
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

KV MEDICAL LLC RETIREMENT PLAN 001

01/01/2020

136 E BROADWAY 
NEWPORT, TN 37821

84-4336469

KV MEDICAL LLC
423-720-9777

446110

X

8

8

7

7

8

8

0

Filed with authorized/valid electronic signature. 09/10/2025 JUSTIN KICKLITER

Filed with authorized/valid electronic signature. 09/10/2025 JUSTIN KICKLITER
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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

115841 122451

115841 122451

8124

8124

1514

1514

6610

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

X

X

X

X

X

X

X 46293

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

Q703912A
06 30 2020



Part I

Form 5500-5F
Oepadmenr of the Tr.asury
rnter.al Revenue Seeice

arep.nie.r ol Laboi
Ehdoyee Be.eftb S.oriy Adntt6.l6

Short Form Annual Return/Report of Small Employee
Benefit Plan

This form rs required t() be frled un,ler seclir)rrs 1t),! arrll 4r){)5 t)t Ilre Errrpkrle" iletiter eqt
lncome Security Act of 1974 (ERISA). and secnons 6051itr) antj 6058(al of lhe lntenral

Revenue Code {lh(, 4-orFr

I Com allentries in accordarce with the instructions lo the Form 5500-SF

Annual Re ort ldentificalion lnformation

oMts Nos t210-01 r0
1?10.OOaq

2024
This Form is Open to

Public lnspeclion
Pe.s,s Benel'l Gurranly Co,p.raron

For calendar plan year 2024 or fiscal plan year beginning -Flllrfi:;f-- !9 |'.
''t /

A This relurn/report is for a single-employer plan a multiple-employer plan 0vrt mLrrliemplover) (Pensr(n! Plan filers checkrnq lhis Lrox

musl atlach Schedute MEP Other plans n)rrst attach a lsl ol parlicipalirB enrFloyer
inlorrnahon in accotdan,:e wilh lhe form instruclrons )

B This returnkeport is the firsl returnreport

an amended return/report

C Check box iffiling under. I Form 55:€

special extension (enter desc plion)

D lf the plan is a colleclively-bargajned plan. check here

!lhe tlnal retunn/repod

I a short plan year return/r eporl (les! than 1: omnlhs I

L]automatic oxtension | | orvc proqro,n

U

E lfthis is a relroactivel plan permrlled SECURE Acl sechon 201..:heck here

Basic Plan lnformation enrer atl uesled ln{orrnal,on

'la Name of plan

KV Medical LLC Retirement Plan

2a PIan sponsor's name (employer, if for a single-employer plan)
Mailing address (include room. apt.. suile no and slaeel, or P.O. Box)
City or town. siate or province, country, and ZIP or foreign postal code (if loreign, see rnstructions)

KV Medica L l,l,C

1b rrtrcF-digrl I,t.r::I0l
1c Elfeclive dale o, plan

rl1/r0 j /.-it.r,.:
2b Employer ldenlrfr:atron Number (ElN)

84-4 1-r64 6'l
2c

2d

Sponsor s telephone nirmber
4::-],-i.'l-'-'' I t

136 E Broadway

Newport Tit 3'ta2 t

LJusrness code (5e€ rnstructons)

4tal1a

Part ll

3a Plan adminislratoi" n.me and adore"s [fs"r* ". 
et"n soorrso, 3b arlnrifist'alo. s EIN

3C A{jnrinistralcr s leleDhone nurnl'er

4 lfthe name and/or EIN ol the plan sponsor or lhe plan name has changcd since the lasl rekf[heport
filed for lhis plan, enter th€ plan sponsor's name, ElN, the plan name and lhe plan nrnrber trom lhe
last return/reporl.

a Sponsor's name

C Plan Name

db ErN

4d PN

5a Total numbe. of participants at the beginning of the plan year

b Tolal numberot participanls al lhe end of the plan year..

C(1) Number of participants wilh accounl balences as of the beginning of lhe plan Vear (only delined
conlribulion plans complele lhis item)

C(2) Number of panicipanls with account balances as of lhe end of the plan year (cnly delined
conlfl bution plans complete this item).............

d(1) Iotat numOer of active participants at lhe beginning o, the plan year

d(2) lotat number of active participants at the end of lhe plan year
g Number of parlicipants who termtnated employment du.ing the plan year wilh a.crued hencfils thar

were less lhan 100% vesled

5b

5c(r)

5c(2)

s(ia
5d(2)

5e

a

Caution: A ponalty for the late or incomDlete filino of this return/report will be assessed unloss reasonable cause is established.

