Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

. 1210-0089
Department of the Trea;ury Beneflt Plan
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
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.

| Partl | Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024

A This return/report is for: @ 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 D the 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: B Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, CheCk NEre ...............covoveveeecceieceeeeeeee et 4 D
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here ......................... » D
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
ORTHOPEDIC SPECIALISTS OF SACRAMENTO 401(K) PROFIT SHARING PLAN (PN) » 002
1c Effective date of plan
07/01/1987
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) 68-0027799
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
ORTHOPEDIC SPECIALISTS OF SACRAMENTO C Sponsor's telephone number

916-389-7977

2d Business code (see instructions)

2801 K STREET, SUITE 310
SACRAMENTO, CA 95816 621111

3a Plan administrator’'s name and address ]g Same as Plan Sponsor. 3b Administrator's EIN

3c Administrator’s telephone number

4  If 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 plan year..............cccccveveveveveceeeeeeeeeceeeee e 5a 59
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 57
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 55
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
- - 5¢c(2) 57
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 19
d(2) Total number of active participants at the end of the plan year ..............cc.cceveveveceerecreeeeeceee e, 5d(2) 20
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 1

were eSS than 100% VESIEA .........ooiiiiiiiiiiiiieieeeeeeeeeeee e eeeeeeeeeeeeeees

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. 09/17/2025 MASOUD GHALAMBOR
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s 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 (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii 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 conditions.)............cc.ccooiiiiiiie e

@ Yes D No
@ Yes D 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.
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.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 9153686 11150984
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 9153686 11150984

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

(1) EMPIOYETS ..voioeiieeeeeeeee e 8a(1) 120195
(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 165096
(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 2113001
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 2398292
d Benefits paid (including direct rollovers and insurance premiums
1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 383858
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 17136
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 400994
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 1997298
j Transfers to (from) the plan (see instructions) 8j 0
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:
2E 2A 2J 3D 2F 2T
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)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 500000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ..ottt 10d X
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 X
the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e 87
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
23 0T 0 e PSS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the X
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i




Form 5500-SF (2024)

Page 3-| 1

Part VI 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 D 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:

D 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.

exceeding the unpaid minimum required contribution 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

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
T S 7 PSSP 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

GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees 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 YEAr ..............cccceiueueueeeeeeeeeeeeeeeceeeeeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢
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
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

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

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? .............cc............

D Yes @ 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

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes 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.)

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(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?[ ] 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 Ifthe 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_ Q703915A,




011
Form 5500-SF Short Form Annual Return/Report of Small Employee oM s oot
Deparmment of he Treasury Benefit Plan
indead Fovann Senics This form is tequired 1o be Bled under sections 104 and 4085 of the Employee Retiremant 2024
Crepantmant of Labior Income Securily Act of 1974 {ERISA), and seclions 8057(b) and 8058{(a) of the Internal
Ermployon Borefis Seaunty Advasm Ravenus Code {the Code). Thptz ;?év;;‘ ;s pfc‘;?:nw
ion anii G © ¥ Complete all entries In accordance with the instructions to the Form §500-SF,

" Part] | Annual Report ldentification Information

For calendar plan year 2024 or fincal plan year beginning OL/01/72024 ardd ending 1273172024
A This returvrepor is fon @ a single-emplayer plan U a multiple-employer plan (not muliermployen) (Pension Plan flers checking this box

must attach Schedule MER, Other plans must atiach a list of participating employer
information in accordance with the form instructions )

B This returnireport is B the first returnireport D the nal retumfreport
D an amended returnirepon U a short plan yeat returrdraport (fess than 12 months)

C Check box if filing under: @ Form 6558 D automatic sxtension B DEVE program
G spacial extansion fenter desaription)
D 1 the plan is 5 collectively-bargaired pisn, check herg ..

E i inis is a retroactively adopled plan permitted by SECURE Act section 201, check hers ...
f Partll | Basic Plan Information—enter all requasted information

‘Hﬁ Name of plan 1b  Three-digit plan number
- ORTHOPEDIC SPECIALISTS OF SACRAMENTO 401(K) PROFIT SHARING PN » 002
PLAN ¢ Effective date of plan
07/01/1987
28 plan sponsor's name (employer, i for a single-employer plan) 2b Employer ientification Number (EIN)
Malfing address (include room, apt., suite no. and sireet, or P.O. Box) 68-002779%
City or town, siate or provinee, country, ang ZIP or foreign postal code (f foreign, ses instructions) 2 "
. 34 i " G Sponsor’s telephone number
Orthopedic Bpecialists of Sacramento 516.389-7977
instructior
2801 K Street, Suite 310 2d Business code {see nstructions)
Bacramento CA 95816 621111
3a Plan administrator's name and address (X Same ag Plan Sponsor. 3b Administrators EIN

