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
SHAHLA MEDICAL ASSOCIATES, P.A. PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
01/01/2002
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) 59-3467541
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
SHAHLA MEDICAL ASSOCIATES, P.A. 2c sponsor's telephone number

904-249-3820

2d Business code (see instructions)

1141 BEACH BLVD
JACKSONVILLE BEACH, FL 32250 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 10
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 10
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 10
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) 10
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1)
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 5
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

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. 09/18/2025 SEAN SHAHLA
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
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

@ Yes D No
@ Yes D No

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No D Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

. (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 1851697 1932771
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 1851697 1932771

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

(1) EMPIOYETS ...t e e 8a(1)
(2) PartiCipantS..........cccceeeiuuueeiiee e 8a(2)
(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 81074
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 81074
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 0
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 81074
j Transfers to (from) the plan (see instructions) 8j
Part IV | Plan Characteristics
9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A  2E 2J 2G 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............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 180000
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
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
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 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............

B[ Yes D 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_ Q703912A




OMB Nog, 1210-0110

Form 5500-SF Short Form Annual Return/Report of Small Employee ' i510.0085
Doparimant of tha Treasury Beneﬁt p]an ‘ 2024
Intamal Revanuo Servica “Thils form 18 reculrad to be filed under sections 104 and 4086 of the Emplay?e R?!Iremelnt
Deparumant of Labo Incoma Security Act of 1974 (ERISA), and sections 8057(b) and 6058(a) of the Interna
Empleyes B:Fl’«a:lr:;ec:nwﬁkdnrnlnmmtlon Revenue Code {the Code), Th;:“:?m‘l La; gcﬁf:nm
Fansion Banefit Guaranty Cerpersiion b Com_glato all entries [n aceordance with the Instructions to the Form $800-SF,
|_Part] | Annual Report Identification Information
For calendar plan yesr 2024 or fiseal plan year beginning RL/01/2024 and ending le/ 3172024
A This returnireport is for: a single-employer plan [:] a multiple-amployer plan (not multiemployer) (Pension Plan filers checking this box

must attach Schedula MEP, Other plans must attach & list of panicipating employer
information in gooordancs with the farm instructions. )

B This returnfreport s I:| the flrst return/rapart D the final return/report
D an armended returnfreport [] & short plan year raturn/raport (less than 12 months)
C Check box ff fllng under: K] Form 5558 [ autormatic extension [] DFVC program
D spacial extension (anter dascription)
.1t the plan I a callectively-bargalnad plan, hBck NBTE ... * D
E If this is & retroactively adapted plan permittad by BECURE Act section 201, check hers ..o e » ﬂ
r.Part I | Basic Plan Information—enter all requastad Information o
1a Name of plan 1b Three-digit plan number
SHAHLA MEDICAL ASSOCIATES, P.A. PROFIT SHARING PLAN (PN) ¥ 001
: 1¢ Effective date of plan
> 0Ll/0L/2002
2a Plan sponsar's name (employer, If for 2 slngle-ampleyar plan) 2b Employer Identification Number (EIN)

“w Malling addrass (Inelude room, apt., sulte no, and straat, or P.O. Box) RO-3467547
'lety or town, state or provings, country, and ZIP ar forelgn postal code {if foreign, see instructions) .
-7 'SHAHLA MEDICAL ASSOCIATES, R.A. 2¢ g g Rt number

2d Business code (see instrustions) 5

Pty

1141 BEACE BLVD

£ oWJACKSONVILLE BEACH FL 32280 621111
3a Plan adminisirator's name and address [¥] Sare as Plan Sponsar, 3b Administrater's BIN
£
. 36 Adminlstrator's telephone number

