

2. Dental Insurance: 
o Plan Name: North State Environmental, Inc. 

Plan Number: 502 
Provider: Mutual of Omaha 

o Coverage Details:  

 

 

 

 

 

 

 

 



 

UNITED OF OMAHA LIFE INSURANCE COMPANY 

Home Office: 

3300 Mutual of Omaha Plaza 

Omaha, Nebraska 68175 

1-800-927-9197 

 

 

GROUP VOLUNTARY DENTAL 

INSURANCE OUTLINE OF COVERAGE 

 
READ YOUR CERTIFICATE CAREFULLY 

This outline of coverage provides a very brief description of the important features of your Policy. This is not the insurance 

contract and only the actual Policy provisions will control. The Policy itself sets forth, in detail, the rights and obligations of 

both you and your insurance company. 

 

It is therefore important that you READ YOUR CERTIFICATE CAREFULLY. 

 

POLICY INFORMATION 

Policyholder (Administrator): North State Environmental, Inc. 

Policy Effective Date: August 1, 2016 

Group Number: G000AQ8Q 

Class: All Eligible Employees 

 

 

DEPENDENT CHILD AGE LIMIT 

Unmarried Dependent children under the age of 26, as stated in the Certificate. 

 

 

BENEFITS 

 
The following is a brief description of the benefits provided under the Policy. 

 

Late Entrant Waiting Period 

If you do not elect insurance during your First Enrollment Period with us, you will be considered a Late Entrant to the plan. If 

you are a Late Entrant, you must complete the following waiting periods before benefits for Covered Services are payable for 

you or your Dependents: 

 

Type A Covered Services None 

Type B Covered Services 12 Months 

Type C Covered Services 12 Months 

 

Deductible 

The following Deductibles must be satisfied by you and each of your Dependents each Policy Year before any benefits are 

payable. 

 
Individual: In-Network Out-Network 

Type A Covered Services None None 
Type B and C Covered Services $50 $50 

 

Percentage Payable 

If you or your Dependents receive a Covered Service described in the Certificate after the completion of any applicable 

waiting periods and the satisfaction of the Deductible, we will pay benefits according to the percentage of the Maximum 

Allowance described in the Certificate, not to exceed the amount of the charge. 
 

 In-Network Out-Network 



 

Type A Covered Services 100% 100% 

Type B Covered Services 80% 80% 
Type C Covered Services 50% 50% 

 

Policy Year Maximum Benefit 

The Policy Year Maximum Benefit will apply each Policy Year. This maximum benefit is the total amount of benefits payable for Type A, 

B and C Covered Services received by you or your Dependents during a Policy Year. 

 

In-Network Out-Network 

Policy Year Maximum Benefit $2,000 $2,000 

 

Work in Progress 

Benefits will be provided for dentures, bridgework, and cast restorations for which the final impression is taken prior to the date an Insured 

Person’s insurance ends if final placement of the denture, bridgework, or cast restoration occurs within 31 days after the Insured Person’s 

insurance ends. 

 

General Anesthesia Benefit 

We will pay benefits for general anesthesia or I.V. (intravenous) sedation if the anesthesia is performed in the dental office, it is medically 

necessary for the treatment being performed, or the individual is incapacitated, or if it is used for a child age 6 and under. 

 

Predetermination of Benefits 

A predetermination of your benefits is available upon request. This will provide you and your dentist with information regarding a future 

course of treatment, allowing you to discuss treatment options with your dentist, including less expensive alternative treatment plans, or 

terms of payment to the dentist. Your dentist can submit a predetermination request on your behalf by completing a standard dental claim 

form and submitting it to: 

 

Mutual of Omaha Insurance Company 

P.O. Box 211472 

Eagan, MN 55121 

 

 

 

 

 

 

 

 

 

 

 

 

3. Vision Insurance: 
o Plan Name: North State Environmental, Inc. 

Plan Number: 503 
o Provider: Mutual of Omaha 



 

o Coverage Details 

  

 

 

 

 

 

 

4. Life Insurance: 
o Plan Name: North State Environmental, Inc. 

Plan Number: 504 
Provider: Mutual of Omaha 

o Coverage Details: 



 

  

 
 

 Term Life Insurance 
 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

I 

 

 
 

Waiver of 

Premium 
If it is determined that you are totally disabled, your life insurance benefit will 
continue 
without payment of premium, subject to certain conditions. 

Additional 

AD&D 

Benefits 

In addition to basic AD&D benefits, you are protected by the following benefits: 

- Seat Belt - Airbag 

-Coma - Common Carrier 
Conversion If your employment ends, you may apply for an individual life insurance policy from 

Mutual of Omaha without having to provide evidence of insurability (information 

about your health). You will be responsible for the premium for the coverage. 
 

 

Travel 

Assistanc

e 

The Travel Assistance program is an added benefit that provides assistance for your 

travels over 100 miles away from home or outside the country. 

