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 B 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
TRAH 401(K) PLAN (PN) » 001
1c Effective date of plan
01/01/2024
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) 46-5279214
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
THREE RIVERS ANIMAL HOSPITAL, L.L.C. C Sponsor's telephone number

985-302-5362

2d Business code (see instructions)

19412 HARRISON AVE.
COVINGTON, LA 70433 541940

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 9
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 12
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 0
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) 7
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 9
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 12
€ 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. 10/09/2025 ELIZABETH DICKINSON
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 0 19809
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 0 19809

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) 9748

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 9820

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 348
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 19916
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 107
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 107
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 19809
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:
2T 2E 2J 2K 2F 2G 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? ... 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)
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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_ Q703912A




Form 5500-SF Short Form Annual Return/Report of Small Employee ‘ ot s
Ungusatzrsed of e Treasuy Benefit Plan -
ezl o e | This form & required 1o ba filed under sections 104 and 4065 of the Cmoioyee Ratiremant 2024
Ipoatio et of LoDar Income Security Act of 1874 (ERISA), and sectons G057(b) and 5053(a) of the Intemal i
Erviyno Barmets Sew sy A rEiien Revenue Code (the Code). This Form Is Open to
Poreion Bonafl Guararty Conpcodscn Public Inspection
| » Complete all entries in accordance with the instructions to the Form 5500-SF.
[_Partl | Annual Report Identification Information ) 3
For calondar plan year 2024 or fizcal plan year beginning 01/01/2028 and anding 1273172024
A This retumiresort is for @ a snge-amployer plan r]a mutipic-employer pian (not muitiemplayer) [Pensnn Plan fiers dmecklng this box

must attach Schedule MEP. Other pians must attach a £t of paricipating employel
information in accordance with the form instructions.)

B This returnlreport is ] the first returniveport | | e final retumiregort

E] an amended returnireport U a short plan year retumitepon (1685 than 12 months)

C Checkbox iffling under. X Form 5558 [ 1 automatic extensica
[} spesial extension (enter description)

D i the plan i a colectively-bargainad pian, check here .

E Hthis s a ratroactively adopied plan permitted by SECURE Act section 201, check hera .

[] DFVE pragram

v []
v ]

[Partll_| Basic Plan Information—enter ail requested information
12 Name of plan

|

" 1b Three<digit plan number

TRAH 401(k} Plan i (PN} P _001
1¢ EMectve date of plan
= 01/01/2024 _
2a Pian sponsor's name (amployar, if for a single-emplover plan) 2b Employer identfication Number (EIN)
Maiing address {include room. ept., suite no. and street. or P.O. Box) 46-5279214

City or town, state or province, country, and ZIP or foreign postal code (if foraign. see instructions)
Three Rivers Animal Hospital, L.L.C.

19412 Earrison Ave.

Covington LA 70433

2¢ Sponsor's telephone number
985-302-5362

| 2d Businoss cade (see instructions)

541540

3a Plan administrator's name and address @ Same as Plan Sponsor.

3b Adminstrator's EIN

3¢ Adminstrator's telephone number

4 If Ihe name sndor EIN of the plan spon‘-ar or the glan name has changed since the fast return/repodt 4b EIN
fied for this plan, enler Ihe plan cponser's nume, EIN, the plan namn and tha pian number froen the a
last roturnireport. 4d PN
2@ Spunsors name
C Plan Name
5a Total number of parlicipants at the Seginning of the PIBN YIAM i oo 5a [ s b
b Total number of participants st the end of the plan year.. . 5b ' 12
c(1) Number of partcipants with account dalances as af the begbnnng of rhe pl.m year (onty oeimcc 5¢(1)
contribution plans complese this item) .. AR 0o
¢(2) Number of partcpants with account balanoes as of fhe end oc me plan year (on}y oemeu 5¢(2)
contrioution plans complete this item) .. A R T ot e 7
d(1) Total number of active participants at the beginning of the pian year 5d(1) 9.
d(2) Total number of active parbcipants at the end of tha plan year... - 5d(2) 12
e Number of garicipants who terminated amployment dufing the plan year w«m aouued venefits that Se l

wers jass than 100% vesind..

| Q

Caution: A poaalty for the iate or mcomm ﬂngg of uus retumlm wlll bc assessad unlcss roasonable cause Is establuhed
Ungder penaltes of perjury @nd other penalties et forth i the instructions, | decigne that | hawe axamined this -emmfvepm. including, g, ¢ ; appicable. a Schedule
SB or Schedule MB completed and signed by an enroled acluary, 85 wel as the electronic version of this retumireport, and to the best of my knowledge and

_Bolief it is | _en
SIGN P Elizabeth Dickinson
s Signature of plan administrator Dateil) C\\‘ZS' Enter narme of indvidual signing as plan aommistratar
SIGN
HERE Si re of e ariplan spongor Data Enter name of individual gigning 35 employer of pian sponsar_ |

For Paperwork Reduction Act Notice, sse fha Instructions for Form 5500-5F.

