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
SOUTHERN FAMILY HEALTH, LLC 401(K) PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
01/01/2010
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) 63-1237212
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
SOUTHERN FAMILY HEALTH, LLC C Sponsor's telephone number

205-669-4884

2d Business code (see instructions)

201 OLD HWY 25 E
COLUMBIANA, AL 35051 621399

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 7
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 7
¢(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) 4
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 6
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 6
€ 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. 10/13/2025 JACKIE FREDERICK
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 1015673 1120249
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 1015673 1120249

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) 3736

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 52045

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 48863
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 104644
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 68
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 68
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 104576
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 2F 2G 23 2K 2T 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 112025
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 D No

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

|11a|

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

D Yes.

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

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

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

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

No. Other. Provide explanation

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

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

line 12 blank and complete line 11 above.

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

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

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

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

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

D Yes @ No

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

13a

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

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

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

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

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

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

the permissive aggregation rules?[ ] Yes [{ No

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

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

[] NA

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

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703912A
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Dapartenant of the Traagury
Internal Revanue Sarvica

Banefit Plan

Employe== Benefiis Securty A Al

Drpariment of Labgr
Revenue Coda (lhe Code).
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Short Form Annual Return/Report of Small Employee

This farm |2 required to be filed under sections 104 and 4085 of the Employee Retiramenl
Income Security Act of 1974 (ERISA), and seclions 6057(h) and 6050(a) of the Internal

» Complete all entries In accordance with tha instructions to the Form 5600-SF.

OME Nos, 1210-0110
1210-0089

2024

Thiz Form is Open to
Publlc Inzpection

[ Part) | Annual Report ldentification Information

For calendar plan yesr 2024 or fiscal plan year beginning
A This returnfreport is for;

B This retum/report is

C Chack bax If fllng under:

D If the plan is a collactively-bargained plan, check here

E Il this is a retroactively adopted plan permitted by SECURE Acl smellon 201, check here ..o

01/01/2024

and ending

1273172024

B a single-amployer plan

D a mulllple-employer plan (not multiemployer) (Pension Plan filers checking this box

must attach Sehaduls MEP. Other plans must attach a list of particlpating employer
Infarmatian In accordance with the form Instructlons.)

|:| tha first relurn/report D thae final relurn/report

I:l an amended raturn/report

Form 5558

D speclal extengion {enter descriplion)

D automalic extension

D a short plan year returnfreport (less than 12 menths)

D DFVC program

Part I | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit plan numher
SOUTHERN FAMILY HEALTH, LLC 401(K) PROFIT SHARING PLAN (PN) P 00l
1c Effective date of plan
01/01/2010
2a Plan sponsor's name (employer, if for a singla-employer plan) 2b Employer identfeation Number (EIM)

Matling addrass (Include racm, apt., sulte no. and street, or P.O. Box)
Clty or town, state or province, country, and ZIP or foreign postal coda (if foreign, see instructions )

Sputhern Family Health, LLC
201 0ld Hwy 25 E
Columbiana AL 35051

63-1237212

2c

Spongor's telephona number

205-669-4804

2d

Business code (see instructions)

621399

3a

Plan administrator's name and address )X| Same az Flan Spenaor.

3b

Administrator's EIN

ac

Administrater's tatephone number

4 If the name and/or EIN of the ptan ponzor or the plan name has changed since the Iast ralurn/repart 4b EIN
filed for this plan, anter tha plan sponsor's name, EIN, 1ha ptan name and the plan number from the
last ratutn/repor. 4d PN
a Sponzars name
C Plan Nama
5a Total number of panlicipants at the beginning of INE PlAN YA ... s ba
b Total fumber of paniclpants at the end of the plan year 5b
c{1) Number of participants with account balancas as of the beginning of the plan year (only deflned Sc(t)
contribution plans eomplebe thls RBMY .. ...
¢{2)} Numbar of participants with accaunt balances as of the end of the plan year (only defined
5¢(2)
contribution plans complete thiz tem)... et ety eeeere e ne e eeeeseeesiens e ennann
d{1) Total number of active participants at the bagtnnlng of the plan year... 5d(1)
t1{2) Total number of active particlpants at the end of the plan year ... e 5d(2)
& Number of parllclpantz who terminated employment during the plan year with accrued benafits Lhat Se
were legg than 100% veslad..

Caution: A panalty for the late or Inr.'un;plate ﬂﬂg uf lhis ralurnh'epurt will ba assauad HHIBSE reasnnahla calse |s astablizhed.

