
Form 5500-SF 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Short Form Annual Return/Report of Small Employee 
Benefit Plan 

This form is required to be filed under sections 104 and 4065 of the Employee Retirement 
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal 

Revenue Code (the Code). 

 Complete all entries in accordance with the instructions to the Form 5500-SF. 

OMB Nos. 1210-0110 
1210-0089 

2024
This Form is Open to 

Public Inspection 

Part I   Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning  and ending 
A This return/report is for: X  a single-employer plan X 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 X  the first return/report X the final return/report  

X  an amended return/report X a short plan year return/report (less than 12 months) 

C  Check box if filing under: X  Form 5558 X automatic extension X  DFVC program 

X  special extension (enter description) 

D  If the plan is a collectively-bargained plan, check here ..............................................................................   X 

E  If this is a retroactively adopted plan permitted by SECURE Act section 201, check here .........................   X 

Part II   Basic Plan Information—enter all requested information
1a  Name of plan ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI

1b Three-digit plan number
(PN)  001 

1c Effective date of plan
YYYY-MM-DD 

2a  Plan sponsor’s name (employer, if for a single-employer plan)
 Mailing address (include room, apt., suite no. and street, or P.O. Box)  
 City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGH 

2b Employer Identification Number (EIN)
012345678

2c Sponsor’s telephone number
1234567890 

2d Business code (see instructions)
123456 

3a  Plan administrator’s name and address X Same as Plan Sponsor.ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901I A 

3b Administrator’s EIN
012345678

3c Administrator’s telephone number
1234567890 

4    If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report
filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the 
last return/report.   

a  Sponsor’s name
c  Plan Name   D
EFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI CDEFGHI

4b EIN012345678

4d PN 012

5a Total number of participants at the beginning of the plan year .............................................................. 5a 12345678 

b Total number of participants at the end of the plan year ....................................................................... 5b 12345678 

c(1) Number of participants with account balances as of the beginning of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(1) 

c(2) Number of participants with account balances as of the end of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(2) 

d(1) Total number of active participants at the beginning of the plan year ................................................. 5d(1) 
d(2) Total number of active participants at the end of the plan year .......................................................... 5d(2) 

  e   Number of participants who terminated employment during the plan year with accrued benefits that
were less than 100% vested ............................................................................................................... 5e 

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, I declare that I 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 
HERE Signature of plan administrator Date Enter name of individual signing as plan administrator 

SIGN 
HERE 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 

01/01/2024 12/31/2024

X

X

LAWRENCE KAHN LAW GROUP, P.S. 401(K) PLAN 001

01/01/2014

14240 INTERURBAN AVENUE S 
SUITE B132 
TUKWILA, WA 98168

80-0345925

LAWRENCE KAHN LAW GROUP, P.S.
425-453-5679

541110

X

17

17

12

8

10

15

1

Filed with authorized/valid electronic signature. 09/25/2025 LAWRENCE KAHN
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ......................................................  X Yes X No 
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)  

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.) ..........................................................................  X Yes X 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. 
 
 
 
 
 
 
 
 
 
 
 
 
 

c If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... X  Yes   X No    X  Not determined 
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year_____________________. (See instructions.) 

 
Part III   Financial Information 

7 Plan Assets and Liabilities  (a) Beginning of Year (b) End of Year 
a Total plan assets ..........................................................................  7a -123456789012345 -123456789012345 

b Total plan liabilities .......................................................................  7b -123456789012345 123456789012345 

c Net plan assets (subtract line 7b from line 7a) ..............................  7c -123456789012345 -123456789012345 

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

 (1)  Employers .............................................................................  8a(1) -123456789012345  

   (2)  Participants ............................................................................  8a(2) -123456789012345  