3¢ Administrator's telephone number

4. if the name andfor EIN of the plan sponsor of the plan name has changed sincs the last returnireport | 4b EN
filed for this plan, enter the plan sponsor's name. EIN, the plan name and the plan number from the

ins! returnireport. 4d PN
8 Sponsor's name
¢ Plan Name
8a Total number of panticipants 81 the begINNING DI ING PN YEAT ...covvwrrrseses s oo reesines Sa 58
b Total number of parlicipants at the end of the plan year... . 5b 57
(1) Nuriber of participants with agcount balances as of ma begmnmg of the p!an yeas (cnfy deﬁned 5c(1) )
contribution plans complete this item) .. cerirerions 55
€{2} Number of participants with account balanc&s a8 of the end cf me p!zm yeaf (anty deﬁned 5c(2)
contribution plans compliate this Bem) ... o e et 57
d{1} Total number of active participants at 1he begiNNIng of the PIBR YEAT.... e e coonrsisinss &d(1) 19
d(2) Total number of active participants at the end of the plan year . 5d(2) 20
& Number of participants who ferminaled employment during the plan year wﬁh accrued henaﬁ&s thal Se

werg less than 100% vested. .
Cautlon: A penalty forthe late or mcomgma [ gg “of this retumimpvn will be assessed un!sss reasonabis cause s oatablished.
Ungier penalties of perjury and olher penaities sl forth in the iInstructions, | declare that | have examined this retumifrepon, miudmgt if applicable, a Schedule
SB of Scheduie MB m;ﬂe{ and stgned by an ervolled actuary, as well as the electronic varsion of this return/rapor, and to the best of my knowledge and

P

speeomple
o DAL 9 J1]2.5 [Mmsoun GHALAMBOR
ggnatum of plan ad»éinistmior Date Enter name of indlvidual signing as plan administrator
; : Signaturs of emplioyaripian sponsor Date Enter name of individual slgning as emiploysr of plan sporisar |
Ff»i aperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form §800.-8F (2024}

V. 240311




Form 5500-8F (2024) Page 2

Ea Were all of the plan's assets during the plan year invesied in eligible asseis? (See instructions.)... o it samnnns @ Yoy [} No
b Ars you claiming a waiver of the annual examination and report of an independent quai;ﬁed pubitic ac&:ouman! { QPM Yes D No
1

under 20 CFR 2520.104-4687 {Sea instructions on waiver sligibility and conditions.}...
‘€ tfihe plan is a defined beriefil plan, is it covered under the PRGC insurance program (see ERISA seclion 40217 B Yas B No B Not detarmined

if you answergd "No” to eithar line 6a or line &b, the plan cannot use Form SSOD-SF and must mstaaﬂ use Form 8500

., 7¥es"is checked, enter the My PAA corfirmation number from the PBGC premium filing lor this plan year . {5ee insiructiong.}
F‘art i1l | Financial information
7 Plan Assets and Liabilities {1} Beginning of Year {b) End of Year

# Total plan assels 7a 9,153,686 11,150, 984

b Total plan flabilies ... T I | Q g

€ Net plan assels (sublract line 7b from 60e 78).....oo. oo Tc 9,153,686 11,150, 984
8  income, Expenses, and Transfers for this Plan Year {8} Amount (b} Total

@ Coniributions recelved or receivable from: )

(Y Employers oo i Ba{1) 120,135
{2} Participants, ... . | Ba(z) 165,096 ’
{3) Others (inciw:img SOUOVBIS) oo o 8a(3) 9 L

B Other incoms (loss) .. b 2,113,001 A

€ . Total Income (add fines sam 83(2}, 83{3), and 8b)... v | B 2,398,292
- Benefits paid {mc:md ng direct rollovers and insuranee pramiums )

10 provide benefiis)... - .. S .| 8d 181,858
€ Ceriain deamad and/or cotrective distibutions (see mstrucﬂons} . ] 0
{  Adminibtrative service providers (salaries, fees, commissions) ... At 17,136
L 41 Cther expenses.... 8g 0 :

B Total expenses (add lines 8d, 8e, 81, and 89} 8h 400, 994
| Netincome (loss) (subtract fine 8h from line 86 8i , 1,897,298

§ Transfers o (from) the plan (5ee NSTUCHONE) e e 8 o :

|"Part iV | Plan Characteristics

“BE 1 the plan provides pension benefits, enler the applicable pension feature codes from the List of Plan Characteristic Codes In the instructions:
o4 2B ORB AT 3D 2F 2T

b if ihe plan provides weifare banefils, enter the applicatile waifare feature codes trom the List of Plan Characteristic Codes in the instructions:

[ Partv l Compliance Questions

10 Dueng ihe plan year: Yes | No Amount

@ Wasthere a fallure to ransmit 1o the plan any panticipant contributions within ihe ime period
described in 20 CFR 2510.3-1027 Continue o answer “Yes™ for any prior year fallures unti fulty

