
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

LEITNER, TORT & DEFAZIO RETIREMENT SAVINGS PLAN 001

01/01/2004

244 FERNWOOD AVENUE 
EDISON, NJ 08837

22-2192812

LEITNER, TORT, DEFAZIO, LEITNER & BRAUSE, PC
732-417-9700

541110

X

20

16

14

10

17

14

0

Filed with authorized/valid electronic signature. 09/20/2025 STEPHEN M. LEITNER
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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

664423 498653

664423 498653

10145

47505

57650

185573

36476

1371

223420

-165770

2A 2E 2G 2J 2K 3D 2F

X

X

X 1000000

X

X

X

X 12157

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

Q703912A
06 30 2020
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Short Form Annual Return/Report of Small Employee 
Benefit Plan 

'l'hle form is required to be flied under sections 104 and 4065 of the employee Retirement 
Income Security Act of 197'4 (ERISA), and sections 8057(b) and 8058(a) of the Internal 

Revenue Code (the Code). 

Form 5500-SF 
Oep•rtmt�L of lhe T1e11uty 

Internal Rev,"ue Stl"llc• 

Cltp,l'lmtOI QI �•bor 
llmplD)'ee 8onofitt Secu�ty Adml�IIUaUon 
Pension 8enent G,;trinry Cor�otatlon � Com late all en ,111 I c ordanc1 with the In F. 

OMS No•· 1210·0110 
1210·0089 

2024 
This Form la Open to 

Public Inspection 

A This return/report Is for: !BJ a s1ngl1·1mployer plan O a multlple·employer PIM (not multlemployer) (F'enslon Plan filers checking this box 
must attach Schedule Ml:P. Other plans must attach a list of participating employer 
Information In accord1ino<1 with the form lnelruotlons.) 

IS This re\1Jrn/report Is O the flret return/rep¢rt O the ftnal re11.1mlr&port 
0 an amended return/report O a lihOrt plan Y14ar raturn/report (le$& than 12 months) 

C Check bo)( If nllng under: � Form 5558 0 :automatic e)(tenslon O ervc program 
O special exten11lon (enter dtecriptlon) 

O If the plan Is a collectlvely•bargalned plan, check he!'$.................................................................. • 0 

Under pMalllet1 of perjury and other penalties set forth In the lnslructlons, 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, a& well as the eleetr'onlc version of thl$ return/rei:iort, and to the beet of my knowledge and 

E If this Is a retroactlvelv adocted clan oermltt<ld bY SECURE: Act seetlon 201 eheek here ............ ............. > n 
1 · Part-:11: , I Balle P Ian Information-enter au reoue&ted Information 

1 a Name of plan 1 b Three·dlliJil plan number I 
LS:ITNE:R. TORT & DlilFAZIO RETUUllMENT SAVINGS PLAN rPNl � 001 

1c £!ffl'letlve date of plM 
Ol/01/2004 

2a Plan sponsor's name (employer, If fore $lngle·•mptoyer plan) 2b employcir ldenllfleatlon N1.1mber (EIN) 
Malling address (Include room, apt., suite no. and etreet, or P.O. Box) 22·2192812 
City or town, state or province, co1.1ntry, and ZIF' or foreign postal code (If foreign, see Instructions) 2c Spor11�or•1 telephone number Leitner, Tort, !')eFa2io, Leitner & Brause, PC n2�417"9700 
244 Fernwood Avenue 2d Business code (s&e Instructions) 

Edison NJ 08837 541110 
3a Plan 11dmlnlatrator'1 name and addrHe � Same ae Plan Sponsor. 3b Admlnlatrator'& EIN 

3c; Administrator's telephone number 

4 If the name end/or EIN of the plan sponsor or the plan name has changed since the last return/report 4b elN 
flied for Ihle plan, enter the plan sponsor's name, EIN, the plan name and Iha plan number from the 
lesl return/report. 4d i:.>N 

a Sponeor'e m,me 
c !!>Ian Name 

58 Total number of participants at the beginning of the plan year ............................................................... 5a ao 
b Total number of ptrtlolplll'l\:9 at the end or the plan year ......................................................................... 5b 16 
c(1) Number of participants with account balMeee ae of the beginning ol the plan year (only defined Sc(1) l.4 contribution plens complete this Item) ................................................................................................. 
c(2) Number or participants with account balam.:e, as of the end of \he plan year (only ctennad So(2) 10 eoritrlbutlon plan& complete this Item) ................................................................................................. 

d( 1) Total number of aotlve partlolpants at the beginning or the plan year .................................................. 5d(1) J.7 

d(2) 'l'otel n1.1mber of active pertlelpants et the end of the plan year ........................................................... 5cl(2) 14 
e Number or participants who termlnlited employment during the plan year wllh accrued benents that 5e a were less than 100% vested ............................................................. , ........................................... 

