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
QUINCY ANESTHESIA ASSOCIATES, P.C. 401(K) PLAN PN) D oot
1c Effective date of plan
01/01/2003
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) 37-1036232
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
QUINCY ANESTHESIA ASSOCIATES, P.C. € Sponsor’s telephone number

217-223-5811

2d Business code (see instructions)

P.O. BOX 1047
QUINCY, IL 62306-1047 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 ..............c.o.covevoceeoeeeeeeeeeeeeeeee 5a 29
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 32
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 28
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) 32
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.cccoevevueveiecereeceeeeeeeenn, 5d(2) 21
€ 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. 09/16/2025 DR. LINH NGUYEN
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 13135364 16912466
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 13135364 16912466

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) 622671

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 526688

(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 1418714
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 1329527
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 3897600
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 111373
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 9125
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 120498
i Netincome (loss) (subtract line 8h from line 8c)............................ 8i 3777102
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 2 2K 2F 2G 2R 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 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
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_ Q703912A
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Form 5500-SF

Departmant of tha Treasury
Inlemal Revanua Senice

Benefit Plan

Dapartment of Labor
Ernplryea Benefia Secimly Admintaistionn

Pansion Benefit Gueranty Gorparation

Revenue Code (the Code).

Short Form Annual Return/Report of Smail Employee

This farm I8 requirad to be filad under sections 104 and 4065 of the Emplpyea Retirement
Inceme Securlty Act of 1974 (ERISA), and sactions 6057(b)-and BOEE(a] of the Internal

y Complete all entries In accordance with the Instructions to the !anm 5500-5F,

OMB Nos, 1210-0110
1210-0089

2024

This Form 1s Open to
Fublic Inspaction

i Part]’:] Annual Report Identlflcation Information

For calendar plan year 2024 of fiscal plan ysar baginning 01/01/2024

and andlng

12/31/2024

A This return/repor 1s for: & single-smployer plan

Da multiple-employsr plan (ot mulr.larnpioyer) {Panslon Plan fitears checking this box

must attach Schadula MEP, (ther pIaﬂn must atlach a list of participating emplayer
information in accordance with tha fonm instructions.)

D the first return/raport
E] an amended return/report

B This return/raport is D the final ratumiraport

[] & short plan yaar return/repart. (less than 12 months)

T T E rorm S&5a8 uaummauu extension ;; '.:] WiV program —
D spacial extansion (anter dascriptian) :
D Ifthe plan Is a collectivaly-bargaingd Pran, CHEEK BEIE ... i rsss s s s ssssssssrssssmsssasassssss s r []

E !f thie Iz a ratroactivaly adopted plan permitted by SECURE Act secilon 201, check Dar ... evres,

{Part]l"’| Basic Plan Information—enter all requested information

1a Namaof plan

Quincy Anesthesia Associates, P.C. 401 (k) Plan

1% Three-digit plan number

(FN) P iy

1c Effective date of plan
01/01/2003

2a Pian sponzor's name (emplayer, if for a single-empiloyer plan)
Mailinn addrase finalirda ppwyy, ant _eniléd na_and at:@nl pr M D.rw\
City or town, stata or province, country, and ZIF or fure!gn pnstal cnde (if foreign, sea Instructluns)
i aTabld Anaztheeia Leoanrci ptas D

P.O. Bax 1047

Quiney IL 62306-1047

¢ e @AL036222

2b Employer Identification Number (EIN)

2';: Sponsar's telephone number
ALi=dd =081l

2d Buslness coda (see nstruclions)

621111

3a Flan administrator's name and addrass @Sama as Plan Spansar,

‘?':b Administratar's EIN

3¢ Administrator's telephone number

3B &N

4 }fthe name and/or EIN of tha plan sponser or the plan name has changed since the last return/report
flled far this plan, enter the plan spansor's name, EIN, tha plan name and the plan number fram the
st return/report, 4d PN
a Sponzor's name :
€ Plan Name
5a Total numbar of participants at the heglnning of the plan year...... 5a 22
b Total number of participants et the end of the plan year......rernn re b LA a1 aE R &b 32
c(1) Number of participants with account balances as of the baginning of the plan year (only defined Bc(1) 28
contribution plans complete this EM) . s ————— s -
€(2) Number of participants with sccount balances as of the end of the plan yaar (Only dafined 5c(2
c(2) 32
cantributlon plans complate this item) o e :
d{1) Tota! number of active participants at the beginning of the plan YL 1 ceruveereassessssssssasesssrarsmesssasnsssosss 5d(1) 19
t{2) Total number of active participants at the shd of the plan Year.......w. e b6d(2) 21
8 Number of particlpants who terminated employment guring the plan year with acerued banaflts that Be 0
Wwara 1888 than 100% VEBIEO. iy wisi i iins s sssis s sssssgmssasgnsrnys sy s s amns sy s it o ssae s

