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
PULMONARY CARE & SLEEP ASSOCIATES, A PROFESSIONAL MEDICAL CORPORATION 401(K) PROFIT ~ (PN) > 001
SHARING PLAN 1c Effective date of plan
01/01/2007
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) 90-0068632
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
PULMONARY CARE & SLEEP ASSOCIATES, A PROFESSIONAL MEDICAL CORPORATION C Sponsor's telephone number

714-964-9060

2d Business code (see instructions)

11190 WARNER AVENUE, SUITE 403
FOUNTAIN VALLEY, CA 92708 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 3
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
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) 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 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. 10/10/2025 HOANG LE
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii e @ Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............cc.ccooiiiiiiie e @ Yes D No

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

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No D Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

. (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 1934966 2187621
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 1934966 2187621

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) 18152

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 63000

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 184247
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 265399
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
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 12744
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 12744
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 252655
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:
2E 23 2G 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 250000
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)
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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 No

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

|11a|

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

D Yes.

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

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

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

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

No. Other. Provide explanation

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

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

line 12 blank and complete line 11 above.

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

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

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

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

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

D Yes @ No

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

13a

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

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

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

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

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

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

the permissive aggregation rules?[ ] Yes [{ No

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

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

[] NA

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

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703912A
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Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 12100110
Department of tha Yeonsury Benefit Plan 024
tataaal Revanus Ssrvio This form Is required o be fied under secflons 104 and 4065 of the Employae Relirement 202
Deparvnont of Labor Income Securily Acl of 1974 (ERISA), and seclions 6057(b) and 6068(a) of the Infernal his t
Employas Benells Beoudy Adminishralon Revenue Code (ihe Code). T Pibl?;ﬁlsi gcpl?t:‘n o
Pentlon Denafil Guaionly Gorparallon y Gomplate alf ontrlos in accordance with the nstrustions 1o the Form 8600-5F.
{ Part] ] Annual Report identification information
For calerdar plan year 2024 or fisoal plan year beglnning 01/01/2024 and ending 1273172024
A This returnfreport Is for: lﬂ a single-employer plan Da mulliple-armployer plan (et mullemployer) (Pension Plan ers ohecking this box

st altach Schedule MEP, Other plans mus! aflach a st of pariiclpaling employer
Information in accordanoe with the form Inslructions.)

B This reluirepori ls D lhe lirst returnfreporl D!ho final refurnfrepori

D an smended returnireport D a short plan year returnireporl (iess than 12 months)

D DEVC program

G Check box if fllng under: Fotm 5658 [Jautomatie extenston
D spaclal extension (enter descriptlon)

D i the plan Is e collootively-bargained plan, chack hera .o,
E | this Is 8 retroaciively adopled plan permilled by SECURE Act seclion 201, che

[ Partil | Baslc Plan Information—enter all requested information

1a Name of plan 1b Three-digil plan number
Pulmonary Care & Sleep Associates, A Professional Medical {PH} ¥ 001
Corporation 401{k) Profit Sharing Plan ¢ Effeotive dele of plan
. : 01/01/2007
2a Plan sponsor’s name {employer, I for a singla-employer plan) 2h Employer ldenillicalion Numbar (EIN)

Malling addrass {include room, apt,, sulte no, and sirest, o PO, Box)
Cliy or town, stata or provinee, country, and ZIP or forelgn postal code (If forelgn, sss instructions)
Pulmonary Care & Sleep Associates, A Professional Medical Corporation

© 11190 Warner Avenue, Suite 403

Fountain Valley Cha 92708

90-0068632

2c

Sponsor's lelaphone number
714-964-9060

2d

Business code {zee inslructlons)

621111

3a Plan adminisiralor's nome and address E{] Same as Plan Sponsor,

3b

Administralor's EIN

3o

Adminislrator's lelephona number

4 I the nama andlor EIN of the plan sponsor of the plan name has changed since the last refurn/report 4b EIN
fitad for this plan, enter the pan spansor's name, EIN, the plan name and the plan number from the
tast relurnirepotl, 4d PN
a Sponsoi's nama
¢ Pian Name
Ba Tolal number of parllcipants al the beginning of the plan year.,. ba 3
b Tolal numbor of participants ot the end of 1he Plan Y@l ... &b 3
c{1) Number of parlicipants with account balances as of the beginning of the plan year (only defined 5o(1)
contribulion plans complete this HEM) . cmireammio s e PR 3
©{2) Numbar of parlicipanis with account balances as of the end of the plan year {only defined 5e(2)
conhribution plans complele hls 18M) .o, ST 3
d{1) Tolai number of eclive pariicipants al the beginning of the PlaR YBAT...u i, 5d{1) 3
d(2) Tolal number of aclive parliclpants al tho and of the PlaR YOAF .. e 5d(2) 2
8  Number of parligipants who lerminated employment during the plan yoar with acerued beneflls that Be ¢
were [895 1han 100% VBSIEG,uvmmeerrsimsapss st mtssssss e d
Caution: A pohally for (he luts of Incomplate filing of this relurnfroport will be assessod unless roasonablo causa is established,