‘-

Jw=
v

4> IFthe name and/ar EIN of the plan sponsor or the plan name has changad since the (agt return/raport | 4b EIN Y
- filed for this plan, enter the plan sponsor's nama, EIN, the plan name and the plan number from the

last raturn/raporn, 4d PN
A Sponsor's namer
€ Plan Name
Sa Total number of participants at the bagiining of the PIAN YRAC ... s e Sa 10
b “Total number of particlpants &1t @rd of the PIAN YEBE..uwwu s sssissesssesssssss s 5b 10
c(1) Number of participants with aceount balances as of the begmnmg of tha plan yaar (nnly dafinad 5¢(1) o
gontribution plans cemplete this TBMY ... L
&(2) Number of participants with account balances 8% of the end af me plan year {only derned 5¢(2) .
cantribution plans complete this item) ... SO bt e 10
"d(1) Total numbar of active participants at the beginning B 1@ RIS YR cerrseconere e sesesesmsssnssssescsncssssssssses 5d(1) 5
Ji(2) Total number of active participants st the end of tHe PN YEAM ... Sd(2)
+ € Number of participants who terminated employment during the plan year with acerued beneflts thet Se S
were [esx than 100% veBtet. i i s s T 0
Cautlon: A penalty for tho late or Incomplata ﬂllng of this return/raport will b assessed uniess reasonabls cause is ostablizshad,

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this raturn/repart, Including, If applicable, a Schedule

58 or Schedule MB complated and gffined by an enralled . 85 well a5 the electmnic rsion of this return/raport, and to the best of my knowledge and
_blief, It ie ! , i . ) /B = ,

SiGN L":f/ i / U&7 “okan sumnra i

HERE .

Slgnature of pl lnlil’rator ‘ Date Enter name of individua! signing as plan administrater
-
SIGN [ AA 5/ /2
HERE $| 7 gﬁm}é ____.S....\ o f + -
gnature of yer/plan sponsor Dale Ettar narme of Individual slgning as employer or plan sponsor |
For Papdrwerk Reduction Act Notice, see tha tnauucuonyﬁnrm 5500-5F. Form $500-SF (2024)
B V. 240319

po7 # OBECBYTHOG: BIYEYS JOINAES:TOGT-8 160
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555.'! Form 5500.SF (2024) Page 2
\ f"
o .
6a_Were all of the plan's assets dufing the plan year invested in eliglble as5eta? (SEE INSUCHONS. ). v smmmsmsrmsrssr s sssssssss e Yas 1[:].;.?‘«'.0
H “Ara you claiming o waiver of the annual sxamination and report of an independent qualified public accountant (IQF’A)
under 29 CFR 2520.104-467 (See inatructions on waiver gligibility ahd condltions.)... TP E Yes D ND .

"’l' 1if you answorad “No™ ta sither lite 6a or line 6b, the plan canniot use Form SSOO-SF and must Insteacl use Form 5500,
1Gt .m the plan is a defined berefit plan, Is It cavered under the PBGC insurance program (see ERISA section 40217 ... [] Yes iD Ne |:] Nt dmarmlned

& ' {f “Yes" Is checkad, enter the My PAA confimmation numbet fram the PBGC premiur filing for this plan year, . (See instrugtions. ).
[‘Part Ill_| Financial Information \
7.1 - Plan Assots and Liabilites (3) Baginning of Yoar (b) End of Year N
V& Tolal plan A8SOS ... st | T8 1,851,697 1,932,771
B “Total plan liabilites............. s e b ;
€ Net plan assats (subtract line 7t fmm B 7Y o eorsemeeeencosneeresss Te 1,851,697 1,932,771
8% neome, Expensas, and Trangfers for this Plan Year () Arount {ly) Total
"H Contributions racaived or receivable from: '
V1) EMPIOYAIS s g | S801)
S (2) PASIIARIE s s s e s | B8(E)
o (3) Others (Ineluding rolovers). ..o e | B8(3)