Undar penaltles of perjury and olher penaltieg et forth in the inslructions, | declare that | have axamined this return/raport, including, if sppllcable, a Schedute

SB or Schedule MB completed and signed by an enrallad actusry, as wall as the alectronlc verslon of this returnfreport, and to the besl of my knowledge and

f3-{328"

IGN 'y
R ur@ of plan adminigirator Date Enter name of Indlvidual slgning as plan administrator
aN d e A DA FLS
HERE™ "™ d‘rg{-,uurg of amployar/plan spansor Date Entsr name of individual etgning as employer or plan sponsor

For Papnmorw':tiun Act Notics, asa tha Inatructiong for Form 5500-3F.

Form 5200-3F (2024)
v. 240311
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Form 5500-SF (2024) Page 2
Ba Wara all of the plan's assets during the plan year invested in eligible 2sgets? (See INSUCHONS.)..... oo e Yos D Ma
B Are you claiming a walver of the annual examination and reporl of an Indepandent qualified publlc accountant ( IQPA)
under 29 CFR 2520, 104~467 (Sews Instructions on waiver eligibility and conditions.)... IE Yes D Na

If you answarad “No” to aither lina Ga or lina &b, the plan cannot use Ferm GEDO-SF and musgt Instead use Form 5500.
If tha pian |2 a defined benefit plan, is it coverad under the PBGC insurance program (see ERISA seclion 4021)7 ..., |:| Yeg D No D Not datarmined
If "Yes" ig checkad, anter the My PAA confimmation number fram (he FBGC premiurm fillng for this plan year . (See instruclions.)

[ Part Il [ Financial Informatlon

7  Plan Assets and Liabilltas {3} Beginning of Year () End of Year
B Tobal PN BSBEIE ..........voveovsssssiesmsiemssemssemeeees oo seme e 7a 1,015,673 1,120,249
b Total plan aDIHES . ..o...iseees e e eees e 7b
& Net plan assets (sublract line 7b from lite 78). oo 7 1,015,673 1,120,249
8 Income, Expanses, and Transfers for this Plan Year (a) Amount (b} Total
a Contributions received or regeivable from
(1) EMPIOVEIE s g | B3() 3,736
(2) PArCIPANIS. s oo e, | B8(2) 52,045
{3) Others (including rollgvers)........ooeiiieiiisiccccececee. | 88(3)
B Olher income (IO88) . oo e b 48,863
€ Total incoma (add lines Ba(1), Ba(2), Ba(3), and 8bY.........coieeees BC 104, 644
¢l Benefitz paid (including direct rollovers and Insurance premiums
1o provide benefits). ... i ad
@ Certgin deamed and/or corraclive distributlons (gee instructions), Be
f Adminislrative service providers (salaries, fees, commigsions)..... af 68
Q9 OIher eXpenEes ..o e 8g
N Tolal expenses (add Inas Sd, Be, 8f, and 89) ... Bh 64
i Netingome {logs) (sublract ling Bh from e Bc)........ oo al 104,376
j Transters lo (from) the pian (588 iNSIUCHONS) ...o...occerceev v 8 -

| Partlv |Pian Characteristics

9a |if tha plan provides pension benefits, anter the applicable penslon feature codes from the List of Plan Characteristic Codes in the instructions:
2A 2ZE 2F 2G 2J 2K 2T 3D
b |If ihe plan provides welfare beneflls, enter (he applicable walfara testura codas from the List of Plan Characteristic Cades in the instrugtions;
PartV GCompliance Questions
10 Ouring the plan year: Yeat | Ng Amount
a Was Lhers a fallure o transmit to the plan any parficipent oontributions withln the Ume perlod
described in 29 CFR 2510,3-1027 Continue to answar “Yes" for any prior year failures until fully
comected. {See inslructions and DOL's Valuntary Fiduclary Corraction Program) ..., 10a X
b Were there any nonexempt Iransactions with any party-In-Interast? (Do not Include transactions .
reported on e 108}, emcre i e ceem e e seemce e e e creeeeesecteataiceiecsinsies | 1O X
€ Was the plan covered by a fidelity BOnd? ..ottt | 0G| B 112,025
d Did the plan have a loss, whalher or not relmbursed by the plan 3 ﬁdeltty hond, that was ceused
by fraud or dishonesty? ..........covee D POl L | X
€@ Ware any fees or commlssions pald to any brokers, agents. ar other parsons by an Insurance
carrler, insurance service, or alher organization that provides some or all of the benefits under X
L@ plan? {Bee INBITUCHONS.Y 11 eeic e e e et cmstececsisisinens | 108
f Has the plan failad to provide any banaflt when dug under the plan? ..o | 40F
0 Did lhe plan have any parlleipant ieans? (If "Yes,” enter amount as of year-end.) ... 109
h Iflhis is an mdividual account plan, was there a blackout pariud? (Saa instructions and 28 CFR
2620.101-3) ... et anrer 10h X
i If 10h was answered "Yes. check tha box lf you aithar prnvldad the requlred nollce or one of the
axcepllons to providing the nolice applied under 28 CFR 2520.101-3.. reeeeateecieroniearereenann. |10




