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
WOMEN'S CENTER FOR BETTER HEALTH, APMC 401K PLAN AND TRUST (PN) » 001
1c Effective date of plan
01/01/2009
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) 20-1422955
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
WOMENS CENTER FOR BETTER HEALTH, APMC C Sponsor's telephone number

337-942-8975

2d Business code (see instructions)

1270 ATTAKAPAS DR., SUITE 101
OPELOUSAS, LA 70570-6549 621111

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 13
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 11
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 10
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
- - 5¢c(2) 10
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 7
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 9
€ 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 THOMAS JARNAGIN, M.D.

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

SIGN Filed with authorized/valid electronic signature. 10/09/2025 THOMAS JARNAGIN, M.D.

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 1846562 1681817
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 1846562 1681817

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) 9007

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 33440

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 221810
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 264257
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 417744
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 11258
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 429002
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i -164745
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:
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:

| 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 190000
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 15915
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.ccccccvueuene 10g X 36512
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 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_ Q703879A,




RECEIVED 18/89/2025 15:24
10/09/2025 2:58PM FAX 13379428527 WOMENS CENTER #0008/0011
Form 5500-SF Short Form Annual Return/Report of Small Employee e el
Deparimant of the Tressiy Banefit Plan
Iniarnal Ravenua Sarvios This farm ls requirad te ba filed under seotions 104 and 4065 of the Employee Retirement 2024
Dopariment of Libor Income Security Act of 1974 (ERISA), and sections 6057(h) and 6058(a) of the inlemal
Emplayes Banwfits Seauity Admintrnsion Revenue Cods (the Code), Tlg;:'?c"&;g Open 1o
Paneton Benest Guaranfy Carporalist »_Gomplate all entrins In accordance with tha Instructions to the Farm 5500-8F.

{i-Part 1" Annual Report Idenfification Information

For calendar plan year 2024 or fiscal plan year beginning Ul/UL/2024

and ending

1273172024

A This relumireport is far: a single-employer plan

|:| @ multiple-employer pian (not multiemployer) (Pension Pian Mers chacking this box
must attach Schedule MEP. Other plans must altach a bist of participating employer

Information In accordance with fhe form inatructions.)

B This retumireport Is D the firat return/report D the final retumirepart
]:] an amended retumn/report D a short plan yeer returnireport (less than 12 months)
C Checkboxiffiingunder: ] Form 5668 [} automatic extension [] orve program
[] speciat extension (enter description)
D if tha plan Is a callactively-bargained plan, check here 4 D
E i this ip g relractively adapled plan permitied by SECURE Act section 201, Gheolk here . b [
[FPartil | Basic Plan Information—enter all raquasted information
1a Name of plan 1B Three-digit plan number
WOMEN'S CENTER FOR BETTER HEALTH, APMC 401K PLAN AND TRUST (PN) b 001
1¢ Effmctive date of plan
01/01/2009

2a Plan aponaors natme (employer, i for a singla-amployer plan)
Mailing addrass (include room, apl., suite no. and sireet, or P.O. Box)
City or town, state or province, country, and ZIf? or forelgn postal cods {If forelgn, ses instructions)
WOMENS CENTER FOR BETTER HEALTH, APMC

1290 ATTAKAPAS DR., SUITE 101

OPELOUSAS LA 70570-6549

2b Employer identification Number (EIN}
20-1422955

2¢c Sponsor's telaphone numbar
337-942-B975

2d Business coda (2ee Instructions)

621111

3a Plan administrator's name and address ﬁ Same as Plan Sponeor.

3b Administrator's EIN

Ac Administrator's lelephone number

4 (fthe name andfor EIN of the plan sponsor of the plan nama has changed sins tha last relum/report | 4b EIN
fited for this plan, enter the plan sponsar’s name, EIN, the plan name and the plan number from the
laat retumirepont. 4d PN
@ Sponsor's narme
€ Plan Name
5a Total number of parlicipants al the baginning of (he plan year Sa 13
b Total number of participants at the end of the plan year &b 11
©(1) Number of participants with account bafances as of the beginning of the plan year (only deflnaa 5c(1)
contribution plans eomplete this ifem) 10
¢(2) Number of participants with account balances as of the end of the plan yesr (only defined 5c(2)
enntrbution plans complete this item) 10
d(1) Tota) numbar of active participants at the beginning of the PIAN YEaN..........werweme Sd(t) L
di(2) Total number of active participants &1 the end of the plan yaar §d(2) 9
® Number of participants who terminated employmeant during the plan year with accrued benefits that Bo
were less than 100% vastad i e 0
Caution: A genplty far the ! AL r incomplate filing of thiz returnirepc \mllhsassmn Wnlesa naasonahla call agtablisheg

Under panaliies of pe
EE or ?!-chadmm MB a0

—

her penalties aet forth in the instructions, | declare that | have axaminad this ummhoport, Iﬂoiudlng, if applicable, a Schedulo
4“% nd slgnsd by an enrolled actuary, as well as the slectronic version of this meiumm/raport, and to the bast af my knowlsdge end
trua, eopdcl ngd/camnplste,

Y ey oY

10/09/2025

THOMAS JARNAGIN, M,D,

¥ L

Date

ul@ﬂ‘ﬁf_ 1 lslrllnr‘
I 10/09/2025

Entet name of indlvidual signing as plan adminfatrater
THOMAS JARNAGIN,

M.D.

