Form 5500-SF Short Form Annual Return/Report of Small Employee OB Nos. OO

Department of the Trea;ury Benefit Plan
Intemal 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
FINDLEY'S PHARMACY, INC. PROFIT SHARING PLAN PN) D oot
1c Effective date of plan
01/01/1976
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) 25-1101101
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
FINDLEYS PHARMACY INC 2c Sponsor’s telephone number

814-445-7939

2d Business code (see instructions)

136 WEST MAIN STREET
SOMERSET, PA 15501-2038 446110

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 7
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 7
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 7
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
ber ¢ 00 5¢(2) 7
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 4
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 4
€ 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. 09/23/2025 REBECCA DIFEBO
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 @ Yes D No
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

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 1396481 1544536
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 1396481 1544536

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) 1442

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 11722

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 179630
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 192794
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 32000
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 12739
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 44739
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 148055
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:
2E 2F 2G 2J 2K 2T 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 139650
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 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_ Q702865A,
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Form 5500-SF Short Form Annual Return/Report of Small Employee b o
n:apaﬁn-ﬁ?t af tha ’;reasury ) o Benefit Plan
H Sermii . . Lo
e MG This form is required to be filed under sections 104 and 4065 of the Employee Retiramant 2024
Drparirent of Lahor Incoma Security Aat of 1974 {ERISA), and sections 6057(b) and B0&Ma) of the Internal
Empioyse Benefts Surily Adtiinisirgion Revenus Code (the Code), This Form 1s Opon to

Perizion Benefit Guaranky Corporation

‘ Publig Ingpection
b Gomplete all entries in Becordance with the instructions to the Form 5500.8F.

L:PartT [ Annual Report Identification Information
Fer calender plan year 2024 or fiscai plan year beainning 01/01/72072 and ending 1273177074
A This return/rapart is for; ]g @ single-employer plan [] a multiple-employer plan (not miltiamployer) (Pension Fian filers checking this box

must attach Schedule MEP. Other plans must attach  list of partlclpating employer
infortmation in aceerdance with the fom instructions. )

B This retumireport s D the first returvreport D the final return/raport
D an amended return/repor I:[a short plan year retumfreport (less than 12 mantie)

C Check box If fiing under: @ Farm 5558 [] automatic extenstan [] DFVC program
D spectal extension (snter dascription)
D If the plan is & collactively-bargained plan, check hera T R O D
E Ifthis is & retroactively adopted plan permitted by SECURE At section 201, check here ... » ﬂ
l:Part]l. | Basic Plan Information-—emer all requested information

ta Name of pian 1b Thrae-digit plan number

Findley's Fharmacy, Inc. Profit Sharing Plan (PN) » 001
16 Effective date of plan
01/01/1976

2a Plan sponsors name (stmplayer, i for a single-amployer plan) 2by Employer idsntification Nurmber (EiN)
Mailing address (include raom, apt., sulte no. and strest, or P.O. Box) 25-1101107
City or town, state or province, sountry, and ZIP or fareign postal code (if forsign, see instructions) o
FINDLEYS PHARMACY INC 2c %"fﬁi"ﬁ?'ﬁ%“;g AEnine

i ticon

136 WEST MAIN STREET 2d Business code (spe instructions)
SOMERSET PA 15501~2038 246110

3a Plan administrator's name and address I}_(J Satme as Plan Sponsor. 3b Administrators EiN

3¢ Administrator's telephene number

4 Ifthe name andior EIN of the plan spansor or the plan name has changed since the last returnfreport | 4b EIN
filsd for this plan, enter the plan sponsar's name, EIN, the plan name and the plan number from the

last return/raport. 4d PN
a Sponsor's name
€ Plan Name
5a Total number of participants at the beglnning af the plan VBN oo eeeeeeseeemer s eseennee Sa
b Total number of panleipants at the end of the FLEI YEAN ..t esee st e st eeee e §b.
¢(1} Number of participants with account balances as of the beginning of the plan yaar (anly defined 5e(1) 5
cuhtribution plans complete this itern)
©(2) Number of participants with account balances as of the end of the plan year (only defined 5¢(2) 7
contribution plans complete this EM) ..., oo
d{1) Total nurnbsr of active participants st the beginning of the plan year............. . 5d(1) 4
d{2) Total number of aclive participants at the end of the plan 1 pU———————————— N, ) 4
8 Number of participants who terminated smplayment during the plan year with acerued benefits that Se 0
were lass than 100% vested . ...,
aution: A pansity for the late or incomplete Tiling of this return/report will be assuased unless reasonable causs |& estaklish

