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
SUNDWALL FAMILY MEDICINE 401(K) PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
06/01/2021
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) 46-3517563
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
PRESERVEMD, LLC C Sponsor’s telephone number
SUNDWALL FAMILY MEDICINE 801-899-3391

2d Business code (see instructions)
10290 N. NORTH COUNTY BLVD.
SUITE 200 621111
HIGHLAND, UT 84003

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 11
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 9
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 8
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) 9
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) 8
€ 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. 10/07/2025 PETER V. SUNDWALL
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
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 1869531 2440822
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 1869531 2440822

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) 59108

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 57266

(3) Others (including rolloVErs)..............c.cooveeeveeeeeneeereerne. 8a(3) 975
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 465583
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 582932
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 1239
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 10402
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 11641
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 571291
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:
2A  2E 2F 2G 23 2K 2T 3D 3H
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? ... 10¢ X
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

2520.101-3.) oo 10h X

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 D 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_ Q702623A,




Form 5500-SF Short Form Annual Return/Report of Small Employee OM3 Nos. 1210-0110

. 12100088
Dlepartmenl of the Traastry Benefit Pian
riaine| Ravenua Sardze “This form Js redquired to be fllsd under sectiona 104 and 4065 of the Employes Retirement 2024
Dapariment of Labor . Income Seourily Act of 1974 (ERISA), and sactions 8057{b) and 6068(a) of tha Internal
Employes Banslils Soaurly Adminktration Revenue Code {the Coda), Fhis Form is Open to

Penelon Bansfit Guaranty Corporafion Public Inspection

» Complete all entries [n assordance with the Instructlons to the Form 5500-SF,
[_Partl | Annual Report Identification Information
For calendar plan yesi 2024 or fiscal plan yeai beginning 0T/01/2024 ang onding 1273172074

_A This returnfreport Is for: @ a single-employer plan D 8 multile-amployer plan {not multiemployer) {Pension Plan filers checking this box

muet attach Scheduls MEP. Olher plans rust attach a list of participaiing employer
informatien In ascordance with the form instructions, )

B This return/report Is D the flrat returnfreport D tha final returnfrepori
[:l an amended returi/report D a short plan year relumn/frapor (less than 12 months)
C Check box If filing under: El Form 5568 [I automatlc extenslion D DFVC program

[] speciat extension (anter desoription)
D ifthe plan Iz a collectively-bargained plan, CHECK NBIE v imssen smssssns

E .If this ig a retroactively adopted plan permitted by SECURE Act sectloh 201, oneck Nere ... e ¥ |:|
[. Partll | Basic Plan Information—aenter all requested Information
1a Namie of plan 1b Threa—dilt plan number
SUNDWALIL FAMILY MEDICINE 401 (K) PROFLT SHARING (PH) b 001 -
PLAN 1¢ Effective date of plan
. 06/01/2021
28 Plan sponsor's name (amployer, If for a single-smploysr plan) 2k Employer ldentification Number (EIN)
Mailing address {Include room, apt,, sulte ne, and strast, or P,0, Box) 46-3517563
Cliy or fown stata or provlnce country, and ZIP or forelgn postal cods (if forelgn, see Instructions)
PRESERVEMD, _ 2¢ Sponsor's telephone number

{801)899~3391
2d Business code (366 Instructions)

SUNDWALL FAMILY MEDICINE
10290 N. NORTH COUNTY BLVD.

SUITE 200 621111
HIGHLAND UT 84003
3a Plan administrator's name and address E] Same as Plan Sponsor, 3b Administrator’s EIN

3¢ Adminisirator's telephone number

4 If the neme andfor EIN of the plan sponsar af the plan name hae changed slnce the last return/raport 4b EIN
filed for this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the

last return/raport, 4d PN
a Spensor's hame
€ Flan Name
" 5a Tatal number of particlpants at the baginning of the PIAN Year i s ness s Sa 11
b Totak number of paricipants at the ond of the PIAR YEAI. e o e s 5b 9
c{1) MNumber of participants with account balances as of the beginning of the plan yaar (onhly defined
" 5c(1) 8
conlribution plans complste this ltem) ... TR P RS S V18 b brmanna s re by s et A TIUATRY S
c(2) Number of participants with account balances as ofthe end of tha pian year (only deﬁnad 5c(2 .
c{2) 9
conlrlbution plans complete this em) .o e meiern . e
“d{1) Total number of active participants at the beglnnlng of the plan L L O 5d(1) 8
d{2) Total number of aclive particlpants at tha and of the PN YEA .. et i 5d(2) 8
€ Number of partlcipants who terminated employment duitng the plan year wlth accruad beneﬂis that Be 0
were lass than 100% vesled.., T T L T T T errrvren YT
Caution: A penalty far the late or Incomplet& flling of this ruturm'raport wlll be assassed unless yeasonabla cause is established.

