
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

GREENFIELD COMMERCE SOLUTIONS, LLC 401(K) PROFIT SHARING PLAN 001

01/01/2016

19125 N CREEK PKWY, STE #123 
BOTHELL, WA 98011

81-1959268

GREENFIELD COMMERCE SOLUTIONS, LLC
206-876-7870

522300

X

12

10

12

10

8

8

0

Filed with authorized/valid electronic signature. 09/17/2025 JESSE BANKS

Filed with authorized/valid electronic signature. 09/17/2025 JESSE BANKS
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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

625507 750913

0 0

625507 750913

20541

25999

0

84327

130867

5311

0

150

5461

125406

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

X

X

X 45000

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

Q703153A
06 30 2023



Electronic FIiing Authorization 
Annual Return Fonn 5500-SF 

Name of Plan(s): Greenfield Commerce Solutions, LLC 401(k) Profit Sharing Plan 

EIN / PN: 81-1959268 / 001 

Plan Year Ending: December 31, 2024 

PART I - Authorization of Practitioner to Electronically Sign and File 

I hereby authorize Cerberus Retirement, Inc. to electronically sign and file the above-named return/report through 
EFAST2. 

I understand that in granting this authority: 

• I/we must manually sign and date page 1 of the Fonn 5500-SF where indicated and provide a 
scanned copy of that signature page to Cerberus Retirement, Inc. before the electronic filing can 
be initiated. 

• Cerberus Retirement, Inc. will retain a copy of this written authorization in Its records. 
• Cerberus Retirement, Inc. will notify the individual(s) signing below as plan administrator/employer 

about any inquiries and information it receives from EFAST2, DOL, IRS, or PBGC regarding this 
annual return/report. 

• A copy of my signature, as it appears on page 1 of the Form 5500-SF will be included with the 
. return/report posted by the Department of Labor on the Internet for public disclosure. 
• Cerberus Retirement, Inc. shall not be deemed an administrator or other fiduciary with respect to 

any Plan solely based on the services performed under this authorization. 

This authorization is applicable only to the filing for the above-named Plan(s) and applies only for Plan year end 

stated above. --~~:-:a / 
1 

Date: q b-lr I ;Jo?-S-
Employer/Plans_:_~~-~::::~:-=;;~:::~::.=-~::::_--=-==-=-=--_-_-_-_-_-_-_-_ ____, Date: 9. / r1 ( co 2 S-

J 

11Jm1~~:eceipt of Authorization 

On behalf of Cerberus Retirement, Inc., I hereby certify that the finn wiH use the authority granted only for the express 
purposes described above; that the firm will not disclose confidential information to any parties other than the OOL, 
as required for EFAST filing; and that the finn wHI take reasonable steps to assure that confidential information 
provided by the Plan Administrator or Plan Sponsor Is protected from unauthorized disclosure. 

For Cerberus Retirement Inc.: _____________ Date: _____ _ 

(flgnature and title) 

Please return this authorization to Cerberus Retirement, Inc. Do not submit this fonn to the DOL unless 
requested to do IO. 
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Form 5500-SF Short Form Annual Return/Report of Small Employee 
Benefit Plan 

0MB Nol. 1210-0110 
1210--0089 

Depsl),ientofh T,-,ry 
lnllrnel ~ SeMce 2024 

Depv.mlnt of Labor 
~a.,,.lla81mtyMMrnlr,lli'lillll-l'lllliiilbllln, 

Thia form la required to be flied under NCtlona 104 and 4065 of the Employee Retirement 
Income Security Ad. of 1974 (ERISA), and HCtlonl 6057(b) and 6058(a) of the Internal 

Revenue Code (the Code). 

Pw1on Beneftt Ola'anty Corpotallorl ► Com lete all entrt•• In accordance with the lnetructlone to the Ponn 5500-SF. 

