
Form 5500-SF 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Short Form Annual Return/Report of Small Employee 
Benefit Plan 

This form is required to be filed under sections 104 and 4065 of the Employee Retirement 
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal 

Revenue Code (the Code). 

 Complete all entries in accordance with the instructions to the Form 5500-SF. 

OMB Nos. 1210-0110 
1210-0089 

2024
This Form is Open to 

Public Inspection 

Part I   Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning  and ending 
A This return/report is for: X  a single-employer plan X a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box 

must attach Schedule MEP. Other plans must attach a list of participating employer 
information in accordance with the form instructions.) 

B This return/report is X  the first return/report X the final return/report  

X  an amended return/report X a short plan year return/report (less than 12 months) 

C  Check box if filing under: X  Form 5558 X automatic extension X  DFVC program 

X  special extension (enter description) 

D  If the plan is a collectively-bargained plan, check here ..............................................................................   X 

E  If this is a retroactively adopted plan permitted by SECURE Act section 201, check here .........................   X 

Part II   Basic Plan Information—enter all requested information
1a  Name of plan ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI

1b Three-digit plan number
(PN)  001 

1c Effective date of plan
YYYY-MM-DD 

2a  Plan sponsor’s name (employer, if for a single-employer plan)
 Mailing address (include room, apt., suite no. and street, or P.O. Box)  
 City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGH 

2b Employer Identification Number (EIN)
012345678

2c Sponsor’s telephone number
1234567890 

2d Business code (see instructions)
123456 

3a  Plan administrator’s name and address X Same as Plan Sponsor.ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901I A 

3b Administrator’s EIN
012345678

3c Administrator’s telephone number
1234567890 

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

a  Sponsor’s name
c  Plan Name   D
EFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI CDEFGHI

4b EIN012345678

4d PN 012

5a Total number of participants at the beginning of the plan year .............................................................. 5a 12345678 

b Total number of participants at the end of the plan year ....................................................................... 5b 12345678 

c(1) Number of participants with account balances as of the beginning of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(1) 

c(2) Number of participants with account balances as of the end of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(2) 

d(1) Total number of active participants at the beginning of the plan year ................................................. 5d(1) 
d(2) Total number of active participants at the end of the plan year .......................................................... 5d(2) 

  e   Number of participants who terminated employment during the plan year with accrued benefits that
were less than 100% vested ............................................................................................................... 5e 

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established. 
Under penalties of perjury and other penalties set forth in the instructions, I declare that I have examined this return/report, including, if applicable, a Schedule 
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and 
belief, it is true, correct, and complete. 

SIGN 
HERE Signature of plan administrator Date Enter name of individual signing as plan administrator 

SIGN 
HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor 
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024) 

v. 240311 

01/01/2024 12/31/2024

X

X

LINGER, PETERSON & SHRUM 401(K) PLAN 001

01/01/2019

575 EAST LOCUST AVENUE 
SUITE 308 
FRESNO, CA 93720

81-1342570

LINGER, PETERSON & SHRUM
559-438-8740

541211

X

10

10

9

9

10

9

0

Filed with authorized/valid electronic signature. 09/08/2025 KARA HIGASHIDA
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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

235587 377820

0 0

235587 377820

31121

48955

0

62157

142233

0

0

0

0

0

142233

0

2E 2F 2G 2J 2K 2S 2T 3B 3D 3H

X

X

X 40000

X

X

X

X

X
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Part VI    Pension Funding Compliance 
11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB 

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 
below. ..............................................................................................................................................................................................  

X Yes X No 

a  Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ..................  11a  

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC 
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box: 

_ Yes. 

_ No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution 
were made by the 30th day after the due date. 

_ No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or 
exceeding the unpaid minimum required contribution by the 30th day after the due date. 

_ No. Other. Provide explanation ___________________________________________________________________________________________ 
 

 

 

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of 
ERISA? ...........................................................................................................................................................................................  

          (If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave 
line 12 blank and complete line 11 above. 

X Yes X No 
 

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling 
granting the waiver.  ............................................................................................................................. Month _______    Day _______    Year ________ 

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13. 
b Enter the minimum required contribution for this plan year  ...................................................................................  12b 123456789012345 

c Enter the amount contributed by the employer to the plan for this plan year  .........................................................  12c -123456789012345 

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 
negative amount)  ..................................................................................................................................................  

