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
VANTAGE SURGERY CENTER 401(K) PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
01/01/2010
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) 45-0516750
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
VANTAGE SURGERY CENTER C Sponsor’s telephone number

609-654-5795

2d Business code (see instructions)

350 YOUNG AVE
MOORESTOWN, NJ 08057 621900

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..............cccccoeueueveieveveeeeeeeeeeeeeeeeeeean 5a 54
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 53
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 36
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) 34
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 47
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 50
€ 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. 09/05/2025 PATRICIA MACMASTER

HERE Signature of plan administrator Date Enter name of individual signing as plan administrator

SIGN Filed with authorized/valid electronic signature. 09/05/2025 PATRICIA MACMASTER

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



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 @ 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 2781650 2744817
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 2781650 2744817

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) 103436

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 207675

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 398715
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 709826
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 746659
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 0
g Other EXPENSES ...t 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 746659
i Netincome (loss) (subtract line 8h from line 8c)............................ 8i -36833
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 2K 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 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 X
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
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_ Q703007A,




Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. :g}ggggg
Depardmonl of the Yreasury Beneﬂt P|an
InomeTRevenie Gondee This form Is required to be flled undor sections 104 and 4086 of the Emptoy?et R?llreme’nl 2024
Income Securlly Aol of 1974 (ERISAY, and seolion 8057(b) and 6068(a) of the Interna
Enplspos Bty Bty Revanue Cade (the Cods). T'gi glll);’::\!:peoopl?c?nm
Ponslon Danalil duscaly Corparten » Complate all entrles In accordance with the Instructions to the Form 6500-SF,

FRartilll  Annual Report Identification Information

For calendar plan year 2024 or fisoal plan year baginning 0L/01/2024 and ending

12/31/2024

A This return/raport Is for: [g} 4 single-employer plan

D a mulliple-employer plan (not multlemployer) (Penslon plan filers checking this box

must altach Schedule MEP, Other plans must aliach a list of parlioipating employer
informatlon In accordance with the form Instructions.)

B This return/report Is: D the Hrst relurn/report

D an amended return/report

C Check box if flling under: Form 6568 D automatic exlenslon
special extension (anter descrlption)

[] the final returnireport

D ifthe Plan lsa CO"QO“VO‘Y‘[)E[Q&“‘\Qd plan, chack hore wunnmmnnn

D a shor plan year relurnireport (less than 12 months)
D DFVG program

[CENRNR LTI TTE IR AL R AL) ’ H
E Ifthls Is & retroactively adopled plan permilled by SECURE Acl sectlon 201, ¢heck hare nuomnnnn P

LA

1a Name of plan
VANTAGE SURGERY CENTER 401 (K} PROFIT SHARING PLAN

15 Three-diglt plan number
(PN) > 001

1¢ Effactive dale of plan
01/01/2010

2a  Plan sponsor's name (employer, If for a single-employer plan)
Malling Address (nolude room, apl,, sults no. and sireel, or P,0, Box)
City or lown, slale or province, country, and ZIP or forelgn postal cods (If forelgn, see Instruclions)

VANTAGE SURGERY CENTER

360 YOUNG AVE

U8 MOORESTORN NJ 08057

2b Employer (dentifioation Number
(EIN) 45-05167560

2¢ Sponsor's lelophone number
(609) 654-B798

2d Buslnass code (see Insiructions)
621900

3a Plan adminlstralor's name and address 1K 1Same as Plan Sponsor

3b Adminlstrator's EIN

3¢ Adminislrator's telephone number

If the name and/or EIN of the plan sponsor of ths plan name has ohanged slnce the laat returnfteport llad
4 for this prf;n enter the p?an spgnsor‘g name, ESN. he ppan name anél l?e plan number from the lagl 4b EIN
return/report,
a Sponsor's name 4d PN
¢ Plan Name
5a Tolal number of parﬂclpan!s althe beglnnlng of the plan year " nuan g 5a 54
B Totel number of pﬂr(lclpanls al tha end of the plan year L I gy &b B3
e(1) Number of parlcipants with account balances as of the beglnning of the plan year (only defined 5c(1)
contribution plans complele {his |lem) T g e i 36
©(2) Number of parliclpants with account balances as of the end of the plan year {only defined 5c(2)
contribullon plans complete this llem) N T T T T e T P Y T L A Y P T 34
(1) Total number of aclive participants at the beginning of the plan year — swmcmmmmnammnsasaiamn | 50(1) 47
d(Z) Tolal numbar of active parlicipants al the end of the plan year I T T U T T T T T 5d(2) 50
e Number of participants who terminaled employment during the plan year with acerued benefils that
were less than 100% vested SRR 1 " WG WO 6e Q

Gautlon: A penally for the fale or Incomplote flling of this returnfraport wlil be assessed unless reasonable gause Is established,

Under penalllos of perjuty ang other panattles sef forth In the Instruclions, | declare that | have examinad this relurn/rapor, Including, If applicable, a Schaduls
$8 or Schadule MB comploled and slgned by an encolled acluary, as well as the elecironle version of this relurnfreport, and to the best of my krowledge and

be)er, s Inje, cortegl, and cpmple)\e,. i /.
e ALty [VALL JVRAAA, TATNS | LGy MAUNASTEE.
B Slgm_zlure/o/plan adminlstrator  ce—e Dale Enler name of Indlvidual slgning as plan adminlsirator

