Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 10 ot

Department of the Treasury B en eflt PI an
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2023
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.

| Part| | Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning  12/01/2023 and ending 11/30/2024

A This return/report is for: B 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 Dthe 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: Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, ChECK NETE ................ccuiveuiuiiiciiieieicteeteeee s 4 D
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here........................... » D
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
MEDFORD EAR, NOSE & THROAT CLINIC, P. C. 401(K) PROFIT SHARING PLAN & TRUST (PN) » 002
1c Effective date of plan
12/01/1993
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) 93-0674282

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

MEDFORD EAR, NOSE & THROAT CLINIC P.C. 2C sponsor's telephone number

541-779-7331

2d Business code (see instructions)

1170 ROYAL AVE
MEDFORD, OR 97504-6101 621111

3a Plan administrator's name and address |X| Same as Plan Sponsor. 3b Administrator's EIN

3C Administrator’s telephone number

4 |f 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 PIaN YEar ................ccceueuereeeeeeeeeeeeeeeeees e 5a 56
b Total number of participants at the end of the PIAN YEAI...........cc.cc..cuerueveeeeeeeeeeeeeeeeeeee e 5b 59
C(l) Number of participants with account balances as of the beginning of the plan year (only defined 5C(1) 55

contribution plans complete this ItBIM) ..........cocuiiiiiii e
C(2) Number of participants with account balances as of the end of the plan year (only defined
- e 5c(2) 59
contribution plans complete this ItBIM) ..........oiiiiiiiii e
d(1) Total number of active participants at the beginning of the plan Year............c..cccocceeeveeviruerereereeeennnss 5d(1) 42
d(2) Total number of active participants at the end of the plan Year..........c..coccecueeveveveeeereesiessee e, 5d(2) 44
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 3

WETE 1€SS than 100U VESIEA . .....ueiiee ittt ettt eeett e e e e e et eeeeeeeatbeeeeeeaseabeeseeeesanbssreeeeseasssreeeas

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. 09/10/2025 MARK A. MILLER, M.D.
HERE . o Lo - -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . Lo 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 (2023)

v. 230707



Form 5500-SF (2023) Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStructions.)...........ccocvvviiiiieiiiinienic 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 coNditionsS.)..........ccccoviiir e
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

B Yes |:| No
B Yes |:| No

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.)

| Part Il | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 11363722 13776036
b Total plan liabilities.................c..covevvreeeeereeeeeseeeereeeeseeeerernen 7b
C Net plan assets (subtract line 7b from line 7a)..............cccccccveenn. 7c 11363722 13776036

8 Income, Expenses, and Transfers for this Plan Year (2) Amount (b) Total
a Contributions received or receivable from:

(1) EMPIOYETS ..o senennesenesnsnnas 8a(1) 412727

(2) PAtiCIDANES. ....cvovveviieceeteteieseesesesie et eaese e 8a(2) 240265

(3) Others (iNcluding rollOVErS) ............o.ooveeeeeeeeeeeeeeeeere 8a(3) 1651
D Other iNcome (10SS)........ccueveeuereeeeeeeeeeeeeeeeeeeeeeeeeeeeeen 8b 2272426
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 2927069
d Benefits paid (including direct rollovers and insurance premiums

10 PrOVIAE DENEFS).......o.veveeeeeeeeeeeeeeseeeeseseeseerenesesennsnene 8d 498812
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 15177
g OthEr EXPENSES.........e.veeeeveieiieeveeieieisiesiesissiseies s seseesise s e 8g 766
h Total expenses (add lines 8d, 8e, 8f, and 8g)..........c..c..ccc..o......... 8h 514755
i Netincome (loss) (subtract line 8h from line 8c).......................... 8i 2412314
j Transfers to (from) the plan (see instructions) 8j

Part IV | Plan Characteristics

9a |[If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A 2E 2G 2J 2R 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)..............cc.coc... 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported 0N lNE L08.)......cc.oiiiiiiiiiiiiiii e 10b X
C Was the plan covered by a fidelity bond?..............ccocoiiiiiiiii 10c | X 500000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESLY? ..ottt 10d X
€ 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? (S INSITUCTIONS.) ......ocuiiiiiitii ittt 10e
f Has the plan failed to provide any benefit when due under the plan? .........ccccccoovoverreeereerennnns 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ...........ccccceorvne. 10g X 85636
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
By 0 R T PP 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.........ccccccceiviiiiiiiiiiinicneeee. 10i




Form 5500-SF (2023) Page 3-| 1

IPart \ | 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 |:| No
DBIOWV. ..ttt ettt e ea et £ eeh bt e eh £ e sl £ € et £ e eht € et £ e eh b€ £ R £ e eE £ e oAt £ e eEE € eeE £ e e s L eat e ettt eer e et e e ehneenreenereenn s

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 .... . | 1lla |

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.

