
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

THE ANDREW LAUREN COMPANY INC.401(K) PROFIT SHARING PLAN & TRUST 001

01/01/2000

8909 KENAMAR DR., SUITE 101 
SAN DIEGO, CA 92121

86-0726339

THE ANDREW LAUREN COMPANY INC
858-793-5319

444110

X

18

17

18

17

10

9

0

Filed with authorized/valid electronic signature. 09/23/2025 DAVID DOMINGUEZ

Filed with authorized/valid electronic signature. 09/23/2025 DAVID DOMINGUEZ
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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

212417 228602

0 0

212417 228602

0

0

0

20963

20963

0

0

4778

0

4778

16185

0

2A 2E 2F 2G 2T 3D 3H

X

X

X 100000

X

X

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

X

Q702379A
06 30 2020





Form 6600-SF Short Form Annual Return/Report of Small Employee 
Benefit Plan 

0MB No.. 1210-0110 
1210-008Q 

2024 
� .. � 

�--..,­
--o....ir� 

Thlt form II required lo be flied under section• 104 end -1065 of the Emplovff Retirement 
Income Securttv Act of 197-1 (ERISA), ind section 6057(b) and 8058(1) of the Internal 

Revenue Code (the Code). This Porm Is Open to 
Pub4lo lnsP90tlon 

► Coms,fet9 all entries In aooordanoe with the lnstruotlons to the Ponn AOO-S,. 
Part I Annual Re rtldentiftcationlnformatJon 

For calender p11n year 202-1 or fllcal p11n year beginning 01/01/2024 and ending 12/31/2024 

A This return/report II for: Ii a llng�loyer plan D I multlpfe..employer plan (not mufllemployer) (Pension pltn fliers checking this box 
must attach Schedule MEP. Other plant must attach a Hit of partlcipetlng employer 
Information In ■ocordanoe with the fonn lnstruc:tlont.) 

B Thia return/report la: □ the flrst retumlrepoct D the fine! reb.lm/repo,t 
D an amended retumlrepoct 0 • thortplln year return/report (leu than 12 montht) 

C Check box If tiling under. � Fonn 5558 D automatic extension 
D 1pecill extension (enter description) 

D If the plan la a collectlvely-blrg1Nd plan, check here 
E If thla I a troedlvely adopted plan permitted by SECURE Ad. section 201 c:hedc he I re . re 
I Datt n•·I R•cr.� Plan · - .. 

-flntttrlll .. --

1a Name of plan 
'!t'D ANDRSW L2WR&N CCICP.INY INC.40l(Jt) PROrIT SHARING PLAN C 'l'ROST 

□ OFVC program 

:B 
1 b Th�lt plan number 

(PN) ► 
1 C Effective data of plan 

01/01/2000 

001 

2a Plan sponsor's name (ef'11)1oyer, If for a slngle-employerplaw 2b Employer ldentincatlon Number 
Malling Address (Include room, apt, 1ulla no. and street. or .0. Box) (EIN) 86-0726339 City or town, stete or province, country, and ZIP or foreign postal code (If foreign, eee Instructions) 

2c Sponsor'& telephone number '!t'D ANDRSW L2WR&N CCICPM? INC 
(858) 793-5319 

8909 DNMG.R DR.. SOZ'l'I 101 
2d Business code (see Instructions) 

444110 

OS US DISQO CA 12121 

3a Plan adminlltrator'1 name and addresa UU Same es Plan Sponsor 3b Administrator's EIN 

3c Administrator's tetephone nunar 

4 If the name and/or EIN of the pll�aor or the fl!:" name hn changed &Ince the Int return/report flied 4b EIN for this� enter the plan 1pon • name, EIN, plan name and the plan number from the last 
return/ 

• SponlOr'a name 4d PN 
C Plan Name 

5a Total number of partlclpantl at the beginning of the plan year 6a 18 

b Total number of participants at the end of the plan year 6b 17 
c(1) Number of partlc:lpanta with account balance&•• of the beginning of the plan year (only defined 

6c(1) 18 oontr1btJtlon plans complete this Item) 
c(2) Nuimer of participants wlttl aocount ballncea a■ of the end of the plan year (only defined 

6c(2) 17 contribution plant complete this Item) 
d(1) Total number of adlve participant, et the beginning of the plan year 6d(1) 10 

d(2) Total number of ec:tlve partlclpanta et the and of the plan year 6d(2) 9 

• Number of participants who terminated employment during the plan year with acaued benefltl that 
6e 0 were leu than 100% vested 

Caution: A e,naJty for the late or lnoomfl!!!! tiling of this mum/report wlll be asrmed unless rN&onable oause Is ntabllshed. 
Under penaltlN ot peljlMy and o«tllW penaltlot Ml fo!1h In the lnalluc:Clona, I declal9 lhat I hlw examined lhla 111lumlreport. lnduding, H appllcatlle, • � 
SB o,; Sdl8dlAe MB <Xll'l,plel.ed and liglied l'Tf an llfTOlled aaua,y, • W911 • the e1earon1o Y9f'llon of 1h11 ratlmTilpO(t. and to the beat ot my knowledge and 
belief, H la true, OOfTed. and oomplele. 