Thia Form la Open to 
Publlc lnapectlon 

Part I Annual Re rt Identification Information 
For calendar plan year 2024 or ftecal plan year beginning 01/01/2024 and ending 12/31/2024 

A This retum/report la for: ~ a single-employer plan D a multtple-employer plan (not multlemployer) (Penalon P1an fliers checking this box 

~f•~ttaoh Schedule MEP. Other plane muat attach a llat of parttctpatlng employer 
lmormatloh In adcotdat16e with the form lnatructlona.) 

B Thia retum/report la D the ftrat retum/report D the final retum/report 

D an amended retum/report D a short plan year retum/report ('"8 than 12 months) 

C Check box If ftHng under. ~ Fonn 5558 D automatic extension D DFVC program 

D special extension (enter deacr1ptlon) 

D If the plan la a collectlvely-bargalned plan, check here ........................................................................ ,..... ► 0 
E If this la a retroactlvelv adooted plan oermltted bv SECURE Ad. aect1on 201, check here . . .................. ► n ..... 
Part II I Basic Plan lnfonnatloll--«lter all requested Information 

I 

1 a Name of plan 1b Three-digit plan number 
001 

Greenfield Commerce Solutions, LLC 401 (k) Profit Sharing Plan (PN) ► 
I 

1c Effective date of plan 
01/01/2016 

2a Plan sponsor's name (employer, If for a slngkHmployer plan) 
'. 

2b Employer ldei 1tfflcatlon Number (EJN) 
MalUng address (Include room, apt, suite no. and street, or P.O. Box) 81-1959268 
City or town, state or province, country, and ZIP or foreign postal code (If foreign, see Instructions) 2c Sponsor's telephone number 

Greenfield Commerce Solutions, LLC (206) 876-7870 

., ' 2d Buslnesa code (aee inatrudlona) 
' 

19125 N Creek Pkwy, Ste #123 522300 

Bothell, WA 98011 

3a Plan administrator's name anct address ~ Same as Plan Sponsor. 
- 3b Admlnlsbator's EIN 

: . .. 3c Admlulsbator's telephone number 

I 

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last retum/report .., EIN . 
flied for this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the 
last retum/report 4d PN 

a Sponsor's name 
c PlanName 

5a Total number of participants at the beginning of the plan year .............................................................. 5a 12 

b Total number d parttctpanta at the end of the plan year ....................................................................... Sb 10 

c(1) Number of pa,Uclpanta with account balancee as of the beginning of the plan year (only defined 
contribution plans complete thle 1tern) .............................................................................. : ................ 

5c(1) 12 

c(2) Number of participants with aocowrt belancee u of the end of the plan year (only defined ' 
()()f'ltrtbc.ltic>rl pla.rll ~ ttlll lJa,,) .. , .......... , .................................... , ............................................ • 

5c(2} 10 

d(1) Total number of active participants at the beginning of the plan ~r .1.1 . .,.,; ... ,,. ................ , ............. , .. 5d(1} 8 

d(2) Total number of active partlclpanta at the end of the plan year .......................................................... 5d(2} 8 

• Number of participants who terminated employment durtng the plan year with aocrued beneflta that 
W8f"8 leaa tha.n 100% vested ............................................................................................................... 5e 0 

caution: A penalty for the late or Incomplete flllna of thla retum/Nport wlll be ••--Nd unleu r9ac,nabl• cauae la NtabllaMd. 
Under penalUea of perju,y and other penalties Ht forth In the lnatructlon1, I declare that I have examined thla return/report. Including. If applicable. a Schedule 
SB or Schedule MB oompleted and llgned by a,, frlrJ>lfed ~ary, .. well a1 u,, el,clronl9 vtratQn 9( "" ...-UffV'9P()rt. and \o the ~of~ knowledge and 

IIGN 
HERE aor 

the lnetruotlona for Form HOO-IF. 

