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
PULMONARY DISEASE GROUP OF WESTCHESTER, PLLC 401K PROFIT SHARING PLAN & TRUST (PN) » 001
1c Effective date of plan
01/01/1999
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) 26-4662823
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
PULMONARY DISEASE GROUP OF WESTCHESTER, PLLC C Sponsor's telephone number

914-965-3366

2d Business code (see instructions)

970 NORTH BROADWAY
YONKERS, NY 10701 621111

3a Plan administrator’'s name and address ]g Same as Plan Sponsor. 3b Administrator's EIN

3c Administrator’s telephone number

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

last return/report. 4d PN
a Sponsor's name
C Plan Name

5a Total number of participants at the beginning of the plan year..............cccccveveveveveceeeeeeeeeceeeee e 5a 8
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined
g, - 5¢(1) 8
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) 8
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 7
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 5
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

were eSS than 100% VESIEA .........ooiiiiiiiiiiiiieieeeeeeeeeeee e eeeeeeeeeeeeeees

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 09/24/2025 ROBERT E. DEMATTEO
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii e

Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............cc.ccooiiiiiiie e
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

@ Yes D No
@ Yes D No

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

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

. (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 5709497 6592398
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 5709497 6592398

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) 210753
(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 94811
(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 625584
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 931148
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 48247
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 48247
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 882901
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:
2E 2F 2G 2J 2R 2T 3B 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 0N liNE 10@.) .........occuiiiiiiiiiiic s 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 AISHONESTY? ... 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.ccccccvueuene 10g X 44060
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_ Q703258A,




Form 5500-SF

Department of the Treasury
Internal Revenue Service

Benefit I’lan

Department of Labor

Employee Benefits Security Administration Revenue Code (‘he Code).

Pension Benefit Guaranty Corporation

Short Form Annual Return/R2port of Small Employee

This form is required to be filed under sections 134 and 4065 of the Employee Retirement
Income Security Act of 1974 (ERISA), and sec'ions 6057(b) and 6058(a) of the Internal

OMB Nos. 1210-0110
1210-0089

2024

This Form is Open to
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: IZ' a single-employer plan

D a multiple-em dloyer plan (not multiemployer) (Pension Plan filers checking this box

must attach ¢ .chedule MEP. Other plans must attach a list of participating employer
information ir: accordance with the form instructions.)

D the first return/report

D an amended return/report

B This return/report is D the final retur vreport

C Check box if filing under: El Form 5558

D special extension (enter description)

D automatic exi2nsion

D Ifthe plan is a collectively-bargained plan, check here

E If this is a retroactively adopted plan permitted by SECURE Act section 201, chec here ................c........

D a short plan y2ar return/report (less than 12 months)

D DFVC program

| Partll | Basic Plan Information—enter all requested information

1a Name of plan -1b Three-digit plan number |
PULMONARY DISEASE GROUP OF WESTCHESTER, PLLC 401K PROFIT SHAR NG PLAN & TRUST (PN) » 001
1c Effective date of plan
01/01/1999
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)
City or town, state or province, country, and ZIP or foreign postal code (if foreign see instructions)
PULMONARY DISEASE GROUP OF WESTCHESTER, PLLC

970 NORTH BROADWAY

YONKERS, NY 10701

26-4662823

2c

Sponsor's telephone number
(914) 965-3366

2d

Business code (see instructions)
621111

3a Plan administrator's name and address IZl Same as Plan Sponsor.

3b

Administrator's EIN

3c

Administrator's telephone number

4 Ifthe 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 p} in number from the
last return/report. 4d PN
a Sponsor's name
€ Plan Name
5a Total number of participants at tie beginniﬁg of the plén YEAM ..oeiiiiiieiitiie it e e 5a 8
b Total number of participants at the end of the plan Year ... e 5b
c(1) Number of participants with account balances as of the beginning of the plan rear (only defined 5¢(1)
contribution plans complete th:S IEM) .......c..cviiiiciii et e 8
c(2) Number of participants with account balances as of the end of the plan year (- inly defined 5¢(2)
contribution plans COMPIELE this IBM) ...........cccccivierioiririese e seeeees s tentse et ses etresnessesesasisetsoasesesrenns 8
d(1) Total number of active participants at the beginning of the plan Year .............. ...ccccovverveecreeeererinecns 5d(1) 7
d(2) Total number of active participants at the end of the plan Year ..........c....c.ccc.s covvererreererrenisieeeeeeenns 5d(2) 5
e Number of participants who terrfiinated employment during the plan year with 2:crued benefits that 5e 0
were €55 than 100% VESEEA ... uiiiiiiisiiiiiierseaesi st set i sssesssesannsssrsrssasatbebes sasbesesesessessasassssssessanins

Caution: A penalty for the late or iricomplete filing of this returnireport will be : ssessed unless reésonable cause is established.