Undler penaltles of perury and other penaltias set forth in the instructions, | declare that | have examined, this refurn/rapott, including, If applicable, 2 Schedtle
8B or Schedule MB completed and sighed by an enrolled actuary, as well as the electronic version of this fetuenireport, and to the best of my knawledge and
baliet 1|

Fg&a elagnd complels. . .
: i 9/23/2025 |FEBECCA DIFEBO
e LT T
Signature of plan administrator . | Bate Enter name of individual signing as plan administrator
i | Signature of employeriplan sponsor Date Enfer name of individual signing as employer or plan gponsor |
For Paparwork Reduction Act Notice, aes the Inatraclons for Farm BE00-5F. Foren 6600-5F (2024}



PAGE  B4/85

A9/24/2815 13:19 8144459215 . e
_ Form 5500-8F (2024) i Page 2
Ga Were all of the plan’s agsets during tha plan Yeur invested in ellgible assets? (See IBIUCHONS, ). oo s rveceecvver s e srore s e eer e, B] Yas D No
b Are you claiming a waiver of the annual examination and report of an independent gualified public ageountant (IQPA)
undsr 25 CFR 2520.104-467 (See instructions on waiver eligibility and L K ves [] No
If you answared “No” to alther lins 6a or lnie fib, the plan cannot use Form $500-8F and must instead use Form 5500,
€ Ifthe plan is & defined baneflt plan, is It coverad under the PBGC insurance program (ses ERISA secllon 4021)7 ...... D Yeg D Ne [] Not determinad
” It "Yos™ is chacked, enter the My PAA confirmation number from the PRGC premium filing for this plan year - (Bew instructians, )
| Part L. | Financial Information
7 Plan Assets and Liabilities {#) Baginning of Year () End of Year
A Totalplanassets oo 1,396,481 1,544,536
b_Tota) plan liabiittes................. R B T
€_.Net plan assats (subtract line ¥b from iine 7a)............ . 7o 1,326,481 1,544,53¢
8__Income, Expenses, and Tranafers for this Pian Year i (3) Amount (b) Total
A Confributions receiver or receivable from: o
() EMPIOVOrS v e | Baf) 1,442
(2) Partielpants. oo | Bag@) 11,722
(3)_Others fincluding rollovers).................. ..l Baf3)
b _other Income (088} e | B 179,630f - - :
€ _Total income (add lines 8a(1), 8a(2), 8a(3). and 8b)....... .. | ge | SR 192,794
d Banefits paid (including direct rollovers and insLrANCe pramiums LT "
fi provida beneﬁts}
& Certain deemed and/or corrective distributions {see instructions).
T __Administrative service providers (salaries, foes, commissions). ...
1 _COMerexpenses... e e
h _Total expenses (add lings 8d, &a, BRAnd8u). .o, 44,739
i Netincarme (loss) (subtract Ine &h from ling 1 I 148,055
J  Transfers to (from) the plan (ses Instructions) .., ... e e

| Part V.| Plan Characteristics
Ba |ifthe plan provides pension benefits, enter the applicable pension feature codes fram the List uf Plan Characteristic Coges in the instritions:
<E 2F 2G 2J 2K 2T 3D

b |ifthe plan provides welfare benefits, anter the applicable welfare faaturg codes from the List af Plan Characteristic Codas In the ingtructions:

“Part V ] Compliance Quastions
10 During the plan yesr: Yos | No Amaunt

& Was there a failure 1o transmit to the Plan any participant contributians within the time parlod
degeribad In 29 CFR 2510.3-102% Continue to snswer “Yes" for any prior year failures until fully

corretited, (See instryctions and DOL's Veluntary Fiduciary Cerrection Program)....................... | 108 X
b Were there any nunexempt transactions. with any party-in-intarest? (Do not Include transactions
eported on line 109) ............ v B 1] X
G Was the plan covered by & fIdaity DONG? ... ..vv..covommmssmsrs e soseesaeser oot e | X 139,650

d Did the plan have a loss, whether ar not reimburged by the plan's fidelity hond, that was caused X
by fraud or dishonesty? e et e L 104

@ Were any fes ar commlssions paid to any brokers, agants, or other persons by an insurance
caier, insurance setvice, or ether organization that provides some or all of the benefits under

the plan? (Ses lnstructmns) ....... 108 X

Has the plan failed to provide any benefit when due undat the PIANT it vttt enee 10f X
g [Did the plan have any participant loas? {If "Yes." enter amount as of LIy 109 X
h 1f this s an individual secount Flan, was there a blackout period? (See inatrustions and 2 GFR