12d YYYY-MM-DD 

e Will the minimum funding amount reported on line 12d be met by the funding deadline? .......................................  X   Yes     X   No     X   N/A 

Part VII    Plan Terminations and Transfers of Assets 
13a Has a resolution to terminate the plan been adopted in any plan year?  ........................................................................  X   Yes        X   No         

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............................................  13a  
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the 

control of the PBGC? ..........................................................................................................................................................  
X Yes X No 

c  If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to 
which assets or liabilities were transferred. (See instructions.) 

 13c(1) Name of plan(s): 13c(2) EIN(s) 13c(3) PN(s) 
 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 123456789 

  012 

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

the permissive aggregation rules?   Yes    No 

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

_ Design-based safe harbor method 

_ “Prior year” ADP test 

_ “Current year” ADP test  

_ N/A 

15 If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter ___/___/_____ 
(MM/DD/YYYY) and the Opinion Letter serial number__________. 

 

1

X

X

X

X

X

Q703936A
06 30 2020
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oepa.tnent of rhe Tesury
lntenal Revenue Sewi@

D.parlhenl of L3bor
Enlroye A@ils S@nly Administ'alion

Penslon Aeneft Guaranly CopoBlion

Annual Re ldentifi cation lnformation
For calendar plan year 2024 orflscal plan year beqinninq

OMB Nos. 1210"0110
1210-00a9

2024
This Form is Opon to

Public lnspection

1 and endjng 4

Short Form Annual ReturnlReport of Small Employee
Benefit Plan

This form is required lo be tiled l]nder sections 'J04 and 4065 ot the Employee Relirement
lncome Security Act ol 1974 (ERISA), and sections 6057(b) and 6058(a) of the internal

Revenue Code (ihe Code).

lete ail entries in accordance with the instructions to the Form 5500-SF.tCo

A This return/report is fo.r I a single-employer plan

B Th;s return/report is the fi rst retLlao/.eport

an amended reluan/report

C Check box iffiting under: B Form 5558

! special extension (enler

D lfthe plan is a colleclively-bargained plan, check here.......

a multiple-employer plan (not multaemployer) (Pension Plan filers checking this box
must attach Schedu'e MEP. Other plans must altach a list ofpa.ticipating emp,oyer
informalion in accordance w;th the form instructions.l

the linal retum/report

a sho.t plan year returr/report (less than 12 months)

automatic extension ! ofvc p,ogr",

desc.iption)

t
'lb Three{igll plan number

5a

5b

5c(1)

5c(2)

5d(1)

5d{2)

5e

E If this is a relroaclive permilled SECURE A6l seclion 201, check he.e

Basic Plan I nform ation--"-enter all uesled info.mation

2a Plan sponso.'s name {employer. if for a single-employer plan)
N,tailing address (include room, apt., suite no. and st.eet, o. P.O- Box)
City or lown, state or province, counlry, aad ZIP or foreign postal code (ifforeign, see irstructions)
Linqer, Peterson & shrum

001

1C Effeclive date of plsn
01 / a|/ 2A19

2b Employer ldentiflcation Number (ElN)
8L-13425'7 0

2C Sponsois telephone number
559-438-8740

2d Business code (see inst.uclio.s)
575 East Locust Avenue
Suite 308
Fresno CA 93124 5412LL

3a Plan administ.ato/s name and address Same as PIan Sponsor 3b Aoministratols EtN

4 lf the name and/or EIN of the plan sponsoror the plan name has changed since the last .eturn/report
iled forthis plan, enier the plan sponsods name. ElN, the plan aame and the plan numberfrom the
lasi retumlreport.

a Sponso/s name

c Plan Name

4b ErN

4d PN

5a Total .umbe. oi participants at tl^'e beginning of the plan year

b Tolal nunrbe. of participants at the end of |rte plan yea.......-.......-.-.

c('l ) Numbe. ot participants with account balances as oi the beginning ot the plan yea. {only defined
contribution plans complete this item)

c(2) Number of padicipants with account balances as oi the end ofthe plan year (only defned
contibution plans complete this item)

d{1) Total number of active participants at lhe beginning of the plan year..........................-.-........-.....-....

d(2) Totat numler of active participarts at the end ot lhe plan year....

e Number of participants who terminated employment during the plan year with accrued benefils that
were less than'l00yo vested...........................