 (3)  Others (including rollovers) .....................................................  8a(3) -123456789012345  

b Other income (loss) ......................................................................  8b -123456789012345  

c Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) .....................  8c  -123456789012345 

d Benefits paid (including direct rollovers and insurance premiums 
to provide benefits) .......................................................................  8d -123456789012345  

e Certain deemed and/or corrective distributions (see instructions) .  8e -123456789012345  

f Administrative service providers (salaries, fees, commissions) .....  8f -123456789012345  

g Other expenses ............................................................................  8g -123456789012345  

h Total expenses (add lines 8d, 8e, 8f, and 8g) ...............................  8h  -123456789012345 

i Net income (loss) (subtract line 8h from line 8c) ...........................  8i  -123456789012345 

j Transfers to (from) the plan (see instructions) ...............................  8j -123456789012345  

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:   

 

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) .........................  10a 

  
-123456789012345 

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions 
reported on line 10a.) ....................................................................................................................  10b   -123456789012345 

c Was the plan covered by a fidelity bond? ......................................................................................  10c    -123456789012345 

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused 
by fraud or dishonesty? .................................................................................................................  10d    -123456789012345 

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 
the plan? (See instructions.) ..........................................................................................................  10e   -123456789012345 

f Has the plan failed to provide any benefit when due under the plan?  ...........................................  10f   -123456789012345 

g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .........................  10g    

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR   
2520.101-3.) .................................................................................................................................  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 ...........................................  10i     

  

X

X

273058 344525

273058 344525

21468

39598

22152

83218

9706

2045

11751

71467

2A 2E 2F 2G 2J 2K 2T 3D

X

X

X 40000

X

X 309

X

X

X
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Part VI    Pension Funding Compliance 
11 Is 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 
below. ..............................................................................................................................................................................................  

X Yes X 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: 

_ 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. 

_ 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 
exceeding the unpaid minimum required contribution by the 30th day after the due date. 

_ No. Other. Provide explanation ___________________________________________________________________________________________ 
 

 

 

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of 
ERISA? ...........................................................................................................................................................................................  

          (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. 

X Yes X No 
 

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 waiver.  ............................................................................................................................. 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 plan year  ...................................................................................  12b 123456789012345 

c Enter the amount contributed by the employer to the plan for this plan year  .........................................................  12c -123456789012345 

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 
negative amount)  ..................................................................................................................................................  

12d YYYY-MM-DD 

e Will the minimum funding amount reported on line 12d be met by the funding deadline? .......................................  X   Yes     X   No     X   N/A 

Part VII    Plan Terminations and Transfers of Assets 
13a Has a resolution to terminate the plan been adopted in any plan year?  ........................................................................  X   Yes        X   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 

control of the PBGC? ..........................................................................................................................................................  
X Yes X 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.) 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 123456789 

  012 

Part VIII 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 

_ “Prior year” ADP test 

_ “Current year” ADP test  

_ N/A 

15 If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter ___/___/_____ 
(MM/DD/YYYY) and the Opinion Letter serial number__________. 

 

1

X

X

X

X

X

Q702610A
06 30 2020
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Form 5500-SF
Dopastmeni of th© Tftsasury 
Ifflerna! Reventie Sarv^

Oepar9iwmofl.»6>w 
BiiployBB Bttftete SffiMly AaiMilsifiiSa!
fensim Guaranty Conwration

Short Form Annual Return/Report of Small Employee 
Benefit Plan

This form is required to be fiied under sections 104 and 4065 of the Employee Retirement 
income Security Act of 1974 (ERISA), and sections 6057(b) and 6056(8) of the Internal 

Revenue Code (the Code).

y Complete all erttries In accordance with the instructions to the Fonm 5500-SF.

OMB Nos. 1210^3110
1210-00e§

2024
This Foito is Open to 

Public Inspection

Part i Annual Report Identification Information
For calendar plan year 2024 or flsral plan year beginning 0r7W2024 and ending 12/31/2024
A This retum/reporl is for:

8 This retum/report is

C Check box if filing under;

Kj a singie-empioyer plan multiple-employer plan (not muitiempioyer} (Pension Plan filers checking this box
must attach Schedule MEP. Other plans must aUach a list of participating employer 
information in accordance with the form instructions.)

