
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

X

THREE BOUDOIR 401(K) PROFIT SHARING PLAN 001

01/01/2021

3901 NW 79TH AVENUE 
SUITE 245 #1612 
MIAMI, FL 33166

46-4368408

THREE BOUDOIR LLC
312-856-4441

541920

X

10

0

10

0

7

0

0

Filed with authorized/valid electronic signature. 10/08/2025 ERICA JONES
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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

209116 0

0 0

209116 0

0

0

0

4960

4960

214076

0

0

0

214076

-209116

0

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

X

X

X 140000

X

X

X

X

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

0

X

X

X

Q702814A
06 30 2020
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Form 6600-SF Short Form Annual Return/Report of Small Employee 
Benefit Plan 

0MB Nos. 1210-011 0 
1210-0089 

Olplnntnt of the l'rNMY 
lntemel Revenue SeMCe 2024 

Oepnnent of Labor 
9!e-8Nlss.a.rt)'M'n~ 
Pwl0n 8enlft ~ COfl)0'11tion 

Thia form la required to be flied under section, 104 and 4065 of the Employee Retirement 
Income Security Act of 1974 (ERISA), and aectton1 6057(b) and 8058(1) of the Internal 

Revenue Code (the Code). 

► Com ltte 111 tntrltt In aooordanoe with tht lnstruotlons to the Form HOO-SP'. 

This Form Is Open to 
Publlolnspeotlon 

Part I Annual Re ort Identification Information 
For calendar plan year 202~ or nsoel plan year beglnn-lng 0 17 0 1 7 2 0 2 4 and ending 12 7 31 / 2 o 2 4 

A This return/report Is for: ~ a alngle-employer plan O a multlple-employer plan (not multlemployer) (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 O the flrat return/report ~ the final return/report 

0 an amended return/report D a short plan year return/report {less than 12 months) 

C Check box If filing under: ~ Form 5558 D automatic extension D DFVC program 

D special extension (enter description) 

D If the plan is a oollectively-bargained plan, check here ................................................................................ ► D 
E tf this is a retroactively adopted plan permitted by SECURE Act section 201 check here ► n .......................... 

Partl I Basic Plan lnformation~nter all requested information 

1 a Name of plan 1b Three-digit plan number 

THREE BOUDOIR 40l(K) PROFIT SHARING PLAN (PN) ► 

1c Effective date of plan 
01/01/2021 

001 

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) 46-4368408 
Cly or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

2c Sponsor's telephone number 
THREE BOUDOIR LLC 312-856-4441 

3901 NW 79TH AVENUE 
2d Business code (see instructions) 

SUITE 245 #1612 
MIAMI FL 33166 541920 

3a Plan administrator's name and address ~ 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 retum/report. 4d PN 

a Sponsors name 
C Plan Name 

6a Total number of participants at the beginning of the plan year ............................................................... 6a 10 

b Total number of participants at the end of the plan year ......................................................................... 6b 0 

c(1) Number of participants with account balances as of the beginning of the plan year (only defined lo(1) 10 
contribution plans complete this item) ................................................................................................. 

c(2) Number of participants with account balances as of the end of the plan year { only defined lc(2) 0 
contribution plans complete this Item) ................................................................................................. 

d(1) Total number of active participants at the beginning of the plan year .................................................. 6d(1) 7 

d(2) Total number of active participants at the end of the plan year ........................................................... 6d(2) 0 

e Number of participants who terminated employment during the plan year with accrued benefits that .. 0 
were less than 100°/4 vested .................................................................................................................. -

Caution: A penalty for the late or Incomplete flllna of thlf return/report wlll be asstsstd unless reasonable cause Is established. 

Under penalties of pe~ury and other penalties set forth In the ln1tructlons, I declare that I have examined this return/report, Including, if applicable, a Schedule 

SB.or ~~edule MB completed and signed by an enrolled actuary, 11 well as the electronic veralon of this return/report, and to the best of my knowledge and 

SIGN 
HERE 

SIGN 
HERE 

SI nature of em lo tr/ Ian s onsor 
For Paperwork Reduction Act Notice, see the Instructions for Form S500-SF. 