Acl tlotice. see tho lnstrucrinns for orm 5500-SF Form 5500,SF i2{21)
t.2403.t1

i

Under penallres of periury and other penalties sel forth in the inslructions
b)-an enrolled acluary. as wel

. I declare thal I have examined thjs relurnreporl inctudjnU. it applrcable. a Sche{jule
I as the eleclronic versi.nr of thrs return/report. and to the Lesl of my knowledqe andSB or Schedule [48 compleled and signed

it is true

/: q i0 +5SIGN
HERE

sisnatute ty'ot, Dale [,r'lPr nante ol rlrdtvrduals, n aCrnrolslralor/aSIGN
HERE

sisnature 3{erf s r Oale Enler nanre oi indivrduai

Jr'.il ir, hi(',1,1 ILe!

II
(PN) )

f-- 5a

I

'-4.'

elrolAf



l ornr 5500-5F (202.1) Page 2

6a Were all ol the plarl s assets.l0rrrrg the pian year lnvested ln etrgtble assets? isee rnstructjons.).. ... .

b Are you clarmrrrg a waive, ol the annual exarornatron aod reporl of an inclependenl qualified pubttc accountant (IQPA)

lf you answered "No" to sither lino 6a or lino 6b, lhg plan cannot use Form 6500-SF and must instsad us6 Form 55OO

C lf the plan rs a defined tlereil plan js rl c,)verec, unde. the PBGC rnsurancr program (see ERISA section 4021 )?

lf'Yes is chec|ed. enter lhe My PAA co llarnaticr nunDer,rom rhe PBGC premium filing for this ptan

Yes

Yes No

No ! Not determined

(See instructions )

E

Financial lnformation
7 Plan Assets 3n{l I iabilrlres

a Total

b Tolalplan |abilal€s

C Nel plan assets subtracl Ine 7b faonr lrfle 7a

8 lncorne, Er aod Iransfers ior lhis Plan Year

a Conlnbulions receNed or recelvable fronl

3 a.lthers Ircluorn

b Other rncome

C Total income (?dd lrnes 8a{ 1 8a(3 and 8t )

d Benefrts paid (lrrcluding drrecl rollovers and ins{rrance prenlurns

g Certain deerned andlor correclrve dislributrons

f AdnrrnislralrveservrDe rcviders {salanes, fees. co,nmssions)

other ex

h Totate add lrnes 8d. 8e. 8f. aird

i fiel rncorne (loss) subl.act llne 8h lrom line 8c

j Transfers lo (from) the plan isee instructr(rls)

corrected (See jrrstructrons ard DOL's V{,[]rilary FrclLl(:rar Correctiori Pro rrnr)

C Was lne plan .overerj tjy a |delrt! bonn?

Plan Characteristics
9a It the plan provrdes pension benefits. enter lhe applacable pensron feature codes from the L,sl of Plan Characteristic Codes in the instructions

it.L, )l .l
b lI the plan plovrdes welfare benetiG enter lhe applrable welfare leature codes from lhe Lrsl of Plan Characleristic Codes in Ihe instructions

Compliance Questions
10 Du.irg lhe pldn year Amount

End of Year

Total

122 | 451.

722 , 457

1,5i4
6,610

a Was there a fdrlure to lransmit lo the plan any partrcrpant conlnbutrons within lhe tme period

desclbed nr 29 CFR 2510 3-102? Co llnrle lo alswer "Yes for any pnor year farlures unlil fully

b Were lhere any rronexernpt lransactons wrth aoy pany'ln.inleresl? iOo nol rnclude transactions
reporleo on lrr)d 10a )

d Did the plan have a loss. whelher or not rernrbursed oy the plan s fidelly bond. that was caused

e Were any lees or conlnlrssruns p,]ld lo any brok€rs agenls or Lrlher persons by an insurance
catner, insurance servrce, or other organzatlon thal paovldes some or all of the benefils undea
tt,e L,lanc (SPe rnsl x Lors ,

f Has rlxi plan farled lo provrde any benefrl when drie under the plan'i

h lf ltlis rs an individual aaoounl plan was there a blackoul perrod? (See rnslruclions and 29 CFR
2520 r01 3 )

i lf 10h was answered 'Yes - check lhe tror rf you either provrded lhe required notice or one of lhe

(a) Beqinninq of Year

7a 115,841

7c 115,841
(a)Amount

8a(3)

8,124

8e

1,5.14

8j

No

10a .t:

