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: D Form 5558 D automatic extension B 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
CAPITAL DENTAL GROUP 401(K) PLAN PN) D 001
1c Effective date of plan
01/01/2021
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) 82-1499815
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
KIMBERLIE YUN, DMD, LLC DBA CAPITAL DENTAL GROUP C Sponsor's telephone number

201-567-5667

2d Business code (see instructions)
401A SOUTH VAN BRUNT STREET
SUITE 404 621210
ENGLEWOOD, NJ 07631

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 2
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 2
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 2
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) 2
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 2
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 2
€ 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. 09/07/2025 KIMBERLIE YUN
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 150855 255752
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 150855 255752

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) 48649

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 30044

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 30111
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 108804
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 0
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 3907
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 3907
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 104897
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:
2A  2E 2F 2G 2J 2K 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? ... 10¢ X
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

2520.101-3.) oo 10h X

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 11/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q704229A,
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000170003
Form 5500-SF Short Form Annual Return/Report of Small Employee OME Nos. 1210.0410
Depuirtmant af the !’ruauury Banaﬁt Plan
ntemal Revonue tiervioe This form is required to be flod under sections 104 and 4065 of tha Employas Retirement 2024
Depadmant of Labar Income Security Act of 1974 (ERISA), and sections 6057(b) and G058({g) of the Internal
Empioyue Reneft Secuty ACTaton Revenue Code (tha Code). T"gﬂ ;‘;"‘"I" ls Qpon to
! il Gitn ubllc Inspacton
Pension Ranafl Guatanty Comoraion » Complote all entrlos in accordangg with tho instructions to the Form 8600-5F,
‘ Annual Raport ldentification Information
For calondar plan year 2024 or fincal plen yoar beginning 1701 /2024 and ending 1273177044
A This ratum/report is for: E a single-employer plan [:I a multiple- employer plan {not multiemployer) (Pension Plan filers checking this box

rmust attach Schedule MEP. (lher plans must attach a list of participating employer
mformation in accordance with tha form instructions. )

B This returvrapart is D tha first returnfreport D the final retumireport

D an amended retumnireport D a short plan year return/report {less than 12 menths)

G Check hox if fiing under: D Form 5558 [] autormatie exlansion
D special axtension {enter description)

Dt If the plan Is & collectively-bargained plan, EREEK NBME ... e s

E if this is a ratroactivaly adopled plan permittod by SECURE Act sactlon 201, check here .oy

E{] DFVE program

» [

v [

“iPartit] Basic Plan Information—ontar all requested information

1a Name of plan

1b

Threo-digit plan number

Capital Dental Croup 401(k} Plan ) 4 001
1¢ Effective date of plan
f1/01/2021
2a Plan sponsor's name {(emplayer, If for a single-amployer plan) 2b Employer Identification Number (EIN)

Mailing address (include room, apt., sulte no. and sirae!, of P.O. Box)
Gity o tows, sfote or previnge, country, and ZIP or forelgn pastol code {if foreign, aot Instructlons)
Kimberlie Yun, DMD, LLC dba Capital Dentael Groop

401A Sopubh Van Brunl Strect
suite 404
Englewood NJ 07631

§2=119%9815

2c

Sponzor'i tolaphone number
201-567-5667

| 2d

Buslbass code (aee inatrustions)

621210

3a Plan administrator's name and addrass Same as Plah Sponsor.

3b

Administrator's EIN

3¢

Administrator's telaphane number

4 Iithe name andior EIN of the p.llan sponaar of the pldn name hat changed since the last return/report | 4D EIN
filed for this pian, enter the plun sponsor's name, E!IN, the ptan name and the plan number from tho —
last return/raport. 4d PN
@ Sponsor's name
¢ Plan Nameo
5a Total number of participants at the BAGIANING Of the PIAR YORE.......coerrmsmnrnrsmresisssisns | 98 2
b Total number of participants at the end of tha plan year... e bt aeb e e e 5b 2
¢(1) Number of particlpants with account bilances as of the buginnlng of the plan year (unly dofinad 5¢(1) .
contribution plans complete this item) .. Z
©(2) Number of patticipants with account balances 05 of tha and of the plan year (Dnty dofined Bc(2
c(2) 2
contribution plans coMPIEtE thiS M) st b s
d('1) Total nurmber of active paricipants at the begining of the: PAN YEAN... e 5d(1) 2
ci{2) Total numbar of active participunts at the end of the pian year... 5d(2) 2
e Number of particlpants who terminated employment during the pian year wﬂh accru&d bﬂnaﬂtv that
Se 0
ware lass than 100% vested..
Cautlon: A pnnal:y for tho {ato or inmmpiatﬂ ﬂ!lng ui' thls rutumfranrt wIll bo aasussnd unlnss mnﬂonnblu cauzo Is ostablizhed.
Under penalbien of porjury and other panattios set farth in the instructions. | declare that | have examined this retum/raport, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolied actuary, as well as the clacttonle version of this raturt/report, and to the Best of my knowledge and
pollaf itis trus, cotect and complets,
| g z gli1hs| Kimbéyue Yun
Wuﬁ( nW Date Ertar-name otlodividual signing sibblan administeator
ra "h.___,_.—-—
Slgnature of omployer/plan spongor Date Enter nama of Individual signing as employer or plan sponsor
For Faporwork Reduction Act Notlce, soc the tnstructiona for Form £300-5F, Form 5800-3F (2024)
v, 240311