Date 

Erica Jones 

Enter name of Individual s 

Enter name of Individual si nin onsor 
orm F (2024) 

v. 240311 
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6a \Nare all of the plan'a aueta during the plan year tnveated In ellglble 11aet1? (See ln1tructlon1.)........................................................ ~ Yes D No 

b Are you clafmlng a watver of the annual examfnatlon and ,.port of an Independent quallfled publlc accountant (IQPA) 

under 29 CFR 2520.104~? (SN ln1truotton1 on waiver ellglblllty and condition,.)............................................................................ ~ Yes D No 

tr you answ.Nd "No" to either llne la or llne lb, the plan 01nnot u•• l'orm 1100-lf' and must ln1te1d ..,.. f'orm IIOO. 

c If the plan Is a deflned beneffl plan, 11 It covered under the PBGC Insurance program (see ERISA section 4021)? ...... O Yes O No O Not determined 

rt •Yes• ts checked, enter the My PAA oonftnnatfon number from the PBGC premium flllng for thla plan year ________ . (See instructions.) 

I Part Ill .J Fln1nclal Information 

7 PSan Assets and Liabilities <•> Bealnnlna of Ynr (bl Ind of Ynr 

a Total plan assets ............................................................................ 71 209,116 0 

b Total plan fiablllties ......................................................................... 7b 0 0 

C Net plan assets (subtract line 7b from line 7a) ............................... 7o 209,116 0 

8 Income Expenses, and Transfers for this Plan Year (al Amount Cb) Total 

a Contrl:>utions recehled or receivable from: 
11) Employers ............................................................................... 81(1) 0 

(2) Particioants .............................................................................. 8a(2) 0 

(3) Others (including rollovers). ..................................................... 81(3) 0 

b Clther income (loss) ........................................................................ Sb 4,960 

C Total income (add lines 8a(1), 8a(2), Sa(3), and Sb) ...................... 80 4,960 

d Benefits paid (including direct rollovers and insurance premiums 
to orovide benefits) ......................................................................... 8d 214,076 

8 Certain deemed and/or corrective distnbutions (see instructions). Se 0 

f Administrative service providers (salaries, fees, commissions) ..... Sf 0 

a other exoenses .............................................................................. 8g 0 

h ' ' 214,076 
Total expenses (add lines 8d, Se, Sf, and Sg) ................................ Sh 

i 
' -209,116 

Net income (loss) (subtract line 8h from line Sc) ............................ 81 •.. " 

j Transfers to (from) the plan (see instructions) ............................... 8j 0 

I Part IV ,J Plan Characteristics 
9a ff 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 2J 2K 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: 

I PartV f 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 

desai>ed in 29 CFR 2510.3-102? Continue to answer "Yes" for any prior year failures until fully 
X 

corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program) ......................... 10a 

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions 

reported on line 10a.) ....................................................................................................................... 10b X 

C Was the plan covered by a fidelity bond? ........................................................................................ 100 X 140,000 

d Did the plan have a Joss, whether or not reimbursed by the plan's fidelity bond, that was caused 
X 

by fraud or dishonesty? . .,., .............................................................................................................. 10d 

• 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.) ............................................................................................................ 10. X 

f Has the plan failed to provide any benefit when due under the plan? ............................................ 10f X 

g Did the plan have any participant loans? (If "Yes," enter amount as of year-end.) ......................... 10g X 

h If this is an individual account plan, was there a blackout period? (See Instructions and 29 CFR X 
2520.101-3.) .................................................................................................................................... 10h 

i If 1 Oh 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 ............................................ 101 
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Part VI Pension Fundln 
11 Is this a defined benefit plan subject to minimum fUndlng requirement,? (If "Yea," aee ln1tructlon1 and complete Schedule SB 

(Form 5500) and lines 111 and b below.) If thia la• defined contribution penalon plan, leave fine 11 blank and complete fine 12 
befow, .. , ..................................................... , .. ,,,1,,, ••••••••••••• , •••••••••••••••••••••••••• •••••••• Olfl •••••••• , •••••••••••••••••••• , •• ,, •• , •••••••••• ,,,.,, •••• , •••••••• , 

a Enter the un Id minimum ulred contnbuttona for all 111'1 from Schedule SB Form 5500 llne 40 .. .. .. .. .. ......... 111 

D Yes D No 

b P8GC mis.Nd oontrtbutton reporting r.qulremtnt9. If the plan la covered by PBOC and the amount reported on llne 11 a 11 greater than $0, has PBGC 
been notffled as required by ERISA section• 4043(o)(S) and/ot 303(k)(4)? Check the applicable box: 

0 Yes. 
O No. Reporting was walVed under 29 CFR 4043.25(c)(2) becau1e contributions equal to or exceeding the unpaid minimum required contr1butlon 

were made by the 30th day after the due date. 