Form 5600-SF (2024)
v. 280011




Farm 5500-SF (2024) Page 2

b Are you dairring @ waiver of the annugl examinabon and repor: of an independent qualified pubuc accountant (IQPA)

Were all of the plan's assete during the plan year invested in aligible asse:s" (See matructions.)...

under 29 CFR 2520.104-457 (See instructions on waiver elgidility and conditions. ).

If you answered “No™ to cither line 8a or line 6b, the plan cannot use Form SSOD-SF and must mstoad use Fon-n 5500
C Ifthe plan is a defined bonefit plan, is it covered under Lhe PBGC Insurance program (589 ERISA section 4021)7 ...

E@chDNo

i ves [] No

[] Yes [INo [ ] Not getermmined

If “Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year _. {Sea instructions )
| Partlll | Financial Information
7 Plan Assels and Liaddities {a) Beginning of Year (b) End of Year
a Total plan as50ts R I 0 19,809
b Total pian liabilities SRR e R Y A 7B
C Net plan assets (subtact Ene 75 from Bne 73) .. 7¢ o 19,809
8 Income, Expenses, and Transfers for this Plan Year {a) Amount {b) Total

a Contributions received or recesvable from.

{1) Employers ... .. BRI o - i e R RERY 9,748

_‘Z)kPamcoanzs TSP TP 15~ Y 9,820

{3) Others (including rallowers).....ooeeeeee.. S —— 8al3)
b Other ncoms (loss) b 348
C Total incoma (add Gnes Bai1), Bai2), 8a(3). and 8b)... sc 19,916
d Bencfits paid (mc’u.Sﬂg dredt rollovers and INSuUrance premiums

10 provide benefits)... 2 x Bd
e Certain donmed andlor corrective distrbutions (See Instructicns) e
f Administralive sarvice providers (salanies, foos, commissions) ... 3f 107

__§ Otnerexpenses... . 8

h Tota! expensas (add ines 84, Se. BY, and 7). sh 107
i Netincome (loss) (subtract line 8h from line sc;. y gi 19,805
J Transfors to {from) the plan (See MSLUCHONS) ....ovocorceuneenc. [

' Part IV | Plan Characteristics

9a

2T 2E 2J3 2K 2P 2G 3D

If tha plan provides pensian benafits, enter the spphicable pansion foature cades from the List of Plan Characteristic Codes in the inslruclions.

b

If Ihe glan provides welfars boncfits, enter the apphcable welfare feature codes from the List of Plan Characlerstic Codes in the nstructions:

PartV | Compliance Questions

10 Duwing the plan year: Yes Amount

a Was here a faliure to transmit 1o the plan any participant contributions within the tme period

descrbed in 29 CFR 2510.3-1027 Continue to answer “Yeos~ for any peior year failures until tully

correctad. (See instructions and DOL's Volurtary Figuciary Comrection Program) .. .. | 10a
b were thers any nonexemat transacions with any perty—m-mares'." (Do not include: transactions

repored on line 10a.)... L L IR IS S XA W,
€ Was the plan covered by a fidelity bond? ... 10¢
d Did the pian have a loss, whether or not reimisursed by the plan s f)delt'y bond, that was caused

hy fraud or dishonesty? ... e, 10d
€ \Werg any fees or commissions paid to Sny brokers, agents, or other persons by an insurance

carner, nsurance Senvice, or other ongemzauon that pmwses soene of all of the benadits under

the plan? (See instructions ) e o ey e st o . ... | 10e
f Has the plan faded to provide any benefit when due under the plan" 10¢
g Did the plan have any paricipant loans? (If “Yes,” enfer amount as of year-end.) .. 10g
h 1fthis is an individual account pban was thare & blackout pcnod‘? (See instructions and 28 CFR