Hearing 

Discount 

Program 

The Hearing Discount Program provides you and your family discounted hearing 

products, including hearing aids and batteries. Call 1-888-534-1747 or visit 

www.amplifonusa.com/mutualofomaha to learn more. 
Will Prep 

Services 
We work with Epoq, Inc. to offer employees online will prep tools. In just a few 
clicks you 

can complete a basic will or other documents to protect your family and property. 

To get started visit www.willprepservices.com. 
 

 

Insurance benefits and guarantee issue amounts are subject to age reductions: 

- At age 70, amounts reduce to 50% 

Information about the AD&D exclusions for this plan will be included in the summary of coverage, 

which you will receive after enrolling. 

Please contact your employer if you have questions prior to enrolling. 

 

 

 

 

Eligibility Requirement You must be actively working a minimum of 30 hours per week to be 
eligible for coverage. 

Premium Payment The premiums for this insurance are paid in full by the policyholder. There 

is no cost to you for this insurance. 
Life Insurance 

Benefit Amount 
For You: $20,000 

In the event of death, the benefit paid will be equal to the benefit amount after any age 

reductions less any living care/accelerated death benefits previously paid under this plan. 

Accidental 

Death & 

Dismemberment 

(AD&D) Benefit 
Amount 

For You: The Principal Sum amount is equal to the amount of your life insurance benefit. 

 

Living Care/ 

Accelerated 
Death Benefit 

75% of the amount of the life insurance benefit is available to you if terminally ill, not to 

exceed $15,000. 

 

http://www.amplifonusa.com/mutualofomaha
http://www.willprepservices.com/


  

 

 

 

5. Disability Insurance: 
o Plan Name: North State Environmental, Inc. 

Plan Number: 505 
Provider: Mutual of Omaha 

o Coverage Details:  

 

 

 



  

 

 

 

 

GROUP SHORT-TERM DISABILITY CERTIFICATE 
SUMMARY 

This summary describes some of the terms and conditions of the Policy. For a complete description of the 
terms and conditions of the Policy, refer to the appropriate section of the Certificate, available from the 
Policyholder. A person is not necessarily entitled to insurance because he or she received this summary. A 
person is only entitled to insurance if he or she is eligible in accordance with the terms of the Policy. This 
summary was published on January 12, 2022. 

POLICY INFORMATION 

Policyholder: North State Environmental, Inc. 

Policy Effective Date: August 1, 2013 

Policy Anniversary: February 1 

Policy Number: GUG-AQ8Q 

Group Number: G000AQ8Q 

Classification: All Eligible Employees 

Minimum Work Hours Required: 30 hours per week 

Eligibility Present Waiting Period: 30 days 

Eligibility Future Waiting Period: 30 days 

When Insurance Begins: the day the Employee becomes eligible. Additional 
eligibility conditions apply as described in the 
Certificate. 

Elimination Period: 

Injury: 7 calendar days 

Sickness: 7 calendar days 

 

 

BENEFITS  

Weekly Benefit Percentage: 60% 

Maximum Weekly Benefit: $1,000 

Maximum Benefit Period: 12 weeks 
Vocational Rehabilitation Benefit: 5% 



  

 

 

Financial Information: 

• Total Plan Assets: $299,237.38 

• Total Plan Liabilities: $0 

• Net Plan Assets: $299,237.38 

Income and Expenses: 

• Total Contributions Received: $447,107.10 

• Total Benefits Paid: $206,789.85 

• Administrative Expenses: $42,892.21 

Insurance Information: 

The plan has insurance contracts with Planned Administrators Inc and Mutual of Omaha to pay certain claims incurred 
under the terms of the plan. The total premiums paid for the plan year ending January 31, 2025 were $206,789.85. 

Rights to Additional Information: 

You have the right to receive a copy of the full annual report, or any part thereof, on request. To obtain a copy, contact 

Melissa Austin at maustin@nsenv.com, 2889 Lowery St, Winston-Salem, NC 27101, (336) 725-2010. The fee to print a 

copy is $20.00 per copy. 

mailto:maustin@nsenv.com
https://www.bing.com/ck/a?!&&p=65bbf2564f843b640d66c02a27e386e7db927d13918417a0bc42197a29d91a73JmltdHM9MTcyOTgxNDQwMA&ptn=3&ver=2&hsh=4&fclid=156aad1d-81a9-68ef-39de-bef980856920&u=a1L21hcHM_Jm1lcGk9MTA5fn5Ub3BPZlBhZ2V-QWRkcmVzc19MaW5rJnR5PTE4JnE9Tm9ydGglMjBTdGF0ZSUyMEVudmlyb25tZW50YWwlMkMlMjBJbmMuJnNzPXlwaWQuWU44NzN4MTIwMDg5ODQxJnBwb2lzPTM2LjEwMDE4MTU3OTU4OTg0NF8tODAuMTkzNTE5NTkyMjg1MTZfTm9ydGglMjBTdGF0ZSUyMEVudmlyb25tZW50YWwlMkMlMjBJbmMuX1lOODczeDEyMDA4OTg0MX4mY3A9MzYuMTAwMTgyfi04MC4xOTM1MiZ2PTImc1Y9MSZGT1JNPU1QU1JQTA&ntb=1
tel:3367252010