12361/05/CM/NT
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Form 8500-SF (2024) . _ Pago2

B2 Were all of the plan's assets duning the plan year invested in eiigiblo assets? (See L= (T U @ Yas D Na
b Areyou clairning a waiver of the annual examination and report of a1 independent qualifiod public accourant (IGPA) @ y U N
S o8 o

undar 29 CFR 2520,104-467 (Sea Instructions on waiver efigibiitty and EONMAIIANG. )it e e
if you answerod "No™ to oithor line Ga or Iine 6p, the Plan cannot uge Form 5500-5F and must instead use Form 5500.

€ fthe plan ls a defined bonefit plan, Is It covered undar the PEGG Inaurancs program (see ERISA section 4021)7.....[ ] Yoa []No [] Not detarmined
If*Yes” s chacked, enter tha My PAA conflrmation numbar frem the PRGC premium fliing for this pisn year - (500 nstructions,)

|:Partidli-{ Financial Information

7 Flan Assets and Linbilitias . (2) Boginning of Yoar (b) End of Yaar
2 Tolat plan 856t e, | T8 150,855 255,752
B Total plan BabiliIos oo s sosssee e csseses 0 0
€ _Not plan aggets (subtract ling 7 feom 1o 7a)............cooeenno, 150,855 255,752
8 _Income, Exponses, and Transfers for this Plan Year (a) Amount (b} Total

A Contributtons rocelved of receivabie from:

L) =] ga(1) 48, 649
(2) Partlelpants., ..o . | 88(2) 30,044
{3} Others (Including rellevers)..... ... Ba(d) 0

LR () P Bb 30,111 e
€ _Total income (add ines 8a(1). 8a(2), 8a(3), and 8b)..... .. . Be | o 108,804
d Benefits paid (including diract rallovers and Insurance pramiums
to provide BOnaME). .ot ad
€ Certain deemed and/or coractive distributionz {zoa instructions) an
T Administrative servics providers (salaties, feas, commissions)..... Bf
Bl 8 !
h_Tetal expenses (2dd lines 83, Se, 8!, and i) IR 8h 3, 907
i__Not income (loss) {sublract line 8h from line -1 T 8l 104,897
Transfers to (from) the plan (see INSLPUEUGNEY v e g v

(=Y

[ Plan Characteristics

Sa [If the plan providus pension bonefits, enter the applicable pension foaiure codes from the List of Plan Characteristic Codas in the Instructions:
2A 2R 2P 26 2J 2K 3D

B [if the plan provides welfaro boneflts, antor the appilcable walfars fosture codes from the List of Plan Characteristic Godes in the Instructions:

128 | Compliance Questions
18 During the plan year: Yoz | No Amount

d Was thata a failure to fransmit to the plan any patticipant contributions within the tme pariod
described in 28 CFR 2510,3-1027 Continue to ahswer "Yes" far any prior your failuras until fully
coltectad, {See instructions and DOL's Voluntury Fiduclary Comrection Program} ... { 102 X

b Waore there any hanexempt ransactions with any party-In-interast? (Do aot include trensactions

repartad an fine 1080, ., 100
€ Was the plan covered by a fldolity Bend? ... 10c X

Did the plan have a loas, whathar or not relmburaed by the plan's fidelity bond, that was causod

by fraud of dlshonesty? b e e e e sy e ceeee e eenes | ] O X
& Woare any foos or commissions paid to any brokers, agents, er other persons by an insurance

carrlor, insuronce service, of other organization that provides some or all of the beneflts under

the plan? (Soa instrucllons).. 100 X
f Has the plan failes 1o provide any benafit when due under the PlanT ..o 101 X
8 Did the plan have any particlpant foans? (if “Yes,” entar amount 24 of YEARONE) i, i0g X
h irthis is an individual account plan, was there a blackout period? {See instructions and 29 CFR