^ the first retum/reporl 
an amended retum/reporl

]] the flea! retum/report
3 a short plan year retum/report (less than 12 months)

^ Form 5558 ^automatic extension

[] special extension (enter description)

DFVC program

0 If the plan is a collectively-bargained plan, check here............................ ......................

E If this is a retroactively adtmted plan permitted by SECURE Act section 201. check here.

>

Part II: { Basic Plan tnfonnation—enter ail requested information
Id Narheofplan
Lawrence Kahn Law Group, P.S. 401(k) Plan

1 b Three-digit plan number 
(PN) ► 001

1C Effective date of plan
01/01/2014

2a Plan sponsor's name (employer, if for a singie-empioyer plan)
Mailing address (inciude room, apt., suite no. and street, or P.O. Box)
City ortowm, state or province, country and ZIP or foreign postal c«ie (if foreign, see inskuctions)Lawrence Kahn Law Group, P,S.

14240 Interurban Avenue S
■Suite B132
Tukwila WA 96168

2b Employer Identification Number (EIN)
SO-0345925

2c Sponsor's telephone number
(4253 453-5679

2d Business code (see Instructions)

541110

3a Plan administrator's name and address ^ 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 retum/report 
filed for this plan, enter the plan sponsor’s name. EIN, the plan name and the plan number from the 
last retum/reporl, 

a Sponsor’s name 
C Plan Name

4b EIN

4d PN

Sa Tola! number of participants af the beginning of the plan year.........................................................

b Total number of participants at the end of the plan year..................................................................
c(1) Number of participants wittr account balances as of the beginning of the plan year (only defined

conliibution plans complete this item)......... .............................................. .................. ................
c(2) Number of participants vrith account balances as of the end of the plan year (only defined

contribution plans complete this item)............................................................................................

d(1) Total number of active participants at the beginning of the pian year..............................................

d{2) Total number of active participanls at the end of the plan year ............................ ..... ..... .............
e Number of participants who terminated employment during the plan year witti aoctii@i benefits that

were less than 100% vested.

5a 17
5b 17

5c(1) 12

5c(2) 8

5d(1) 10
5d(2) 15

5e 1
Caution: A penalty for the late or incomplete filing of this retum/report will be assessed unless reasonable cause is established,
Under penalties of perjury and oiher penalties set forth in the instructions, 1 declare that I have examined this retum/report, tnclud ng, if applicable, a Schedule 
SB or Schedule MB completed Md signed by an enrolled actuary, as well as the elecironic version of ihis retum/report, and to the best of my knowledge and 
belief.;j| true. Cfirrer:! and rnmnlfite /__________ ___________________________________________________________and comotete, /

N

■'■Date.73--:;/7'.'.::-,l.' ■■'enter'nameoriiidivid'uat-signtng^asjplartaaf'■/ 1:7 Enternarnaofihdividuatsignte^ptetiaafrt^^

TSiSN
HERE

_ Signature of employer/plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form SSOS-SF.

Date Enter name of individual signing as employer or plan sponsor
Form 5500-SF (2024) 

V. 240311
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Form 5S00-SF (2024) Page 2

6a Were ^1 of the plan’s asse^ during the plan ye^-irtvestadlneti^^ble assets? (See instrucQons.)............................................. § Ves [] No
b Are you dahnlng a wdver of the annual examination and r^ort of an Independent quaHlied public a»{Hintafll(IQPA) _

undw 29 a=R 2520.104-46? (^insttucltens on waiver eligiWtity and conditions.)........................................ „............. ..... Ves y No
If you answer "No*' to oWiw tine 6a or line «>, ttw plan cannot use FtMtn and must instrad use Form 5500.

C if the plan is a defined benefit (rian, te it coveted under the PBGC bisurance program (see SRISA sectkm 4021)?.... [] Yes [] fto Q Not deteimined
If •Yes* is checked, enter My PAA confirmation number from the PBGC premium fifing to this fton year_________________ . (See instructions.)

