Form 5500-SF Short Form Annual Return/Report of Small Employee OB Nos. OO

Department of the Trea;ury Benefit Plan
Intemal 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
ERLAINE F. BELLO, M.D. PROFIT SHARING PLAN PN) D 001
1c Effective date of plan
01/01/1988
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) 06-1276442
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
ERLAINE F. BELLO-TROMBETTA, M.D. 2c Sponsor's telephone number

808-537-6336

2d Business code (see instructions)

1380 LUSITANA ST STE 901
HONOLULU, HI 96813-2448 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 2
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 2
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 3
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) 2
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 1
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 1
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 1

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. 10/10/2025 ERLAINE F. BELLO-TROMBETTA
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 10/10/2025 ERLAINE F. BELLO-TROMBETTA
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 897594 1027577
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 897594 1027577

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) 33143

(2) PartiCipantS..........cccceeeiuuueeiiee e 8a(2)

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 105674
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 138817
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 8834
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 8834
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 129983
j Transfers to (from) the plan (see instructions) 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A  2E 3B 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 90000
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 x
23 0T 0 e PSS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i




Form 5500-SF (2024)

Page 3-| 1

Part VI Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40

|11a|

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution

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

exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or

No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
T S 7 PSSP D Yes B No

(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave

line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this PIAN YEAr ..............cccceiueueueeeeeeeeeeeeeeeceeeeeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? .............cc............

D Yes @ No

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year

13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to

which assets or liabilities were transferred. (See instructions.)

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under

the permissive aggregation rules?[ ] Yes [{ No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

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

M NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q704015A,
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Form 5500-SF Short Form Annual Return/Report of Small Employee OME Nos. 1210-0110 .
Dapartmert of the Traasury Benefit Plan
Internal Ravenue darvice This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024

Department of Labor

Employas Benafts Security Administation

Penaion Benafit Guaranty Corporation

Income Security Act of 1974 (ERISA), and sections 057(b) and 6058(a) of the Internal
Revenue Code (tha Coda),

» Complete all entries in accordance with the Instructions to the Form 5500-8F.

This Farm is Qpen to |
Public Inzpaction

| "Partl ] Annual Report Identification Information

For calendar plan year 2024 or fleeal plan vear heginning

01/01/2024

and anding

Lle/3i/2024

A This return/report is for:

B This return/report is

C Chack box if filing under:

D} Ifthe plan is a collectivaly-bargsined plan, check here
E _If this is a ratreactively adopted plan permitted by SECURE Act section 201, chack here

@ a single-employar plan

D 8 multipla-amployer plan {not multiemployer) (Pension Plan filers checking this box

must attach Schedule MEP. Other plans must atfach a list of participating employer
Infermation in accordance with tha fovm instructions.}

D the first return/report
I:I an amanded return/report

[ Form 5558
|:| special extension (enter description)

D the final relum/freport
m a shott plan year return/report {less than 12 manths)

D automatic axtension

[] DRV program

l:.Part1l:|{ Basic Plan Information—antar al requestecl information

1a Name of plen

1b Three-digit plan number

Erlaine F. Bello, M.D. Profit Sharing Plan (PN) » 001
‘ e 1¢ Effective date of plan
01/61/1988
2a Plan spunsor's name {employer, if for a single-employer plan) 2B Employer Identification Number (EIN)

Malling address (include room, apt., suite no. and street, or P.C. Box)

City or town, state or province, country, and ZiP o foreign postal code (if foreign, see instructions)

Erlaine F. Bello-Trombetta, M.D.

06-1276442

2c
808-537-6336

Sponsor's telephone numbar

1380 Lusitana St Ste 901 2d Business code (see instructions)
Honolulu HT 96813-2448 621111
3a Plan administrater's name and addrass @ Sarme as Plan Sponsor. 3b Administrator's EIN
3¢ Administrator's telephone number
-, '
4y
4 [fthe name and/or EIN of the plan sponsor or the plan nama has changed since the last return/repart | 4b EIN
filed for this plan, enter the plan spensor's name, EIN, tha plan name and the plan number from the o
last roturn/report, 4d PN

4 Sponsor's rame
¢ Plan Name

Ba Total number of participants at the beginning of the plan year

b Total numbier of participants at the and of the plan year
6(1) Number of participants with accourt balances as of the begmnmg of tha plan yaar (unly defined

contribution plans complate this item)....

©(2) Mumber of participants with account balances as uf the end of the plan year (only deﬂnad
contribution plans complete this item)

.d(1) Total number of activa participants st the beginning of tha plan year

d(2) Tetal number of active participants at the end of the plan year :
€ Number of participants who terminated employment during the plan year with scerved benefits that

wers less than 100% vested
Caution: A penalty for the late or incomplete filing of this returnirepon will be assessed unless reasonabla cause is established.