Caution: A eeru1lt;x for the lato Ot lncOmJ?I&�& flllng Of thl! ratU[n/reeort Wiii be 81S8H&d UQl8!1 r111onable CIUH II Htabllshtd, 

Oate 

Stephen M. Leitner 
Enter name of Individual sl nln as Ian administrator 

SIGN-· HERE Oatt Enter name of Individual sl nln 
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Form 3300-SF (2024) F'11ge 2 

� Yes O No 

� YH O No 

6a Were 111 of the plen'a Hr.et, during th• plan year Invested In ellljllble uaete? (See ln&truotlons.) .. 
b Afe yov claiming a waiver of tht annual examination and reporl or an Independent qualified public accountant (IOPA) 

under 29 CFR 2520.104-4(1? (See ln1tructlon1 on waiver ellglblllty and condltlona.) . 
If you 1n1w1red "No" to either llne 61 or llna 6b, the plan cannot UH Form SSOO·SF end muet ln1tead UH Form 5500. 

c If the plan Is a defined benefit plan, Is It covered under the F'SGC lnauranoe P(Ogl'\\m (eee !RISA section 4021 )? ...... 0 Yes O No O Not determined 
If "Yes" hi ohecked, enter the My �AA connrmatlon number from the PBGC premium flllng for thl& plan year . (See lnstructlona.) 

1 
a Total an assets .. 71 

of Hr 
664,423 

b nd of Year 
496,GSl 

498,653 

Yes No Amount 

101 x 

10b x 
10c x 1.000,000 

10d x 

101 x 
10f x 
10g x 12,157 

., ·.' · .. .. '.' .: 
10h x 

.. 
101 

664,423 
a Amount 

7b 

If 10h was answered "Ye.." Check the box If you either provided the required notioe or one of the 
exceptions to providln the n0Ue111 a plied under 29 CFR 2520.101-3 . 

If the plan provides pension benefits, enter the a,:iplleable pension feature codes from the List of F'lan Ohl'lracterlGtlc Codee In the lnetruotlons: 
.?A 2Bl 2G 2J 2K 30 2F 

If the plan provides welfare benefits. enter the a,:i,:illeabla welfare feature codes from the List of Plan Characteristic Codee In the Instructions: 

b Ware there any nonexumpl transactions with any party,ln·lnterest? (Co not lnollJde traneaotlon• 
reported on line 1011 . 

a Was there a failure to transmit to the plan any partlc:lpant eontrtbutlons within the time period 
deeerlbed In 29 CFR 2510.3,1027 Continue to anawer "Yes" for any prior yHr failures until fully 
corrected. (SH Instructions and OOL'e Voluntary �lduclary Corrsctlon Program .. 

h If this Is an lndMdual account plan, was there a blac�out period? (SN Instructions and 29 CFR 
2520.101 ·3.) . 

d Old the plan have a 10&1, whether or not reimbursed by the plan's fidelity bond, that wa. e&Ueed 
b fraud or dishonest ? .. 

c Was the plan covered by a fldallty bond? . 

e Were any feN or commissions paid to any brokers, agents, or other persons by an Insurance 
carrier, lnsurance ,el'Vice, or other organl:tatlon that provides some Qr all of IM benelitG under 
the Ian? See 1netfuct1on1 . 

g Old the plan heve any participant loans? (If "Yes." enter 11m9unt Hof yHr·end.) . 

f Hes the plan failed to provide MY benefit when due under the plan? . 

eh 

a Contributions received or recelveble from: 
1 Em lo ers 8 

d Benefits paid (Including direct rollOvete end lnauranc• pr•mlums 
to vlde b neflt• .. .. 8d 

J Tranerere to (from) the plan (see lnstru<:tlon:1) 8 
Plan Characteristics 
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Form 5500·SF (2024) 

}�t\r:t:Vr.:: Pension Funding Com llano, 
11 Is Ihle; a deflried beneni plen subject to minimum fUndlng requirements? (If "Yes," see Instructions and eornl,')leta Schedule SB 

(Fotm 5500) and lines 11a and b below.) If thle lee defined contribution pension plan, leave line 11 blank end complete line 12 
balow " . 