Part III I Financial Information
7 Plan Assets and LlabOities (a) Beginning of Year (b) End of Year
a Total plan assete. 7a 273,058 344,525
b Tota^plannabinties. 7b
C Net titen assets (starttectBne 7b from line 7a). 7c 273,058 344,525

8 Income. Expenses, and Transtas to Oris Plan Year (a) /bnount (b) Total
a Cortbtl»iy(m8receiv»l(M-rBceivab!Bfrom: 

f1) Empiorors....................... ........... Oad) 21,468
(2) Partidpants.......... .............. ......... ................... .......... 8^2) 39,598
(3) Others (Indurfing rdlovers)..

b Other income (loss).......................................................... 8b 22,152
C Total income (acM lines 8a(1), ea(2), OaQ), and ^). 8c 83,218
d Beneffls paid (Induding direct rollovers ami bsurance premiums

to provide benefits).... .................................. .............. ...... 9,706
a Certain demned andfor ootrecBve distributions (see instnidtons). 8e
f AdmlnlsbaUve service providers (satotos, f^, commissioiK). sr 2,045
g Other expenses. 8g
h Total expenses (add lines 8d, 8e, 6f, and 8g)......................... 8h 11,751

Net inctBwe (loss) (sutoact Bne 8h from line 8c). 71,467
j Transfers to (frmn) the plan (see bisinictions).. 8!

Part IV t Plan Characteristics
9a If the plan provides pensimt bmiefils. miler the ttoplicabie pension feature codes from the LM of Plan Characteristic Codes in toe instructions: 

2A 2E 2F 2G 2J 2K 2T 3D
b if the plan provides welfare benefits, enter the aj^licabte weifare feature codes from toe Ust of Plan Charact^tic Codes in the instrue^cms:

Part V [ Compliance Questions
10 During the plan year: Yes No Amount

a Was there a falture to transmit to the plan any partic^rant confrBsulions within the time period 
described in 29 CFR 2510.3-102? Continue to aiKwer "Yes” to any prior year faBures unfil felly 
corrected. (See instructicms and OOL's Voluntary FMiKiary Ctmedion Prr^m)...,................ 18a X

b Were toere any nonmrempt transactions with ®iy pBtty4n4nterest? (Do not todude tiansacfions
reported on line 10a.)........ ........................................... ................................. .......... 10b X

C Was the ptoi covered!^ a fidefitybOTd?........................................... ............................ x 40,000
d Did toe frtan have a loss, or not reimbursed by toe plan’s Metity tK»id, that was caused 

by fraud or dishonesty?.............................. .................. .................... ............ . 18d X
e Were any toes or conml^ons paid to any brokers, agente, or otoer persons by an Insurance 

carrier, insurance service, or other organization that povides some or alt erf toe benefits under 
the plan? (See instrucBor®.).................................................. .................................... 18e X 309

f toe frfan toiled to provide at^ benefit when due under the frfan? ....................... ............ lOf X
g Did the (rfan have any parttcipant loans? (if "Yes,* enter amount as of year-eraf.).................... igg X
h tr tote is an imfividiml account plan, w^ there a trfadcout pmfod? (See instnidtons and 29 CFR

2520.101-3.).............................. ...... ..................................................................... 10h X
i g lOh was answered *Yes,’ diede toe bmc If you eiihm^ pravided the required ndice or mte of toe

exertions to poviding toe noBce attoitod uncto 29 CFR 2520.101-3.................................... 181
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Part VI I Panaion Funding Compliance
11 Is Alls a defined liraiefit plan subject to mfiiimum funding reqifirements? (If 'Yes,* see Instrucfions and complete Schechile SB 