Jene Bank• 

Enter name of Individual a 

JeHe Banke 

nsor 
Form 2024) 

v. 240311 



Form 5500-SF (2024) Page2 

6a Were all of the plan's alNtll during the plan year lnvNted In ellglble a11etl? (See lnstructlon8.) ..................................................... . ~ YN □ No b Are you clalmlng a waiver of the annual examination and report of an Independent qualified publtc accountant (IQPA) 
Under 29 CFR 2520.1 ~? (See l'18tructlonI on waiver ellglblllty and condition,.) ........................................................................ .. ~ YN □ No 
tf you answered •No" to either llne 8a or llne 8b, the plan cannot UM Fonn HOO-If and muat lnatNd UM Fonn 5500. 

c If the plan ts a defined benefit plan, fl It COY8l"8d under the PBGC lnaurance program (H8 ERISA NCtJon ~1 )? ...... D Y• D No D Not detarmlned 
If "Yes· ts checked, enter the My PAA confirmation number from the PBGC premium flllng for thfl plan year ________ .. (See lnetrucaona.) 

I Part Ill I Flnanclal Information 
7 Plan Assets and Llabllltles (al Baalnntna of Year (bl End of YNr 
a Total plan 88Nts .......................................................................... 7a 625507 750913 
b Total plan llabllltles ....................................................................... 7b 0 0 
C Net Dian assets (subtract tine 7b from tine 7a) .............................. 7c 625507 750913 

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

(1) Emptovers ............................................................................. 8a(1) 20541 
(2) Partlcloants ............................................................................ 8a(2) 25999 
(3) 0thens (Jncludlna rollovers) ..................................................... 8a(3) 0 

b Other Income (loss) ...................................................................... 8b 84327 
C Total Income (add tines 8a(1), 8a(2), 8a(3), and 8b) ..................... 8c 

,. 
130867 

d Benefits paid (lncludlng direct rollovers and Insurance premiums 
to provide beneftts) ....................................................................... 8d 5311 .. 

e Certain deemed and/orcorrec::tlve distributions (He Instructions). .. 0 . . 
f Administrative service providers (salaries, fees, commissions) ..... 

. - 150 ~-· .. . . 
8f . . 

g Other exoenses ............................................................................ 8a ~ 

h Total expenses (add lines 8d, Se, 8f, and 8a) ............................... 8h ~ . 'f ~: 5461 
I Net Income (loss) (subtract line 8h from tine 8c) ........................... 

....... ... 
125406 81 ... --~ ' .- ' J Transfers to (from) the plan (see Instructions) ............................... 81 

.;,. -· - . 
1 • Part IV I Plan Characteristics 

9a If the plan provldee pension benefits, enter the appllcable pension feature codes from the List of Plan Charactartatlc Codee In the lnstructlona: 2E 2F 2G 2J 2K 2T 30 

b If the plan provldee welfare benefttB, enter the appllcable welfare feature codes from the LIit rJ Plan Charactertstlc Codee In the lnatluctlona: 

I PartV I Compliance Questions 
10 During the plan year: Y• No Amount 

a Wu there a faHure to tra'18mlt to the plan any participant contrtbutlone within the time period 
deecribed In 29 CFR 2510.3-102? Continue to answer "Yee• tor any pr1or yearfallur91 until fully 
correc:ted. (See lllltructiona and OOL'e Voluntary Fiduciary COff9dlon Program) ......................... 10a X 

b Were there any nonexempt traneactlone with any party-ln-lnterNt? (Do not Include tranaacttona 
X repo,ted on line 10a.) .................................................................................................................... 10b. 

C Wa the plan covered by a fidelity bond? ...................................................................................... 10c X 45000 
d Did the plan have a loN, WMttMw or n9t rMnburHd by the ptao•, ~ bond, that wu cauaed 

by fraud or dishonesty? ......................................................................................... , ........... , .... , ...... 10d X 
e Were any , ... or commtulonl paid to any brokerl, agenta, or other pereona by an lneurance 

carrier, 1'18Urance MIVlce, or other organization that prov1dee aome « 111 of the beneflta under 
X the plan? (See lnetruc:tlonl.) .................................................................... , ..................................... 10. 

f Hae the plan fded to provide any benefit when due under the plan? ... ,1 ...................................... 10f X 
g Did the plan have any participant loan1? (lf-V•,• enter amount a, of yur-end.) ......................... 10a X 
h If this II an Individual account plan, wa ther9 • blackout period? (SN 1nItructlona and 29 OFR 

