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
OLNEY ENDODONTICS PROFIT SHARING PLAN PN) D oot
1c Effective date of plan
01/01/2005
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) 02-0676905
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
OLNEY ENDODONTICS, P.A. 2c Sponsor’s telephone number

301-774-1181

2d Business code (see instructions)

18109 PRINCE PHILIP DR., STE 350
OLNEY, MD 20832 621399

3a Plan administrator’'s name and address ]g Same as Plan Sponsor. 3b Administrator's EIN

3c Administrator’s telephone number

4  If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report | 4b EIN
filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the

last return/report. 4d PN
a Sponsor's name
C Plan Name

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

g, - 5¢(1) 5
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
ber ¢ 00 5¢(2) 5
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1)
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 5
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e

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. 10/05/2025 MAO LIN

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

SIGN Filed with authorized/valid electronic signature. 10/05/2025 MAO LIN

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 3093155 3439289
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 3093155 3439289

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) 44868

(2) PartiCipants........cuoiuiiiiiiiiiiieiie e 8a(2)

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 331984
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 376852
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 30718
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 30718
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 346134
j Transfers to (from) the plan (see instructions) 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A  2E 2G 2T 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 250000
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 17896
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
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i




Form 5500-SF (2024)

Page 3-| 1

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).

D Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

M 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_ Q703912A
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Form 5500-SF Short Form Annual Return/Report of Small Employee e, eooms
Cuparimant ot e Treanury Benefit Plan
il R Barich Thlls form l; mq:lrad ta nl:a fled LéndegA sections 104 and 4066 of the Employea Retirement 2024
ncome Seourity Act of 1874 (ERISA)Y, and sacion 8087(E) and 80B88¢a) of tha Intmmal
Birgleyes Bore b Gy e Ravanl:l’e Code (the Cnda).( an (8} ofthe fnterma This Form Is Open to

Parision Ransm Gimmnty Corpomton Public Inapection

= _Complete all entrles In sccordanca with the Instructions to the Porm 8800-8F.

[Partt]_Annual Report Identification Information

For aalandar plan year 2024 or fiscal plan year beginning 0L/01/2024 and ending 12/31/2024
A This raturm/raport ia for; 4 single-amployer plan |:| a multiple-smployer plan (net multemployar) {Pension plan filars chacking this bex

must attach Schadule MEP. Othar plans must attach a list of pariiclpating amployar
Information in accordance with Lha form Instructions..)

B This raturm/raport 1a: [] the firet retumvrepent [] the final returrvreport
D an emended retum/repart D a short plan year refurn/report (leas than 12 monthi)
C Check box if fling undar: H Form 5558 |:] automatic exianslon |:| DFVC program
spaclal extanslon (entar dascription)
D Ifthe plan le & collectively-bargained plan, chack hare rH
E fthis Is a retroactively adopted plan permitted by SECURE Act section 204, check here rirm—— L

ad ]l = AN INTCMMAUon =— ants maussiag iInfomansn

1a Mame of plan 1b Three-digit plan number
Olney Endadentics Profit Sharing Flan (FN) ool
1c Effective date of pian
01 /01 /2005
2a Plan eponeore name (emplayar, If for a aingla-amployer plan 2b Employer identification Number

Malling Addrees (include raam, apt., sulte no. and atrest, or P.O. Box -
City m? tawn, sm(a or provinga, u:?uniry, and ZIP or forelgn postal r.ndll (if foralgn, ses Instructions) (EIN) _02-0676905

Olney Endodontics, P.A. 2C Sponsor's talephona numbar
(301) 774-1181

2d Business code (sew instructions)
18109 Prince Philip Dr., Ste 350 6213559

US olnay MDD 20832
3@ Flan adoministrator's name and address & Same as Flan Sponsor 3b Administrators EIN

3¢ Administrator's telaphone number

If th dior EIN of the plan sponsar or the plan nama has changad since the et eum/report flled
4 frgmﬁlﬁrlgah:gnt:r the plan spgnan s name, EIN, B'ua plan name and thgn plan number from the lagt 4b EN
m/report,
@ Sponsor's nama dd PN
€ Plan Name
5a Total number of participants at the beginning of the plan year Sa 5
b Totul number of participants at the snd of the plan year Sb 5
¢{1) Number of participants whh aceount balances a of the beginning of the plan yeer (only definad | set1) 5
contribution plane completa this [term)
©(2) Number of purticipants with account balances as of the end of the plan year (only defined 5o(2)
contribution plake complate this tam}
d{1) Total number of active participants al the beginning of the plan yaar 5d(1)
d{2) Total number of active parlicipants at the end of the plan yaar 5d(2) 5
8 Number of participants who terminated @mployment during the plan year with accrued banefite that Sa
wera lazz than 100% vestad

Caution: A penalty for the lats or incompists filing of this return/report will ba assssssd unlsss ressonable causs Is sstablished.