Caution: A penalty for the late or. Incnmnlate ﬂling of this returniraport will ba vIIl b asgussed unlass roasongp 5 causa Is gatablished.
Undar panallles ol’ perjury and uther panattlas saf furth In the instmctluns | daulare thai | hava examinad this retum/report, including, If applicable, a Scheduls

3B ur Gehduls MO uunu.nnmu &nd- muuuu uy EEn nu\uw; @6 Wall A5 G CImohonis YT 3-"“‘:':[3'?3-.:-'# :-‘,“-‘-'3-" -opd-to-tha baotaf T "'w"'“d"“- i .
‘ B -
' ‘/MW /...-u-__._.__—--“ 09/16/2025 |br. Linh Nguyen
Sléffétutfa,ommmmralur Date Enter nama of individual signing as plan adminlstrator
[V 08/16/2025 |Dr. Linh Hguyen
V S
Elgnaty of aﬂploynr!plnn apanaor Data Enter name of lndlwdual signing as amp[oyerar plan spansar

For Paparwotk Reduction A€t Notice, see the Instructlons for Form 3500-5P,

Form S500.5F (2024}
v, 240311
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Form 5500-8F (2024) Page 2
6a Woere all of the plan's assats during the plan yeer invested In eligible assets? {See instructions. ),.. : El Yas D Ne
b Are you claiming & waiver of the annual examination and raport of an Indapandant qualiﬂad publfo accuuntant ({aPA)
under 29 CFR 2520.104-467 (See Instructions on walver eligibility and conditions.)..... b b ekt b ALk bR @ Yo [:l No

If you angwered "No” to elther line 6 or Ine 8h, the plan cannot use Form ESDD-SF and must Instaad use Form 5500,
G Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (sea ERISA section 4021)? ...... | Yes [ [No [] Not detarmined
*¥es" s checked, anter the My PAA confirnation number frem the PBGC premium fifing for this plan yeejlr . (Sea Instructions.)

[ Partll-| Financial information

{a} Baginning of Yoar {b) End of Year

7 Plan Assets and Liabilitlas ‘
@ Total plan a85ets..........oeeeeeeeeeee.. R B - 13,135,364 16,912,456
b_Total plan labilites.... R 0
€ Net plan aszats (sublract ina 7b frOm 1INe 7). coeeeeeeeeerrrecene 13,135,364 16,812,466
B Income, Expenses, and Transfers for this Plan Year

{a) Amount b} Total

& Contributians received or receivable from:

(1) EMPIOYOTS cvovererssssssssssssssssmssssssssssssssssss s sssssisessens N Ba(1) 622,671
(2) PArCIPANE. .....oooosos sz s s ssscsceenseee | B3(2) 526,686
[3) Others (including rollovers).... . 8a(2) 1,418, 7 14

D Other ieome (J085).c.,..uuwmesuresrisssssecssrsscroniessoreasserestessesersioesieeeeenee | 81 1,329,527

€ Total Income (add lines 8a(1), Ba(2}, Bald), and 8b)...cwe s 8¢
d Banalits paid (including direct rollovers and insurance preriums

10 Provide DENETIEE). ... v s vesssrsms e semrsssresas s ssnssmsenssssarssenses gd
€ Certaln deamed and/or corrective distributions (see Instructions). Ba
f Adminisirative service praviders (salarias, fees, commissions)..... Bf

G Other aXpenges . s s s 8 SRENIRIIN

h Total expenses (add linas Bd, 88, &f, AN BG) ... rsereserrssrsrrseereres 8h 120,458
[ PR i L — = n — _ 299 10N
P NEL HEGUIIE {10%N) (SUDLIEGL [N QFITCHT) NN QG i irmevartisrrnimeiiaiing -1} Il el
} Transfars 1o (fram) the plan {ses INSIUCSHONS) ..o enssseans 8]

] Partiv: lPIan Charactarlstics

93 |t the pian provides pension benefits, enter the applicable pension featurs codes from the List of Plan Gharamarlstlc Codes [n the instructions:
JE 2J §K 2F 26 2R 3D

b {if the plan provides wellare benefits, enter the applicable welfare feature codes from the List of Plan Char?ctaﬂstic Cores in the instructions:

| PartV - | compliance Questions
180  Ouring the plan year: Yes | No Amotint

& Wasthere a fallure to transmit to the plan any participant contributions within the time peried
describad In 29 CFR 2510.3-1027 Continue {o answar “Yas® for any prior year faitures until fully

comected. (See Instructions and DOL's Voluntary Fiduciary Correstion Program) .. aeens | 108 X
b Ware there any nonexempt trangactions with any party-in-intarest? (Do not include transactions

raported on'ling 108.%. v rierie s ovssie wiestseserssimsimannnns | 10B X
€ Was the plan covered by  fidelity BORHT .......cocoecccrsc cssssmmmssssssmmssmssssressssssmamsssssssssssssssssressssersriieenss | 408 | 300,000
d Didthe pian have a loss, whether or not relmbursed by the plan's fide(ity bond, that was caused y

by fraud or dIshonasiy? ... mvecesrirvrriesenrienes " e b s b 10d *

€ Were any fees or commissions paid to any brokars, agents, or ather parsons by an Insurance
carrier, Insurance sarvice, or nther organization that pravides sama ar all of the benefits under

the plan? (See instructions.)......cuun.. h et EAL AL EAAESeRA e RER A RRRRL R ARELRR LS SRRARLEE IR LR E TR EAE AR AT SRR T T .| 108
f Has the plan failed to provide any benefit when due under the plan? ........ R — we | 408
g Did the plan have any paricipant loans? (If “Yas,” enter amolnt as of year-ahd.) ..o 10g b 9
b If this 15 an Individual account plan, was there a blackout pariod? (Ses Instructions and 28 CFR