Under panalilos of parjury and other penalties set forth In he istcusiions, | declare that | have examined this retumireport, including, It appllcable, & Sehedula
58 or Schadtﬂa MB complated and signed hy an enrollad acluary, as well as the electronie varsion of this return/report, and to the best of my knowledge and
g giplet

13/07/2025 PETER V. SUNDWALL

Cato Enter name of indlvidual signing as plan administrator

£k - Blgnature ‘of employeriplan:sponsor -
Fnr Paperwerk Raduction Acl Notlce, see tho Instructions for Fnrm 5500-5_5_

Date. Enter name-of Indlvidual sig

ning as onployer oy p .|
orm 5500-8F (2024)
v, 240311




Form 5600-SF (2024) ' Page 2

6a Were all of tha plan's assets during the plan year Invested In aliglole a55ets? (888 INSILKHIONE. Y uvuusuueecrveesreeeesssamersermmnrssssnssssisesinns Yeos |:| No
b Ate you clalming & walver of the annual examination and repert of an Intesandent qualified public accountani (IQF‘A)
under 28 CFR 2520.104-467 (860 Instructions on Walver eIy NG GONUIONS. bue. ... urreserssosmmasesesserssssmrsesseescestrseessreeees Yes [] No
If you answarad “No® to elther line 6a or line 8b, the pian cannot use Form BEOO-SF and musi Instoad use Form 8600,
C Ifthe planIs a defined beneflt plan, s It covered under the PBGC insurance program (see ERISA sectlon 4021)7 ......[] Yes [[No [ Not determined
If "Yag" Is checked, enter the My PAA conflrmation number from the PBGC premium flling for this plan year » {(See inalructlons.)
| Partll | Financlal Information
7 Plan Assets and Liabilitles (a) Beginning of Year {b) Endl of Year
A " Total PIBN BESHE cevvensrerserssirssurasessssssismaisees vt sssives ceratsen 1,869,531 2,440,822
b Total plon BablIes ... .ururesserrsrisesremsasisssessssemetsssssssrescs s _ 0 0
€ Nt plan assets (subtract line 7b from JiNg 78) v | 76 1,869,531 2,440,822
8 Incoms, Expenses, and Trangfers for this Plan Year R

{a) Amount _ . (b} Totfal

a Contrlbutlons racelved or recelvable from:
{1) _EMPIOYOTS 1uassivesiconrvimmesssneresmmsnsstasmnrmsrassssangnssere roesssnssee | G813 59,108

(2) POrCIIENS v imasisiisisreeessrsssessssesssgatsigsisesnirsrsssessisssensescoeceee | BE{2) 57,266

{3) Others (noluding rOlOVOIE). ... ssesssizrvstisesscinstescesmsssmensenrnes | BA(3Y 975

b Other Icome (1083} coermmeersreraseres e Y 465, 5834

¢ Total Income (add Uries 8a(1), 83(2), 8a(3).and Eb) cveiermrmenrrnns | 86 582,532

d Benellts pald {including direct roliovers and Insurance premiums
to previde banefits)....... Lr i retrese iRt et Lt snn e o ey rRsFaSOLE 8d

@ Ceortaln deemed and/or currectlva distributions (sea Instructlnns) 8o

f  Administrative service providers {salaries, fees, commiasiens)...., of

0 Other eXPONSES wovusnismssiisesssamis cosssgstsstssssssssszzsaesiessesrevesesss | B4

h Tolal expenses (addlinas Bd, 8s, 81, and 8g) . veimmrsrsnonns 8h 11,641
i Netincome (ioss) {subtract line 8h from line 8c) al 571,291
J Transfors to (from) the plan {(sea instructions}.............. T 8) CEE

"RartIV:] Plan Characteristics

If the plan provides pension benefits, ehter the appllcable pension feature codes from the List of Plan Characterlstic Codes In tha Instructions:
28 2K 2F 2G 2J 2K 2T 3D 3

b 1if the plan provides walfare benefits, enter the applicable welfars faatura codas from the List of Plan Characteristic Godes In the Instrustions:

“| Compliance Questions

10 During the plan yedr; ' Yes | No Amount

a Wag thore g failure to transmit to the plan any particlpant contributions within the time peried
described in 28 CFR 2540.3-1027 Continua to answar “Yes” for any prlor year fallures until fully

sorrected, (See instructions and DOL's Voluntary Fiduclary Carrectlon Program).., e | 108 X
b Wsra there any nonexempl transactions with any party~in -interast? (Do not Include transactlons

reporied on ling 10a.) ... ettt v st by s ere sy s s e b erensenn s | 1O
¢ Was the plan covered by a ﬂdeIIty BONAT i e | 40 X

d Did the plan have a loss, whether or not relmburasd by the plan’s fidelity bond, thet was caused
DY raUd OF QIBHOMBSIYT 1viivier i creesriruricrsriereent s strssesmsssssrss sessesipass i1 148 K00 41180 R (80T BT prrapas benas son 10d X

& Wora any fees or commissions pald to any brokers, agents, or eiher parsons by an Insurance
carrlar, Insurance service, or other organlzation that provides some or all of the benefits under
the plan? (868 INSHUCHONE. Y. v it e e s ssssnsssr s gensesne s | 108