. corected. (See nstructions and DOL’s Voluntary Fiduciary Comection Prograrm) .. v | 108 A
?kx Wera there any nomaxemp! transactions with any party»m»%nterest’? (Do not include transac!i
© reported on fine 10a.5... . . et eeserersss s sarsssessassvensevs o oe | V0K A
[ Was the plan covered by & fIdelty BORA?........ oo oo oecroiieiceos o | 408 | % 500,000
¢ Dig the plan have 8 loss, whether or not reimbursed by the wan % fidedl :y bond, that was caused %
: by Raud of tishonesty? ... U B 1
& Wers any fess or camrrﬁssiong paid to any brokers, agmlx oF other parsons by an insurance
e CEITGE, INBURANCE SBIVIGE, or athar ofgamzatxon that provmes some of all of the benefits under % 87
the plan? {See instructions ), . e eettetseenssess 10e ’
~ Hag the plan failed to provide any benefil when due under the plan? .. . 10t
: - Did the plan have any participant loans? (if “Yes.” enter amount as of year-end) ... | 109 X
=4 s I an Individual account plan, was there a blackout peﬁod? (Sae insfructions and 28 CFR
725204013 ... et oo st £t 1on |

:i i 10h'was answe:ed “Yas ch&cx me bex you eimel pmvide-d the regu red ngtice o one of the
~kew gxcaptions lo providing the notice applied under 28 GFR 26201013 . R I




Form 5500-SF (2024) Page3-[ |

1 Vi ! Pension Funding Compliance

1. Is this a defined benefit plan subject to minimum funding requirements? (if "Yes.” sea instructions and complets Schedule SB
{Form 5560} and fines Maand b be%ow) if this s & defined conlribution pensmn ;)lan jeave fine 11 blank and camp!ete fine 12 D Yes D No
Delw. . - . i sy e

3  Enter the unpaid minimum required contributions for all years from Schedule SB gF orm 5503} tine 40 ..

B PBGC missed contribution reporting requirements. If the plan is coversd by PBGC and the amount reported onling 11a is greater than $0. has PBGC
been notified as required by ERISA sactions 4043(cH{8} and/or 303(k)(4)? Check the applicable box:

Yes.

D No. Reporting was waived under 29 CFR 4043.25(c){2) because contributions aqual o or exceeding the unpald minimum required contribution
were made by the 30th day afler the due dale.

B Mo, The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yat ended, and the sponsor intends to make a contribution equal 1o of
exceading the unpaid minimum required contribiudion by the 30th day after the dus data.

[] No. Other, Provide explanation

w0

12 s this 4 defined contribution p!an subfect 1o the rinimum funding requirerments of section 412 of the Coge or section 302 of
- ERISAY .. " D Yes E No
{H"Yes,” wmpieze hne ’iZa or! s 12b 72(: ?26 anci 12& beiow as appiscab;e) i! xms xfs a deﬁﬂed benéi“ t pansxon plan !eave-
“line 12 blank and complete line 11 above,

& 1f a walver of the minimum mndmg standard for a prior mr is bemg amortized in this plaﬁ year see instructions, and anter the date of the lelter ruling

granting the waiver, . , .. Month Cay Year
if you compisted ling 123, wmgtete anes 3 9. and 10 at Sc;heduia Ma (Form 5500), ami sklp to !im 13,
5 Entar the minimum required contribution for this plan year .. VRPN POTNS L4
. Enter the amount contributed by the empioyer o the plan fer this plan yoar . .. { %2
d Subtract the amount In line 12¢ from the amount In line 12b. Enter the result (enter & minus sign to the feﬂ afa 124
negative amonnty o o e e e e T T

Wil the minimum funding amount reported on line 120 be met by the funding desdine? . ..........ccommommn. []ves []ne []

i | Plan Terminations and Transfers of Assets

‘KﬁfaHasaré&ﬁuﬁmtmemﬁnammmmadopmi{mnyplmy%ﬁ ....................... e T [ yes N
@ ifvYes.” enter the amount of any plan assets that reveried 1o the emplover this year.., . e | 138
b Were all the plan assets distributed to pﬁmcapams or beneficiaries, transterred (o amihar ptaﬂ or bmugm und&r the D Yas @ No
OOl DT NS P B T vt onsaenensrs 22 e s St o s en s SSo S oLt LS T A A LSS ST Lt

& if, dwing this plan year, any assets or ﬁabﬂﬂx&s were trangferred from this man to anothar p an(s} irfentify the plan{s} to
which sssets of liabifitles ware ransferred. (See instructions )

.. ¥3e(1) Name of planis): 1302} EiN{s) 13c{3) PN(s)

i;ﬁarf Vil | RS Compliance Questions

¥ Doas the plan satisly the coverage and nondiscrimination wsts of Code sections 410(b) and 401{a){4) by combining this plan with any other plang under
.the permissive agoregation rules? [ 1 ves (X No

‘iét& 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
- gmployee deferrtals and employer matching contributions {as applicable) under Cote sections 401{k){(3) and 401{m)(2}.
[ Design-based safe harbor method

B *Prior year® ADP test
B “Current year” ADP test

] wa

18 . ifthe plan sponsor is an adopter of & pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/30/2020
(MMDDIYYYY) and the Opinlon Lotier serial number @703915a |