Under penalties of perjury and other zenalties 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 ele :tronic version of this return/report, and to the best of my knowledge and

belief, itis true, correct, and complete.
SIoN /EQ’LV“ E M Matle g q /ft’ ¢ [724 | ROBERT E. DEMATTEO
Signature of plan admilnistrator Date Enter name of individual signing as plan administrator
SIGN ‘
HERE ; o .
Signature of employeriplan sponsor Date Enter name of individual signing as employer or plan sponsor

For Paperwork Reduction Act Notice, s¢e 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 du'r;ang the plan year invested in eligible assets? (Se ! instructions.) .........c.ococco v El Yes |:| No
b Are you claiming a waiver of the'annual examination and report of an independe: t qualified public accountant (IQPA)
under 29 CFR 2520.104-467? (SPe instructions on waiver eligibility and CONGItioN: .).........cccovecirniiiiie e EY] Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form $500-SF and must instead use Form 5500.
C If the plan is a defined benefit pl(an. 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 preniium 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 PIAN ASSELS .....co...ceceeervieiercteseeeeeteteeieeere e seesenenereerereaens 7a 5709497 6592398
b Total plan liabilities ................... '.' ................................................... 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .......cccoveinveeninerrnnee 7c 5709497 6592398
8 Income, Expenses, and Transfecs for this Plan Year {a) Amount {b) Total
a Contributions received or receivible from:
(1) Emplovers .......c............ et teeeeeeee et veneseeeesevaeaneaneeasseenenen 8a(1) 210753
(2) PartiCIDANIS...........oc.vseveierensiaesensieienssnesassssssssesenssenisessencasessnss 8a(2) 94811
(3) Others (including rollovers). . e 8a(3) 0
b Other income (loss).................. eeeeeeeeeeeessesesseeeecesccceceeseessens 8b 625584
€ Total income (add lines 8a(1), S‘SLSa (3), and 8D) ...vrerennenn, 8c 931148
d Benefits paid (including direct I'C-lOVGl’S and insurance premiums
to provide benefits).........occcvciiniiiin i 8d 0
€ Certain deemed and/or correctiva distributions (see instructions) . Be 0
f Administrative service providers {salarigs, fees, commissions)..... 8f 48247
g Other expenses..................... ettt ee et 8gq 0
h Total expenses (add lines 8d, 8¢, 8f, and 8g) ..............cccevrvennnenee. 8h 48247
i Net income (loss) (subtract line 2h from line BC) ..........cc.ccorerenene. 8i 882901
j Transfers to (from) the plan (s@E:inStructions)........oceveccvvininne 8 0

| PartIV | Plan Characteristic's

9a |If the plan provides pension berefits, enter the applicable pension feature cocies from the List of Plan Characteristic Codes in the instructions:
2E 2F 2G 2 2R T 3B 3D

b |if the plan provides welfare benafits, enter the applicable welfare feature cod: s from the List of Plan Characteristic Codes in the instructions:

LPart v LCompliance Quesfions

10  During the plan year: : Yes | No Amount

a Was there a failure to transmit to the plan any participant contributions withi 1 the time period
described in 29 CFR 2510.3-1027 Continue to answer “Yes” for any prior ye ar failures until fully

corrected. {See instructions arid DOL's Voluntary Fiduciary Correction Prog am)...........cccccevvnen. “10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not nclude transactions X

reported on line 10a,)............. et vt te it ab e et s et e b e es et an e sata st anne PR 10b
C Was the plan covered by a fidelity DONA? ..ot s 10¢ X 500000
d Did the plan have a loss, whetl;ler or not reimbursed by the plan’s fidelity bcad, that was caused

by fraud or dishonesty?........... eeeeeeeeeeeeeeeeeeeeeeeseeeeees et reeeeeseesesereeresenseneeens cetseercestreeeeerererserserreon 10d X
e Were any fees or commissions paid to any brokers, agents, or other persor's by an insurance

carrier, insurance service, or other organization that provides some or all of the benefits under

the plan? (SEE INSIUCHONS. ).... . ...cc..ooueieireeieeaeeeieereeeeeeeeeesteeveeseeeieerssesieee eeeeseeseseaessaieaseneensansas 10e X

Has the plan failed to provide i;_'\y benefit when due under the plan? ......... ..., 10f X
g Did the plan have any panicipz{ht loans? {If “Yes,” enter amount as of year-2nd.) .........ccccceenean 10g X 44060
h