L A 10h X

i If 10h was answered "Yes," check the box if you either provided the ragiined notice or ane of the
excaptions to providing the notice applied under 29 CFR 28201003 s | O
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Form 5800-SF (2024) o Page 3- |

| Part vi | Pension Funding Compliance |

1 Isthis a deflned benefit plan sublect to minimum fimuing raquirements? (H "Yes," see instructions ang complete Schedule 5B
chIer 5500} and lines 11a and b below.) If this is & defined contribution patsion plan, leave fing 11 blapk and complets ling 12 D Yeon ]:] Na
ﬁl'-'lW......---...........,,. o AL 0 e 42y 44 bann e st gy pans T o s e i E ey gy e e gy e an

4 e LA I Irrr ey

......................

i

8 Enter the unpalg minlrmum raquired vontributions for all years from Schedule S8 {Form 5500)ine 40 ................ | 11a

b PBGC missed contribution reporting requiremants. If the plan I8 overed by PBGC and the amount Feported on line 114 is greater than $0, has PRGE
bean notified s reguired by ERISA sections 4043(c)(5) andlor 303(k)(4)? Check tha applicable box;
Yes,

D No. Reparting was weived undsr 20 CFR 4043.25(e)2) because contributions aqual fo or exceeding the unpaty minirum required contributlon
were made by the 3{th day afler tha dus date.

D No. The 30-day period refersnsed in 29 CFR 4043.28(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
excoading the unpaid minimum required contritrution by the 30th day after the due date.
No. Gthar. Pravide explanation

12 13 this & defined contribution plan subject to the minimum funding requiremants of section 412 of the Goda ef section 302 of
ER"SA? ;....'..-........-..‘-...................,....,....................,.............“.........,....“.....,‘..,.......‘...«\.......“....-,,...........,.-,--...-..-......«---.n...-...-,m-m--- D Yeﬁ @ Nﬂ
(I "Yes,” complete ling 123 of lines 120, 12¢, 12d, and 12e below, a8 applicabile.) If this is & defined benafit pension plan, leave
ling 12 blank and complete line 11 above.

A K a walver of the minimurm funding standard tor a prior year Is being amortized in this plar year, s8a Ihstructions, and enter the date of the letter ruling
granting the waiver, ... g ; sz Month — ALY Year

If you completed line 124, complete lines 3, 8, and 10 of Schaduwle M (Form 56003, and skip ta line 13,

b_Enter the minimum required cantribution for this LGN YOBF ©oveeecrtrirsscvei i, e I -

€ Enter the amount contributad by the emplayer to the plan for this plan b R T | <

@ Subtract the amount In fins 12¢ from the amaeunt in fine 12b. Enter the result (enter a mihus sign to the left of g 12d
nepative amount) L o s sceass st coecrnnse s

€ Will the mintmum funding amaount reported on line 12d be met by the funding Aeadling?, ..ot [] Yas D No [:[ N7A

Part VIl ;| Plan Terminations and Transfers of Asgets
138 Has a resolution to tenminats the plan been adoptsd in BY DL YBAIT coorsvrvsvesasssone v srs assses s st smesssstsse e [] Yas @ No

8 _if "Yes,” enter the amount of any plan agsets that reverted to the employer this vear.......... ..eceerooco | 138

b Ware all the plan assets distilbuted to rarticipants or baneficigries, tansferred 1o another plan, or braught under the D Yes Iﬂ No
control of the PBGC?W ; ey e e e e et bt e

€ If. during this plan year, any assets or liabilities were transferred from this plan to another plan(s), idantify the plan(s) to
which aseets or Habilities were fransformed. (Soe instrugtlens, )

13¢(1) Name of plan(s): 13¢(2) EIN(s) 13¢(3) PN(s)

[PartVIll.[ IRS Compliance Questions

143 Does the plan satlsfy the coverage and nondiserimination fests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the patmissive aggregation rules? [ | Yes [§] No

14k 1t this is a Code saction 401(k) plan, check sll boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (ax applicable) under Gode sections 401(K)(3) and 401 (m)(2),

Design-based sefe harbor mathog
D “Prior year” ADP tast
D “Qurrent year” ADP test

[] Nis

18 itthe plan sponsar is an adopter of a pre-approved plan that received a favorabta RS Opinion Letter, enter the data of the Opinien Letter 06/30/2020
(MM/BD/YYYY) aind the Cpinion Letter sedal number @702865a