O Yes O No 

a Enter the un aid minimum re ulred contributions for all ears from Schedule Se Forn'l 5500 line 40 11a 

No. Reporting was waived under 29 CFR 4043.25(0)(2) because contributrona equal to or exceeding the unpaid minimum raQulrad contribution 
were made by the 30th day after the due date. 
No. The 30-day period referenced In 20 C�R 4043.25(e)(2) has not yet ended, and the 11,')0n&or Intends to make III eontrlb1,1Uon eq1,1al to or 
exceeding tM unpaid minimum required eontrlbullon by tha 30th day aner the due date. 
No. Other. Pro11lde exr,lanatlon ----------------------------------- 

b PBOC mlss•d contribution roporth'IQ r•qulrem1nt1. If the plan Is covered by PBGC and the amount reported on line 11a Is greater than $0, has PBGC 
been notified as reQulrad by ERISA secllons 4043(c)(5) and/or 303(k)(4)? Check the applicable box: 

O Yu 

D 
D 
D 

12 Is this a defined eon1rlbut1on plan subject to the minimum funding requirements of section 412 of the Code or section 302 or 
!:RISA? ,,,,, ,, .. ,,,,,,,,,,,,, .. ,,,,,,,,,,,,,,: ,,, . 
(If "Veg,'' complete llne 12a or lines 12b, 12c, 12d, and 12a below, as ar,r,llcable.) If this Is a defined benefit r,enslon plan, lea11e 
I ne 12 blank and com late line 11 above. 

O Yes f8J No 

a I( e waiver of the minimum fvnding etanelard for a pilor year Is being amortized In this plan year. $H lnGtruotlons, and enter lhe dete of the letter rvling 
granting the waiver ,, Month Day Year 

b Enter tht minimum i,iquirtd contrlbullon for this r,lan year....................................................................................... 121;1 
e £ntar the amount contributed b the emplo er ti:> the plan for this r,lan year ,,.,,, ,,............. 12¢ 
d Subtract the amount In line 12c from the amount In lln11 12b. Enter the result (enter a minus sign to the left of a 12d 

ne alive amount , , . 

O Vas O No O NfA e Wiii the minimum funding amo1.1nt reported on line 12d be met by the funding deadllne? .. 

·. (I Plan Terminations and Transfers of Assets 
13a Has a resolution to terminate the plan been adopted In any plan year?........................................................................... D Yes No 

a If "Yea," enter the amount of an Ian El!l&ets that reverted to the em lo er this ear............................................... 13a 
b Were all the plan aa&ete dlstrlbute<l to partlelpcinte or beneflelarlee, tran:darred to enothar plE1n, or brought under the O Yes � No c trol f the P 07 . 
c If, d1.1rlng thh1 plan year, any Hseta or llebllltlee were trensferred from Ihle plan to another plan(&), Identify the plan(e) to 

which assets or Ila bllltles were transferred. /See 1nstruot1ona. \ 
13c:(1) Name of ptan(s): 13c(2) EIN(s) 13e(3l PN(s) 

WP'irt 'Jiii, · 1 IRS Comi:,liance Questions 
14a Does the plan satisfy the coverage and nondlscrlmlnallon tHts of Code sections 410(b) and 401(a)(4) by combining this plan with any other plens vnder 

the permissive a99re9at1on rulee? Q Yes IBJ 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 

employea deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2). O Oesl9n·based safe harbor method 
0 "P>rlor year" ADP> test 
� "Current year" ADP test 
ON/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 Letiar O 6 I 3 0 / 2 0 2 O 
(MM/00/YYYY) and the Opinion Latter serlal number Q7 0 3 912 a . 