2520.101-3.) .. e S o e st S e S s b s b0 O A VAN A =S o b emsinm 10h
i 1f10hwss anwn-red *Yes” chack the box & you either ptovuﬁcd the mqu:ed nolice or ona of tha

sxceptions 10 providing the notics applied under 28 CFR 2520.101-3... SIS .| 10i




Fomn 5500-SF (2024) Page 3- | |

| Part VI l Pension Funding Compliance

11  Is thie 3 definad benefit plan subject to minimum funding requiremen:s? (If "Yes,” s@2 instructions and complele Schadule SB
[Form 5500) end lines 113 and b bcm) If this is 2 defined contribution pension pian, leave fne 11 blank and :nmplel.e line 12 U Yes U Na

Dalow. . —
a Enter the unpaid minrmum required contrisutions for all yaars from Schedule SB (Farm 5500) ne 40 l 1Ma [
b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount raported on ing 112 i5 greater than $0, has PEGC
been notiied as required by FRISA sections 4043(c)(5) andfor 303(k)(4)? Check the applicable box.
D Yos
D No. Reposting was waived under 28 CFR 4043.25(c)(2) because centribulions equal to or axcaedng the unpaid minrnum required contnbution
were made by the 30th day sfter the due date.
D No. The 30 day period referanced in 29 CFR 4042 25(c)(2) has nol yet ended, and the sponsor intends to rmake 2 conirbution agual to or
exceading the unpaid minimum required contribulion by the 30th day after the due date
[] Ne. Otner. Provide expianation

12 s this 3 dofined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of

B RISAZ .. c1eomeresemsemenmasmssemass omms canemsmiioas e tmes e asmtsmas e perab 124 14 S oaHe 0 s mal et i e st cmt s m et asiat b (PR35 S0 arem T meN me e s emssarimsrasicarantansian [ Yes EI No
(f "Yes," complete hne 1Za or mes 1?b 1?:- -2d and 12¢ belcm ss apcucable ) " l‘hls = & defined benefit pension plan, lave g

line 12 blank and complete &ne 11 above.
a if a waner of the maimum rundlng stendard for 3 prior year is bemg amontized in this pian year, see instructions, and entar the date of the lefter ruing
granting the waiver. ..Manth Day Year
If you compieted Imew Iinos 3 9 and 10 of Schedule IIB (Fonn 5500). and slup to line 13.
b Enter the minimum reguired contrivution for this plan year .. ......... i f A

€ Enter the amount contriputesd by the amployer to the plan for this plan year e | 12
d Subtract the amount in Ine 12¢ from the amount i line 12b. Enter the resuk (mr a minus sign to the left of & 12d
negative amount) . X OO, 5y = W =) S e —

——

@ Wl the minimum funding amaurt reported on line 12d be met by the Aunding BEIERET .......coocorcoee. []ves [In []na

rPan Vil | Plan Terminations and Transfers of Assets

1323 Has & recoision to tamningte the plan baen adopled in any plan yeer? iy e U SRR s (] Yes ¥ No
a Ir“Yes, enter the amount of any plan assets that reverted to the emplayer Lhis year..........
b Were a1 the plan assats cestrinuted 1o pemdpams or beneficiaries, transierred to anothear pten or Drought l;ndrr the 1 o

L] ves X No
CONITO] OF BB BB I 2 - oo mnes o bt ol e e corea b Lasba am oo bmes st ee s e o s e e sam s s e o b 4B 4 Sty mma e eme [

C If, during this plan year, any assats or iabdibes were transferred from Uhis plan to another plan(s) s.'k-nufy the plan(s) to
_which 3ssets oc liabilitics were fransferred. (Ses netnictions )
13c({1) Name of plan(s) 13¢(2) EIN(5) 13¢{3) PNig)

| Part VIl | IRS Compliance Questions
14a Does the plan satisfy the coverage and nondiscrimination tosts of Code sactons 410(b) and 401(a)(4) by combining this pian with any other plans under
, the penmissive aggregation rules?[l Yes [¥ No
14b if this is 3 Code saction 401(k) plan, check all boxes that apply to indicate how the pian is intended to satisfy the nondmc.nmmhon requirements for
employee deferrais and employer matching conlributions (23 applicable) under Code sections 401(K)(2) and 401(m)(2)

E] Design-basad safe harbar method
Ll “Prior yesr” ADP test
D *Current year” ADP test

[T woa

15 Ifthe plan sponsar it an adapler of @ pre-approved pian thal received @ favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/30/2020
(MMDDYYYYY) and the Opinion Letter senal number Y Q 703912a




