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
LONG ISLAND PEDIATRIC GROUP, PC PROFIT SHARING 401 (K) PLAN (PN) » 003
1c Effective date of plan
01/01/2002
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) 11-3059006
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
LONG ISLAND PEDIATRIC GROUP, PC C Sponsor's telephone number

516-486-5852

2d Business code (see instructions)

571 CHESTNUT STREET
CEDARHURST, NY 11516 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 16
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 16
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 16
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) 16
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 10
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 10
€ 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. 10/12/2025 STEVEN KELLNER
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 10/12/2025 STEVEN KELLNER
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 8236127 8236127
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 8236127 8236127

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) 0
(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 0
(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 0
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 0
d Benefits paid (including direct rollovers and insurance premiums
1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 0
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 0
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 0
i Netincome (loss) (subtract line 8h from line 8c)............................ 8i
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 2G 2J 2K 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 500000
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_ Q703912A




Filing Authorization
for the 2024 Form 5500-SF

Name of Plan: Long Island Pediatric Group, PC Profit Sharing 401(k) Plan
EIN/PN: 11-3059006 / 003
PYE: 12/31/2024

PARTI Authorization of Practitioner to Electronically Sign and File
[ hereby authorize Bury & Associates, Inc. to electronically sign and file the above-
named refurn/reports through EFAST2.
I understand that in granting this authority that:
e I/we must manually sign the 5500-SF Forms and provide a scanned copy of that
signature page to Bury & Associates, Inc.
» Bury & Associates, Inc, will retain a copy of this written authorization in its
records;
» Bury & Associates,.Inc. will notify the individual signing below as plan
- administrator/employer about any inguiries and information it receives from
EFAST2, DOL, IRS, or PBGC regarding this annual return/report; and
* Acopy of my signature will be included with the return/report posted by the
Department of Labor on the Internet for public disclosure.
* Bury & Associates, Inc. shall not be deemed an administrator or other fiduciary
with respect to any Plan solely on account of the services performed under this
authorization,

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

Plan Administrator; ‘ A/L/ Date:_ {012 W

Employer/Plan Sponsor (if not the Plan Administrator):
Date:

PARTI  Acknowledgement of Receipt of Authorization

On behalf of Bury & Associates, Inc., T hereby certify that the firm will use the authority
granted only for the express purposes described above; that the firm will not disclose
confidential information to any parties other than the DOL, as required for EFAST filing;
and that the firm will take reasonable steps to assure that confidential information
provided by the Plan Administrator or Plan Sponsor is protected from unauthorized

disclosure. / %
For Bury & Associates, Inc.: /'4 Date: /' 5/}/2 o

(signatura andfitle) e

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




Form 5500-SF Short Form Annual Return/Report of Small Employee M8 Hos. 1 e
Depermtod of tha Treasry Benefit Plan i
nternal Revecin Servics This form Is raquired ta be filad under sections 104 and 4065 of the Employee Retlrement 2024 |
Deptstrant of Labor Incoms Sacutity Act of 1874 (ERISA), and sectlons 6057(b) and 6058(a) of the Inlernal
Empioyee Benelrs Berapty A Revenue Code (the Code), T'g‘;?“l“ Is OF::'" to
Penskn Cusranty Corporaton aliic Inspociion
Berett » Complota all entrlos in nccordanca with tho Instructions to the Form 5600-SF. ?

[ Part1 [ Apnual Report identification Information
For calandar plan ysar 20024 or fiscal plan year baglnning

A This retumirepert is for: a single-employer plan

L /0172024 and anding 1273172024

a multipla-employer plan (not multiemployer} (Pension Plan (ers checking this box
muost attach Schedula MEP, Other plans must attach & [ist of participaling employer
information In accordance with the form Insiruclions.)