2520.101-3.) 1o s s b g T —— 10h

It 10h was anawered "Yes," chack the box if you elther provided the requirad notice or one of the
exceptions to providing the notice applied under 28 CFR 2520.101-3... [T 10l
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Form S300-8F (2024) Page 3- I |

| Part.Vi .| Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yez," sce inatrustiona and onﬂ‘p!a.: Sohoduls 88
(Fam 5300) and lines 11a and b below.) If this Is a defined contribution penston plan leave line 11 hlank and complete line 12 E] Yas D No
below,...cinimai iz rierater s s ey Ry e RS s s

et

@ Enter the unpald minimum required contributions for &ll years from Schedule SB [Fol'm 5500) Ine 40......... » .......... 11a |

b PBGC mizsed contribution raporting requiremants. If tha plan |s covarad by PBGC and the amount ra?cned on line 11a is greater than $0, has PBGC
taen notifled az raquired by ERISA sactions 4043(e)(5) andfor 30:3(k}(4)? Chack tha applicable box:

Yes,

[:] No. Reporting was waived undear 20 CFR 4043.25(c){2) because contributlons equal to or excaadfng the unpaid minimum required contribution-
‘wera made by the 30th day after the due data.

D No, The 30-day peripd raferenced in 28 CFR 4043.25(c)(2) hes not yat endad, and the sponsor mtands to make & contribution equal to or
exceeding the unpald minimum raquited contribution by tha 30th day after the due date.

D No. Other. Pravide explanation

12 Iz this a definad contributlen plan subject to the minfmum funding requiremants of section 412 of the Cnda or sectlon 302 of

ERISAT o s s s s s s YR ——— D Yas @ No
{If "Yes," complete line 12a of fines 12b 126, 124, and 12e below, aa applicable.) if this Is a defined banaf t penslun plan. leava:

line 12 blank and complate line 11 abova

@ Ifawalver of the minimum fundlng standard for a prmr yaar Is belng amartized in this pian yaar &es Instruclluns and entar the date of the letter ruling

granting the walver. . " Munth Day Year

if you completed line 12n, ::nmplntn Ilnns 3 9, and 'ID of Schuduln MBE (Pnrm 6500), and uklp to llna 13.

b Enter the minimum raguired contributlon for this PIBN YEET ... sesensersseesss vrernmemnrispssscpsermsonnnes | 128

G Enter tha amount contributed by the employer to tha plan for thig Dlan YBar ... ( 12

d Subtract the.amount In {ine 12c from the amount In line 12b. Enter the result (untar a minug sign tothe left of & 12d
negative amourid} ........ et ctrt et et s e neansins Lt et et ses areasstaes s R s e SE etz [

& Will the minlmum funding amount reportad on fina 12d be met by the funding deadling?........wewmimmirns e D Yas D No D N/A

13a Has a resciution to terminate the plan been adopted in any pian year? ...... . crneraraent D Yes E No

@ If"Yes" eptar the amount of any plan assets that revetted to the employer this vear... R ; 13a

b Ware all tha plan assats distributed to participants or benaficiaries, fransferred to anulher plan or brought Under tha D Yeas @ Na
control of the PBGOT ... s [T F R RTOT SO

C I, during this plan year, any assets ar iiablitias were transfarred from this plan to another plan{s), identify the plan(s) to
which assets or labilltles were fransferred. (See instructions.)

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

i Part VIl [ IRS Compliance Questions
142 Does the plan satisty the coverage and nangdlecrimination tests of Code sections 410(b) and 401{a){4) by mmbmlnn this plan with any other plans under
tha permissive aggregation rules?{ | Yes [{ No
14 Ifthis iz a Code section 401(k) plan, check all boxes that apply to indleate haw tha plan |s intended to aallsfy the nondiserimination requirements for |
employee deferrals and amployer maiching contributlons (as applicable) under Cade sectlons 401(k)(3) and 401(m)(2)

E[ Deslgn-basad safs harbor mathed
[] *Prior year* ADP test:
D “Current year” ADP test

[] rva

18  |fthe plan spansor s an adoptar of a pre-spproved plan lhat recelved & faverable IRS Qpinian Letter, emar\the date of the Opinfon Lﬂﬁﬂrw
(MM/DD/YYYY) and the Opinlon Letter serlal number x Q703812a :