S = SN TN ARgllZEN . TROTCHARD

N :
S(gnature o(emmgyerlﬂan sponsor S~—— Date Enter name of Individual signing as employer or plan sponsor

For Paperwork Reduction Aat Notloe, see the [nstructions for Form 6600-SF,

Form 6600-SF (2024)
v, 240311

et s e« b s v e e n e




Form B600-SF 2024 Page 2

[=2

Were all of (he plan's assels durlng the plan year Invesied In ellglble assels? (See Inslrucllons.) annnan EjYes [No
Are you clalming a walver of the annual examination and report of an Independent quallfied publlo accountamt (IQPA)
under 29 CFR 2620,104-487 {See Instructions on walver eligibliity and condltions.) T w [E]Yes [[INo

If you answered "No" {o eltltar [ine 8a or line 8h, the plan cannot use Form 600-SF and must Instead use Form 8600,
{fthe plan Is a dofined benefil plan, {s it covered under the PBGC Insurance program (see ERISA section 4021)7 CYes [TINo [ Not determined
I *Yes" Is checked, enter the My PAA conflrmation humber from the PBGC premlum flling for this yaar . {See Instructions.)

rkllE| Financlal Information
Plan Assels and Liabllltles

7 s (a) Beglnning of Year {h) End of Year

8 Tolal plan 858018 sunimusmaammsmnisimiminsomms i ia 2,781,650 2,744,817

b Total phln llabllilles  vmasteimusnninsnmmismsinasanensammm Th 0 0

¢ Nel ptan assels (5ubifacl {ine 7h from line 76) LA LU 76 2, 781, 650 2, 744,817

8  Income, Expenses, and Transfers for thls Plan Year S (a) Amount {b) Total

& Conlrbullons recelved or recelvable from: ' B : :
(1) Empioyers AP IR IR EE (TR L I O 1 01 83(1) 103,436 A 4
(2) PaﬂICIpantS AR LEEEL] AL L R L LA L 86(2) 207’ 675 u
(3) Others (Including roflovers)  auwmmnnmmimmiannnnmmesm| 88(3) 0 A
Other Income (!083) LU I TSI SO LTI LI VL R O T g gh 398 1 718 2 N Sha 5 3 ‘
Tolal Income (add lines 8a(1), Ba(2), 8a(3), and 8b) T L ;_7'?'“ ”gﬂ"%,;,;- 5 Sebebeiit 709,828
Benafits pald (Including direcl rollovers and insurance pramiums £ 2 ey
o p10V|d0 ben@ﬂl&) G EIE R I VS LRI R S EE N rer e Vb 8d 74 61 859 s ; 5 3 RISV
Certaln deemad andfor corrsollve distributlons (ses Inslruclions) w] 8s 0 [ha ;
Adminlsirallve service providors (salarles, fees, commisslons) |  8f 0 :
O(her expenses A R R L L L R X RN og . - 0 3 b 7 2 e A - Y 1
Tolal exponses (add lnes 84, 88, 81, aNd 8g)  wmummmmenvn|  8h | IGREI e 0 S 746,689
Net Incoms (loss) (sublract (ne 81 from Hn8 80)  wuumsussn) 81 e e _____(36,833)
TfﬂnS(BfS to (from) the plan (569 |n3lm0u0n3) SN 318 o) l 0 ‘ 2 " ‘,,.(,‘,&%3;% ae 5 “ : ) gﬁﬁ

Plan Characteristics

i the plan provides pension benefits, enter the applicable penslon fealure codes from (he List of Plan Characterlstio Codes In the Instructions:
2B 2F 26 20 2K 2T 3B 3D

If the plan provides welfare benslils, anter the applicable welfare feature codes from the List of Plan Characterlstio Codes in the inslructlons:

HVall Compllance Questions
During the plan year; Yes [ No Amount

a  Was thore a fallure to transmit to the plan any parlicipant contributions within the time perlod
described fn 28 CFR 2610,3-1027 Continue to answer "Yes" for any prlor year fallures tntll fully

correcied. (Ses Instriclions and DOL's Voluntary Flduclary Correclion Program) s AL X
b Wers there any honexempt transactions with any party-i-Interes!? (Do not Include lransactions

repodad on Ilne 103 ) L e e X S R X A X SO T T KAt T 10b X
¢ Was the plan covared by a fidellly bond? wamusmumamnun teon 10¢ | X 500,000
o DId the plan have & loss, whether or not relmbursed by (he plan‘a fldelity bond, thal was causad

by fraud or d|9h°n93iy? I g 10d X

@ Ware any faes or commisalons pald to any brokers, agsnts, or other persons by an ihsurance
carcler, Insurance service, or olher organlzatlon that providos aome or all of the benelils under
the p(an? (396 Inal(ucllons.) AN I PR un N e | 100 X

f Has U\e plan falled {0 provide any bensfil when due under the P'an? s | 10f
¢ Dld the plan have any pariiclpant loans? {If "Yes," enler amount as of year end.) anmimnnasann | 109
b IFthis Is an Individual account plan, was there & b!ackoul par!od? (See Instructions and 29 CFR
2620.101-3.) wonnrmmreany O, v wonemnne | 100 | X
I 16 10h was answered "Yes," check the box If you allter provided (he requlred notloe or one of the

oxcopllons lo providing (he nolice applled under 20 GFR 2620.101-3 avinmminmasanouonmnmm | 101 | X