10b r
10c

r0d

10e x

10t

log x

10h X

10i

Enr

r+ilI

exceptru|s lo providrng lhe nolce a lred under 29 CFR 25fU 101-3

46,293

I ."n,

fPart tll

7b

8b

8c

8d

8t

8g

8h

8i

8a(2)

g Drd the plan have any panacipanl loans? (ll "Yes," enler amounl as of year-end )



Form 5500-SF (2024) Page 3- r=l
Pension Fundin Com liance

11 Is thas a defined benefil plan subject to minimum funding requirements'1 llf "Yes see irrslrurlrons aod c(nnplale sched,,le Sts
(Form 5500) and lines 11a and b below ) lf this is a defined contribution pensron plan. leave line 11 blank anC .-omplele line 12
below. .......... .. ... ll tl N.

a Enter lhe un d minrmum red contributions for all ars from Schedule SB iForn 5500 lloe.l0

b PBGC missed cont bulion roponing requirements. ll lhe plan is covered by PB(;f- and lh,r an|ol,nl rep^ne.r o,, linf, | !a is rt,eatet than 50 hac pBC-,C

been nolilied as required by ERISA sections 4043(cX5) and/or 303(k)(4)? Check lhe at,plicable hox

No. Reporting was waived under 29 CFR 4043 25(cX2) because conlnbulions equal to or ex.eeding the lrnpaid minimurn required contribution
were made by the 30lh day after lhe due date.

No The 30day period referenced in 29 CFR 4043 25(cX2)has not yet ended. ,ind lhe sponsor inlends lo make a .onkibution e.lual lo or
exceeding the unpaid minimum required contrrbution by the 30th day after the rjue date
No Olher Provrde erplanalron _._

Part Vl

11a

12 ls ftis a defined conlribulron plan subject to the minimum funding requirernenls ol sollion 412 of the (lode or sellon :J02 ol
ERISA?,,,
(lf "Yes," complete line 12a or lines 12b, 12c. 12d, and 12e below. as apl,|c"rble ) lf lhrs rs a ,jatrnerl b,,.nelil ncnsron pl;t,r leave tl
ine 12 blank and co ele line 11 above

a llawaiverofthe minimum funding standard fora prioryear is beinq amortrTed in lhis plan yea.. see ir)struct.)ns andenterlhedaleoflhelellernrlng
qrantino the waiver Llay

II l.lc,

tf uco eted line, co lete lines 3 9, and 10 of Schedule MB Form 5500 and ski to line '13

b Enter the minamum required conkibulion for this lan

C Enter the amount conkibuted lhe employer to lhe plan for this plan year

d Subtract the amount in line 12c from the amount in line 12b Enter lhe resull (enler a ,ninus sron lo the left of a
alive amounl

g Wll lh€ minim!m fundrng amount reporled on l;ne 12d be met by lhe lundrno dead|rre?

Plan Terminations and Transfers of Assets
1 3a Has a resolutoo to terminate f€ dan been adopied in any plan yea,

a lf 'Yas " enler lhe amount of an assels that reverled lo l|e

tl t_l I'J]A

llo

I,t

b Were all the plan assets distribuled lo parlicipanls or benefrciaries. lransferrecl t() anolher plan or broloht under lhe
contol ol the PBGC? L]

C lf. during this plan year. any assels or laabilities were lransferred from lhis plan lo another plan(s). idontrfv lhe plan(s) to

12b

12c

12d

Part Vll

13a

which assets or liabilities we.e kansfened See rnstructions

Name of ian 13c(2) LlUs)

Part VIll

13c F,N

IRS Com liance Questions
14a Does lhe plan satisfy the coverage and nondiscrimination tests ot Code sealrons 410(b) and 401ia)(4) by romhining lhrs plan wrlh any olher plans under

the permissive aggregation rules, ! Yes No

14b lf tl^,is is a Code section 401(k) plan. check all boxes that apply to indicale how the plan is rntended lo satasly lhe nondiscrimrnation requrremenls lor

employee defenals and employer matching contributions (as applicable) under Code seclions 401(k)(3)and 401(tn)12)

Design-based safe harbor method

! "Prior year" ADP tesl

''Current year" AOP test

x

15 lf the plan sponsor is an ado
(M[.4iDD/YYYY) and lhe Opir

pter of a pre-approved plan-tryal Lece^ived a fsvorable IRS Opinion Leller. enler the dale of lhe Opinion Lerter |1111,/ ll-0:0
nDn I efler s.r'at n mr,er Q / OJy I Z,l

u

I



RETIREMENT
PLAN CONSULTANTS LLC

Compliance packet
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-4


