
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

PAIN SPECIALISTS OF OREGON, P.C. 401(K) PROFIT SHARING PLAN 001

01/01/2016

1125 DARLENE LANE, SUITE 200 
EUGENE, OR 97401

47-5256047

PAIN SPECIALISTS OF OREGON, P.C.
541-844-1807

621111

X

37

36

32

36

22

8

0

Filed with authorized/valid electronic signature. 09/10/2025 LAURA DUNN

Filed with authorized/valid electronic signature. 09/10/2025 LAURA DUNN
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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

1097407 1252509

1097407 1252509

38246

33990

128826

201062

45860

100

45960

155102

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

X

X

X 110000

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

X

Q703193A
06 30 2020



Form 5500-SF
oepa.tment oJ the T,easlry
l.lemal Reve^uE S. ie

Pc^5 on Benerl Guaranly Corporal,on

For calendar plan

Thls Form is Open to
Public lnspection

Annual rt ldentification lnformation
ye* 2024 ot liscal plan yeat beg nnino 01/01/2024 and endln 12131t2024

Short Form Annual Return/Report of Small Employee
Benefit Plan

This forrn is required to be llled under sections 104 and 4065 of the Employee Relirement
!ncome Securily Act ot 1974 (ERISA), and seclions 60S7(b) and 6058(a) of the tnternat

Revenue Code (the Code).

in accordance with lhe instructions to the Form 5500.3Ft com t€ a,l ontries
Part I

O[48 Nos. 1210-0110
121G0089

2024

A This return/repon is forl I a single-emp oyer plan a mlltiple-employer plan (not multiemployer) (Pension Plan lllers checking this box
must atlach Schedule [4EP. Other plans must attach a list of participating employer
informalion in accordance wilh lhe form instnrctions.)

the final return/report

a short plan year return/report (less lhan 12 months)

automatic oxtension ! OfvC progr"-

B lhis retum/report is the first relurnkeporl

ah amended return/report

C Check box if fiting under: E Form 5558

! special exlension (enter description)

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

E ll this is a reiroacti itied SECURE Act section 201 chock here

Basic Plan lnformation-enter att .e uested rnlormatron
1a Name of plan

Pain Special,sts of Oregon, P.C. 401(k) Profit Sharing plan

2a Plan sponso/s name (employer, if for a singte-employer Dlan)
llailing address (include room, apl., suite no. and street, or p.O. Box)
Cily or lown, state or province. country, and zlP or foreign postal code (if foreign

Pain Specialists of Oregon, P.C.

d

see inslructions)

001

1c Effeclive date of plan
01/01/20'16

2b Employer ldentification Number (ElN)
47-525604?

2C Sponsois telephone number
(541) 844-1807

2d Business code (see instrrctions)
6211'11

3b Administ.ator's E,N

3c Admjnistrator's telephone number

4b ErN

4d PN

1'125 Darlene Lane, Sulte 200

ELr ene, OR 97401

Same as Plan Sponsor

4 lf the name and/or EIN of the plan sponsor or lhe plan nam€ has changed since the last returnkeport
filed for this plan, enter the plan sponsor's name, ElN, the plan name and the plan number from lhe
last retum/repon.

a Sponsols name

c Plan Name

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

b Total number of pariicipants al the end of the ptan year...........-.--.--
c(1) Number of participants wth account balances as of the beginning ofthe ptan year (onty defined

contribution plans complete this ilem)...............
C(2) NumOer of panicipants with account balances as ol the end of the ptan year (onty defined

contdbution plans complele this item)..............

d(1) Totat numAer of actrve participants at the beginning of the plan year........-..............................-......

d(2) totat numOer ot active parlicipants at the end ol the ptan year..-.
e Nlmber of participants who terminated employment during the plan year with accrued benefits that

were less thar 100% vest€d .............
Caution: A pen

37

36

32

36

22

8

0

alty for the late or incomplete filinq of this return/report will be assessed unless reasonablc cause is estab,ished,