| =

B This retwnireport Is D tha first returm/report E] tho final returndrepoct |
D an amended returp/repart D a short plan year returnirepart {less than 12 maonths)
C Check box If fling undar; Form 5558 D automatic extension D DFVC program ’
D spacial extanslon (enter description)
B I the planis a collectively-bargalned plan, chack here 4 D
E Ifthis Is a retroactivaly adoptad plan permitied by SECURE Act suction 201. chack Nere.uwsmsess b _J |
[ Partil | Baslc Plan Information—anier all raquested Infarmatlan
13 Name of pian 1b  Threa-digil plan number
LONG ISLAND PEDIATRIC GROUP, PC PROFIT SHARING 401 (X) PLAN (PN) ¥ 003
1c Effecliva dale of plan -
01/01/2002 _
2a Plan sponsor's nemo (employer, If for a single-employer plan) 2b Employer identificalion Number (EIN} h
Malling address (includa room, apt, sulls no. and stres!, or P.0, Box) 11-3058006

; City or town, state or pravince, country, and ZIP or forelgn postal code (if faralgn, see Instrustions)

Long Island Pediatric Group, Pc 2¢ Sponsors lelephons number

516-4B86-5852 i
2d Businass code (see instuclions)

571 Chestnut Street

Cadarhurst HY 11516 621111
3a Plan administrator's name and address @ Sama as Plan Sponsar. 3b Admialstratar’s EIN

3c Adminisisator's telaphane number

4 Iftho name and/ar EIN of the plan sponser or the plan nams has changed since the last talumirepart | 4b EIN
filod for this plan, enter tho plan sponsor’s name, EIN, tho plan name and the plan number fromthe

last retumitepod. 4d PN >
a Sponsa’s name %
C Flan Name ) *
! - ]
i 5Sa Tolal number of pariiclpants at the beginning of the plan year §a 18
‘ b Tolal pumber of participants a} Ihe end of the plan year. Sh 16
c{1) Numberdof participants with accaunt balances as of the baglnning of the plan yoar (only defined 5c(1)
conlributien plans complets this llem) 16
c(2) Nember of paticipants with eecount balances as of ihe end of the plan yaar {enly defined 5¢(2)
contrbulion plans complate this llem} 16
d(1) Total number cf active participants at the beglaning of the plan yaar. 5d(1) 10
d{2} Total pumber of nctive posticiponts ot the end of the plan yoar 5d(2) 10
¢  Number of participants who terminated employment during the plan year with accried benofits that ga G
Woto 1855 than J00% VEBI8U. .uiyceiimimissssisssasrassn mosssassmosssssnsssossisesnresssmisnssansarnmsssnemasasesesms T
Cautlon: A ponalty for the lata or Incompiute flling of this roturniroport w{ll bo assassed unloss ronsonabla casso is ostablishod,

Undar penalties of perjufy and othar penaities sot [orth In the instructons, [ declara thal | have examined this returnirepart, Including, if applicable, a Schodule
SB or Schedula MB corhpleted and slgned by an enrolled acluary, as well as tha elaciranlc verslon of this relumireport, and to the best of my knovdedge and
complets

_bollel jtis?
SIGN , - (oW  |steven Kellnex
HERE Slgnatun.gl&;lﬁfrﬁmln tor balt; Entar nams of indlvidual slgning as plan adminlstrator X
SIGN M >WS\1s |steven Kellner g
HERE Slgnaturo of omployar/plan sponsor Date Enler namo of individual signing as emplover or lan sponsor
For Paporwork Reduction Act Notler, sae the Instructions for Form E500-SF. Form E5C0-SF [2024)

v, 240311




Fom 5500-SF (2024} Paga 2

6a Wero all of the plan's asscls durlng the plan year Invested In efiglhle assats? (See Instructions.)

E] Yes [] No

b Are you cdlalming o walver of the annual examinaton and report of an Indepandent qualified publls accountant (IQPA} @ v D "
a3 [

C ifthe planis a deflnad banafil plan, Is & covered under the PBGC Insurance program (seo ERISA section 4021)7 ...
1I*Yes" Is checked, enter the My PAA confirmaticn number from the PBGC premium fifing for this plan year,

under 26 CFR 2520.104-467 (See Instructions on walver eliglbiity and condltions.)