Under penaliios of perjury and other penaltios sel forth in the Instruolions, | Jociare that | have examined (his relurnraport, Including, If applicable, a Schedule
SB or Schedule MB completed apd signed by an onrolied actuary, as well as the eleclionlc version of this returiraporl, and to the besl of my knowiedge and

bellef. it I ir acl, andyo o et 1 Vi

SIGN / (,O/ (@/ZS Hoang Le

HERE Slgnalure of plarﬁ;ﬂnﬁ\m/or Dale' § Enler name of indlvidual signing a9 plen adminlstralor -

SIGN

HERE Slgnature of smployeriplan sponsor Dale Enter name of Individual sfgning as employer of plan sponsor -

For Paporwork Reduclion Act Nollce, see the Instructions for Foray 6500-5F,

Farm 6600-5F {2024)

v, 240314




Form 5500-5F {2024) Page 2 |
Ba Were all of the plan’s assets during the plan year invested in sligible assels? {See instructions.).... - @ Yes D No'
b Are you claiming a walver of the annual examinatior: and report of an independent qualified publfc accountanl (IQPA)
under 28 CFR 2520,104-467 (See Insiructions on walver sligibilly and conditions.).... @ 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.
C If the plan is a defined benefit plan, is it covered under the PBGC insurance prograrm (see ERISA seclion 4021)7 ...... D Yes [l No D Not determined
If "Yes® is checked, enter the My PAA conficmation number from the PBGC premlum filing for this plan year - {See instructions.) - ;
. L
[ Part it | Financial Information §
7  Plan Assets and Llabilities {a) Beginning of Year {b) End of Year g
P ————— 7a_ 1,934,966 2,187,621
D Totat plan KabliUes ... ..o ooz 7b ' 0 0
G Met plan assets (sublract line 7b fram line 7a)......c.uois e 7c 1,934,966 2,187,621
8  Income, Expenses, and Transfers for this Plan Year (a) Amount (b} Total
a Contributions received or receivable from:
(1) EMPIOYETS ..oeorovsississrerssssre sz . | 8a(1) 18,152
{2) Parficipants,............. 8a[2) 63,000
{3} Others (includinq FOHOVEIS} . eerieieceiniisirsani s rrvanesesensensnaae s 8a(3)
B Oher INCOME {OS8).....ouvorersi s sesens e res st esssns s s Bb 184,247 \
C Total income {add lines 8a(1), 8a(2), 8a(3), and Sb) ac , 265, 399!
d Benefits paid (including direct rollovers ard insurance premiums :
0 provide benefits)...........ooiiimr e 3d
2 Cerlain deemed and/or correciive distributions (see inst{uctionQ). ge
f Administrative service providers (salaries, fees, commissions)..... Bf
€] OO BXPENSES . covosvrss i ssesessrimsmees st sbssras s s ssssssass e Eg 12,744
h Total expenses (add lines 8d, Be, 8f, and Bg)weorerrscsncisiissiens | BN : 12,744
i Netincome (loss) (subtract line 8h from line Bo).iiienisseens Bi 252, 655
j  Transters to (from) the plan (see Instructions) 8

[ Part IV tPlan Characteristics

9a |If the plan provides pension benefils, enter the applicable pension feature codes from the List of Plan Characteristic Cades in the instructions:
25 2J 2G. 3D

b 11 the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristlc Codes in the instructions: :
[ Part v | Compliance Questions
10 During the plan year: Yes { No Amount
a Was there a fallure to fransmit to the plan any particlpant contributions within the time period
described in 20 CFR 2510.3-1027 Confinue to answer “Yes” for any prior year laiiures untlt fully
corrected, (See instructions and DOL's Voluntary Fiduciary Correction Program).......oiwmae 10a X
b Were there any nonexempt iransactions with any party-in-inlerest? (Do not include transactions
TOPOIET ON HME TOB. Yot ettt mers e sa e ras s arnrrar o184 ed g PR332 n e ar e s bearane eyt 10b X
€ Was the plan covered by & fiGelily BOMGT .....corewrrimonirassiriesmsisesnse et ssssssressar s ssaseassecesiees f0c | X 250,000

d Gid the plan have a loss, whether or not reimbursed by the p!an s fidelity bond, that was caused
by fraud or dishonesly? ... eeeereetreeesm et st eseresnnaan i bentb s ssareenamn s sanresosnereresmssunsrmrneresssrvaneenens | 300 X

