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
HEALTH FOR LIFE CHIROPRACTIC CENTER INC PS PLAN (PN) » 001
1c Effective date of plan
01/01/2000
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) 58-1925873
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
HEALTH FOR LIFE CHIROPRACTIC CENTE C Sponsor's telephone number

770-489-0187

2d Business code (see instructions)

2080 FAIRBURN RD STE F
DOUGLASVILLE, GA 30135 621310

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 4
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined
- T 5¢c(1) 4
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) 3
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1)
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 3
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e

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 EDMOND E HATTAWAY
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

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
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

@ Yes D No
@ Yes D No

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes 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 1190779 1217785
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 1190779 1217785

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) 7800

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

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 117414
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 125214
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 95233
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 2975
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 98208
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 27006
j Transfers to (from) the plan (see instructions) 8j

Part IV | Plan Characteristics

9a If;rée p|§8 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)..............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 95000
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.ccccccvueuene 10g X 17577
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.1013.) covvvvveeeeeeeereeeeeseeeeeeeeeeeeeeeeeeseeseeseeeeeeeeeseeseeeeeeeeeeeeeeeeeeeeeeseeseseeeeeeeseeeeseeeereseeeeeneeeerees 10h X
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)
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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).

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 03/31/ 2014

(MM/DD/YYYY) and the Opinion Letter serial number_ J598377A




Form 5500-SF “Short Form Annual Returf/Report of Small Employee OMB Nos. 1210-0110

Departmsnt of the Treasury Be'n'e it Plan 1210-0089
intera Roverue Senvicd This form i required 1 be fied under sections 104 and 405 of the Employee Refirement 2024
Departmenioftabor Income Security Act of 1974 (ERISA), and ssctions 6057(b) and 6058{a} of the Internal
Employoe Banafils Samnly@msmum R COd the Cod
' evenus Code (the Code). This Form is Open to
Pension Baneft Guarary Corporation P Complete all entriss in accordance with the instructions to the Form 5500-SF, Public Inspection
| Part] | Annual Report Identification Information _~_ ¢ ,
For calendar plan year 2024 or fiscal plan year beginning ‘ and ending
Ingle-employer plan a multiple-emplo; lan {not multiemployer; (Pension Plan filers checking this box

A This return/report is for; @ a single-employer p D iple-employer plan { uliemployer) (Pension Plan filers checking this

must attach:Schedule MEP. QOther plins must attach a list of participating employer
Informatlon in accordance with the form instructions.)

. D the firstretumireport D the fi na! retum/report
B This retfurnireport is

l:] an amended return/report |:| a short pfan year return/repont (less than 12 months)
|

C Check box if filing under: Fomn.5558 D automatic extensicn [:I DFVC program
D special extension (enter deséription) ' '

3
D iftheplaniga collectively-bargaingd plan; check here................coooiveiiiiiiviii e, » D
E ifthis i§ a retroaciively adopted plan parmitied by. SECURE Act secilon 2014 checkhero, ............. » [ ]
| Partll | Basic Plan Informaﬂon-—-—enter all requesied-information
1a  Name of plan . 1b m
Health for Life Chiropractic Center Ine PS Plan {PN) 001
1C Effective dats of plen
. P . . 01/971/2000
2a  Plan sponsor's name (employer, it for a single-employer plan) 2b Employer identfication Number
Mailing address (include room, apt., suite no. and street, or P:0. Box)
City or town, stata or province, country, and Z1P or-foreign postal coda (if forelgn see instructions) N 58-1925873
Health for Life Chiropractic Cente (EN)
- 2€ Spansor's telaphone nurmber
2080 Fairburn Rd Ste F 770-489-0187
| 2d eusiness oot [see instrucsons)
Douglasville GA 30135 i
. . . . . . 621310
3a Plan adminlstrator's name-and address’ |K| Same as Pian Sponsor. | 3b administrators EIN
3¢ Adminisvaines tolephons rumber
4 I the name andjor EIN of the- plan sponsor or the plan nama has changed since the last retumireport 4b EIN
filed for this plan enter tha plan sponsor's name, EIN, the plan name and tha plan number from the
last return/report. ad PN
a Sponsors name P!
C Plan Name
§a Total number of participanis at the. beglnnmg of the plan year. e et e r et e e ta e r s S 5a 4
b Total number of participants at the end of the plan year.................. PSP sh 3
c(1) Number of participants with account balances as of the beginning of the plan year (onty defined
contribution plans complete this Hem), . ... e Se(1} 4
(2’ Number of participants ‘with account balances as of the end of the plan year (only defined
contribution plans complete this em)........eveesrermiveiieiieeiiierieiereaeeiaaaieiaies e e 5¢(2) 3
d{1) Total number of active participants at the begmning of the planysar.......... s TR . 16d{%} 3
d(2) Total number of active particlpants at the and of the planyear.......... T T LTI T TP uUuTON 5d(2) 3
e Number of participants who terminated empleyment during the plan yearwrlh accrued beneﬁts that
were less than 100% vested ....... T U TT TN S5e 0

Caution; A penaltyfor the late or incomplete fi iling of this return/report wnll be assessed unless reasonable cause Is established.