D P £
i 10k was answered “Yas,” check tho bax if you either provided the raquited notice or one of the
exceptions to providing the notles applied under 29 CFR 25R0.901-3 e, | D
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Form 5500-5F (2024) Page 3-

g Pension Funding Compliance
11 Is this a defined benafit plan subject to minimum funding regquiremants? (if "Yos," swe Instrugtions and complste Schadule S8

(Form S500) and lines 11a and b below.) If this is 7 defined contribution poneion plan, leava lins 11 blank and complate lino 12 D Yeas D No
belnw
8 Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ..o I 1ta I

b PBGC miszed contribution reporting requiroments. If the plan is coverad by PBGC and the amount mporied on line 11a is greater than §0. has PBGC
been notified as requlred by ERISA sactions 4043{c)5) andfor 303(k)(4)? Check the applicable box:

Yas.

[ | -

Na, Reporting was waived under 20 CFR 4043.25(2)(2) because contributions equal to or exceeding the unpaid minlmum required contribution
were made by tha 30th day aftor the due data,

No. The 30-day perled referencod in 29 GFR 4043.25(c)(2) has not yet ended, and the sponsot intends to make a conteibulion equal to or
oxceeding the unpaid minimum required contributlen by the 30th day after the due date,
No. Other, Provide explanation

= 3

12  Is this a defined contribution plan subject to the minimum funding requirsments of section 412 of the Code or section 307 of
ERISA? D Yas @ No
(i “Yas,” complata line 12a or lines 12b, 12¢, 12d, and 128 below, as applicable, ) If this s a dofined benafit pension plar, leave
lino 12 blank and complete iino 11 above.

a Ifawaiver of the minimum funding standard for a prier year is baing smortizod In this plan year, see Inslructions, atd enter the date of the lotter ruling
granting the walvar. ............... . . s Monith Day Year

If you comploted lna 123, complote linos 3, & and 10 of Schedule MB (Form £500), and skip to line 13,
b

Entar the minimum required eontribution for thia plan YL vttt e s e ren et oeenns | T2

€ _Enter the amaunt contributed by the amployer to the plan for this plan Year ... oo.oocceeeoeoo 12¢

d Subtract the amount In line 12c from the amount I ling 12b. Entar the rasult {enter a mitwe sign to the left of
negative amount) L oo e b e e et o d bttt et eyt te e e et e b et ee e

12d

DYus DNu DNIA

© Wl the minimum funding ameunt repertod o line 12d ba met by tha funding doadling?., ...,

”i| Plan Terminations and Transfers of Assets

133 Has a resolution 1o terminate the pian boan doplad In ANy PIaN YOREP ... e et D Yos @ No
& II"Yes.” entor the amount of any plan assets that roverted to tho SRleYr thiS YEar........veieeeccvveennen o, | 138
b Were all the plan assals distributed to participants or beneficlaries, transforred to anothar plan, of brought undar the D Yes @ No
control af the PEGCT o.oieeeceece e s ...

© I, during this plan year, any assels or labilities ware transfemed from this plan to ancther plan(s), ldontity the plan(s) to
whith sssets of lablities were transferrad. (See instructions. )

13c{1) Name of plan{s): 13c(2) EiN(s) 13¢{3) FN(s)

[ Bart Vlil*] IRS Compllance Questions

144 Doos the plon satisly the covorage and nendiscrimination tests of Code sectians 410(b) and 401(a)(4) by combining this plan with any other plans under
the permisalve aggregation ruies? [ ] Yes [ No

14b 1 thig (2 2 Code section 401(k) plan, ehock all boxas that apply to indi?:ma how the plon iz lnténdud 1o satisfy tha nendisertmingtion requirements for
empleyes deferrals and smployer matghing contributions (&% applicable) under Code sections 401{(K)(3) and 401(m)(2),
Dealgn-basod safe harbor methed

D “Prlor year” ADP lest
D *Currant year” ADP tost

[] nia

15 If the plan sponsor is an adopter of a pra-approved plan that received a favorable RS Opinion Latter, enter the date of the Opinton Latter 11/30/2020
(MM/DD/YYYY) and thu Opinion Lotter serial rumber 0704229 T




