
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

EBENEZER ODOOM, MD, PC 401(K) PLAN 001

01/01/2015

215-30 HILLSIDE AVE 
QUEENS VILLAGE, NY 11427

46-1674006

EBENEZER ODOOM, MD, PC
718-740-1701

621111

X

4

4

2

2

4

4

0

Filed with authorized/valid electronic signature. 10/03/2025 EBENEZER ODOOM
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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

93670 115138

0 0

93670 115138

6354

15174

21528

60

60

21468

0

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

X

X

X

X

X

X

X 13280

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

Q702994A
06 30 2020



Form 5500-SF
OepanTe.l ol r,re Treas!ry

.le.na Bcve.leScry'cc

D.Bnnenr or Labor
EndoyE Bene4is S@irv Adm'n6lals

oMB Nos 1210-0110
1210.0089

This Form is Open to
Publlc lnspectionPencon Benetu Gua.anry Coeo6lio.

Annual rt ldentilication lnlormalio
For calendar plan year 2024 or lisca plan year beg nn ng 01 01 242 4 and ending 72 31 2424

Short Form Annual Return/Report of Small Employee
Benefit Plan

This form is required to be flled Lrnder sections 104 and 4065 01 lhe Emp oyee Rel rement
lncome Security Ac1 ol 1974 (EBISA), and seclions 6057(b) and 6058(a) oi the lnternal

Revenue Code (the Code).

all entries in accordance with the instructions to the Form 5500-5F>Co
Part I

A Th s return/reporl is lor: fi a sing e employer plan

B This returnreport is

a multiple employer plan (not multiemployer) (Pension Plan tilers check ng this box
must attach Schedule MEP. Olher plans must attach a list of participaijng employer
inlormation in accordance wlth the tom instructions.)

the linal return/report

a short plan year return/report (less than 12 monlhs)

the lirst relurn/report

an arhended returr/report

C Check box if liling under: I Form 555B a!lomatLc extension

special e)(lension (enter descriplion)

O l, $e plan is a collectively-baeained plan. check here

E lf this s a retroact ve arl rm fted SECURE Acl seclion 201. check here

Basic Plan lnlormation----enter a r

la Name ol plan

EBENEZER ODOOM, MD, PC 401(K) PLAN

2a Plan sponsols name (enployer, it lor a single employer plan)
f.4ailing address (include room, apt., suite no. and streel, or P.O. Bor)
City or town, slate or province, country, and ZIP or loreign poslal code (il roreign. see instructions)
EBENEZER ODOOM, MD, PC

! orvc prog,a.

!

001

1C Et{ective date oi plan

07/07/2015

2C Sponsois telephone number
718-740-1701

2d Business code lsee instructons)
215_3 0 TiILLSIDE AVE

QUEE\S VILL-A.GE NY r7421 62tt7t
3a Pbn adminrstratofs name and address Same as P an Sponsor 3b Adminrslrators EIN

4 lf the name and/or EIN ot the plan sponsor or the pian name has changed since the last retum/repon
liled lor this plan, enter the plan sponsor's name, ElN, the plan name and the plan number from the
ast relurn/report-

a Sponsor's name

c Plan Name

4b ErN

4d PN

5a Total number ol participants at the beg nning ol the plan year

b Total number ol panicipants al the end ol the plan year...........-.....-.-....

C(1) Number ot participants with account balances as ol the b€ginninO ol the plan year (only detined
contflbulron plars complete lhis item).......... .. . ..

C(2) l.tumber ol pancipants with account balances as ol the end o, the plan year lonly defined
contriburion plars complete thrs item) . .

d(1) lotat numUer ot active padicipants at lhe beginning ol the plan year.. ..-...........-...-... . .... . .. ... ......

d(2) Total number o, active partjcipants at the end ol the plan year..........

e Number of parlic pants who terminated employment during ihe plan year wilh accrued benefits lhat
were less lhan 100p/. vested..................

Caution: A Denaltv lor the late or incomplete lilinq of lhis relurn/reporl will be assessed unless reasonable cause is established.