O No. The 3Cktay period referenced In 29 CFR 4043.25(c){2) has not yet ended, and the sponsor Intend• to make a contribution equal to or 
exceeding the unpaid minimum required contnbutlon by the 30th day after the due date. 

0 No. Other. Provide explanatton _________________________________ _ 

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of 
ERtsA? ............................................................................................................................................................................................... . 
(ff "Yes.·~ line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this Is a defined benefit pension plan, leave 
lne 12 t>iank and com lete line 11 above. 

D Yes~ 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 

lfvou com-• line 12a, complete lints 3. 9, and 10 of Schedule MB (Form 6600). and sklD to line 13. 

b Enter the minimum required contribution for this plan year ....................................................................................... 12b 

C Enter the amount contributed by the employer to the plan for this plan year ............................................................ 12c 

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 
neaative amount) • •• •• •• • • •• • • • • • • •• • • •• • 0 • • • • •• o • • • • • o •• o •• o • • • o O o O O • 0 0 0 0 ••• 0 •• 0 0 o• t O •• •• •• •• • 0 •• •• • 0 •• 0 • •• o O ••Io•• 0 0 0 0 IO•• 0000 ••·• ••• ••••• •• ••···••••• •• •••• •• o • •• • • o 

• Ml the minimum funding amount reported on line 12d be met by the funding deadline? ......................................... D Yes □ No □ NIA 

I PatVI ~ Plan Terminations and Transfers of Assets 

13a Has a resolution to tenninate the plan been adopted in any plan year? ........................................................................... ~ Yes D No 

a ff "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 ~ Yes D No 
control of the PBGC? ............................................................................................................................. -....................... -......... 

c ff, 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) 

Part VIII I IRS Compliance Questions 
14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 41 0(b) and 401 (a)(4) by combining this plan with any other plans under 

the permissive aggregation rules? RC] Yes D No 
14b ff 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). 

0 Design-based safe harbor method 

0 ·Pnor yea,- ADP test 

0 "Current year- ADP test 

~ NIA 

16 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 O 6 I 3 O I 2 O 2 O 
(MM/ODNYYY) and the Opinion Letter serial number Q 7 0 2 814 a . 

0 



A FUTUR~fsh~~-

Plan Name: Three Boudoir 401 (k) Profit Sharing Plan 

484388408 
EIN: Plan Number: 001 

Plan Year Ending: 12/31/2026 

Filing Signer/Transmittal Authority for IRS Form 6600 

As an authorized signer, designated by the Plan Administrator for the above-named plan, I authorize FuturePlan 
to electronically sign and electronically file the above-named plan's Form 5500 through EFAST2 as a non­
fiduciary administrative convenience to us. 

/ understand that in granting this authority: 

• I/we must manually sign and date the Form 5500 and provide a scanned copy of Form 5500 to FuturePlan 
BEFORE the electronic filing can be initiated. 

• By signing the IRS Form 5500, I/we attest that Form 5500, and applicable schedules, have been reviewed 
and is true and accurate. 

• FuturePlan will retain a copy of this written authorization in its records. 

• FuturePlan will notify the individual(s) signing below as plan administrator/employer about any inquiries 
and information it receives from EFAST2, DOL, IRS, or PBGC regarding this annual return/report. 

• A copy of the Form 5500 I/we manually signed will be posted with the filed Form 5500 on the Department 
of Labor's internet website and will be available for public viewing. This posted Form will include a 
facsimile of my/our signature(s). I/we understand that having my/our signature(s) on the DOL website 
may pose a risk of identity theft and hereby indemnify FuturePlan for any loss resulting from identity theft. 

• FuturePlan shall not be deemed the Plan Administrator or a fiduciary of our plan by performing the 
transmittal services requested pursuant to this authorization. 

• A $100 filing fee for this service will be added to our next invoice. 

• This authorization is applicable only to the filing for the above-named Plan and applies only for the Plan 
year end stated above. 

• I/we must send back to FuturePlan this Authorization Form and the manually signed and dated 
Form 5500 to FuturePlan by 10/8/2025. If I do not send back this form by that date, an invitation to 
electronically file the Forms will be sent to the Plan Sponsor. 

Plan Sponsor Authorization: 

Printed 
Full Name: 

Signature: 

Please return this completed to 

Title: 

Date: 

t\-(2... y~ 
10\ g \ 1,()~ 

ur s· ned Form 5500 to: Crist/na.Rodrlguez@my.futureplan.com 

The designated aervlce provider must retain this authorization. 
Do not submit this form to the POL unless requested to do so. 
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