Undar penaities of perury and cther penaities set forth in tha Instructions, | declare thet | have examined thia reum/gpon, InCiuding, if eppiicatils, 5 Schedule
88 or Echedule ME complwted and algned by an anmlisd aciusry, s will 48 the siecironic versien f this relum/rspart, and to the best af my knowlsdpe snd
ballef, i I8 trus, comact. and complate.

sioN __C&au‘-‘ﬂ'\-—:-h fb/;_ftF MAD LIN

" HERE! Signatu lan administrator Date Enter name of individual £lgning ae plen administrator
‘ ‘ E 2:; g: MAD LIN
SIaN falsfes

HEH'I{ Signetuve of employsr/plan aponwor Dala Enter nama of Individual slgning as amplayer or plan sponaor

For Paparwork Raduction Act Notica, soe the Instructlons for Form 5600-SF. Form EEDD-ePzﬁzg::
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Form 6500-5F 2024 Page 2
63 Ware all of the plan's aseats during the plan year (nvaeted In allgible asasts? (Ssa Instructions.) (] Yes [JNo
b Am you claiming a waiver of the annual examination and raport of an Indapancdant qualfied public aceauntamt (IQPA)
under 28 CFR 2520,104-487 (See Instructons on waiver aligibility and conditipns.) [ElYes [INo

H you answered "No" to elther line 6a or line 6b, the plan cannot iae Form S500-8F and must Instead vse Form 5500.
€ Ifihe plan s a defined bensfit plan, Is It covarad undar tha PEGEC inaurance program (bee ERISA asction 4021)7 Cdes [CNe [] Mot datarmined

If "Yae" is chacked, anter the My PAA confirmation number from the PEGC premium fiing for this year - (a8 instructions.)
| Part il | Financial Information
7 Plan Asgets and Liakiities AR {a) Baginning of Year (b} End of Yaar
4 Total plan Gusets e 7a 3,093,155 3,438,209
b Total plan llabilltles Th 1 1]
C__Net plan asssts (subtract (Ins 70 from lINe 78) oo 76 3,093,155 3,439,288
B  Income, Expenses, and Transfars for this Plan Yaar ] (a) Amount {b) Totml
a4 Contibutions recaived or recaivable from. N S ‘. D |‘.. , N
{1) Employsrs .| Ba1) 44,869 | 0 el s
-2} Participants Ba(2) VTR |1 RN
(3) Others (including roflovers) ga(3) g b f e
b Otherincome (loex) Bb 331,984 [ T
¢ Totzl income {add lines Ba(1), 8a(2). 8a(3). and 8B) eeeccm—meme Bo | vt e 376,852
d Benefits paid {including direct roliovers and Insurance premiuma A O
o provide benefits) 8d - S L el
® Cortaln desmed and/or coractive distributions (sse Instructions) .|  Be e b H .
f _Administrative servica providers (zalaries, foes, commissions) .| &f 30,718 |} . IS ,f'JI "
_@  Other axpansag — Bg — R AT
h_Total axpansas (add lings Bd, 8e, bf, and 8g) Bh | e o 30,718
I NetIncoma (lozs) (subtract e Bl from ling ) BL o 346,134
] Transfam to (from) tha plan (see INErUclont)  wwemrsesreemseesr] B o R

| Partiv | Plan Characteristics
9a| If tha plan provides panelon banefits, entar the applicable panaloru faatura codes from the List of Plan Charactarstic Codes In the Inatructions:
2A ZE 2G 2T 13D i

b | If the plan provides walfare bansfits, anter tha applicable waﬂum‘faatum codes from the List of Plan Characiaristic Codes In the Instrucllons:

 Pait¥ .| Compliance Questlons

10 During the plan year: You | No Amourt
8 Was there a fallure o transmit to the plan any particlparit contributions within the time parlod

deacribad in 28 CFR 2510.3-1027 Continue fo armwar ™as" for any prier year fallures untll fully

coractad. (Sae Inetructions and DIOL's Voluntlary Flduclary Comection Program) sormemsm e | 108 X
b Ware thare any nonexempt transacliens with any partwlmlntor’ {7 (Do not Ingluda transactions

raported on ling 104.) - P —— 10b X
€ Waua the plan covarad by a fidallty bond? i ! 10¢ | X 250,000
td Did the plan have a lase, whather or not relmbursed by (he plan's fidelity bond, that was caused

by fraud or dishonesty? 10d ®

@ Were any fees or commisslons pald to any brokers, agents, or| other persons by an insuranca
carrlar, Insurance sarvics, or othar arganization that provides mome or all of the banefts undar