B OhEr INCOME (1088)..... e rreree i sevsreensssssssesgrssesccrerssinsss | BB 81,074 3 -
46 . Tolal income (add lines 8a(1), Ba(2), Ba(3), and 8B). .oy | BE | 51074
o Benefits pald (lnc!uding direct rollovers and insurancea premlums ‘ Ly

m PICVIEE BRMBIILEY. .. \cviververeriesins s eapmesansistets saspsy iz it 1 gsazes st 8d \
@' Certain deamad and/or carrective distributions (see Inmructlons) 8e
PR dministrativa service providers {salaries, fees, commissions).... 8t LT
___g_ Othar axpensas. . b s 8y
3 Total axpanses (add nes 6d, B2, o, and Sg) — T
|, . Net income {loss) (subtract line 8h fram line Bc) gl
tfy Transfers to (from) the plan (888 SILEHONS) ... —..cooecsersnnes 8] : I

Part 1V | Plan Characteristics
9a |If the plan provides pension benefits, antar the applicable pension feature codes from the List of Flan Characteristic Godes in the Instructions:
Sl2a 2B 27 26 3D

“‘b If the plan provides welfare henefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the Instructions:

W

'10 - :During the plan year: Yas | No Amount

'_‘a 'Was there a failure to transmit to the plan any partisipant cantributions within the time period
et degeribed i 20 CFR 2810,3.1027 Continue to answer "Yes" for any prior year fallures untll fully

M8 L corrected, (See instructions and DOL's Voluntary Flduclary Comection Program).......voee., | 108 A
“b! Wera there any nonexempt transactions with any party-in-interest? (Do not Include transactions b
it TEPOMEE 0N NS 108 )i iireiruninrisrmsssasenssrssinsgrsrsssgprsptsbepcssssemsisess s s | T X O ——
N‘”t:'.rp"Ww the plan covared by a fidelity bond?......... wrss s | 0@ | ‘ . 180,608
" ;‘d ‘L the plan have a logs, whether or not reimbursed by the plan % ﬂdsllty bend, that was causad
ol by fraud ar diShanasty? ... . et | 100 X

?e 'Were any fees or cummissiuns pald to any brekers, agents, or gther persons by an insuranes
garrier, insurance servica, or othar organlzmlcm that pmvides some or all of the beneﬂs unider

i‘ the plan? (See instructions.)... SO RPURPUUTIUTOTPRN PPN B - X
'; 4 Has the plan falled to pravlde any benefit when due under the plan? ............. trvees e s 10f X
‘g .Dldl the plan have any participant loans? (If "Yes,” enter amount as of yearend.) ... | 108 X
. N Ifthis is an individual aceount plan was there a blackout perlud? (See instructions and 28 CFR
it 2B20,1018.Y corresvrress s sns s s s T T X

71 I 10h was answered "Yes. cheuk the th if you elther provided tha requlred natice or one of the
i exceptions to providing the natice applied under 28 CFR 2620.101-3....criisssncsenrnen v | A0

vt # OBELEYTHOG: BIYEYS "JOINAES:TOGT-81~60
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PartVl | Pension Funding Compllance

! l'ila this a defined benefit plan subject to minimum funding requiremernts? {If "Yes," ses instructions and complete Schedule SB
© o (Porm 5500) and lines 11a and b below. ) if this is a defined contribution panslan ptan, leave line 11 blank and cnmpleta line 12

A T T O O O T T T TP rIoTn PP RV PO TP TPV OTN

“&% Enter the unpaid minimurm reguired geniribbtions for gl years fram Bchedule BB (Form 5500) ling 40 .vveains I 118 |

la PBGC missed contriliution reporting raquirements. f the plan is covered by PBGC and the amaunt raponad an line 11a s greater than $0, hes PBQC
~yp been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box: e

T vee | -

Y

[:| No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or excesding the unpald mlnimum required contnbutmn .
warg made by tha 30th day after the due date.