............................................................... 5a 2
......................................................................... sh ‘ 2
5¢(1) 3

5c{2) g

................................................. 5d(1) 1

5d(2) 1

Se 1

Under penaltias of perjury and other penalties set forth In the instructions, | declare that | have examined this returnfreport, including, If applicable, & Schedule

SB or Schad

. , ﬁormc:'cj a-nLg EEEEI__

MB completed and signad by an enrolled actuary, az well ag tha alaetronie veraion of this retum/raport, and to the best of my knowledge and

Erlaine F. Bello-Trombetta

(" Mo~ ven Lt Lofs0/

prEignature of plan agminjefrator Ciate Enter name of indlvidual signing as plan administrator
/KVL—-‘ E.ﬁ:' { I’VDL,{/Q --' M wlﬁdlf‘f’ Erlaine F. Bello-Trombetta
¥
] Signature of employer/plan sponsor Drate / Enter name of individual signing a5 smployer or plan sponsor_|

FDr Pﬂpﬂﬂ"ﬂrk Redystion Act Notice, see tha Instrucﬂoﬂa far Form §E00-5F.

¢ Form 5500-5F (2024)

*

v. 240311
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Form 5500-5F (2024) Page 2
6a Ware alt of tha plan's assets during the plan year Invested in- eligible assets? (SGee instructinns.)..................................................‘...,.' @ Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant ((QPA)
under 29 CFR 2520.104-467 (Sae instructions on waiver aligibility and conIonS.)...............c....cc..ooroeeeeoeeneeeomoeeeeemmnmmsas s [ Yes [] No
If you answerad "No* to ajther line 8a or lina 8b, the plan cannot use Form 5500-3F and must Instead usannrm 5500.
C Ifthe plan Is a deflnad benafit plan, Is it covered under the PEGC insurance program (see ERISA section 4021)7 ...... D Yes |:| Mo D Mot determinad
If “Yes" is checked, enter the My PAA confirmation number from tha PBGE premium flling for this plan yaar, . {See instructions.)

| . Part’llt:{ Financial Information

7 Plan Assets and Liabilities (a) Baginning of Year C {b) End of Year
8 TOUE PIAN BS881 1 vvevsesiesrsecarimsnserestissssressssrrssersnssasareessserserecssaseace 897,554 1,027,577
b Total plan liabilfies .......o.o.vcoore e s s snsre e ‘ g 0
¢ Net plan assets (subtract line 7b from liNg 78). ......euserees i 857,504 ' 1,027,577
8 Income, Expensss, and Transfers for this Plan Year " (a) Amount () Total

a Contributions received or receivable from:

{1} EMPIOYETS o sessssscnssnsssscnssnsnsssessmasssensesssssgsrsnspsssaparseseree | 8201 32,143

(2) PRRGIDAMS tvevsereresssessrurmnerz iz ssrce socessres spscposiscs cosgsomcosccmzencaas _8a(2)

(3)_Others (including rallovers) ... | BA(3)
B Other INCOME (JSS). . cm.eree e e e Bb ‘ - 105, 874 PRI
& Total income (add Yines Ba{1), 8a(2), Ba(3), and 8b)..................... ge |, 138,817
d Benefits paid (lncludlng diract rollovers and Insurance premiums ‘

to provida banafits). .. e eeee it mdiiitiaiarsinssiaans s sas 8d
¢ Certain deemed and/or corrective distributions (sae Instructlons) . 8e
f  Administrative service providers (salaries, fees, commissions)..... 8f

0 Other eXpenges ... v e 8g

h_Total expenses (add lines 8d, 8e, 8f, and BO) e &h 8,834
i Metincome {loss) (subtract line 8h fom NE BT wecervesceesersermeenee 8l i28, 983
j Transfers to {from} the plan {gee iNSrUcions) ... et e 8| e it

Fart W | Plan Characteristics
9a |If the plan provides pension benefits, enter the applicable panslon feature codes from the Ligtof Plan Characterisfic Codes in the |nstruct|una
2A 2E 3B 3D

B |!f the plan provides welfare benefits, enter the applicable walfare faature codaes from the List of:Rlan Characteristic Codes in the instructions:

| Part Vo | Compliance Questions
10  During the plan year: ' Yes | No Amount

a Was there a failure to transmit to the plan any partmlpant contributions within the time perlod -
daseribed in 22 CFR 2510.3-1027 Continue to answer “Yes” for ary. prior year failures until fully

comectad. (Sea ingtructionz and DOL's Voluntary Fiduciary Corraction Program).. .. e 108 X
b Were thera any nonexempt transactions with any party-in-interest? (Lo not include transactions )
reported on line 10a.)... s SO S [ ]« X '
€ Was the plan covered by a fidelity BONAT ... mnssesersmmisesrmess s oreesseens e eems e e osemeeeeeneenes | A | 2 90,000

d Did the plan have a loss, whether or not reimbursed by the p\ﬂn 5 fidality bond, that was caused %
by fraud or dishonesty? ... PO I 11 |

e Weara any feas or commigsions paid to any brokers, agents, or cther persons by an insurance
carriar, Insurance service, or other organization that provides some or all of the benefits under

the plan? (See INSTUCHONS. . iuu e e ssren s sirss s eras sesssressesserpsccsrercac srvprpecpeceseencraces | VOB X
f Has the plan falled to provide any benefit when due under the PIANT ... | 10 X
g Did the plan have any participant loans? (i "Yes,” enter amount as of year-and,) ..._........ ereeeemeenne 10g X