D 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.

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
exceeding the unpaid minimum required contribution by the 30th day after the due date.

D 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
SR IS N ST PSSRSO PV POTURUPPPRPROPN 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
GraANTING the WEAIVET. ...eiiiiiieiieii ettt ettt ettt e ke e sttt es e st e sht e e bt e esn e e bt eesbeeabeesbneebeesbnesnneens 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 YA ...........ccoiieviieeeeeeieeeeeee et 12b

C Enter the amount contributed by the employer to the plan for this plan year ..............c.ccccovveviiiiiiiiiiiiciice 12c

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
NEQALIVE @IMIOUNE) ...eiiiitiee it ettt ettt ettt e ettt e e ettt e sttt e e s bt e e aas e e e ss e e £ e et b e e e aat s £ e e abs e e e eabeeesambeeeasseeeanreeesnnreeessnnes

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

Part VII Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any PlaN YEAI? ................cceueueiieeeeereeeee e D Yes B No

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............cccccovvvvciciiinciecnnns 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
[ode ]l i o] o) e =Y ol =T T P PP PP PPPPPPORt

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)

| 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? [X| 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

D “Prior year” ADP test
D “Current year” ADP test

[] nA

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 06 / 30 / 2020
(MM/DD/YYYY) and the Opinion Letter serial number_Q702552A




Form 5500-SF Short Form Annual Return/Report of Small Employee Eaabial - gy
Diegpartrent of tha Treaiury Eeneﬁt Plan
e e mwre. 5 o6l -5 This form ia requirsd to be filed under sections 104 and 4065 of the Employee Retirement 2023
Separtm st Income Security Act of 1974 (ERISA), and sections B05T(D) and 8058(a) of the Internal
Employss anmmﬁ;r;hmmn Revenue Code {the Code). This Farm is Opan to
Fanalon Benafit Gugmmtr O son Pubiic Inspaction
" i iy vl »_Complete all entries in accordance with the instructions to the Form 5500-SF.

[ Part! | Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning

1270172023

and ending 1173072024

A This retumireport is for-

B This retumfreport is

C Chack box if filing under: E| Fonm 5558
|:| special extension {enter description)

D ifthe plan is a collectively-bargained plfan, chetk here ...
E If this is a retroactively adopted plan permitted by SECURE Act section 207, check hare....................

@ a single-employar plan

[] the first retumdreport
D an amended refurnireport

D 8 multiple-amployer ptan (not multiemployer) (Pension Plan filers checking this box

must attach Schedule MEP. Other plans muyst attach a list of partickpating employer
infarmation fn accordance with the form instructions.)

[ automatic extension

[[m final returnireport
D a short plan year retumyreport {less than 12 months)

[] oFvc program

0
» [1

Part I | Basic Plan Information—enter all requested information

fa Name of plan

1b Three-digit plan number

Mecford Ear, Nose & Throat Clinic, P. C. 40€1 (k} (PN) * 0oz
Profit Sharing Flan & Trust 1¢  Effective date of plan
1270171993
2a Plan spon=or's name (empioyer, If for a single-employer plan) 2b Emplover Identification Number (EiN)
Mailing address finclude room. apt., suile no. and street, or P.O. Box) 93-0674282

City or town, stafe or pruuinca counkry, and ZIP

Medford Ear, Nose MEroat Cli

P.C.

170 Royal hve

Medford

T foreign postal code {if foreign, see insfructions)

OFR 97504=-6101

2¢ Sponsor's telephone number
(541)779-7331

2d Business code (see instructions)

621111

3a Plan administrator's neme and address Et Same as Plan Sponsor.

3b Administrator's EIN

3c Administrator's telephone number

4 i the name and/or EIN of the plan sponsar or the plan name has changed since the last retumireport | 4B EIN

fled for lhis pfan, enter the plan sponsor's name, EIN, the plan rame and the plan number from the

last ratumirepart. 4d PN
a Sponsors name
C Plan Name
Ba Total number of participants at the beginning of the plan year .. Ga 56
b Total number of participants at the end of the plan year... . sb 59
(1) Number of participants with account balances as nfthe baglnnmg 01 tha plan year {unl)r daﬁmd 5c(1) o

conirbution plans compiede this item) ... —
&(2) Number of padiclpants with ai:.cnunt balana&s a8 ufma end of the pmn y&ar (cnly afned 5¢(2) 59
contribution plans complete this tem) ... .

d{1) Total number of active pariicipants at ihe begmrﬂng of the: plan year... 5di1) 4z
d{2} Total number of active paiticipants at the end of the plan year... . 5d(2) 44
& Number of participants who terminated employment durng the plnn year wm'l ammed benaﬁlﬂ l:hat 5e 5

wera less than 100% vested...