e E] No. The 30-day pariod refarenced in 28 GFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to of
axceading the unpald minimum required contribution by the 30th day after the due date,

|:| No. Qther. Provide explanation

12 Is this a defined contribution plan subject to the minimum funding requirerments of saction 412 of the Code or section 302 of e
T E-R"ISA? N LN N L4 N0 AL N B AT P I LN AE AN T AN A N N LN LN PS4 RN PR LN NN R NP PR R AR F PP r I AT Y R IT AT TP P FRAR PO EN e r Ay by wn obd b D ‘I’ES @ 'ND"" o
{If "Yeg." camplete line 12a or lings 12b, 126, 120, and 126 below, a8 applicable,) If this s a defined bensfit pansiun plan, leave L
“ling 12 blank and complete line 11 above.
- 1&«»” & walver of the minimum fundlng standard for a prior year is helng amortizad In this plan yuar sea Instructions, and enter the date of the letter rling . A

s éranlmg the walver, , s S Month Cay Year
it you completed line 12a, camplete llnes 3 9, and 10 of Schedula MB (Form 5500}, and sklp tn llne 13, e
W Enter the minimum roquirat! cONLHBULION TOF IS DIAR YEAE ... ... cecoeevrescesrsseesreeetesnsesemerseressrmgeessssressersssmsmesonreeers | 128 ‘
€ Enter the amaunt gontributed by the emplayer 10 e pIan 1or this PIBN YEBr ... meesemissssssesssssssssssgreesses_| 128 .
- {0 Subtract the amourt In line 126 from the amount In line 12b. Enter the resul (anter a minus slgn to tha laft of a 12d
’ negative amount) . by ydL g A gh rhheh e 4 eh sh s et e et b b dmt e 3£t h bt b gL h b age s \hispesb bbbt o i
‘ cs_.- Wil tha minlmum fundlng armount reported on line 120 be met by the funding deadling?. .o [:] Yes [] No D N/A
Part VIl | Plan Terminations and Transfers of Assets ‘
13@ Hos a reselution o tarminate the plan been adopted IN ANY BIEA YEAID v....wrsewemmsrsmms st marmss s Yes  [] No
@I Yes," antar the amaunt of any plan assets that reverted 10 the emplover this Year. ... | 108 . 0
; li .Wera all the plan assets distributed to participants or beneficlaries, transferred 1o another plan, or brought under the I D Yas @ No
s ] O EP P G T v uvsrtriesvateyersesr bk e v is s rbas Ly thab ph T b ua s 48 LR £ AR SRR3R LS SR PSR AR SRR RS S AL EELELE 8L 04 LE L 1A ARE S
' c -, duting this plan year, any assets or linbillies were transferred from this plan to another plan(s), identify the planis) to
~ which assats ar llablilies were fransferred. (See Instructions, ) ) - ot e
{7 43e(1) Nama of plan(s): 136(2) EIN(S) 136(3) PN(s)

St
r-J.

e wdn  ad

1 4:;; Doas the plan satisty the coverage and nendiscrimination tests of Code seations 410(b) and 401(a)(4) by cambining this plan with any athar plans unc’ttp o
the permissive aaqreastion rules? [ Yes [] No
14h Ifthis Iz a Coda sectlon 401(k) plan, chack all boxes that apply 1o indicate how the plan is intended to satisfy the nondiscrimination requirements for

i employﬂe defarrals and empleyer matching contributions (as applicable) under Code sections 401(k)(3) and 401{m){2).

A #| Design-based safe harbor method
ot D “Ptior year” ADP test \
HE - D “Gurrant yaar” ADP test ‘

i [ e

15 “If the plan sponsor is an adapter of a pre-approved plan a racaived a favorable IR3 Qpinion Letter, anter the date of the Oplnmn Letter 06/30/202 0
L 3 (MN/DDAYYYY) and the Opinlan Letter sarlal number Q70389123 o

# 0BREBYIH05 ! EIUBYS JQINAESIZ0'GT-81-B0



