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
DICKINSON AND BRANON DENTAL CARE, PLC PROFIT SHARING PLAN (PN) » 002
1c Effective date of plan
01/01/2000
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) 20-3405393
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
DICKINSON AND BRANON DENTAL CARE, PLC C Sponsor's telephone number

802-527-1227

2d Business code (see instructions)

12 MAPLEVILLE DEPOT
ST. ALBANS, VT 05478 621210

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 25
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 24
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 25
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) 24
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 20
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 18
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 3

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. 09/29/2025 GRACE BRANON
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
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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 8664009 10109694
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 8664009 10109694

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) 181965

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 100965

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 1490394
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 1773324
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 249634
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 78005
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 327639
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 1445685
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:
2A 2E 2F 2G 23 2R 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 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
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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_ Q702957A,




: Income Secunty Act of 1974 (ERISA),
. _ 2

Short Form Armual Retu:“nIReport of of Small Employee - omB s ]g]ggggg
' Benefit Plan = =

Thrs form is requrred to be filed under's ons 104 and 4065 of the Employee Retirément a 2024 -

nd sections 6057(b) and 6058(a) of the Internal

e.Code (thie Code) S This Form is Open to
o Publlc Inspeohon .

) Complete all entrres in accordance’wlth the Instructlons to the Form 5600 SF

l Remrt ldentrfrcatron lnformatron

.01"/01773024 andendrng = 12/31/2024

- D a multlple employer plan (not mulliemployer) (Pensron Plan fi lers checkrng thig box

st attach Schedule MEP. Other pians must attach a list of partrcrpalmg employer
mformatron in accordance with the form instryctions.)

the first return'/rep'or“t l___l the fmal return/repon
an amended return/report D a short plan year refurn/report (Iess than 12 months)

D D automatrc extenslon D DFVC program
speclal extenswn (enter descrrplron) ' -

1b Three-digit plan number

1 soN ANDBRANON D_E‘NTAL CARE, 'PLC"PROFIT‘-_:SH_Z-\P;ING‘- PLAN PN) ¥ o [002,

1¢ Effective d_ate‘ ofplan *

L : 01/01/2000
23 Plan sponsor’s name (employer If for a single- employer plan) 2b Employer ldentrﬁcation Number (EIN)
) Malllng address (lnclude room, apt., suite' no. and street, or P.O. Box) T 20- 3405393 .
City or'town, state of province, ‘country, and ZIP or foreign postal code (if foreign, see lnstructlons) - = =
2¢ Sponsors telephone number .

DICKINSON AND BRANON DENTAL CARE, PLC ) . 802-527-1227.

i2 -MAPLEVILLE DEPOT

ST . ALBANS

2d 'Busmess oode (see lnstructlons)

'VT 05478 621210

3a Plan admlnistrators name and address El Same as Plan Sponsor 3b : Administrator's ElN

3¢ Administrator’s telephone number

4 Ifthe name andfor EIN of the plan sponsor or the plan name has changed since the last returiieport | 4b EIN . . . ;

filed for this plan, enter the plan sponsor's name, EIN, the plah name and thé plan number from the

last teturn/report. 4d PN -
a Sponsors hame -
¢ Plan Name
6a Total number of partlcipants at the beginning of the plan year.................. ettearasee e e e ane feaereaseresreessameens bBa 25° i
b Total number of participants at the end of the plan year... 6b - T a4
¢{1) Numbér of participants with account balances as of the beglnnlng of the plan year (only def ned ' sc(1) P
contrrbutlon plans complete this Item)...;....;........- ................................................................................. f: 25
¢{2) Number of participants with accolint balances as of the end of the plan year (only defined - 6c(2) . o
contnbutron plans complete this rtem)...t ..... e R e s e tR bbb e s SN : K 24
d(1) Total number of ative participants at the beginning of the plan year... 6d(1) , 7 20
d(2) Total number of active parhcrpants at the end of the plan year ........... eereeraseen 6d(2) , K2 18
e Number of pamclpants who. lermrnated employment during the plan year with accrued benefits that _ 5é . ':
. wele less than 100% VESIEd ... oo st b fieeceseastii et enre e s bt s bens ) e : : 3

Caution: A penalty for the late or incomplete filing of this returnlreport will be’ assessed unless reasonable cause is establlshed

Under penallles of péfjury.and othér penalties set forth in the Instructions, ) declare that I have examined this teturnirepoit, including, If applrcab e, dBchedule ‘

‘Schedule NMB completed and srgned by an enrolled actuary, as well as the electronic version of this retumiréport, and to the best of my knowledge and

9 [».4 |oxisiGRACE BRANON

ignatiire of plan administrator Dat Enter name of individual signing as p'lan‘admini‘e't'rg'tor

"“‘I 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
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Form 5500-SF (2024)

6a Were all of the plan s assets during the plan year invested in eligible assets? (See INSHUCHONS.).cn ettt

© Are you claiming a waiver of the annual examination and report of an lndependent qualmed publrc accountant (IQPA)

under 29 CFR 2520.104-467 (See instructions on waiver eligibility and Gonditions.)........... ccocoamisiseriecnens PR S eemeenen
If you answered “No” to either line 8a or line 6b, the plan cannot use Form 6500-SF and must Instead use Form 6600.

€ Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)?
If “Yes’f is checked,,e.nter the My PAA confirmation fitimber from the PBGG premium filing for this plan year

(See mstructions )

artlll:| Financial Information

7__Plan Assets and Liabilities (a) Beginning of Year - (b) End of Year
A Total PIAN @SSEES ......v..ovviseee oo ssseeees s eneees 8,664,009 10,109,694
b_Total plan liabilties........................ e S
C._Net plan assets (subtract line 7b from line 7a)..... . 7e 8 , 664,009 1 0 10 9 6 94
8 income, Expenses, and Transfers for this Plan Year ek (a "eun't
a Contributions recélved 6f recewable from: S ,
(1) Employers 8a(1) ©~.181,965
(2) Pamcrpants 8a(2) __100, 265
(3) Others {includlng roIIovers) 8a(3) -
b Otheri mcome (10Ss)...... b 1,490,394
¢ Total income (didd lines 8a(1), 8a(2) 8a(3) BN 8o 8¢ ,_
d Beneft ts paid (|nclud|ng direct rollovers and Insurance premlums
to provide benefits).........cslce el e benesneen e s e seseancrees | ad 249,634
e Certaln deemed and/or correctlve dlstrlbutlons (see |nstruct|ons); . 8e ;
f Administiativé service providers (salariés, fees, commissions)..... 8f 78,00 5|;
__§g Other expenses .............................................................................. 8g ;
h - Total expenses. (add lines &d, 8e, Btand BE).. o - 8h
i MNetincome {Ioss) (subtract line 8h from 1N 8C)..c.oveeereveceecran 81
i Transfers to (from) the plan (see anstructmns) e, erenes 8

Plan Charactéristics

2A-2E 2F 2G 2J 2R 3B 3D

If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Godes in the instructions:

ifthe plan provldes_welfere benefits, enter the applicabie welfare feature codes from the List of Plan Characteristic Codes in the instructions: :

] Compllance Questions

Amoﬁnt

Durmg the plan year Yes | No
a Was theré a farlure to transmn to the plan any particlpant contributions within the time period
described In 29 CFR 2510.3-1027 Continue to answer “Yes" for any prior ye iiures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Programy.............cc.cco.vie. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not inglde transactions
reported on line 10a.)........ erer ettt bbbt bebaentata s 10b X
C Was the plan Covered by @ fIdelity DONU? ......c.ccvrveriunccsvosmersnerissscescssnsissssssssmssenssoessecen 10¢ | X © 500,000
d Did the plan have a loss, whether or hot relmbursed by the plan's fi delrty bond, that was caused 1 '
DY FrAUA OF ISRONESLYT ............cov.vveeceveeeeeeeesoeeeeeees oo ees s senna s ssanos s ensanssaresansssessos 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by-an insurance
catrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (S8 INSITUCTIONS.) . .o et ettt b et pbeen e btroan b st bt .| 10e
f Has the plan failed to provrde any benefit when due under the plan? .. 10f
g Did the plan have any pamcrpant foans? (If “Yes,” enter amount as of year-end.) oo | 40gg
h If this is an individua! account plan, was there a blackout period? (See instructions and 29 CFR
2820, 101-3.Y tvovioeeeeereeeeoebeeeser s eossivees oo sas o esseseessss s eessssssssssss s o1t enr s e s e eransets s st 10h X
i If10h 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..............coivcvniinsrvinnionn, 10§
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|| Pension Funding Compliance

11: Is thls a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5500) and fines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes D No
O, et et sttt e es ek e gt st e eheer e e LEe e 2t ee e et s emneenenees et cereen seensensees
& Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500)fine 40 .................. l 11a I

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.

D 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.

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

I:I 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

ERISAT Lo et ettt e e e eSSt et a R Rttt e et e o8t a et et e et r ettt e et esrer e s ons
(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave D Yes E] No

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 jetter tuling
QFANGNEG ENE WAIVEL. ..ottt e et ee e et cvsersestssebesbot bt b rroansesans tbesate stcneeecneeran srcens Month Day Year

if you completed line 12a, complets lines 3, 9, and 10 of Schedule MB (Form 5600), and skip to line 13.

12b
12¢

* b Enter the minimum required cORtribUtION for thiS PIEN YEAT .........c.......ovvveeeeeerereererercrrereerrereeee s eres e e
C Enter the amount contributed by the employer to the plan for this plan year ..

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
NEOAVE @IMOUNE] ...t ittt sttt e et i s st e e st ose et ratsesbeatar st ancasensdess e saeneesmnenrsnse etenssonantsstsbrrenear

€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?...........cccooovvvecoeveeeeen . D Yes D No D N/A

413a Has a resolution to terminate the plan been adopted iN aNY PIAN YEAI? ........c..veeeeeeeeeeereeeeeeeeeeeeerores e eeee st eesses e resensens Yes @ No

a if "Yeé," enter the amount of any plan assets that reverted to the employer this year...........cccceeeeeeiecccivnivvennan, 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another pian, or brought under the D Y @
COTHTON OF thE PBGC P ... ittt it ettt s et saasseas s r s s enaamens eecoussasseb e snatore emen et erens sarnsnnsseers es .

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 ViiE:[ IRS Compliance Questions
142 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 [X] No
14b Ifthis is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiserimination 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

186 Ifthe plan sponsor is an adopter of a pre-approved plan that recelved a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/30/2020
(MM/DD/YYYY) and the Opinion Letter serial number Q7029 —_—