Caution: A penalty for the late or lncnmpleru ﬂlulng nfthln retum.rreErt Mil be mmud unla“ muronahhe cause le established.
Under penalties of parjury and ather penalties set forth in the instructions, | declare that | have examined this retumireport, including, if applicable, a Schedule
8B or Schedule MB completed and slgned by an enmolled acluary, as well as the electronic version of this retumiraport, and to the best of my knowtsdge and

3 7 ,
sen | () T llb LK ark B. Miller, M.C.
HERE Signature of plan administrator Data Enter name of individual siining as plan administrator
BIGN
HERE | signature of employer/plan sponsor Date Enter name of individual signing as employer of plan sponsor

For Paperwork Reduction Act Notice, see the Instructions for Form 5500-8F.

Form 5500-5F (2023)
v. 230728




Form 5500-5F (2023) Fage 2

6a Ware all of the plan's assets during the plan year invested in eligible assefs? (See instructions.}...
b Are you clalming a waiver of the annuat examination and repor of an independent qualtfied public ar.:munlant [IQ'F'M

under 29 CFR 2520.104-467 (Ses instructions on waiver eligibiity and condilions. }.... .o

Ig Yes D No

If you answered “No” to either line Sa or lina 8k, the plan cannot use Form 5500-5F and must Instead use Fonm 6500.
C [Ifthe plan la a defined benafit plan, is it covered under the FBGC insurance program (see ERISA saction 4021)7 ... Ei Yes C] Mo D Mot detarmined

If "¥as" is checked, enter the My PAA confirnation number from the PBGC premium filing for this plan year,

Yas D No

. [See instuctions.)

| Partill | Financial Information

7 Plan Assets and Liabilities {a) Beginning of Year {b) End of Year
@ Totalplan assets ............. v A e i o A3 7a 11,363,722 13,776,036
b Total plan HaBHRIBS ... isnsms s ssssmsassssnass Th
C MNet plan assets (subtract fine 7b from line 78) ............ i Te 11,363,722 13,776,038
8 Income, Expenses, and Transfars for this Plan Year {a) Amount (b) Total
a Contibutions received or recelivable from:
(1) EMPIOYENS ..o e cessmmrssssssssssssmsssssssssisasssers oo Bai1) 412,727
(5] DRI s samninsiissssinsms e AR s Ba(2) 240,265
(3) Others (including relOVErs)........coe s s daf3] 1,851
b Other income (1088) ...........ccococeeeve. SR b 2,272,426
€ Total income (add lines 8a(1), 8a(2), 8a(3), and Bb) Bc 2,927,062
d Beneiits paid {lncluding direct rollovers and insurance prem[uma
to provide benefits).... o R 498,812
& Certain deemed andfar comactive distributions {sae instructions) . Be
f Administrative sendce providers (salaries, fees, commissions) ... Bf 15,177
g Other BXpenBEs ... TEHE
h Tolal expenses (add lines Bd, 8, 8f, and Bg) gh 514,755
i MNet income (loss) (subtract line Sh from ne 8¢) ..o, Bi 2,412,314
| Transfers to (from) the pian (82 NSHUCHONE .. e 8]
]_Part v | Plan Characteristics
Ba (!fthe plan provides pension benefits, enter the applicable pension faature codes from the List of Plan Charactenistic Codes in the nstructions:
2R 2K 26 2T 2R 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:
l PartV 1 Compliance Questions
10 During the plan year, You | No Amount
a ‘Wazthere a fallure to ransmit to the plan any participant contributions wilktin the time perod
described in 28 GER 2510.2-1027 Continue to answer “Yes" for ary prior year failures until ﬁ.llly
corrected. (See instructions and DOL's Valuntary Fiduciary Comection Program) ... 10a X
b Were there any nunenempi transactions with any party -in-imeresi? (Dn not include transamlans
reported on line 10a.)... T RoE Ay e s e e el TR x
¢ Was the plan covared by a fidelity bond? ... e | ¥ 500,000
d Did the plan hawa a loss, whether or not relmbursed by the plan's fidelity bond, that was caused
By Traud OF GIBRONBBIYT ... .orvs.osesrmsisssss sossssisastisissisiisnisassinsreisaminsias domeseroerismseb et et o 10d X
€@ ‘Were any fees or commissions paid to any brokers, agents, or other persons by an Insurance
cairier, Insurance service, or other urgamzstun that proquaa gsome or all of the benefits under
the plan? (See instructions.)... i A 10e
f Hasihe plan falled io pro'.rlda any benefit when due under the plan‘? : 107
g Did the plan have any participant loans? (If "Yes,” anter amount as of year-end.} ... 10g | ¥ 5,634
h ifthiz is an individual account plan, was there a blackout period? {See instructions and 20 CFR
PED0.ADT=B.) tonrevensimmemiosimsnasinassasnnes e s snss sassmssnses ot srastsboe HhodEasbE LR LA SRS SRR FR e s e s 16h x
[ If 10h was answered "ves," check the box if you either provided the ﬂeqmred notice or one of the
exceptions bo providing the notice applied under 29 CFR 2520.101-3 .. L 10i




