
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

MALLETTE DERMATOLOGY, PC 401K PROFIT SHARING PLAN 001

01/01/2006

15248 GREENFIELD DRIVE 
ATHENS, AL 35613

20-1165892

MALLETTE DERMATOLOGY, PC
256-771-1995

621111

X

10

10

8

10

7

7

0

Filed with authorized/valid electronic signature. 08/25/2025 STEPHEN MALLETTE, MD
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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

1871413 2230569

0 0

1871413 2230569

74324

37114

0

255105

366543

7037

0

350

0

7387

359156

0

2E 2F 2G 2J 2K 2T 3D

X 6553

X

X 150000

X

X 7684

X

X 50550

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

X

Q704247A
11 30 2020



E-SIGNATURE AUTHORIZATION
for

Mallette Dermatology, PC 401k Profit Sharing Plan
20-T1,658921O01

For Plan Y ear 0710112024 throtgh 7213712O24

IAVe, thc undersigned, understancl that a 5500 Series filing tor the plan listed above must be
prepared, electronically signecl and electronically transmitted to the EBSA Electronic Filing
Acceptance System (EFAST).

VWe authorize Retirement PIan Aclmirlistrators, LLC to clectronically sign the 5500 Series filing on
my/our behalf and to transmit that signed form to EFAS I" on or before the filing due date.

l/We understand that by granting this authority:
. A manually signed and dated Form 5500-SF that has been provided must be returned to

Retirement PIan Administrators, L[.C before they can begin the e]ectronic filing process, [AVe
will retain a copy of this manually signecl form and any schedules and attachments in the plan
records.

. Retirement Plan Administrators, LLC will not be responsible for any late filing penalty assessed

under ERISA shotrld I/we not return the manuallv signed and dater.l Form 5500-SF prior to the
filing due date.

. An electronic copy of the manually signed anci dated Form 5500-SF showing my/our signatures
rvill be included in the electronic filing and will be;rosted by the EBSA k) the lntemet for public
disclosure.

. Retirement Plan Administrators, LLC will maintain a copy of this written authorization in its
records.

. Retirement Plan Administratort Lt.C will notify all signers about any inquiries and
correspondence it receives about this filing flom EFAST, EBSA, IRS or PBGC.

. Retirement Plan Administrators, L,l-C shall not be deemed to be a plan fiduciary with respect to
this plar.r solely on accoullt of providing the electronic signature and filing of the 5500-SF for the

slulLa
Plan Administrator Plan Sponsor

DateDaie



Form 5500-SF
DeFnenr or rfc rEasury

Short Form Annual Return/Report of Small Employee
Benefit Plan

This form is required to be liled under sections 104 and 4065 of the Employee Retirement
lncome Securiiy Act of 1974 (ERISA), and seclion 6057(b)and 6058(a)oflhe lniernal

Revenue Code (the Code).

all entries io wilh the instructions the Form 5500-5F.

lnformation

OMB Nos. 1210-0110

12'10-0089

2024
This Fonn ls open to

Public lnspectlon
Pas o. €€neft cua€n, cdp.Eriof,

Annual
roi calenaar otan vear 2024 or fiscal plan vear beainninq 07/07/2024 and ending l2l3L/2024
A This retum/report is for:

B This return/report is:

C Check box if filing under:

fi a single-employer plan [l a multrple-employer plan (not multiemployer) (Pension plan filers checking this box
" must atlach Schedule IdEP Other ptans must attach a lisl of participating employer

information in accordance with the form instructions.)

! the first return/reporr I the final return/report

! an amended return/reporl ! a shorl plan year returnheport (less than 12 months)

Irl Form 5558 fl 
"rtorat.c "rt"n.,on

fl specral ertensron (enter descriplion)
fl orvc prog."m

lflhe plan is a colleci vely-ba rga in ed plan. check here

lf this is a retrcactively adopted plan by SECURE Act section 201, check here

1a

2a

Name of plan

Ma].let'te Dermatology, PC 401k Profit ShariDg Plan 001

Effectlve date of plan

0r / ot /2006
Employer ldentill6ation Number
(ErN) 20-116s892

Plan sponsor's name (employer, if for a single-errployer plan)
Mailing Address (include room, apt., suite no. and street, or P.O. Box)
City or lown, slate or province, country, and ZIP or foreign postal code (if foreign, see instructions)

Mallette Dermalology, PC

15248 Greenfi.ld Driv6

us aLheDa Ar 35613

Plan admrnistrator's name and address Same as Plan Sponsor

2b

2c

2d

Sponsor's telephono number
(256) 771-1995
Business code (see inshuctions)
521111

lf the name and/or EIN of the olan sDonsor or the olan name has chanoed since the lasi reLUrn/reoort liled
for this plan, enter the plan spbnsort name, ElN. the plan name and tlie plan number from lhe last
refum/reporl.

a Sponsor's name

C Plan Name

Administrato/s EIN

3C Adminislrator's telephone number

4b ErN

4d PN

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

b Totat number of panicipants at the end of the plan year

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

C(2) Number of parlicipants with account balances as of the end of the plan year (only defined
contribution plans complete this ilem)

d(1) totat number of active partjcipants a1 the beginning of the plan year

d(2) Total number of active parlicipants at the end of the plan year

e Number of.particip^ants who lerrninated employmenl during the plan year wilh accrued bene-fits lhat
were less than 100% vested

Caution: A penally for the late or lncompl€t€ filing ot this rcturn/report wlll be assessed unless reasonable cause is establlshed.

