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
AMERICARE KIDNEY INSTITUTE, LLC 401(K) PLAN PN) D oot
1c Effective date of plan
04/11/2010
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) 20-1115330
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
AMERICARE KIDNEY INSTITUTE, LLC C Sponsor's telephone number

216-799-4584

2d Business code (see instructions)
805 COLUMBIA ROAD
SUITE 109 621399
WESTLAKE, OH 44145

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 72
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 71
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 58
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) 67
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 41
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 43
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 2

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. 09/30/2025 KEITH PETRAS MD
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

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
@ 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 14172673 15739620
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 14172673 15739620

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) 49708
(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 439028
(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 1601385
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 2090121
d Benefits paid (including direct rollovers and insurance premiums
1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 379110
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 144064
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 523174
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 1566947
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 2K 2S 2T 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
2520.1013.) covvvvveeeeeeeereeeeeseeeeeeeeeeeeeeeeeeseeseeseeeeeeeeeseeseeeeeeeeeeeeeeeeeeeeeeseeseseeeeeeeseeeeseeeereseeeeeneeeerees 10h X
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 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
@ “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 08/ 11/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703320A,




Form 5500-SF Short Form Annual Return/Report of Small Employee biliat g
Dapariment of e Trsusury Benefit Plan
imaril Ravare Sorvie This form s required to be filsd under sections 104 and 4085 of the Employes Refirement 2024
Dapuriment of Labar Incoms Securty Act of 1974 (ERISA), and sections B057(b) and BO58(a) of the Intemal
Ermplayan Bonsdts Sécurty Adimirisbition Revanue Code (the Coda). T'g!l:;";" Is ﬂcntﬂl to
3 ublic Inspe
s i s » Complete all entries in accordance with the instructions to the Form 5500-SF.
| Partl | Annual Report Identification Information
For calandar plan year 2024 or fiscal plan yoar beginning 01/01/2024 and ending  12/31/2024
A This retumireport is for: E a singte-employer plan DB multipie-employer plan (not multismployer) (Pension Plan filers checking this box

must attach Schedule MEP, Other plans must attach a st of participating employer
information in accordance with the form instructions. )

B This return/repart is [] the first returnvrepart []the final returnireport

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

[ ] oFvE pragram

C Check box if filing under; K] Form 5558 [ ] automatic extension
[ ] special extension (enter description)
D 1f the plan is a collectively-bargained pian, check hara., E T e

E If this is & ratroactively adopted plan permilted by SECURE Act section 201, check here ...................... v []
| Partll | Basic Plan Information—aenter all requested information
1a Nama of plan 1b Thrae-digit plan nurmber
Amaricare Kidnay Institute, LLC 401(k) Plan (PN) P 003
1c Effective date of plan
a4/11/2010
2a Plan sponsor's name (employer, If for a single-employer plan) 2b Employer Identification Numbar (EIN)

Mailing address (include raam, apl., sulle no. and strest, or P.O. Bax)
City or town, stale or province, country, and ZIP or forelgn postal code (if foreign, see instructions)

Amarlcare Kidney institule, LLC

20-1115330

2c

Sponsar's telephona number
(218) 798-4584

2d

Business code (see instructions)

BOS Columbia Road 621399
Suite 108
Westiake, OH 44145
3a Plan administralor's name and addrass H Same as Plan Sponsar. 3b Administrators EIN
3¢ Administrator's telephone number
4 if the name andlor EIN of the plan spanser or the plan name has changed since the last returndrepart | 4b ElN
fited for this plan, enter the plan sponsor's nama, EIN, the plan name &nd the plan number from the
last return/report. 4d PN
a8 Sponsar's name
€ Plan Nama
5a Total number of parficipants at 1he beginming of e PIEN YBET oo s seres Sa [
b Tolal number of participants at the end of the plan yaar .. b 71
c(1) Number of participants with account balances as nftha hﬂglnnlng af Iha pfarl year {unl:,r daﬂnad 5¢(1)
contribution plans completa this item) ... oG 58
c(2) Number ol participants with account hamas as nl' l.ha en:l ur II'!E: plan yaa:r {mly dsnnad 5¢(2)
contribution plans complete this ftam) ... 67
d(1) Total number of active participants at the beginning of the plan year... Sd(1) M
d(2) Total number of active participants at the end of the plan year .. . . 5d(2) 43
& Mumber of participanis who terminated employment during the ;Jlan yEEr wllh un‘.mnd bnnn!ﬂa Ihat Be 7
wara less than 100% vested ..

Caution: A ponalty for the lata nrlm:umphil I'Illng thI: rliun'ul'rlport will I:nl lsnsnd unlﬂ;s rnnnnlhll cause Is established.