SIGN 

HER& 

David Dcllinques 
Enter name of Individual • n 
David Dcllinque• 

n admrilstrator 

SIGN 

ttJift.E Enter name of lndhlldual algnlng as employer or plan sponsor 
For Paperworl( Reduction Aot Notloe, SN the lnstluotloM for'°"" H00-8f', l'orm HOO-al' (2024) 

v. 240311 



foau ssoo-sF 2024 Paae2 

6a Were an of the plan', assets during the plan year Invested In eligible aasell? (See Instruction,.) --------- li]Yes 0No 
b Are you claiming a waiver of the annual examination and report of an Independent quallfled public a000untant (IQPA) 

under 29 CFR 2520.104-46? (See lnstructlont on waiver eflgl)lllty and conditions.) ------------ [i]Yes □No 
If you•� "No• to either One la or llne lb, the plan cannot UH l'orm HOO-SI' and must lnstNd UM l'onn AOO. 

C If the plan II a defined benefit plan, Is ltOOYeAtd under the PBGC Insurance program ( ... ERls.1' aec:tion 4021)? Oves 0No 0Notdetermlnect 
If "Yea• II chedced, enter the My PAA oonflrmltlon number from the PBGC premium ffling for thil year ________ _, (See instructions.) 

I Part UI I Flnanclal Information 
7 Plan Assets and llabilltles <i,;..1 

� 

a Total plan assets 7a 
b Total Dian llabilllies 7b 
C Net nlltn asets (subtract line 7b from fine 7a) 70 
8 Income, Expenaes, and Transferl for thlt P1an Year -� 
a l,,Ql',w;.,w.;...,_ received or receivable rrom: 

m-;:., &al1\ 
,� Participants lal2l 
(S) Others �,_,,;:,111 roloversl lall) 

b other inc:0me 00-) lb 

C Total Income (aclcl lines 8a (1), 8a (2), 8a(3), and 8b) lo 

ttenefils paid (inc:luding direct rolloYerl and muranoe premnma 
to orovide beneffls) Id 

• Cer1ain deemed and/or correc:ttve dillributlont Caee lnstnlctlona) - .. 

f Administrative MMCe • (salaries fees cormillslont) - If 
a otheremenaes la 

h Total emenses (add nnet 8d, Se, 8f and Sal 1h 
I Net Income Oosal (subtract fine 8h from line 8c) II 
I Transfers to (from) the Dian (see lnatruc:tlona} lj 

I 9art IV 1 Plan Charact.rlstlcs 

(a) 8eQ!nnlng of YNr 
212,417 

0 

212. 417 
(a)Amount 

0 

0 

0 

20,963 
-

• ll 

0 

0 

4,778 

0 

,i;,;'."),>-.'.'.. r
=

,;�-:_::;.-;- .�"':�. t•· 
:��;. ••_,t.,.,_.•'..A "' • ,: .. .. .. 

0 

,. 

..;, . 
. ' 

.. 

.,, 

., 

"' 

.. -

(b) End ofYNr 

. -

(b) Total 

-

. 

.. 

-,,.., .,. 

228,602 

0 
228,602 

20,963 

... 778 
16,185 

9a If the plan provides pention benefits, enter the applicable pension feature codes from the Lilt of P1an Charactertltlc Codes In the ilstrudlons: 
2A 2Z 2r 2G 2T 3D 3B 

b If the plan provides welfare benellls, enter the applicable welfare feal\Jre codes from the Ult of P1an Charaderiltlc CoclH In the lnstructlon-.: 

rPartV � ComDllance Questions 
10 During the Dian year: Yes No Amount 

a Wat there a fallure to transmit to the plan any partldpant contrlbutlont within the time pertod 
described In 29 CFR 2510.3-102? Continue to answer "Yes• for any prior year failures untll fully 
oorreded. (See lnatrudlons and OOL'• Voluntary Flduc:larv CorTedJon Program) 108 X 

b Went there any nonexer11)t tranaactiont with any party-m--lnterelt? (Do not Include tranualont 
rADOrtAd on line 10a.) 10b X 

,i 

.. 
• f\ 

,J 
·4 

C Waa the plan oovered by a tldellty bond? 10o X 100.000 

d Did the plan have a 1061, whether or not revnbursed by the plan'• ftdellty bond, that w11 caused 
by fraud oc dlshonNty? 10d X 