If this is an individual account plan was there a blackout period? (See inst uctions and 28 CFR
2520.101-3.) . vvooeooee oo e seeese e ceeeeoe e seeneeeeceeseeeeee s seseesees screrreeesssserereesssrenreee 10h X

i If 10h was answered “Yes,” ch ick the box if you either provided the requir d notice or one of the
exceptions to providing the not’he applied under 28 CFR 2520.101-3........ coeereeieiiieieeve e 10i




Form 5500-SF (2024) - Page 3-

D’art Vi l Pension Funding bompliance

11 s this a defined benefit plan subiect to minimum funding requirements? (If “Yes," see instructions and complete Schedule SB
(Form 5500) and lines 11a and L 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 requi-;ed contributions for all years from Schedule SB (Form 5500} line 40.................. l

b PBGC missed contribution reporting requirements. If the plan is covered by >BGC and the amount reported on line 11a is greater than $0, has PBGC

been notified as required by ER%;SA sections 4043(c)(5) and/or 303(k)(4)? Chec!} the applicable box:

D Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contrib tions equal to or exceeding the unpaid minimum required contribution

were made by the 30th ciay after the due date.

exceeding the unpaid mi})imum required contribution by the 30th day aft:r 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 explznation

n

12 1s this a defined contribution plas subject to the minimum funding requirements Jf section 412 of the Code or section 302 of

ERISAT ettt e g e e e e ser e bt s sb e e et sebe st s ne st e s r e ar e e sntaResoRe s be s ae st srEe s TeReRereesEebent e et tneher e e Re e teR s be seR e as B R s R e e nen e Re b sie
(If "Yes," complete line 12a or lifies 12b, 12c, 12d, and 12e below, as applicabl +.) If this is a defined benefit pension plan, leave

line 12 blank and complete line 11 above.

D Yes No

a If awaiver of the minimum fundiag standard for a prior year is being amortized n this plan year, see instructions, and enter the date of the letter ruling

granting the WaliVer. ... . e et Month Day Year
If you completed line 12a£ompléte lines 3, 9, and 10 of Schedule MB (Form 500), and skip to line 13,
b Enter the minimum required contribution fOr this PIEN YEEE ............c.cccoeverieieives erireieeeeeeeseenceeesisnasseesecsercaransssras 12b
C Enter the amount contributed by:the employer to the plan for this plan year .... .......ccceevivivcnniiiciiiecnirisvinneene 12¢
d Subtract the amount in line 12c *rom the amount in line 12b. Enter the result (eter a minus sign to the left of a 12d
NEGAUVE BIMIOUNT) 1.veviiueitiisievtsieees e it seese it caeaesssascsonse sz ssatnesmeeesetestamg e bgtetsamtes Boseonae st srs oAt tabt st b aghs s st beabsssrnsatsies

€ Will the minimum funding amour;‘_;t reported on line 12d be met by the funding ¢ sadline?............cocvienviinicnnnnes

[] Yes [] No [] A

Ert Vi LPlan Terminations‘and Transfers of Assets

13a Has a resolution to terminate the p!an been adopted iN ANY PIAN YEAI? .............covvv. vooevverereveoesreeereeseeeeesesseeesseeseessesenee

[] Yes

EINO

a If “Yes,” enter the amount of any. plan assets that reverted to the employer thit year...........c.cocooeviiiicnenninns

13a

b Were all the plan assets distribuad to participants or beneficiaries, transferred to another plan, or brought under the

control of the PBGC? ............... Sseeenseteenereeneur e reet ot s eaarr e o e eetoebese b e St n e s s aE S eard Lottt eabeesennetonnbe st e sTare s ot b e et s qaRere e et aras

D Yes E) No

¢ If, during this plan year, any assats or liabilities were transferred from this plar: to another plan(s), identify the plan(s) to

which assets or liabilities were transferred. (See instructions.)

13¢(3) PN(s)

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

[ Part VIl | IRS Compliance Ciuestions

14a Does the plan satisfy the covera;je and nondiscrimination tests of Code sectiins 410(b) and 401(a){4) by combining this plan with any other plans under

the permissive aggregation rules?[ ] Yes X] No

14b It this is a Code section 401(k) plan, check all boxes that apply to indicate ho v the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) und:r Code sections 401(k)(3) and 401(m)(2).

Design-based safe harbcr method
D “Prior year” ADP test
D “Current year” ADP test */

] Na

15  Ifthe plan sponsor is an adopter f a pre-approved plan that received a favor: ble IRS Opinion Letter, enter the date of the Opinion Letter 06/30/2020

(MM/DD/YYYY) and the Opinion i.etter serial number_Q703258a,