- f  Has the plan falled to provide any beheflt when due under the pIanT ... srrsseesscns | 40f
¢ Did the plan have any parflelpant loans? (If "Yes,” entor amount 88 of Year-end.) v e i 10g
h Ifthis Is an individual account p!an was there a blackout perlcd? (Sae instructions and 29 CFR
25201013} rercreseranes v s i s s s s e S ) X

i ¥ 10hwas answared "Yas." check the box If you either provlded ihe raquirad notlca oF one of the
axceptions to providing the notlce applied under 20 CFR 25201013 .. cornemerrerres | 408




Form §500-8F (2024) Page 3- |

|; Part VI | Pension Funding Complianbe

11 1a this a defined benefit plan subject to minimum funding requiremeants? (I "Yes," ses Instructions and complete Schedule SB :
l()Fclarm 5600) and lines 11a and b bafow, ) If this Is a deflned confributlan panslon plan, lsave lIne 11 blank and complele fine 12 [:] Yes D NG
aloW, ., et T Y T I I LTI I RT T IITT TR I T PP LI ITIITITTTLITIor (YT I I ITE I I SPYTTTRTTrrpron s
& Entar the unpald minimum required contributions for afl years from Schedule 8B (Form 5500) ling 40 ..o | 118 |

b PBGC missed contribution reporiing requiremants. If the plan 1s covarad by PBGG and the amount reported on line 11a [g grealer than 50, has PBGC
heen notiflad as required by ERISA sectiona 4043(e)(5) and/or 303(k){4)7 Check the applicable box;

D Yos.

|:| No. Reporting was waived under 20 CFR 4043,2B(a)(2) bacause contribitions aqual to or sxeaeding the unpaid minimum regquired contribution
wera made by the 30th day after the due date.

D No. The 30-day period referenced In 28 CFR 4043.25(c)(2) has nol vef ended, and the sponsor Intends to make & contribution equel to or
sxceeding the unpaid minimum reguired contribution by the 30th day afler the due date.

D No, Other, Provide axplanation

12 Is this a defined coniribution plan subject 1o the minimum funding requirements of section 412 of the Code or section 302 of
ERISA? .

(if *Yeos,” compiete'llne 12a or lines 12b 120. 12d 'and 126 balow s appllcab!e)Ifthlsisadeﬂnadbeneﬁtpanslonplan,leava - D Yes No
lIng 12 blank and complete iing 11 above.

a If awalver of the minlmum funding standand for & prior year Is baing amortlizad In this plan yaar, see Ingtructions, and enter the date of tha latter rullng
granting the WalVer. v L eaer et b st thtenes byt vesnassearsgre g cannrens VIONENY Day Yaar

If you completed line 123, camplete Ilnes 3 9 and 1IJ of SGhedule MB {Form 6500), and skip to line 13,
b Enter the minimum required contributlon for this plan year ......... erevrervermrenrreen | 1400

€ Enter the amount contributed by tha smployer te the plan for this plan year ....... T S TTPl L.
d Subtract the amount In line 12¢ from the ameunt In line 12b. Enter the result (anier a minus sign fo the Ieft of a 12d

nagalive amount) ..
[ ves []no [ wa

€ Will the minimum fundlng amount reported on line 12d be met by the funding deadllna?.............. N

Plan Terminatlons and Transfers of Assets
13a Has aresoltion to terminate the plan baen adopted In any plan yaar? ... e T D Yes E] No
a  I'"ves,"” enter the amount of any plan assels that raverted to the amployer this year... JTE—— 13a

Iy Ware all ths plan assets distributed to particlpants or beneficlaries, transferrad to another plan, or brought under the D Yor E No
control of the PBGC? sy PP TP POP PP PP TPPPPT

¢ I, during this plan year, any assets or liabilltles were transfarrad from this plan to annther plan(s). Idenlify the plan(s) to
which assets or llablities were transferred, {$es instructions.)

13e({1) Name of plan{s): 13c(2) EIN{s) 13e(3) PN{s}

PERLIR O I TR L YL I IR AeT)

I Part VIll. | IRS Compliance Questions

14a Noes the plan satisfy the coverage and nondiscrimination tests of Code seations 430{b) and 401{a}4) by combining this plan with any other plans under
tha permissive agaregation rules? [ ves [A No

14b Ifthis iz a Code section 404(k) plan, check all boxes (hat apply o indicate how the plan 1s intended to salisfy the nondigcerimination requirements for
amployee deferrals and employer matching contributlons (as applicable) undsr Code sections 401(k}3) and 401(m){2).

@ Design-hased sale harbor method
[] “Prior year ADP test
D “Gurrent year® ADP lest

[] nia

15 It Ihe plan sponsor Is an adopler of o pre-approved plan that recoivad a favorabla IRS Oplnion Letter, enter the date of the Oplnion Letter 06/30/2020
(MMIDD/YYYY) and the Opinjon Letter serlal number 9702623a