If yoau answerad *No™ to olthor lina 6a or lino Eb, the plan cannot #sa Form §500-SF and must Instead uso Form 6500,

..D Yas DNn D Not dolermined
+(Sen Instruciions,)

[ Part il [ Flnancial Information

7 Plan Assels and Labiflles {a} Boginning of Yoar (b} End of Yoar
3 Toial plan assats 72 8,236,127 8,236,127
b_Tota! plan Iabiitles b 0 0
C Not plim nssets {subltact ine 7b from [0 70)..rmmmmeans | 7 8,236,127 8,236,12%
8 Income, Expenses. and Transfers for this Plan Year {a) Amount {b) Total
a8 Contributlons recelved or racelvable from;
(1) EMDIOYODS vrvmvessacsssorimtmimiszsssesrmsmsssssssesssssseas SO I -1 (¢)) 0
{2) Partlcloants.......... ga{2) 0
[3) Crthers {incliding roliovers)............ st { 83{3) 0
b Otver Income {loss) Bb 8
€ _Total Income {add linos 8a(1). Ba{2). Ba{3), 8nd Bb)..mecssmnuene | BT .
d Benofits pald (Indudlng direct rollovers and hsumm:a p:emlums .
10 provids benefits)... 3 SR 7" 0 i
@ Ceraln deemed nnd!or nomcli'm dlstn'bul!ons (soa [nstuctions}. Bo 0 -
f Adminisirative servica provides (salatles, feas, commlsslons) ... Bl 0 . !
g Othar oxpensns 3y 0 1
h_Total expenses {add linss Bd, 8c. B, and 8)...urmmmssasmrsnes | Bl u
1 Netincome {ioss) (sublract Hne 84 from Hns 86)....eemmsissmsssssres 8! o
| Transfors 1o (irom) the plan (520 INSUUSUONS) svrrmsismerssssseserssens | g 0
| Pant V. | Plan Characteristics
9a |If the plan pravides penslon benafits, enter lha applicabls pansion fealtro codes from Lhe List of Plan Characteristic Codes In the Instuclions:
2E 2G 29 2K 3D
B |irthe plan provides welfare banefits, enter the npplicable welfara featura codos from the List of Plan Characteristic Codes in the instuctions:
| PartV | Compllance Questlons
40  Durng the plan year; Yos | No Amount i
a Was thore a fallure to transmil to tha plan any participant contributions within the ime pariod : .
described In 28 CFR 2510.3-102? Conlinue to answar *Yes” for any prior year fallures until fully - 1
cornected, {(See instruclions and DOL's Volunlary Flduclary Correclon Program) cuecsevieme | 102 X -t :
b Were thers any nonaxempt transactions with any pasly-in-intarest? (Do nat Include Lransactions . v
repariad on line 10a.) 10b X
€ Was tha plan covared by a fidallty bond? q0c | & 500,000
d Did the plen have a lons, whelher or nol relmbursed by the plan's fidelity bond, thot was caused
by fraud or dishanesly? 10d X
€@ Wero any [eas or commisslons peld lo any brokers, aganls, or olher persons by an inswrance
canler, Insurance service, or other organization that provides some or all of the benefils under x
tho plan? (Sen Instructions,) 10g
f Hastha plan fallad t5 pravide any banefit when due undes tho plan? 101 X
g Didtha plan hava any parlclpant loans? (i{ "Yes,” enter amount as ol year-end.} v | 10g X
b Ithls Is an Individual sccount plan, was thera a blackaut period? (See Instruclions and 28 CFR 3
2520.1013.) 10h X s T
| i 10hwas answered “Yes,” chock tha box If you elther provided the required notice or onie of the 3
excaplicns fo providing the nolica applied under 29 CFR 2520,101.3 101

S/ g A T T e L i

Dy S TR AR v e i

N ST O Bl Rt




-

Form 5508.SE (2024) Paga3-[ |

|_Part Vi J Panslon Funding Compilance
11  Is this a dofinad bansfit plan subjact to minimum lundlng requirements? (If "Yes,* see Instruclions and complote Schedule SB M
g‘?rm 6500} and lines 11a and b below.) If this I3 a delined contribution penslcm pran. laave line 11 blank and cumpleie Ithe 12 D Yos @ +No'
Lol A— rnssers st s s s s snes
2 Enlor tha unpaid minimum required conbifbullons for all years fram Schedule 8 tFurm 5500) TNe 40 uvmiserssmmsises 113 ]

b PBGC missad contribution reporting roquiramonts, If the plan Is cavered by PBGC and the amounl reported on Iino 11a is greater than S0, has PAGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k){4)7 Check tha applicable box:

D Yes. .