Part Il

N )
1b Three-diqll plan number

5a

5b

5c(1)

5cl2l

5d(1)

sd(2)

5e

Under penalties of perjury and other penalties sel forth in the instructions_ I decl
SB or Schedule MB completed and signed by an enroiled actuary, as well as th

are that I have examined this returnkeport, inc,uding, if applicable, a Schedule
e eleclronic version oilhis .eturn/repod, and to the besl ol my knowledge and

Fom 5500-5F (2024)

SIGN
H ERE

Atrua LCunn 4ltoltc Uurt Dunn
Sign?orre of plan adr4i{istrator Date Enter name of i nd vidual signing as plan administrator

SIGN
HERE

fraar* t)*n,u 4ltoltr tAurt D&rtn
Signat!re of employer/plan sponsor Date Enler name of individual signing as employer or plan sponsor

For Paperwork Reduclion Aci Notlce, see the lnstructions for Form 5500-5F
\- 240311

3a Plan administrator's name and adctress

I



Form 5500-SF (2024) Pa1e2

6a Were all of the ptan's assets dLrring the plan year invested in eligible assets? (See inskuctions.). .. .. ...
b Are you claiming a waiver of lhe annual examinat,on and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and condilions.)-.-.-.............
lf you answered "No" to eilher line 6a or lino 6b, the plan cannot use Forft 5500-SF and must instead use Form 5500

I ves

I ves

No

NO

C lf the plan is a detined benellt plan, is it covered under the PBGC insurance program (see ERISA section 4021 )? No Nol delermined

lf',Yes,,ischecked,enlerlheMyPAAconfirmationnUmberfromthePBGcpremiumf]lingforthisplanyeal-,(Seeinstructions-)

Part lll

ia) Beqinninq of Year

7a 1091407

7b

7c 1097407

(a) Amount

8a(1)

8a(2) 33990

8ai3)

8b 128826

8c

8d 45860

8e

8f

8q

8h

8i

8i

No

X10:

X10b

10c X

x
10d

X
10e

X10f

Xlos

X
10h

10i

Financial lnformation
7 Plan Assets and Liabilities

a Tolal an assets

b Totat an iabllities

C Net an assels subkact line 7b from lne 7a

8 lncome ses and Transfers for this Plan Year

a Contributions received or receivable from
Em

End of Year

Padici nis

3 Othe.s ncludrn roJlovers

b other rncome

c Tolal income add lines 8a

Total

1252509

1252509

201462

45960

'155102

, and 8b

d Benefils paid (including direct rollovers and lnsurance premiums
ide benefrts

e Cerlain deemed and/or correctrve diskibutioas see inslructions

f Adminislrative seNice providers salaries. fees. commissions

Other ex

h Total ex add lines Bd,8e, Bf, and

i Nel income loss sublract line 8h from I ne 8c

j Transfers to (from) the plan (see instructions)

Plan Characteristics
9a lfthe plan provides pension benefits. enter the applicable pension featLrre codes from lhe List of Plan Characteristic Codes in the instruclions

2A 2E 2F 2G 2J 21 30

b ll the plan provides welfare benefits, enter the applicable welfare feature codes from the Llst of Plan Characteristic Codes in the instructions:

Compliance Questions
10 Durin the plan yeal

a Was there a failure to transmit to the plan any pa(icipant contributions wilhin the time period

described in 29 CFR 2510.3-102? Continue to answer "Yes torany prior year failures Lrntilfirlly

corrected. (See instruclions and DOL'S Voluntary Fidu Correction Program

b W"ru it're,e 
"ny 

nonexempt transactions with any pany-in_interest? (Do nol include kansactions

.eported on line 10a

c Was the plan covered by a fidellty bond?

d Did the plan have a loss, whether or not reimburced by the plan's fldelity bond' lhat was caused

iraud or dishon

110000

Were any fees or commlssions paid lo any brckers, agents, or other persons by an insurance