€ Were any fees or commissions pald to any brokers, agents, or other persons by an insurance

carriey, inswrance service, or other organlzatlon that provides some or ail of the benefits under

the pian? (See instruclions.}... rrerenti ettt neasens 10e X
f Has the plan falled to provide any benefit when due under the plan? ... | 40f
g Did the plan have any participant loans? {f “Yes,” enter amount as of year-end.} ..........cccuriven 10g

h  If this is an individual account p!an was there a blackout pariod? (Sea inslructions and 28 CFR
2520.104-3.) ... S eeeeeeeerseeseeeeeeesssssssses e ssesssses s oserneeeeeeeeeesets | 40N 2
i if10h was answered "Yes,” check the box lf you ellher provléed 1he requnred notlce or one o! the
exceptions to providing the notice applled under 29 CFR 2520.101-3 .ot crenes 10i




Form 5500-SF (2024} Page 3-

Part VI | Penslon Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (if "Yes," see instructions and complete Schedule S8
{Form 5500) and fines 11a and b betow.} If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes E(] Mo
BIBIOW, 1evssreersssensrrsresereenessendesmetssbassarssssssarassranetgasssseasshesusbusthasrasryesssspastseans s diert o134 ME O 0Es 0 i sang g gy e T b erarabn I usbaarat bebante]

a Enter the unpaid minimum required contribulions for alt years from Schedule SB (Form 6500) ine 40 .......ovccvvanns ‘ {1a ‘

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

D Yes.

D No. Reporting was waived under 29 GFR 4043.25(c)(2) because contributions equal lo or exceeding the unpaid minimum required conlribution
‘were made by the 30th day after the due daie,

D No. The 30-day period referenced In 28 CFR 4043.25(c)(2) has nat yet ended, and the sponsor Intends to make a contribution equal to or
exceeding the unpaid minimum required sontribution by the 30th day after the due dats, ‘

D No, Other. Provide explanation

12  Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
RIS AT oo oo ovesss s ssavaentssneseassameasnrene s SRE S F RS TEN e a Rr SR g Ram e s e LA SRR £ RS anER AL E EEEA LTI LTSRS AL STt D Yes No
(if "Yes,” complete line 12a orifines 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 1t a waiver of the minimum funding standard for a prior year is being amortized In this plan year, see instruclions, and enter the date of the letter suling

granting the WalVer. .......oiiwe iy ssises e ey s sy e Monlh_ Day Year
)f 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 plan year ... e 12h
¢ Enter the amount contributed by the employer lo the plan for this plan year . 12¢c
d Subiract the amount in fine 12¢ from the amount in line 12b. Enter the result (enler a minus sign to the left of a 12d
REGAHIVE GIMOURE) L. iosiiecsitsietiigsas s i teress s eim e gt san vt e e bR SR S
e Wil the minimum funding amount reported on fine 12d be met by the funding deadling? ... D Yes D No D NIA
Part VIl | Plan Terminations and Transfers of Assels
433 Has a resolution fo terminate the plan been adopied in any PIan YEAF? ... et s D Yes B No
a If“Yes," enter the amount of any plan assels that reverted to the employer this year ..o 13a
b Were ali the plan assets distributed to participants or beneficiarles, transferred to another plan, or brought under the D Yes @ No
COMUTON OF 118 PBGEOT o vevovevevvenasesniorenssngassessessrests tastassnses asshsssasssssiontadsndkaans 117 a2er et o0 L 188280118 oEm b L 28 S T8 1L a0y 0 e b S AL R T

C  If, during this plan year, any assets or liabillties were transferred from this plan to anolier plan{s), identify the plan{s} lo
which assels of llabllities were transferred. (See insfructions.}

13¢(1) Nama of plan(s): _ ' 13¢(2) EIN(s) 136(3) PN(s)

[ Part VIl | IRS Compliance Questions

414a Does the plan satisfy the coverage and nrondiscrimination tests of Code sections 410(b) and 401{a}(4) by combining this plan with any other plans under
the permissive aggregalion rules?{ | Yes {X] No

14b i this is a Code section 401(k) plan, check ali boxes that apply to Indicate how the plan s intended to satisly the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 409(k){3) and 401(m)(2).

Deslgn-based safe harbar method
D "Prior year” ADP test
D “Current year” ADP teslt

[ A

15  If the plan sponsor is an adopter of a pre-approved plan that received a favarable IRS Opinion Letier, enter the date of the Opinion Letler 06/30/2020
{(MM/DD/YYYY) and the Opinion Lelter serial number Q7039122