the plan? (See Instructions.) | iom | % 17,896
Haz the pian failed o provide any banefl when dus under the blnn? 101 X
g Did the plan have any participant loans? (If "Yes," antsr nmnunJM as of year and.) P—— || X
_I'I If this is an Individual account plan, was there a blackowl parloél? {Sem Instructlons and 29 CFR !’. S - '\ ; n
2520.101-3.) l 10h X .'.; o " | A
i

i 1¥10h was answerad "Yes." check the box if you eilher pruvidal:l the raquired nofica or ong of tha S ] L.. ; .: . R Y
axcapilons & providing the notica appliesd under 28 CFR 2520.101-3 101 T R I T
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Corm G500-SC 2024 Paie 3 | |

|Partvi | Penaion Funding Compllance

11 15 this a defined benefit plen subject to minlmum funding requirements? (If "Yes,” see Instructions and complete Schedule
8B (Form 5&00) and linés 11a and b below.) If this 1s & defined contrlbution peradon plan, leave ine 11 blank and complate [:] Yas E No

—ling 12 below 2
@, _Enter tha unpald minimum required contributions for all ysars from Schadule SB (Form 5800) line 40 .—.—. [ 11a |

& PBGC mimsad gontribution mporting reequiremerts. If the plan |5 coverad by PEGC and the amount reparted on line 114 Is greater than $0,
hae PBGC besn notiflad as requirad by ERISA sactions 4043(c)(5) and/or 303(k){4)? Chachk tha applicable box:
] vas.
[J WNe. Reporting was walved under 26 CFR 4043.26(¢)(2) bacause contribulions equal lo or exceeding the unpaid minimum required contribution
ware mada by the 30th day =fter tha dua data.

D Mo, The 30-day parlod raferenced in 268 CFR 4043.25(c)(2) has not yat anded, and the spenscr Intends to make a contribution aqual to or
excaading the unpald minimum required contribution by the 3(th day adter tha dua data.

[[] Ne. Cther. Provide axplanation

12 |s this 8 daflned contributlon plar subjact to the minlmum funding regquirements of section 412 of the Code or saction 302 of
ERISAT [ Yes [X] Mo

(f "Yan,” complete line 12a or lnds 12b, 12¢, 12d, and 120 belew, as applicable.) If this ie a defined banefit panslon plan,
lagva lina 12 blank and compigta line 11 abave.

a4 [fa waiver of the minimum funding standard for & prior yenr |8 balng amariized In this plan yansr, ses Instructions, and enter the date of the letter
ruling granting the waivar

--------------------- i s ol o b el i el A | HH  H R H I H T T MDH"‘I Qﬂy Yﬂg‘l'

If you :umglmd ling 12|| c.omplm lingy &, II and 10 of Scheduls MB [Fnrm BIDU!, and skip to Une 13.

Enter tha minlmum required contribution far this plan year. . 12b
Enter the amount contributed by the ampiayar to the plan for the plan yéar 12c

d Subtract the amount In line 12c from the amount in line 12b. Enter the resutt (anter a minue sign to ihe left 12d
Ll e L - T 10 T ————

@ WIN the minimum funding ameount reporied on line 12d be mat by the funding deadiine? O ves ] Mo [ WA

|‘Pm5ﬁ M ¢| Plan Tarminations and Transfers of Assets
138 Haa a resglution to tarminate tha plan been adopled In any plan year? g Yan E Ma

if "Yan,” enter the amount of any plan asseta that reveried ta the employer this year 13m

b Warm all the plan sssets distibuted to partidpams or baneficlarias, ﬂans‘hrrad to ancther plan, or hrﬂl-lﬂht under O ves [X] Wo
the irnl of |.|1,| PEBGECT . S e sma s b d b e ek kb A BE R

G If, during this plan yaar, any assets or lablities wera traneferred from this plan to anothar plan(s), Idenﬂfy tM plan(s) to
which assats or labliiias wars tranafarmed. (Saa Instructions.)

13¢c(1} Nama of plan{s); 13¢(2) EIN(s5) 13¢{3) PN{s}

Pt Vil ,| IRS Compliance Questions

1448 Noas the plan satlsfy the coverage and nondlscriminatian tosts of Code aactions 410(b) and 401{z){4) by combining tlg plan with any athar plang
undar the parmiesive sggragation rulea? El Yes [ | No

14b ifthie Is a Coda saciion 401(k) plan, check all boxes that apply to indlcata how tha plan Ig Inlandaed to satlsfy the nondiscrimination requiremesnts
for amployee defarrals and amplayar matching contributions (ae applicable) under Codae sections 401(k)(3) and 401(m)(2).
[ pesign-basad safa harbor mathod
] "Prigr yaar" ADF tael
] "Current y=ar' ADP taat
(]

ﬁ If the plan sponsor (8 an adoptar of & pra-approved plan that racelvad & fevorabls IRS Opinlon Latter, arer the date of the Opinlen Latter

0§/30/ 2020 (MM/DDIYYYY) and the Opinlon Letter seral number Q7039123 .