2520.101-3.) eoe,tfteetefftfff tf•f f ttf,fff•ftft ffl ttf ffff ff t J/,, fJ .,, It t If t f fl ft f ff ft I I ft Ill ti I I' I lffllff If' ff If I II ti I It I It tit I flt I 111 ftttfttl 10h X 
I If 10h WBl anawer.d "Y•,• dl8Ck the box If you either provided the required notice or one of the 

excepUona to providing the notice applied under 29 CFR 2620.101-3 ........................................... 101 .. 
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Part VI Pension Fundln 
11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yn," see Instruction• and complete Schedule SB 

(Form 5500) and Hnes 11a and b below.) If this Is a defined contribution pension plan, leave llne 11 blank and complete fine 12 D YN D No 

below ........................................................................................................... :: ................................................................................. . 

a Enter the un Id minimum ulred contr1butlon1 for all ears from Schedule SB Form 5500 Hne 40 .... ,............. 11• 

b PBGC mleMd contrlbutton f'9portlng requhwnenta. If the plan Is covered by PBGC and the amount ,-ported on llne 11• Is greater than SO, hal P8GC 

been notified as required by ERISA sections 4043(c)(5) and/or 303(kX4)7 Check the appllcable box: 

□ Yes. 

D No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exoeedlng the unpeld minimum required contribution 

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

D No. The 30-day penod referenced In 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor Intends to make a contr1butlon equal to or 

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

D 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 llne 12a or llnes 12b, 12c, 12d, and 12e below, as applicable.) If this Is a defined benefit pension plan, leave 

llne 12 blank and com lete llne 11 above. 

0 YN ~ 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 d the letter rullng 

granting the waiver. . ............................................................................................................................ Month Day Yw 

If YOU cornoleted llne 121 cornDlete llnes 3 9 and 10 of Schedule MB (Form 5500). and aklD to llne 13 .. . 
b Enter the mwlimum required contribution for this plan year ................................................................................... 12b 

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

d SUbtract the amount In Hne 12c from the amount In line 12b. Enter the result (enter a minus sign to the left d a 12d 
neaattve amount) .................................................................................................................................................. 

e WIii the minimum funding amount reported on llne 12d be met by the funding deadline? ....................................... □ Yee □ No □ NIA 

I Part VII I Plan Terminations and Transfers of Aneta 

L 

. 
l gJ 13a Has a 1'811011111011 lo tennlnal8 the pla1 been adoplac:I In any plan yest? ........................................................................ Yes No 

a If "Yes," enter the amount d anv Dian assets that reverted to the employer this year ............................................. 13a 

b Were all the plan useta distributed to participants or beneficiaries, transfen'ed to another plan, or brought under the □ Yes ~ No 
control d the PBGC? .......................................................................................................................................................... 

c If, during this plan year, any 81Mts or llabllltles were transferred from this plan to another plan(s), Identify the plan(s) to 

which assets or llabllltles were transferred. See Instructions. 

1 1 1 

Part VIII IRS Com Hance Questions 
1'- Doel the plan Mtllfy the coverage and nondlscrfmlnetlon tests of Code sections 410(b) and 401(a)(4) by combining thla plan with any other plans under 

the pennlsslve aggregation rulN? 0 YN @ No 

14b lfthls II• Code MCtior'l 401(k) plan, check all boxes that apply to Indicate how the plan Is Intended to satisfy the nondlscrtmlnation requll'9fflel"lts for 

employee def.,,. and employer matching contrlbutlona (as appllcable) under Code lectlona 401(k)(3) and 401(m)(2). 

~ DNlgn-bMed safe harbor method 

□ -Prior yeat" ADP teet 

□ •eurrent yw' ADP tett 

□ NIA 

15 If the plan tpOnl0r II an adoptM d • in-epproved plan that received • favorable IRS Opinion Letter, ent.r the date of the Opinion Letter 

(MM/00/YYYY) and the Opinion Letter Hr1al number 0703153a. 

06J30/2023 
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