(BT,
: Signatire'df empifyetplan sponso
For Paparwork Reduction Act Notlge, asa the lru:

Date

omhr BEN0.BF.

Enter name of individual signing as employar or plan sponsor

v. 24031



RECEIVED 1@/89/2825 15:24

10/09/2025 2:59PM FAX 13379428527 WOMENS CENTER #0003/0011
Form 5500-5F. (2024) Page 2
6a Ware all of the plar's assels diring the plan year invested in eligible.assets? (Sew'inatructions.) ' , E Yes D Ne
b A you claiming 2 waiver of the annual examination and report of an independant qualifisd publ{c acmumant (IQPA)
under 28 GFR 2520.104-487 (See Inatfustions on waiver eligiblilty and condtions.) [ ves [] No

# you answerad “No” to either }ino 6a or line &b, the plan vannot use Form 6500-SF and must instead use Form 5300,
G Ifthe plan is & dafined Bensfit plan, Is il coveted under the PRGC Insurance program (sao:ERISA saction 40217 .....] | Yes [JNo [ Not datermined

1f“Yas" is chacked, antar the My PAA conflmation number from the PBGC pramium filing,for this plan yaar . (3ea Instructlons, )
Partill,] Financial Information
7 Plan Assels and Linbilties 2) Befjintilng of Year (b) End of Year
a_Total plon aesets i 1,846,562 ' 1,681,817
b Total E‘a_ﬂ liabilifles ; 0f 0
€_Nat plan assats (Subtac N6 75 100M N0 78).0rrsvsnssssssee 13 846 562 1,681,817
8  Income, Exponses, and Transfers for this Plan Yesr' (m) Amount ) '

8 Conlributiohs neosived or receivable from:

() BRI s e .| eat)
(2) Patticipants,.. ; i | B3(2)
{8)_Others (including. m[}gvam} Ba(3)
b Other income (1086)::.....5. : . = [

264 257

@ Tatalincome (add linas: am !, eggg, 8a‘3}, and ab). ...
d Benefte paid (mdudmg du'act follovars and msurance prumiums
o provide benefits}. .. ... ...

8¢
8d
.8 Cerlain deemed and/ar comective _tﬂslﬂhul]nlns {soe Instructlong), | 8e
_8f
8

f_ Administrative service providers (sularies, fees, commissioni).....

1 Othor expenses o : :
h_Tolsl expenses (ndd linee 8d, 8a, 8f, and 80)...........,.cvosces | 8N 429,002
i Ne!lnwme losg 'subhu!llnsﬁhrrdmllha ) 8 -164,745

9a lf thi pian providas panslon henafits, enter the applicable pension feature codes from the List of Plan Characteriatls Codes in the Instructions;
2E 2F 26 2J 2K 2T 3D

b |if the ptan provides walfare beneflts, enter the epplicable-welfare feature codes from the st of Plan Characteristic-Codes-inthe nstruetionss

I"'Pii;’t\fl."'] Compliance Cuestions
10 _ Duiing the plan year: Yo | No Amount

& Wagthere a fallure to transmit to.the plan any partisipant contibulions wllhln the time period
daseribad in 28 GFR 2510.3-1027 Continue 1o answet "Yes' for any priar year ilires unti filly

comrecied. (See Instnictlons and DOL's Voluntary Flduglany Comection Program) s | 108 X
b. Ware thera.any nohaxempt uaneacuona with any pmy «in-intarast?. (Do not include fransactions |
reported ofiline 108, ). s 16b X
€ Was the-plan covered byaﬁddﬂy bibnd? — e | 106 | X | 190,000
d DM the plen have a lons, whether or not relmbursed by tha.plan's Ildallly tiand; thiat wa couged
by fraud or dishonssty? s s | 108 4
&' Wera any fees oF commilasions piid 1o any. hnol(ial'c'1 agents, or olh!r persans by an Fnaurafwé
carriair, Insurancs sarvios; or nthor omnnlzaum mal pmwdei aofma or :zl ar tha hmmmu ummr
the plan? (See instrycilons:) " 108 | ¥ 15,915
. Has the plan falled to provide:any: bencﬂt whan dus uRder e Plan? ... 108 X