10/13/2025% MON 9:32 FAX 2056694333 Scouthern Family Health @Zlooa/ 007

Form 5500-8F (2024) Page 3-

Part VI _| Penslon Funding Compliance
11  Is this a defined benefit plan subject to minimum funding requirements? (If "Yes,” see instruclions and complete Scheduls 58

(Form 5500) and lines 11a and b below.) IFthis is 8 definad contribution pension plan, laave lina 11 blank and mmpl&tﬁ lIne 12 D Yes |:| No
below. .. s
A Enter the unpaid minimum raqulrad contributions for ali years from Schedule SB {(Form 5300) line 40...... | 11a |

b PBGC missed contrlbution reporting requirements. IF the plan is covered by FBGE and the amourt reporlad on line 11a Iz greater than $0, has PBGC
been notified as requirad hy ERISA sactions 4043(c)(5) and/ar 303(k)(4)? Check the applicable box:

Yes.
Na. Reporting was waived under 29 CFR 4042.25(c)(2) because contributions adqual to or axeaading the unpald minimum required contribution
were made by the 30th day atfter the due dale.

MNo. The 30-day perind referenced in 29 CFR 4043_25(c)(2) has not yel anded, and the spongor intends to make a contribution equal lo or
excasding the unpaid minimum requlred centribution by the 30th day after the due date.

Ma. Qthar. Provide sxplanalion

I Iy o |

12 |5 this 8 dafnad contribution pian sublect to the minimum funding raquiremenis of section 412 of the Cods or section 302 of

ERISAT .. " |:| Yas @ No
{If "Yes " complete Ilne 123 or Ilnas 12I;\ 12::, 12:1 and '129 below as appllcable ) If lhls Is a deﬂnad benaﬂt penslon plan leave

line 12 blank and complete lina 11 abovea.

a If a waiver of tha mintmum fundlng standard for a prior yesr is bemg amortized in Lhis plan yaar, sae instructions, and anter the date of the letter rullng
granting the waivar, eenies .. Month Diay Yagr

If you completed line 12a, 125 cumplata Ilnes 3, 9, and 10 of Schedule MB (Forrn 5500)1 and sklE to line 12,

b Enter the minimum requirad contributian for this plan year .. 12h

C Enter the ameunt contributed by the employer to the plan for this plan year . e ... | 12c

d Subtract the armount im line 12¢ from the amount in line 12b. Enter the regult (enter & minug sign o the ief of a 12d
negalive amount) ..

@ Wil the minimum funding amount reported on line 12d be met by the Funding deadling? ... D Yes |:| No D MN/A

:BAreNil#] Plan Terminations and Transfers of Assets
13a Has a resolution 1o lerminate the plan basn sdopted in Bny PIER YEEIT L. e

D Yag E MNa
A If “Yms," enter the amount of any plan assets that reveriad to the amployer this yesr.. 13a
b Wera all the plan assets distributed o part|c|pan|5 or benaficiarias, transfarrad to another plan ar broughl under the D Yas Iﬂ Nao
gontrol of the FBGCY ... et eeeheesemeeeeseEsiekestiEeireESEeEeed e eErEL LR AL LA EE LR LR L E e eyt s sy
G If, during this plan ysar, any assets or lfabilites were transferred from this plan to another plan(s), ldanllfy Iher plan(s) to
which agsets or liabilities wara lransfarrad. (See ibstructions. )

13¢e(1) Name cf plan{s): 13e(2) EIN(s) 13c{3) PN(s)

[ Part. VIl | IRS Compliance Questions
14a Does the plan satisfy the coveraga and nendlscrimination tests of Code sections 410(b) and 40'1(a)(4} by combining this plan wilh sny ather plans undar
the permissive aggregatien rules? D Yaz [¥] No

14b if this Is a Code sectlon 401(k) plan, check all boxes that apply to indicale how tha plan is Intandad 1o satisfy the nondlserimination raquirements for
amployae defarrals and amployer matehing contributlons (as applicable) under Code sections 401(k)(3) and 401{m){(2}.

Design-basad safa harbor mathed
[] “Prior year ADP tast
D “Currant year” ADP test

[] nea

15  |f the plan sponsor is an adopter of & pre-approved plan that racelvad a faverable IRS Oplnion Letter, enter the date of the Opinion Letter 06/30/2020
(MM/DD/YYYY) and the Oplinlon Letter serial number Q7033122