Und€r penalliss ofpedury and other penalties s6t forlh in the inslructions, ldeclare that I have examined this returr/report, including, il appLicable, a SchedLrle

10

10

SB or Schedule IVB

belief, it is tr!e,
and sqn€d by an enrolled , as wel as the electronic version ol th s retum/re pon, and to ihe besl or my know edge and

Form 5500-SF (2024)

Stephen Mallette, I'ID

Enter name of individual sian na as olan administrator

Enter name of Lndividual sign ng as employer or

For Paperwork Reductlon Act Notice, see the instruolions for Form 5500.SF.
v.240311

08/25/25



fnrm 6S0{l,Sf 2024 irilce ?

6a
b

Were all of the plan's assets during the plan year invested in eligible assets? (See instructions.)

Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IOPA)

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and condilions.)

lf you answered "No" to either line 6a or line 6b, the plan cannot use Form 5500-5F and must lnstead use Form 5500.

C lf the plan is a defined benefil plan, is it covered under the PBGC insurance program (see ERISA section 4021)? [ Ves

lf'Yes" is checked, enler the My PAA confirmation number from the PBGC Premium filing lor this year

$ves [llo

$ves lno

nNo E Not determined

(See anstructions.)

Financial lnformation
7 Plan Asseis and Liabilities

Total olan assels

8

b
c

Total olan li6bilities

lncome, Expenses, and Transfers for lhis Plan Year
assets (subtract line 7b from line 7a

(b) End of Year

2.230 .569
0

230 ,569

366,543

7 ,341
359, 156

Others

Other income (loss

Total incom€ (add lines 8a(1), 8a(3), and 8b

Certain deemed and/or distributions (see inskuctions

Administratve service commissions

Other

Total add lines

Net incorne subtract line Bh from line 8c

Transfers to the plan (see instructions

Plan Characteristics
lf the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characieristic Codes n the instructions:

2E 2T 2G 2J 2R 2T 3D

bl f the plan provides welfare benellls, enter the applicable welfare featurc codes from the List of Plan Characteristic Codes in the instruciions:

tance
Durino lhe olan vear.

a Was there a failure to transmit lo the plan any participant contributions within lhe time period

described n 29 CFR 2510.3-102? Continue to answer "Yes" for any prior year fallures until fully

instructions and DOL's Correction

b were there any nonexempt transactions with any party-in_interest? (Do not include transactions
on line 10a.

C Was the plan covered by a bond?

d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused
fraud or

g 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.

f Has the plan tuiled lo provide any benefit when due under the plan?

Did the plan have loans? (lf "Yes," enler amount as of year end.)

h lf this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.101-3.

i lf 1Oh was answered "Yes," check lhe box if you either provided the required nolice or one of the

9a

10

.150,000

7 ,644

50 / 550

the notice applied under 29 CFR 2520.10'1-3



ror$ 550r,i'sF 2.i24

11 ls this a defined benefit plan subject to minim!m funding requirements? (li "Yes," see instruclions and complete Schedule
SB (Form 5500) and lil]es 11a and b below.) lf this s a defined contribulion pension plan, leave llne 11 blank and complete

a. Enter the minimum for all years from

Ives[]to
line 40

b PBGC missed conlribulion reporting requlrements. lf the plan is covered by PBGC and the amount reported on line 1 1a is greater lhan $0,

has PBGC been notified as required by ERISA sections 4043(cX5) and/or 303(k)(4)? Check the applicable box:

! ves,

E No. Reporting was waived under 29 CFR 4043.25(c)(2) because conlributions equal to or exceeding the unpaid minimum required @ntribution

were made by the 30th day after the due date.

f] tto. tfre SO-Oay period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends 1o make a contribulion equal lo or

tr
exceeding the unpaid minimum required conhibution by the 30th day after the due date-

No. Other. Provide explanation

2 ls this a defined contribution plan subject to the minimum tunding requarements of section 4'12 of the Code or section 302 of
! ves [] t'toERISA?

(lf"Yes," complele line 12a or lines 12b, 12c, 12d. and 12e below, as applicable.) lfthis is a defined benefit pension plan,

leave line '12 blank and line 11 above-

a lf a waiver ofthe minimum funding standard for a prior year is being amortized in this plan year, see instruct ons, and enter the date of the letter

rulino qrantinq the waiver .....,,,,,..-......-,.---.......-----................-.....-.......----.,.-.--,--............-....,--.........,,-. Month Dav Year
MB

b Enter the minimum required conkibution for this plan year

C Enter lhe amount contributed by the employer to the plan for the plan year

d Subtract the amount in line '12c from the amount in line 12b. Enter the result (enter a rninus sign to the lefi

e W ll ihe minimum funding amount reported on line 12d be met by the funding deadline?

13a Has a resolulion to terminate lhe plan been adopted in afy plan

lf "Yes," enter the amount of any pian assets that reverted to the employer this year

b Were all the plan assels drstributed to parl cipants or beneficiaries, transferred lo another plan, or brought under

lf, during this plan year, any assets or liabilitles were iransferred from ihis plan to another plan(s), idenlify the plan(s) 10

! ves ! No E N/A

! ves @ t'to

which assels or
Name of plan(s

14a Ooes ihe plan satisry the coverage and nondiscrimination tesls of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans

under the permissive aggregation rules? f] Yes E No

14b I this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is inlended to satisfy the nondiscrimhalion requiremenls
for employee deferrals and employor matching contributions (as applicable) under Code seclions 40'1(k)(3) and 40'1(mX2).

E Design-based safe harbor method

fl "Prior year" ADP t€st

E "Cunent year" ADP test
f--l trria

15 lf the plan spohsor is an adopter of a pre-approved plan that rcceived a favorable IRS Opinion Letter, enter the date of the Opinion Lett€r
Lll 3Ol 2020 (MM/DD/YYYY) and the Opinion Letter serial number o704247a

IRS

Yes lx I No