(Form 5S(X>) and Hn^ 1 la and b b^ow.) If this Is a defltmd contribution pen^n plan, leave line 11 Uank and complete line 12 D Yos □ No

a Enter the tmpaid mlninnim requited contributions for all years from Schedule SB (Form 5500) line 40. 11a
b PBGC missed contribution ropmting requlrommits. If foe plan Is covered by PBGC and the amount retorted on line 1 la is greater than $0, has racC 

been noBfed as required by ERISA serins 4043(cKS) arwtfor 303(kK4)? Check the appBcabie bo*:
D Yes.
Q No. RepotSng was waived under ^ CFR 4043.25(cK2) becau^ contributions equal to m exceeding the unpaki mlniiman required contrlbutfon 

were made by the 30th day after the due date.
[] No. The 30-day pmfod referenced in 29 CFR 4043.2S(cK2) has not yet aided, and foe sponarr Mends to make a contributkm equal to or 

exceerfing foe unpaid minimum requited oonbtbutfon by foe 30fo day after tNr due date.
P No. Other. Provide ex(4anaUcHi______________________ _____________________________________________________

12 Is Ms a defined conbftHrtirm plan sidiyBcd to foe minirman funding requirenmnts of setdion 412 of foe Code or section 302 of
ERISA?............................................................................................................................................................
(If *yes,* complete line 12a m tines 12b, 12c, 12d, and 12e below, as applicatde.} If this is a defined baiefit pension plan, leave 
line 12 Wank and conMete fine 11 above.  

D Yes I No

a If a waiver of foe minimum fundit^ standard for a prior ye» is bWng amortized in this plan yew, see Ir^trurdions, and enter tfm data of the tettw ruling 
granfing the vraiver................................... .... .................................................................. Mroift Dav Year

If you eomptatad line 12a, compiwe lines 3,9, and 19 of SWiedute MB (Form SSOOt, and skip to line 13. 
b Enter foe miniirwm rm^ired oMtfoution tor this plan year..................... .12b
C Enter foe amount contributed by foe emWoyer to the Ws" fw this (dan year................. .......... .................. . 12c
d Subtract foe ammjnt fo tine from foe amount In fine 12b. Enter foe rrautt (enter a mintur sign to foe left W a 

negative anwunt) ................ ............................................................................................ ............. 12d

e Wili foe nrfoiimum tending amount reported on firm 12d be mW by foe tending deadline?.. P Yes p No P N/A
Part Vli I Plan Terminations and Transfers of Assets

] Yea |j fir13a Hasaresotetion to Mminate foe plan been Mofdedki arty plan year?
a If “Yes,' enter the artwurft of any plan assets that reverted to the emWoyer this year.. 13a
b Wem ail foe plan assWs distributed to paifldpants m beneforiaries, transtorred to another jdan, w brm^t under foe 

cwttroloffoePBGC?........................................................................................................................... P Yes 0 No
C If, during tWs pian year, wty assets or Nabilitles were foanWerted horn this plan to another ptenCs). identify foe p!3n{s) to 

whkfo assets & iraWtiti^ vi^ transferred. (See instfucttons.)
13e(1) Name of ptan(s): 13c(2) EjN(s) 13c(3)PN(s)

iPartVIil I IRS CtHnpiiance Questions
14a Does the jrtan satisfy foe coverage and nondiscrimination tests d Code seifoons 410(b) and 401(a)(4) by ccmtbMng this (dan with any other plans under 

foe penmissiveaggreoattem rites? n Yes PI No
14b If this Is a Code secdton 401(k) plan, cheek ai! boxes ital apply to indicate how the pten is intended to satisfy foe nondlscriminaUon requirements for 

em(d(^e deferr^ and employer matching contribultons (as applcabte) under Code swdlons ^1 (kK3) and 401(m}(2).
^ Dategn-basad sate harbor method 
] "Prior year ADP test 
] "Current year" ADP test 
] N/A

15 if the (dan sponsor is an adcMer of a pre-a(>proved (dan that reoWved a favorable IRS 0(dn!on iettw, enter foe date of foe C^ion Letter 06/30/2020 
(MM/DD/YYYY) and the Opinion Letter serial number 07 02 610a . ____________________________________________________