D Na. Reporting was walved under 29 CFR 40423,25(c)(2) because contribullons equal to or axceeding the unpaid minknum requlred contiibutlon »
weza made by the 30l day after the dua dale. >

[] No. The 3D-day perlod referenced In 29 CFR 4043.25(c)(2) has not yot anded, and the sponsor Inlends to make a contribution equat to or
exceeding the unpald minlmum required contribution by the 30th day alter the due date,

D No. Other, Provida explanation

- —

k.
%
i

P e

12 s ihis a dofined contributien plan stbject to tho minimum funding foquirements of section 412 of the Cude or section 302 of

ERISAT rovere [] ves o :
(if ~Yes,” complete lins 12a or nos 12b, 12c, 124, and 120 below, as applicable.) 1! this is 3 dellned benelit penslon plan, loave L
Jino 12 blank and completa Ine 11 above,

d lawalvercofthe uﬁnlmum fundhg slnnda.rd Ior a prior year Is baing amortizad In lhls plan yoar, see Instructlons, and enter the dale of thu [olter tullng -
granling tho walver, 1.5, suitonss e drsani st s st s e reas sy s sas s siesssnsiesssasaaressnares MOMH Day - Year -

| you eomplated lino 12a, complnm linos 3.9, and 10 of Schodulo MB (Form 5500), and skip to llne 13,

b Enter tha minfmum toquired contributlon for this plan yeor 12b .
& Enter the amount conlibuted by the employer to the plan for this plen yeer stiaus 12¢ :
d Subtract the amotn! In Iina 12c {rom the amount in llne 12b, Enler the resull [unlar aminus signio the lellola 42d - ]

a Wil the minimum funding amotnt reported on line 12d be met by the funding piuadllnu? D Yes I:] No [] NiA

Part VI f| Plan Terminations and Transfors of Assels :
438 Has a rosohution to leminate the pian boen 2dopled in any plan year? [Jves [ o

a_ i "Yes” enter (he amotmt ol sny plan asssts that reveried to the smployes this yoafu.wmm.s wraesstnniersneres | 338

b Were all the plan assels disttibutsd to participants orbaneﬂdades. transfered to another plan. or brought tmdar the D Yos E No.
contrel of the PBGCY.............. .
T If, during this pian yeer, any assals or Jabliles were ransfenad kom lhts plon to another plan(s), Idcnﬂfy the plan{s) lo -
which assels or llabllitles ware transfemad. (Ses Instructions.) .-
13c¢{4) Name of plonis): 13¢{2} EIN(s) 13¢{3) PN(s)

[

e ARG A CANE, Tt o

7

-

~

-

{ Part VIl | IRS Compllance Quostions d
14a Dees tha plan salisty the coverage end nondiscrimination tests of Cedo sections 410{b) and 40{a){4) by combining this plan with any ather plans under
tha parmlssive agqreqation nules? 1] Yes [{] No
14b Ifthls s a Codn section 401{k} plan, check all boxes that apply to ndicale kow the plan fa Intended 1o satlsfy the nondiscrimlnation requirements for
employes deferals and amployer matching conlributfons {us applicable) under Code seclions 401(k)(3) and 401(m){2)

[] esign-based sata harbor methad
[] *riar year ADP 185t
[] “Current year® ADP lest .
[ A -
15  |f the plan sponsor Is an adopter of a pre-approved plan I.hul recoivad a favorabla IRS Oplnion Letter, entar the date of the Opinion Letter 0 6/30/202¢ _
QMRMDDNYYYY) and the Oplnlon Letter seratnumber @703912a

T At T