• Were any fees Of oomm!Mlont paid to any brokers, agents, or other pel'IOlla by .an Insurance 
earner, Insurance teMOlt, oc other organization that provldel .arne or all of the benefttl under 
the plan? (SN lnttructlonl.) 10. X 

f Has the plan fllled to prOYlde any benefit when due undef the plan? 10f X 

g Did the plan have any participant loans? (lf-VH,• enter amount• of year end.) 10o X 

h If thla II an Individual eooount plan, wu thent a blacitout period? (SN lnltrudlona and 29 CFR 
2520.101-3.) 10h X 

I If 10h was answered -V es,• c:hec:k the box If you either provided the required notlce or one or the ' 

exceptions to providing the notice applied undef 29 CFR 2520.101-3 101 . � " 
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Part VI Pension Fundln 

11 la this a deftned benefit plan� to minimum funding requlremerrtl? (If "Yff,- IN lnatruc:tlonl and c:on,>IN Schedule 
SB (Form 5500) and llnea 11a and b below.) If thll la• defined oonlrt>utlon pension plan, leave Hne 11 blank and c:on,>lete 0 YN Ii] No 

b P80C missed oontr1butlon iwportlng l"9qUlnments. If the plan la covered by P8GC and the amount reported on line 11 a la gl'Ntlef than SO, 
haa PBGC been nctlfled aa requir.ct by ERISA aec:tlona 4043(eX 5) and/or 303(kX-4)7 Chedc the applicable box: 

Ovn. 

D No. Reporting waa waiv.cl under 29 CFR -40-43.25(eX2) beeaUM 00ntr1butlonI equal to or exceeding the unpaid minimum required contrl>utlon 
were made by the 30th day after the due date. 

D No. The 30-day period refllrenoed In 29 CFR -40-43.25(e}(2) hn not yet ended, and the sponsor lntendl to make a oontrl>tlUon equal to or 
exceeding the unpaid minimum required oontrl>ution by the 30th day attar the due data. 

D No. Other. Provide explanation 

12 h this • defined oontr1>1.rtlon plan subject to the minimum funding requirements of aec:tlon -412 of the Code or teetlon 302 of 
ERISA?---------------------------------- D Yes lI] No 
(lf"YN,- c:on,>leta One 12a or Unn 12b, 12e, 12d, and 12e below, n applicable.) lfthla II a defined benefit penIion plan, 
leave line 12 blank and line 11 above. 

a If a waiver of the minimum funding standard for a prtoryear II being amortized In this plan year, 1ee lnstructlona, and enter the date of the letter 
ru Hna ntl the Iver Month Da y gra !!II wa ): ear 

lhou line 1 h oom......_ lines a. I and 10 Of Schedule MB (Form AOC>). and sltlo to line 1 a. 
b Enter the minimum required eontrtbutlon for this plan year. 12b 

C Enter the amount oontrl>utecl by the employer to the plan for the plan year 12c 
d subtract the amount In lne 12efrom the amount In lne 12b. Enter the resul (enter a mlnuI sign to the left 12d of a neaatlve amount\ 
• win the minimum funding amount reported on 1ne 12d be met by the funding deadline? □ Yn □ No O NIA 

I Part VII I Plan Terminations and Transfers of Assets 

13a Hal a resolution to terminate the plan been adopted In any plan year? □ YH (i] No 
If "Yea,• enter the amount of any plan asaett that reverted to the employer this year 1Sa 

b Were aa the plan asaett di.tnbuted to participants or benaflclariH, tranIr.rred to another plan, or brought under 
the oontrof of the P8GC? 

C If, during thll P'&fl year, any uuts or llablltles were transferred from thll plan to another plan(1), Identify the plan(a) to 
which •Mets 0, Rabllltiel wefe transferred. (See lnstructioM.) 

0 Yes Ii] No 

Uo(1) Name of plan(&): 13o(2) EIN(1) Uo(S)PN(1) 

f Part VIII I IRS Com0llance Questions 
14a � the plan �the ooverage and nondlacrinlnallon tHta of Code aectlona-410(b) and-401(a)(-4) by comblnlngthla plan wth any othef' plan& 

under the permls&lv• aoo151tlon rules? D Ye■ fi] No 
14b If thll II • Code MCtion -401 (k) plan, c:hedc all boxes that apply to Indicate how the plan II Intended to Ntllfy the nondlwvnlnation requirements 

for� deffflala and e�r matching eontr1butJonI ( .. applicable) under Code aectlona -401 (k)(3) and -401 (m)(2). 

B 
OMlgn-baMd ufe harbor method 
"Prior yea,. ADP tHt 

Ii] •current year ADP tHt 
NIA 

16 If the plan apon■or II an adoptaf of a prHpproved plan that received a favorable IRS Opinion Letter, enter the dat• or the Opinion Letter 
2.§U2! 2020 (MM/00/'fYYY) and the Opinion Leiter aerial number 0702372• . 