Cautlonr A penaltv for the late or incomDlste lillnq of thls telur./report will be assessed unle6s Basonable causo is establlshed.

10

1C

9

Papsrwork Red!.lion Act Noilce, see the lnsiructions for Form 5500-SF
Y.24031

0

Under penalties of peajury ard other penalties sel fodh in the inslructions, I declare thal I have exemaned this retum/report, including, il applicable, a Schedule
SB o. Schedule l\rB completed and signed by an enrolled acauary, as wellas the eleclronic version ofthis .etumkepo.t, and to the besl of my knowledge and

and
q.$.zoz5 Kara Higa shidak aAta Vl I a rrtbL^4-l,t^-

Enter name oi individual siqninq as plan adrninistratorSiqnaturo of plan ad#nistrator Date

Siqnature of emplover/plaa sponsor Daie Enter name of individlral siqning as employe. o. plan sponsor

1a Nane ol plan

Linger/ Peterson & Shrum 401(k) Plan

,

3c Administrator's telephone number

10

9

,trtl.Fl(E 
ii::1,:
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6a
b

Were all ofthe plan's assels during lhe plan year invesied in eligible assets? (See instructjons-).-..........................--..-.,..-......,..
Are you claiming a waiver of lhe annual examination and repori oi an jndependent qualified public accounlant (IQPA)
under 29 CFR 2520.104-46? (See i.slruclions on waiver eligibilily and condilions.)........-.-.-..-..
lfyou answered "No" lo either line 6a or linE 6b, the plan cannot use Form 5500SF and must instead use Form 5500

C li the plan is a defined benetit plan, is it cove.ed under ihe PBGC insurance program (see ERISA section 4021)?

lf"Yes" is checked, enter ihe My PAA conflrmalion numbertrom lhe PBGC premium flling for lhis plan yea

No

No

No Not determined

(See inst.uclions.)

Yes

YesE

{a} Beqinninq of Year

7a 235 , 58'7

7b 0

7c 235,581

{a} Amount

8a(l)

8a(2) 48,955

8a{3) 0

8b

8c

8d 0

8e 0

8f 0

8q 0

8h

8i

8j

Yes NO

l0a x

',0b x

l0c x

10d x

x

10f x

1og x

10h x

l0i

Financial lnformation
7 Plan Asseis and Liabiiities End ot Year

a Total assets

b Totat lan liabililies

C Net assets subtract line 7b from iine 7a

I lncome, Ex , and Transfers for this Plan Year

Em

Pa nts-

Others includi ro,lovers

b other income oss

C Total income (add lines 8a 2 3 , a.d 8b

d Beneflts paid {including direct aolloveas and insurance promiums
lo benefits

g Certain deemed and/or corleclive distribulions see inslructions

f Administrativeservice ders salaries, fees, comm;ssions

Other e ses

h Total ses dd lines 8d 8f and

i Nei income loss subtract line th from line Bc

j Transters to (from)the plan (see ihst.uctions)

Plan Characteristics
9a lf the plan provides pension benefits, enter the applicable pension leature codes trom the List of Plan Characteristic Codes in lhe instructions

2E 2F 2G 2J 2K 25 2T 38 3D 3H

b lflhe plan p.ovides welfare benefits, enier the applicable welfare teature codes from the List of Plan Charaoteaistlc Codes in the inslructions

Com iance Questions
at Amount

31't , 820

3'1'7 , 820

142 , 233

40,000

correcled. (See 
'nstruclions 

and DOL's Vo,unta Fiducia Correclion m

b Were there any nonexempt kansactions with any party-an-interest? (Do not include transactions
reported on line 10a. )...... .................

d Did the plan have a loss, whether or nol reimbursed by the plan's fldelily bond, tl,at was caused
fraud or dishon

e Were any {ees or commissions paid to any brokers, sgefits, or other persons by an insurance
carrier, inslrance service, or olher organizalion that provides some or all ot the benefits undea

the plan? (See instructions.

f Has lhe plan failed to provide any benefil when due under the plan?

g Did the plan have any participant loans? {lf "Yes," enter amount as of year-end.)

a Was there a ,ailu.e to transmil lo the plan any participant contributio.s wilhio {he time period
described in 29 CFR 2510.3-102? Continue to answer'Yes" for any prior year lailures until tully

h lf this is an indiudual ac6or]nt plan, was there a blackout period? (See instructions and 29 CFR
2520.101-3.)

i lf 1Oh was answered'Yes," check the bo)( if you either provided lhe requked notice or one oflhe
lo roviding the nolice applied lrnder 29 CFR 2520.101-3

10e

0

10

0

a Contribulions aeceived or receivable from:

C Was the plan covercd by e fidelity bond?..-....