Under panalties ol pedury and other penaliies sal forth in the instructions, | declars that | have examined this returnireport, including, if applicable, a Scheduls
5B or Schadule MB completed and signed by an enrofled actuary, as well as the elactranic varsion of this returndreport, and to the bast of my knowledge and

For Paparwark Reduction Act Netles, see the Instructlons for Form 5500-SF.

SIGN . _,/,L_ q;gg ﬂﬂ& Kaith Petras MD
S?nnﬂurn of plan administrator | Enter name of individual signing as plan sdministrator
BIGN
HERE i .
Signalure of employer/plan sponsor Date Enter name of individual signing a5 employsr or plan sponsor

Form S500-5F (2024)
. 240311




Form 5500-5F (2024) Pags 2

6a Were &l of the plan's assats during the plan year investad in eligible assets? (See instructions.). . i E Yes D Mo
b Are you claiming a waiver of the annual examination and repad of an independent gualiled puh‘ll.c acoounant UQPA}
under 28 CFR 2520.104-467 (Sse instructions on walver aligibility and condifions: ). ...co oo mmm o s s E Yes D No

If you answered "MNo” to either line Ba or line 6b, the plan cannot use Form 5500-5F and must instead use Form 5500.
€ fthe plan is a defined benafit plan, is it covered under the PBGC Insurance program (see ERISA section 4021)? ....[ | Yes [ |No [] Not detarmined

If “¥es" is checked, anter the My PAA confirmation number frem the PBEGC pramium filing for this plan year, . (Ses instructions.)
| Partlll_| Financial Information
7 Plan Assets and Liabilities (a] Beginning of Year {b) End of Year
B Totol Pl RSB Lot isssiisas i b asainndahssas Libd bt ad L Sk Ta 14172673 16738620
b Tolal plan lablities ..... - . Th 0 ]
C Ngl plan assets (sublract line Tb from fine 7a) ... Te 14172673 15738620
8 Income, Expansas, and Translars for this Plan Year {a) Amount {b) Total
a Contributions received or recaivable from:
). Emplavam ..o | B[} 48708
() PorCIBAS oo it isisnsicsisissmsnbissisisiisiasiisianissnn_| BT 439028
{3) Others t_um:ruding ru]lwars} sereerseerr e | B8(3) o
b Cther income (loss) ... O Bh 1601365
€ Total incoma (add lines 8a{1), 8a(2), BE[.’:‘I} and Hn‘; Be 2090121
d Benelis paid t:ncluchng direct roflovers and insurance premiums
10 DIOVICS BBNBALEY..covincsisiiiseiiissmmsasssasisssssssssssissimiiisizmsssseniss | 81 379110
2 Cartaln deamed and/or corractive distributions {see instructions) . Be 0
f Administrative senvice providers (salaries, leas, commissions) ... Br 144084
__§ Other expenses... T T —— Bg ]
h Total experses {add lines Bd, Be, BF. and Bg} ............................... Bh 523174
i Mslincoms (loss) (subtract line 8h from lne 8a) o, Bi 1566947
] Transfers Lo (fram) the plan (see ISUUEHONS). oo 8j

[ Part IV iPInn Characteristics

9a |Iftha plan provides pension benefits, anter the applicable pension lealure codas from the List of Plan Characteristic Codes in the instructions:
2h 2E 2F 26 X 2K 25 2T 3D

b |If the plan pravides weifare benefils, enter the applicable welfare fealure codes from the List of Plan Charsotanstic Cades in the instruclions:

[ Part V | Compliance Questions

10  During the plan year, Yes | No Amount

a ‘Was there a fallure to transmit to the plan any paricipant confributions within the time period
descrined in 29 CFR 2510,3-1027 Continue to answer "Yes™ for any prior year falures unlil fully

corecled. (Ses Instructions and DOL's Voluntary Fiduciary Correction Program)... ieisnaianes | "D X
b Were thers any nmmampl transactions with Eny paﬂ}r—n't-lnteraat'? IEII:! not er:Iuda Iransacih:m-a %

raporied on ne 108 ... i s S i deackasssnsnipiibeeic || M
€ Was tha plan govered by a fidelity BONGAT ..o smmesisersspmrmssesmsesssmensessssss | 106 | % S00000
d Did the plan have a lass, whether or nol reimbursed I:I:.I tha plan 5 TI:IEJI-ty band, thal was caused X

by fraud or dishonesty? ... - 7 i | 106

e ‘Ware any feas or mmrmsslona pah:l to any hmkeq‘s agunts or ather parsons hy an Insurance
carrier, Insurance service, or olhar nrgm.nlzatlnn fihat pru'.ril:lnﬂ same of all of the bepelits undar

na plan? (Ses inslructions.).... e b e inires TR e e [ X
f Has the plan failed to provide any benefit when dus under the plan'? v eensonss | 40F X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .. ... 10g X
h I this Is an Individual aceount phm was there a blackoul parlnd'? {Saﬂ Instructions and 29 CFR