5a I

1

4

Part ll
1b Three-digit plan number

(PN) )

5b

sc(1)

sc(2)

sd(1)
5d(2)

5e

For Pap€rwo* Reductlon Aci Nolice, see ihe lnslruclions ror Form ssOO_SF Form 550GSF (2Cr24)

v. 240311

0

Under pena t es ol and other penalties set forlh in the instnrctions, I declare that I have examined this return/report, includirg, il applicable, a Schedule
SB or Schedu e MB d and signed by an enrolled actuary, as well as the eleclronic version ol this returnreporl, arld to the best ot my knowledge and

tol'{lul tbenezer odoom

Enter name ol rndividual siqninq as p an admrnistrator

SIGN
HEBE

Siqnature ot plan adminislrator

Enter name ot individual sionino as employer or plan sponsor

SIGN
HERE siqnature of employer/plan sponsor

2024

2b Employer ldenlilication Number (ElN)
46-167 4006

3c Administrator s telephone number

;J, -',---

Date
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6a Were all of the plan s assets du ng the plan year invested in eligible assets? (see inswctions.)...........-............-......................

b Are you claiming a waiver ol lhe annual examinalron and report ol an independenl qualified pubJic accountant (IQPA)
under 29 CFB 2520.104-46? (See instructions on waiver eligibilily and conditions.)....................-.....
lf you answercd "No" to aither line Ga or line 6b, lhe plan cannot use Form 5500.SF and must instead use Form 5g)0

I v""

fi ves

No

NO

C lf the plan is a detined benetit plan, is it covered under the PBGC insurance prograrn (see EBISA section 4021)? [*o E Not determined

lf,,Yes.ischeckedenteltheMyPAAconfirmationnumberflomthePBGcpremiumflingforthisplanyear-.(Seeinslructions')

Financial lnlormation
7 Plan Assets and Liabiilies End of Year

a Toki assets 115, 13 B

b Tota ab lit es 0

c Net an assets subtracl line 7b lrom Line 7a 115, 13 8

I lncome- Ex nses and Translers lor this Plan Year Tolal

a Contributions received or receivable lrom
Em

Paftic nts

Others rncludi ro lovers

b other income loss

C Tota ncome add lines 8a 8a B and 8b 2t,528
d Benelits paid (including direcl roilovers and insurance premiums

rov de benelits
g Cenarn deemed and/o, correclive distribulions see inslruclions

I Adm nistrative servlce viders sala es. fees, commissions

Other

h Tota add ines 8d 8c 8I and 60

i Net rncome sublract line 8h ,roin line 8c 21-, 468

i Transfers to (frorn) the plan (see instructions)

Plan Characteristics
9a ll the plan provides pension benefits, enler lhe applicable penslon leature codes trom the List of Plan Characteristic Codes in the instructions

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

b ll the plan provides wellare benelits, enter lhe applicable wellare leature codes lrorn the Lisl of Plan Characleristic Codes in the inslructions

Com liance Questions
l0 During the plan year

a Was there a lailure to transmit to the plan any panicipanl cont bltions wrthin the iime period

described in 29 CFR 2510.3-102? Cootinue to answer "Yes' for any prior year failures unflfully
corrected. (See instructions and DOL s Voluntary Fiduciary Correction Program)...............-........

b Were there any nonexempt transactions with any pany ln lnterest? (Do not incLude transaclrons
rted on lne 10a )

C Was tlie plan covered by a lidellty bond?

d Did the plan have a loss whether or not reimburs€d by the plan's fdelity bond that was caused
traud or d sho ?

g Were any lees or commissions paid lo any brokers, agents. or other persons by an insurance
carrier. insurance service, or othea organizalion that paovides some or all ol the benefits under
the n? (See instructions.)

I Has the plan tailed to provide any benelil when due under the plan?

g Did the plan have any participanl loans? (lf Yes enter amounl as of year-end.)

h lf this is an individual account plan. was there a blackout p€riod? (See lnstructions and 29 CFR
2520.101 3.

i lfl0hwasanswered'Yes. checkth€boxfyoueitherprovidedtherequrednoticeoroneofthe

Parl lll
(a) Beqinninq of Year

93,6?0
76

93,6tA
(a) Amount

8a(1)

6,354

8b 15, 114

8d

8h

Part V
No

10e X

73, 2AA

rov din led Lrn.ler 29 CFB 2520 101 3

8a(2)

8a(3)

!