Form 5500-5F {2023) Page 3- l

|Part vi_| Pension Funding Compliance

11 s this a defined benefil plan subjact ta minimum funding requirements? {If "Yes," see instuctions and complete Schedule 58
{Form 5500} and lines 11a and b below.) If this is a defined coniribution panslon plan, leave line 11 blank and cumplm lina 12 D Yas D No
ORI, i s v T A B e U e T A A R Sy A3l e i

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

b PBGC misgad contribution reperting requiremaents, If the plan l& coverad by PEGC and the amount reported on lipe 11a is greater than 0. has PRGC
been notified as required by ERISA sections 4043{c)(5) and/or 303(k}){4)? Check the applicable bo:

D Yas.

D No. Reporting was waived under 29 GFR 4043.25({c)(2) becauss contributions equal lo or exceeding the unpafd minimum required conlribution
were made by the 30th day afler the due date.

D Mo. The 30-day period referenced in 29 CFR 4043 25(c){2) has not yet ended. and the sponsor intands bo make a contribulion squal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

[I Mo, Other. Provide explanation

12  Is this 8 defined contribution plan subject to the minimum funding requirements of section 412 of tha Cade or section 302 of
ERISAT .. e o
{If Yes," oumplaia line 12a o Hnas ‘Izh 121'.'.. 12{1 and 1z.=.-. helnw, s appllc-uhle ) Iftms is a defined bEnaﬁl penslcm plan. Iaaue D e @ e
ling 12 blank and complete line 11 above.

& If a waiver of the minimum funding standard for a prior year is bmng amaoriized in this p]an year see instructions, and enter the date of the letter uling
granting the walver. . .. ... Mignth Cay Year

If you completed line 12a, r:umplnte Ihmﬁ 3 'B and 10 uf Sl:iwlluln HB (Fnrm EEM}. nnd :'itlp to llne 13.

b Enter the minimum required contribution for this PIEN YBAM ..o vt ot e e 12b

€ Enter the amount contributed by the employer to the plan for this plan year .. o | 120

d Subiract the amount in ling 12¢ from the amount in line 12b. Enter the result {enter a minus slgn o the leftofa 12d
PEGAtIVE BIMPOLINEY ooy it iuiis at s i min s e ey b4 e s A aa e pr s st e s et s e

8 Wil the minimum funding amount reported on line 12d be mat by the funding deadBngT ... im e e D Yes D No |:| MR

Part VIl | Plan Terminations and Transfers of Assels

133 Has a resolution to tanminate the plan been adopted in any plan year? .. D_ fes E Mo

a If"Yes," enter the amount of any plan assets that reverted 1o the amplojrer IS VBB ... 13a

b wWere all the plan assats distributed Lo partupants or beneficianes, ransferred to another plan, or brought under the D Yes No
tabrl S PGP s e S R S T S T g .

G If, during tiia plan year, any assets or liabilities were transferred from this plarl to another pian(s), identify the plan{s) to
which assets or liabililies were transferred. (See instructions.)

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

[ Part Vill | 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 agareaation rules? ] Yes [ Mo

14b I this is a Code saction 401(K) plan, chack all boxes that apply to indicate how the plan is intanded to sat/sfy the nondiscrimination requirements for
employee deferrals and employer matching contribuiions (as applicable) under Code sections 401(k){3} and 401{m})(2).

[ Design-based safe harbor method
[] “prior year” ADP test
[] “Cument year ADF test

[] wa

18 If the plan sponsor is an adopter of a pre-approved plan that raceived a favorable [RS Opinion Letter, enter the date of the Opinion Letter 06/30/2020

(MMDDNY YY) and the Oplnion Letter serial number 0702 5578 .