Under penatties of perfury and Gther penalties. sei forth in the Instructions, | declara that | hava axamined this refurdreport, including, if applicable, a Schedule
5B or Schedule MB eomple: d.and signed by 3 ary, as well as the electronic version of this retumirepen, and t the best of my knowledge and

belief, it Is trug, co 3 ﬁ ‘/"

SIGN | R \ ot N Edmond E Hattaway

HERE Signatitro of plan,admi i { ' ~ Date, Enter-name of individual signing as plan administrator

SIGN . . . . o N e

HERE :§ignatire of employet/plan sponsor | ‘Date Enter name of individual signiing as employer or plan sponsor

For Paperwork Reduction Act Notice, seé the IRétFiictlons f6r Form SS00-SF, Form §500-SF (2024)




Health for Life Cﬁiropzactic Cente 58-1925873

Form 5500-SF (2024) Page 2
6a Woere all of the plan's assets during the pian .year invested in-eligible assets? (Ses |ns!ruction§,1 ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, Yes D No
b  Areyou claiming a waiver of the annual examination and report of an mdep{endent gqualified public accountant (IQPA)
under 20 CFR-2520.104-467 (See instructions on waiver efigibifityand condiions.), . __..................ccocooiirsiee. X] ves [ ] No
if you answered “No" to-either line 61 of line 6b, the plan cannot use Form §500-SF and must instead use Form 5500.
C Ifthe planis a defined bensfit plan, is it covered undar the PBGC insurance program (see ERISA section 40297 ... . ... .. [:] Yes [}g No D Nol determined
If “Yes® is checked, enter the My PAA confirmation number from the PBGC. premium ﬁling for this-plan year . {Seainstructions.)
{_Partlll | Financial Information_ o '
7 __PlanAssets:and Liabiliies o T 1 & gglnn[ng of Year| _ (b) End of Year
a  Tolal plan assets. . T T TV N £ 1190779| 1217785
b Total plan liabdﬂies ...... vens s e e e e rn et e e n e B RN I (- ol 0
€ Netplan assets (sublractiine 7b from 8 7Y e ssinionaencmnnnssnenshsenenss et aEinennn e 1190779 1217785
8.  Incoms, Expenses, and Transférs for this Plan Year O o {a} Amount {b) Total
a Contributlons received or receivable from: ! ' T
{1} Emplovers ..o...cooecien-u. e, . Ba(‘l} . 7,800
.(2) Participants.....iiooone.. T T Ba(2
(3) Olhers (mciudmg roHovers) ....... e e et ettt e . , . Ba(3)l.
‘b Other incoma.(ioss)... . s e s ' . 1en] 117,4141
_ ¢ Total incofne (add. Iines Ba(‘l) Ba(z)i 83{3) and Bb) ..... TR T8 - 125,214
d Benefits paid (including direct rollovers and insurance premiums' '
toprovide benefts). . ...oooresin s e e vge e PRI 8d | 95,233
@ Certain deémad and/or correclive distribltions (see ins!ruchons} ......... b eegisas Ba
f  Administrative semvice providers (salaries, fees,. commlsslons). e e st n e p e et earenen nen.) BF ]
Q__Otherexpenses....... T LS T PO PPN OTPR POy R 2,975
.h__ Total expenses (add lines 8d; ae 8f; and 89) ................... et in e eat s ies e e 8h ] 98,208
T Netincomid ;loss) gsubtract ling 8h from ling 853 ......... T TN J 8y . . 27,006
J__ Transters to {from) the plan (see instruefions}. .......ooon i feieeeod 8 L e

“PartV| Plan Characteristics

9af Irthe pian. provides pensmn benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2B 3D
b| Ifthe plan pmwdes welfare benefits, enter the applicable waffare feaiure codes fromthe List of Pian Characteristic Codes in the instructions:
| Part V-.[ Compliance Questions o } . . 7
10 Duting tfe plan year: ) Yes | No Amount
a Was thera a'failura to trangmit: lo the plai any parhcupanl contﬂbutlons w:thm the fime: period ' o
described-n 29 GFR 2510.3-1027 Conlinue to answer "Yes" for any pnor year failures until fully
corrected (See insiruclions and EJOL's Voluntary F:dumary Carreclion Prog_ram) ........................ 10a p.4
b Were there any nonexempt transactions with any parly-in-interest? (Do nol include lransactions
reported on line 103) ......... ey f e ieaeaeaoian by o [P TP OT P 10b X
© _Was the plan covered by a fidelity bohd ... SR RO Looftoct ¥ . 95000
d Did the plan have a1oss, whether or ot rennbursad by the plan's ﬁdehty bond, that was caused ’ :
by fraud ordlshanesty‘? ..... rnrpaseon PP RPTPTL & ............... e s re e s e 0d] Xl
e Were any fees or- commtsswns paid lo any. brokers agents, or other persons by an insurance :
carrier, insurance'semica, or other organization that pro\ndes somé or all of the benefiis under ’ i
lheplan?(See[nstructtonsl ..... -,:.;..- ...... P P S . '1097 1 X
f Hasthe plan falled to ___prov:de any Benefit when due iindet {hé plan?. . e e eeaseseeiees e v X
g Didthe plan have any gamcigam V!oans? {If “YegL enter amouny as of ygar-end,} ....... e nn —.o110g] X 17577
h  Ifthis s an individual account plan, was there a blackout perlod? (See instructions and 29 CFR ‘
DB20. 00053 e i s e e oo ses e b e e e e £ e g e £ £ s et s e s et ke e snesa s e s e 10h . X
i If 10h was answeréd “Yes," check the box if: you- aithar promded the reqmred notice or one of the ‘ ‘
exoeptlons 10 prowdmg_he notma applied uhder 29 CER. 2520 101-3 fetiiieiieas een e TPV | 10i