LT TR 112 ) P | 10n "
i 1100 was ammnmd 'Yas chack thn box lfyuu almﬂr pmwd-ad the mquwad notice or one of the

excaptions 1o providing the notice applied under 28 CFR 2520.101-3 ..o 10
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Part Vi | Pension Funding Compliance

11  Is this & defined benefit plan subject ta minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Farm 5-5-!]1}] and lines 11a and b below, }il‘ this is a defined contributicn purls]nn pl&n leave ling 11 blank and mmp!m lire 12 D Yasg E] [
badow... =
a Enter the l.ﬂ'lﬂﬂid minimum mqtdmﬁ contributions for all years from Schedule 58 :‘Furm Eﬁﬂﬂ} line 40 ] 11a ]

b PBGC missed contribution reporting reguirements. If the plan is covered by PBGC and the amaunt reported an line 11a Is greater than $0, has PEGC
been notified as required by ERISA seclions 4043(c5) andior 303(k)(4)7 Check the applicabla box;

D Yes.
D Mo, Reporing was walved under 25 CFR 4043.25(c){2) becausa contributions equal 1o or exceeding the unpaid minimum required confribution

ware mada by the 30th day after the dus date,
Mo, The 30-day period referencad in 29 CFR 4043.25(c)(2) has not yat ended, and the sponsor infands o make a confribufion equal o or

exceading the unpaid minimum required contrbution by the 30th day after the dus date.
D No. Other. Provide explanation

12 s this a defined contribulion plan subject to the minlmum funding requiremants of saction 412 of the Code or section 302 of

B = D Yes El Mo
(if “Yas,” mnpra{a Hr:a 123 ot Imas 121: 121: 12d and 125 hnimu as appllt.nhm } I1' Ihls :s a daﬂnad !:nrbaﬂl pnnainn ph&n Iua'm

fine 12 blank and complete ine 11 above.

a If a waiver of the minimum funding standsrd for a prior year is belng amortized In this plan year, see instructions, and enter the date of the letter uling
Qranting e WRIVEL, oo s e s s sassas s s g oy e g g s s s Month Day Year

If you completed ling 12a, complete lines 3, 9, and 10 of Schedula MB (Farm 5500}, and skip to line 13.
b Enter the minimum required contribution for this plan YEEr ... . 12b

€ Enter the amount contributed by the employer 1o the plan for this pﬂan year . 12¢
d Subtract the amount in lina 12c from the amount in line 12b. Enter the result {antnrﬂ minus sign o the left of a 12d
L T T T T —

@ Wil the minimum funding amaunt reportad on line 12d ba met by the funding deadling?.................ccoooiiiieiens [] ves [] mo [] ma

| Part VIl | Plan Terminations and Transfers of Assets

13a Has aresalution to tarminats the plan been adopted in any plan yesr? ..., P R R D Yas E| Mo
a I "Yes," enter the amount of any plan assels that reveriod to the umpln;rnf this year... 13a
b Were all the plan assets distributed o pari]mparnts or benaficiaries, transferred to another plan ar bmught under the D Yes @ Na
control of tha PBGCY .. i
€ If, during this plan year, any assets or l]anllrtla-a W lruns[nrred froom lnls plan to anathear piarn{s} 1|:lent|fg.r the pIanfs} 3]
which assets or llabilites were transfarmed. (See instructions. }

13c(1) Mame of plan(s);

13e(2) EIN{s) 13&(3) PN(s)

| Part VIl | IRS Compliance Questions

14a Does the plan safisfy 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 niles?[ | Yes ] Mo
14b If this is a Code section 401 (k) plan, check all boxes that apply to indicate how the plan s intended to satisfy the nondiscrimination requirements for
employes deferrals and employer matching contributions (85 applicable) under Code sections 401{k)(3) and 401{m){2).

K| Design-based safe harbar method
[] Pricr year" ADP test

K| “Current year” ADP test

[] A

15 i the plan sponsor is an adopter of a pre-approved plan that recelved & favorable IRS Opinion Latiar, enter the dste of the Opinion Letter
(MM/DDAYYYY) and the Opinion Letler-saral numbar_ Q7033204

081172020