"ul-riii 
ii"rt-"" i"*ice, or other organiiation that provides some or all of the benellts under

the plan? See instnrctions.)

f Has the Plan failed to Provide any ben€fit when due under the plan?

s Did the plan have any participant loans? (lf "Yes enter amouni as of Year_end.)

h lf this is an individual account plan, was lhere a

2520.101-3

i lf 1Oh was answered "Yes, " check lhe box ifYou eithe

ons to prov din lhe notice lied under 29 CFR 2520 101-3

Part lV

38246

100

Part V

e



Form s500-SF (2024) Page 3-

11

Pension Fundin Com liance
ls this a defined benefit plan subject to minimum funding requ rements? llf 'Yes," see inslructions and complele Schedule SB
(Form 5500) and lines 11a and b below.) lf this is a defined contribution pension plan, leave line 11 blank and complete tine .j2
be,ow...........................

llne 12 blank and com

b

a Enter the !n id minimurn re uired contributions for all ars from Schedule SB Form 5500) line 40
PBGC missed contributlon reporting requirements. lf the plan is covered by pB
been notifled as requted by ERISA sections 4043(6)(5) and/or 303(k)(4)? Check lh

GC and the arnount reported on line 11a is greaterthan 90, has PBGC
e applicable box:

Yes.

No Reporting was waived under 29 CFR 4043.25(cX2) because contributions equal to or oxceeding the unpaid minimum requted contrib{rtion
were made by the 30th day after the due date.
No. The 30{ay period refsrenced in 29 CFR 4043.25(cX2) has nol yet enc,ed. and the sponsor intends to make a cont.ibution equal to or
exceeding the unpaid minimum r6quired contribution by the 30th day aftor the due date.
No. Other. Provide explanation

ls thls a defined contrlbution plan subject to the minimum funding requiremenls of section 412 of lhe Code or seclion 302 of
ERTSA?....................... IYes No

a nslruclions, and enter the date of
.l\lonth Day

the ieller ruling
Year

tf ed line 12 ete lines 3 9 and '10 ofSchedule MB Form 5500

b Enler lhe minimum re uir6d conkibution for this plan year

C Enter the amount conlributed by the emplo tc the lan lor this

and ski to line 13

d Subtract the amount in linB 12c lrom the amount in lino 12b. Enter the result (enter a minus sign lo the left of a
ative amounl

e Will the minimum funding amount reported on line 12d be met by the funding deadline?

PIan Terminations and Transfers of Assets
13a Has a resolution 1o terminate the plan b€en adopted in any plan year?

a lf "Yes. enler the amoLrnt of a an assets thel revorted lo lhe er lhis

No N/A

I No

b Were all the plan assels distribuled to participants or beneUciaries, lransferred to anolher plan, or brought under lhe
control of the PBGC? .. !vesff No

c lf, during lhis plan year, any assels or liabrlilies were traosferred kom this plan to anolher plan(s). identify the plan(s) to
which assels or liabililies were lransfefied See instructions

Name of a PN

IRS Com liance Questions
14a Does lhe plan

the permissive
salis8 the coverage and nondiscrimination tesls of Code sections 410(b) and 401(aX4) by combining this ptan with any othe. ptans under
aaqreqation rules? Jl Yes R No

12b

13a

13c(2) EIN(s)

14b lf this is a code section 401(k) plan, check all boxes that apply to indicate how lhe plan is intended lo salisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sectrons 40j (k)(3) and 401{mX2)

E Design-based safe harbor method

'Prior year" ADP test

'Currenl year" ADP test

15 lf the plan sponsor rs an adopter ofa pre-approved pian that received s favorable IRS Opinion Letler, enter the date of the Opinion Leter 06/30/2020
(MM/DO,YYYY) and the Opinion Lette. serial number Q703193a .

iF".tv-

I ,,"
! ves I r.ro

(lf "Yes." complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) lflhis is a defined benefit pension ptan. leave

12d

Part Vll

Part Vlll