-

‘Health for Life Chiropractic Centé 58-1925873
Form 5500-SF (2024) : Page 3- ]

(PartVl | Pension Funding Compliance - ]
1 Is this a defined benefit plan subject to minimum funding requirements? ﬁlf "Yes,” see instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this is a defi ned contribution pension plan lzave line 11 blank and complete line 12
T R O PP PPN Lt TR J [V ves [ no
a8 Enterthe ungand minimum requlred contnbuhons for.all years from Scheduls S8 (Form 5500} fine40......c... iuvan.... I 11a [ )
b PBGC missed contributlon reporting réquiroments. If the plan is covered by PBGC and the amount reportéd on line 11ais greater than $0, has
PBGC been nolifled as required by ERISA sections 4043(c){5) andfor 303(k){4)7 Check the applicable box:

Yes. \

H No. Reporting was waived under 26 CFR 4043.25(c)(2) because ccnlnbutlons équal to-or éxceéding the unpaid minimum required contribution
were made by the 30th day after the due date. :

D No. The 30-day period referenced in 28 CFR 4043.25(¢)(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. aﬂer the due dala.

[} No. Other. Provide explanation

12 Is this adefined contribution plan subject o the minimum funding requirements of section 412 of the Code or section 302 of
ERISA? e e oot eeees e ) ves [ o
(H "Yes,” complate line 12a or lines 12b, 12¢, 124, and 12e below, as apphcabla) If this is a defined benefit pension plan, leava
line 12 blank and complete’line 11 above. ;

‘@ if awaiver of the minimum funding standard for a priar year is bemg amomzed in this plan year, see instructions, and enter the date of the letter ruling

~Orantingthewabver, .. .............................coioeoiiieni i i Month Day Year
If you com pleted lina 12a, compiete lines 3,9, and 10 of Schediile MB (Fon'n 5500}, and skip to line 13.
b Eatar.the minimum requiredcontnbulmnforlhlsplanyear ST T K 7
©__Enierthe amount contributed by the émployer 0 the plan for lhls plan e ST ] 120
d Subtractthe amount i line 12¢ from e .amdunt in line 12b. Enter the’ resul( (entar a minus sign lo lhe leﬂ of a ‘
negatweamount)......................,...‘....,....-........-‘.........t.-.: .................. e arreeenenes ST 120:
€ _ Will the minimum funding amount reported on'line.12d be met by the fufiding deadlme? o i ] lves | [ Nof | Nia
[Part VII*] Plan Terminations and Transfers of Assets: '
13a  Has a resolution to lemminate the plan been adopted.in any plan year?...i. . i e nes rea e i ereaeil [ ] ves m No
a  If“Yes," enter the amount of any plan assets that reverted o the employer this yea et eareescarareeseniins 13a
b Wereallthe plan assets distributed lo pamc:panls or beneficlaries, transferred to anolher plan or brought under the
control ofthe PBGOT . oouore i i vt e st e i e Cean |:| Yes @ No

C If, during this plan year. any assels or lzabllmes were lfansfefred lrom this'plan to anolher plan(s) ldenllfy the plan{s] lo
which assets or liabllities were transfarred, Sea lnstruclions) i .
13¢{1) Name of plan(s): _ N \ ~ 13e{2) EIN(s) 13¢(3) PN(5)

|pm vl IRS Compliance-Questions
14a Does the plan salisfy the coverage and nondiserimination fests of Code sections 41 O(b) and 401(a)(4) by comblmng this plan with any other plans under
the permissive aggregation rules? [Xlves [ INo
14h [ thisis-a Code section 401(k) plan, check all boxes that apply to mdlcate how the plan is intended to salisfy the nondiscrimination requiremenis for
employee deferrals and employer maiching’ conlnbutions (as appllcable) uridér Coda Sections 40.1(k)(3) and 401{m¥2).
Design-based safe harbor method ' '
*Brior year® ADP test
*Current year” ADP test

X na

15  1fthe plan sponsor is an adopter of a pre-approved plan lhat received a favorable IRS Opinion Letter, enter the date of Opinion 03/31/2014
Letter (MM/DD/YYYY) and the Opiniion Letter serial number J59837/7a .