] Parr N

l*
l*l"l*
lsir;

l,ooI;
t,;+

.f.-l
ll,l

,0, I I

10f

tG-
[;

l,* ,.l



11 ls this a derined b€neiil plan subject to minirnum funding requirements? (lt "Yes," see instructions and complete Schedule SB
(Form 5500) and lines 1 1 a and b below. ) ll this is a delined contribution pension plan, leave line 1 1 blank and complete I ne 1 2
bolow. ...........

Form 5500 SF (2024)

Pensaon Fundin Com liance

a Enrcr the un minimum ired contrlbutions lor al lrom Schedule SB Form 5500) line 40

No

11a

@

12 ls this a delined contributon plan subject to lhe minimum lunding requirements ol seclion 412 of the C,ode or section 302 ol
ERTSA?......... .... ..... ...
(lf 'Yes,' complete line 12a or lines '12b, '12c, 12d. and 12e below, as applicable.) ll this is a detined benelil pension plan, leave
line 12 blank and complete line l1 above.

No!

It com leted line 1 ete lines I and 10 0f schedule MB and to line 13

b Enter the minimum uired aonlrrbltion for this

c Enter the amount contributed the er to the an for th s

d Subkact the amount in line 12c from the amount in line 12b. Enter the result (enler a minus sign to the lett ol a
ve amounl

g Will lhe minimum lundrng amount reponed on inel2dbemelbythelundingdeadline?

Plan Terminations and Translers ol Assets
1 3a Has a resolution to terminate the plan been adooed in any plan yeaa?

a lf Yes ' enter the amount of an n assets thal reverled to lhe r this

NA

No

b Were all the plan assels drstributed to panrcipants or beneliciaries, trans,erred to another plan, or brought under the
controlof the PBGC, I v"" fi r.:o

C ll, during this plan year, any assets or liabilitios were transferred trom this plan to another plan(s), identity the plan(s) l0
which assets oa iiabililies were transferred See nstructrons

13c(1) Name ol (sl 13c(3) PN(s)

tRs c liance Ouestions
14a Ooes the plan salisr lhe coverage and nondiscrimination lests of Code seclions 410(b)and 4O1(a)(4)by combining this plan wilh any other plans under

lhejermissive aggregation rules? D Yes E No
'l4b I this is a Code section 401(k) plan, check all boxes that apply to indicate how the dan is intended to satisty the nondiscrimination requirefiEnts ior

emdoyee delenals and omployer matching conl butions (as applicable) under Code sections 401{kX3) and 401(m)(2)-

! Design based sate harbor method

E "Prior y€a/ ADP t€st

I "Cunent yeal'AOP tesl

Ivr

12b

't2c

12d

13a

13c(2) EIN(s)

'15 llthe plan spofisor is an adopler oi a pre'approved plan rhal recerved a lavorable IBS Opinion Letter, eflter lhe date of the @in
(MWDDIfyYY) and the Opirion Letter serial numbe, 3.!!!:::!.

166 lgnsr 0 6/30/2020

eage 3- l- l

b PBGC missed contribulion reporting requiremenb. ll the p an is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notilied as required by ER,SA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

! v"".

! ruo. n"porting *as 
"aived 

under 29 CFR 4043.25{c)(2) because conlributions equa to or exceeding the unpaid minimum requ red contribution
were made by lhe 30th day after the due date.

[ ruo- The 3o-day penod referenced n 29 CFR 4043.25(c)(2) has nol yet ended, and the sponsor inlends to make a contnbution equal lo or
exceeding the unpaid minimum requrred contribution by the 30th day atier lhe due date.

ll No. orher. Provide exolanatrcn

a I a waiver of the minimum lunding standard lor a prior year is being amortlzed in this plan year, see instructions, and enter lhe date ot the lefter ruling

tP"n vll