I [ his is an individug| aecount plan, was thare a btackout period? (See instructions and 29 CFR
2B20,TDTB.) csmeassessssnissasasssasessoesssesssasessasoesessansson s svssssssssseesssrascesscppeceseseeeeessscosssessseseeeeessasseceasenns 10h X
i If 10h was answered “Yes," check the box if you eithar pravided the raquired nofice or one of the | .
gxcaptions to providing the netice applled under 28 CFR 2620.1071=3.. ... oot ecvecrsncianen | 1
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Form 5500-5F (2024) ‘ Page 3-

| Part Vi | Pension Funding Compliance
11 s this a defined benefit plan subject to minimum funding requirements? {If "Yes,” see instructions end complete Schedule SB .
{Form 5500) and lines 11a and b below.} If thiz iz a defined contribution pension plan, leave line 11 blank end complete line 12 D Yas No
BIBIOW . ..ottt ettt e e e e emeeoe e easfemsesssmsednsessossememesosemimfesmsemesosemseeemssesemsessmeoneemteesenienseserniieddtiatains
a Enter the unpatd minimum regulrad contributtons for all years from Schedule S8 (Form 5500) Ine 40 .................. | 11a I

. b PBGC missed contribution reperting requirements. if the plan is covered by PEGC and the amount reported on line 11 is grester than $0, has PRGG
been notified as required by ERISA sections 4043{c)(5) and/or 303(k)(4)? Check the applicable hox:

Yes.

-

Mo. Reporting was waived under 28 CFR 4043.25(c)(?) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date. ]

MNo. The 30-day period referenced in 28 CFR 4043.25(¢)(Z) has not yat ended, and the sponsor intends to make 3 conttbution aqual to or
exceeding the unpaid minimum required contribution by tha 30th day after the dua date.

No, Othar. Provide explanation

] e

12 Is this a defined contribution plan Bubjact to the minimum fundlng raguiramants of saction 412 of the Code or saction 302 of
ERISA? ................ "
{K"Yes" complete I|ne 123 or llnes 12b 120, 12d and 123 belc:w. as appllcable ) lf thrs isa defned bene’i’t pensmn piara Ieave [:I Yes @ No
ling 12 b\ank and complets ling 11 abnve.

A If a waiver of the minimum funding standard for a pn'or year is being amortized in this plan year, see instructions, and enter the date of tha letter riling

granting the waiver. rivin .. Month Day Year

If you completed line 12a, cumplete lines 3, 9, and 10 of Schedule MB (Farm 5500) and skup 10 tma 13,

b Enter the minimum raquired contribUtion for this PN YBRE ... .o 12b

€ Enter the amount contributed by the amployer o the plan for thig plan year ... | 126

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter & minus sign to the left of a 12d
negativeamount) ...

e Wil the minimum funding amount reported on line 12d be met by the funding dezdline?........cui i, D Yes D No |:| N7 A

134 Has a resolution to terminate the plan been adopted in any plan YEBIT .. S ) D Yog @ No

a K'Yes," enter tha amount of any plan assets that ravertad to the employer this vear. ... e T 13a

b Weraalltha ptan assets distrtbuted to particlpants or beneficiaries, transferred to another plan, or brought under the D Yas @ No
control of the PEGG? .. Lerriieriiiserasiismserieioisisiooisiiiiisiio s

¢ If, during this plan year, any assets or IIab]litlas wers transfarred from this plan to another plan(g) |d&nt|fy the plan(s) o -
which sssets or lisbiliies were transfarrad, (Ses inslructions.)

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

[ Part:VHl | IRS Compliance Questions - .

14a Doesthe plan satisfy the eoverage and nendiscrimination tests of Code sections 410(b} and 401(a)(4) by combining this plan with any other plans under
the parmissive aggregation rules? [] Yes [# No e

14b 1 this is 8 Code section 401{k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nendiserdmination raqmr&rnents for
employee deferrals and employer matching contributions (as applicable) under Coda sections 401(k){3) and 401(m)(2).

D Daslgn-based safa harbor method
[] "Priar year" ADP tast
D “Current year” ADP test

4 wa

18 Ifthe plan sponsor is an adapter of a pre-approved plan that mcalved a favorable IRS Opinfon Letter, enter the date of the Opinion Letter 0 5/ 36/2020
{MM/DD/YYYY) and the Opinlon Letter sarlal number 27040154