Form 8600-SF 2024 Page 3 “ |

(i Penslon Funding Compliance

11 is Whis a defined benaflt plan subject to mintmum funding requiremenis? (If "Yes," see Instruclions and complete Schedule
EB {Form 6600) and fines 11a and b below.) If thla Is a defined contribution penslon plan, leave line 14 blank and complele ] Yes No
ﬂ8 12 bB'OW [TI1118 DRNSOAOREORR R o tingNog seqty TN TR ENTEEY N ITIOLS [YRTARIA XA R LY IRTLIRENTTS
A, Enter the unpald minimum required conlrbutlons for all years from Sehedule B (Form 6600) line 40w | 11a l

b PBGC missed oontribution reporting requiremants, if the plan Is coverad by PBGC and the amount reporled on iine 11a Is grealer than $0,
has PBGG been nolllled as required by ERISA sections 4043(c)(5) andfor 303(k)(4)? Check the applicable box:

1 Yes.

[T No. Reporting was walved under 20 GFR 4043,26(c)(2) because contribullons equal fo or exceading the unpald minimum requlred contribution
ware mada by the 30ih day after the due dale.

7] No, The 30-day perlod referenced In 20 CFR 4043,26(c)(2) has hot yet ended, and the sponsor Intends to make a contribution equal to of
exceading the unpald mintmum required contribution by the 30lh day after the due date,

[] No, Other, Provide explanation

12 Is this a deilned contribution plan subject to the minimum funding requirements of sactlon 412 of tho Codo or saclion 302 of
ER|SA? L TR I AR R T R AR R AR AR T AR NS " PRI I IR B Y "ne [:] Yes [Z] No
(Il "Yas,” complela line 12a or lines 12h, 120, 12d, and 126 below, as appllcable,) If this Is a defined beneﬂl penslon plan,
leave llno 12 blank and complele line 11 above,

a It a walvor of tho minimum funding standard for a prior year Is belng amortized In thls plan year, see Instructions, and enter the date of the letler
I'u”ng anung "\9 WaWef R LI T TR R LIS KN TN (I TR XS lIl‘HlIHI"ul!IOI!!N!Illlﬂ"lb!ul!l)"lIlI\IHHII"IINIOIN"" Mon(h Day Year

1f you completed line 12a, complote lihes 3, 9, and 10 of Schedule MB (Form 8600), and skip to ling 13,

b Enter the minlmum required contributlon for (his plan year.,, Y wannr | 12D
¢ Enter the amount conlribuled by the employer to (ha plan for the plan year " w | 120
d  Subtract the amount In line 12 from the amount In line 12b, Enter he result (enter a minus slgn to the left 12d
0{ ﬂ nega”V@ ﬂmoun‘) s o O O e G T S O O O X T L N N R R AT XA TR AR AR T
e Wil he minimum funding amount reporled on line 12d be met by {he funding deadiing? i ' [ Yes [ No [ NA

] Yes No

I "Yes," enler the amount of any plan assels (hat everted to the employer this year  wwmomsnmsuannmme | 138
b Wera all the plan assets distributed lo participants or beneliclarles, {ransferred to another plan, or brought under [ Yes No
lhe CONTO! of ihe FBGC? HMIIIOIIIIINNIHH"NI (11113 Illllthll)"llll“I!IOI!Iulllll"”!'l'l'(llllq'llu!lllINH"II!INIIIHIO"

¢ I, dusing this plan year, any assels or lisblilties ware Iransferred (rom this plan to another plan(s), Identity the plan(s) to
which assels or llablilliss were transferred, (See Instructions,)

436(1) Name of plan(s); ' 13a(2) EIN(s) 130(3) PN(8)

5l IRS Compliance Questions

14a Does the plan sallsfy the coverage and nondiscriminallon tests of Code ssctions 410(b) and 401(a)(4) by combining this plan with any other plans
under the permissive aggragation rufes? 7] Yes {X]No

44h if this Is a Code secllon 401(k) plan, check all boxes fhat apply to Indlcate how the plan Is Intended lo satlsfy the nondlscrimination requitements
for employas deferrals and employer malching contributions (as applicable) under Code saclions 401(k)(3) and 401(m){2).
Daslgn-based safe harbor method
7 “Prior year" ADP test
] "currenl year" ADP test
] A

18 Ifthe plan sponsor ls an adopter of a pre-approved plan thal recelved a favorable IRS Opinton Letler, enter the dale of the Opinlon Letter
06/30/.2020 (MM/DD/YYYY) and the Oplnlon Letter serlal number  0703007a