Did the plan have any panicipant loans? (If “Yas,” anlar amaurnt as of yﬁaf-end ) s
If this is an individual account plah, was theré a'blackedt period? (See instiictions ang 29 CFR
2520.101-3.) 10h
If 10h was answerad *Yas," check lha b if you alther pravidid the requirsd hotice or one of the
exceptions to-providing the notica applied undor 20 CFR 2520,101-8 ; 10

- | 10g X

=e |




RECEIVED 1B/09/20825 15:24

10/09/2025 2:53PM FAX 13379428527 WOMENS CENTER @o010/0011
Form 5500-SF (2024) Page3-[ ]
T ] Pension Funding Compliance
1 'I ls mis a dafined banafit plan subjoct to Mifiimumm funding requiremenits? (If "Yes,” see insiructions and complefe Scheduls SB.
(Fm 5500) and liries +1a and b beloiw.) If this Is a defited contitution pension plan, leave ﬂnn 11 blank andcomplete e 12 D Yas [] No
BBIWG 00 cosasizaas visaeisies s thsiissbess S b e i s aoibiibe s roostibissatiatrtratonivas s s anusrisserss usbass wstawsesssess
& Enlar the: unpa:d minimum requlred contibutions fof all years from Schedule, 8B (Farm BI‘!DO) 113 [ e —

b PBGC missed contribution raporiing roquitements. if tha plan fe covared by PBGC and the amount rapomd on (ina 14 is greater than $0, has PRGC

bwli] nallfied as mqulrad by ERISA aections 4043(c)(5) and/or 303(k)(4)? Chaol the appllcablu hox!
Yeat.

D No. Repoiting was waived undar 20 CFR 4043.25(¢:)(2) because coritributions agiial terar exneiding this uhpaid minimum required contribution

wers made by the 30t day after the dus dats.

D No: Tha 30-day perlod teferenced in'29 CFR:4043,25(c)(2) hais not yet ended, and the-sponsor Intands to make a contribution equal fo or

exceeding the unpald tilnlmum mqmmd wontiibiulion by the 30th daj after the due dets,

[J No. Other. Provide explanation

12 is this a-defined contdbution pldi sub]act 1o the minimum funding tequ:remenw of saction, 412 of iha ‘Codaor section 302 of

ERIEAT

(IF "Yes. complete line 2 or Hne; 12h, 12¢, 12d, and 120 balow, as applsraible ) lr this s a definad benafit penalon plm, Iem

n# 12 blank and eamplete fine 11 abm

D Yes (X No

& I awaiver of tha miiiimuin Tanding gtandard for a.prior year is balng amertizéd fry this plan year. ses jnulnictions, and entar the date of the letlar Fuling

granting the walvet. ez MORHY ..Day

Year

Ilm completed g 12a, complate linas 3, §, and 10 of Schedule MB (Forim ssnu}, and gg to line 13,

b Enter the minimum raquirad contribution for this plan year ............ " 12y

€ _Enter the amourit confiibuted by the employar ta the plan for this plan year : ; o | 1208
d Subtradt the amount [n iine 126 from tha amount i fine 12b Enter the result (amnr a rnlnus ulqn tothe leﬂ of a 124

negalive amount). e T

& Will.lha minfmum finding smount reported on line 12d he met hy the funding deadiine®........

O

Yo

£~ [ wa

_Plan Terminations and Transfers of Assets

133 Hmaruba:ﬁmtounmtghpimbnnudcptedmmyplanmﬁ

Yeas

ENO

& If"Yes," entarihs amount of any plah asssts that revertad to the amp_!gyer mls YOO ssiosisssssssmasssissssamsssssssoie: | 138

b Were alf the plan assets.diatrimited to partcipafits ar beneﬂdanes. transferred 1o anolher plan or brought under the
conlrel af the PEGG?

DYWENO

€ I, duting Wis plan year, any assels or iablitiss ware lranslen'ed fromi this plan to anothai plan(s) Idaniity the plan(s) to

which aseets or ljablliles wers transfemed. (See-instructions.)

13¢{1) Nemé of ptan(s): _ 13¢(2) EIN(s)

13¢(3) PN(s}

RS Compliance Questions

14a Dods the plan katisty the covaraga and rondiscrimination tests of Code sections 410(b) dihd 401(a)(4) by combining this plan with ity otiier plaris under

the panmibsive a ation rules?[ ] Yes (% No

14b ifthis Is & Gode geotion 201(k) plan, check all hoxas that apply W indicate How the Giania intended to satisfy the nondiscriniviation requiremants for

employea defarrals and amployer matching contributions (as epplicable) under-Codsé sactian AD1(RN3) and 401(m)(2).
[x Dasign-based safa harbor method

[} “Pstor year~ ADP test
[ *Guirent yeur ADP test

[ wa

16 I the plan sponsor is an adeptar of a pre-approvad plan that l’enegvsd A favamble IRS Opinion Lettar, anter tha daite of the Opinlon Latter 06/30/2020

(MM/DD/YYYY) and the Opinion Letter sevial number Q70387