Form 5500-SF {2024)

Pension Fundi liance
11 ls this a defined benefit plan subject 10 minimum tunding requirements? (lf 'Yes," see inskuctions and cornptete Schedu,e SB

(Form 5500) aod lines 1'1a and b below.) lf lhis is a defined contribution pension plan, leave line 11 blank and complete line 12 Iv".Inobelow

a Enbr the un minimum ired contnbufions tor all ars from Schedule SB 5500 line 40

b PBGC missed contribution repo ing requiremenls. llthe plan is covered by PBGC and the amount reporled on line 1 1a is greater thsn $0, has PBGC
been notified as requi.ed by ERISA seclions 4043(6X5) and/or 303(kX4)? Check lhe epplieable box:

Yes-

I No. Reporting was waived under 29 CFR 4043.25(cX2) becauso .onlributions equal to or exceeding the unpaid minimum required contributaon
werc made by the 30th day after lhe due date.

I uo. me 30-aay period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponso. intends to make a contribltion equal to or
exceeding lhe unpaid minimum required contribution by the 30th day after the due dale-

E No. Other. Provide explanalion

11a

12 ls this a defined cont.ibution plan subject to tho minimum fundlng requirements of section 412 of the Code or section 302 of
f RtsA?.......................
(lt "Yes," con]plete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) lf this is a defined benefit pe.sion plan, leave
line '12 blank and complete line 11 above.

!v"ufiuo
a lf a waiver of the minimum funding standard for a pajor year is being amodized in this plan year, see inslructions, and enlea the date of the letler ruling

qranlinq the waiver. ...... ,,,,,.,'''.,,,,,,',-,.,.. l\,,lonth Dav Year

tf eted llne I ete line$ and 10 ot Schodulo MB Form and sk to lins 13

b Enter the minimum required 60 laibution for lhis plan

c Enler the amounl conkibuled lhe to the plan forthis plan

d Subtracl the amount in line '12c from the amount in [ine 12b. Enter the .esult {enter a minus sign to the left ot a

g Willlhe minimum lunding amounl repoded on line 12d be met by the funding deadline?....

Plan Terminations and Transfers of Assets
'l3a Has a rcsolution lo terminate the dan been adopted in any plan yeaf ..............-- No

a il Yes," enter the amolnt of a n assels thal reverted to fhe e this

b Were all tlre plan assets distributed to pa.ticipants oa beneficiaries, transferred to anolher plan, or broughl under the Iv"'filro
C ll during this plan year, any assels or liabililies were transfe.red from this plan to another plan(s), identify the plan{s) to

12d

x] vu"t
13a

which assets oa liabilities were kansfened See instructions

Name of s 13c P s

IRS Com iance Questions

13c{2} EIN(s)

15 ,flhe plan sponsor is an adopter
([i1MlDD,^fYYY) a.d the Opinion

ot a pre-approved plan that recerved s favoratle IRS Opinion Lettea, enterttle date ot the Opi
Leter serial numbel Q?03935a

nton tetter A6/3A/2020

ease 3- f_l

12b

I v"" INo I N/A

't4a Ooes the plan satisfy the coverage and nondiscrimination tests of Code socfions 410(b)and 401(aX4) by combining this plan with any other plans under
the permissve aqgregalion rules? fl Yes lll No

'l4b f this as a Code section 401(k) plan, check all boxes that apply to lndicale how the pian is intended to salisfy the nond;scrimi.alion requirements for
employee defena,s and employer matching contributjons (as applicable) unde. Code sections 401(kX3) and 401{mX2).

I De$gn.based sale harbor method

[ 'Prior yead ADP test

El 'Cu.rent yeaf ADP tesl

Ive


