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
ENDODONTICS ASSOCIATES OF NEW CASTLE, PC 401(K) PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
04/19/2013
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) 46-2412026
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
ENDODONTICS ASSOCIATES OF NEW CASTLE, PC € Sponsor's telephone number

724-652-6226

2d Business code (see instructions)
2539 WILMINGTON ROAD
SUITEB 621210
NEW CASTLE, PA 16105

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) 5
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 4
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 5
€ 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 PATRICK BOYLE
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
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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 1297481 1528212
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 1297481 1528212

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) 72038

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 47651

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 111042
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 230731
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 EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 0
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 230731
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 2F 2G 2J 2K 2R 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 160000
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 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_ Q702865A,
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Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nes. 1210110
Dapartment of e T_n:asury Beneﬁt Plaﬂ
irerral Revasiue Sesyios This form is required i be filed under sections 104 and 4086 of the Employee Retirement 2024
Dapartment of Labar | Income Security Act of 1974 (ERISA), and sections 5057(b) and G058(a) of the Internal
Emplaysd Banefts Securly Admintstration _ Revenus {ode (the Code), This Form |s Opan to

Fengion Benafit Guaranty Gorporatinn Public Inspaction

e k _Completa all entries In aceordance with the nstructions to the Form 5500-5F.
L:-Part1. [ Annual Report identification Information
For calendsr plan year 2024 or hszal plan year beinmin GL/0L72021 and ending 1Z73177024 -
A This return/raport is for: @ a single-employar plan D a multiple-empleyer plan (not multiemplayer) (Penslon Flan Mlers checking thls box

must attach Schedule MEP. Other plans must attach g list of pradicipating smployer
informetion in aceordance with the form Irstructions. )

B This return/raport is [} the first return/repart [Jthe final retum/repon
[] an amended returreport [:I 8 short plat year refurn/raport (less than 12 monthe)
C Check box if fllng under: Fom 5558 [ automatic extansion [] OFVC pragram
D spacial extansion {enter description)
D itthe plan Is & collectively-bargained plan, oheek here OOV D
E lf thls Ia a retroactively adopted plan permitted by SEGURE Act section 2071, cheek here,., ... » H
| :Part]l"| Basic Plan Information—enter all requested Infarmation
1a Nama of plan ‘ 1b Three.digit plan number
Endodontics Asscciates of New Castle, PC 40L(k) Erofit PN b 601
gharing Plan 1¢ Effective date of plan
04/19/2013
2a Plan sponsor's name (employer, if for a single-employer plan) ' 2b Employer Idantification Number (EIN)
Maillng aeidress (nctude reom, apt,, suite no. and street, or PLO, Box) 46-2412026
City or town, stabe ar grovines, covntry, and 2IF or forelgn postal code {If foreign, see instructions) ™ %6 & - "
Endodontics Associates of New Castle, pC 7";2?555?‘?2202"2 Aumber
2539 Wilmington Road 2d Buslness code (see Instructions)
Suite B
New Castle . FA 16105 621210
3a Plan administrator's name and address @ Same as Plan Sponsor. 3b Administrator's EIN

36 Administrator's talaphone number

4  Ifthe name andior EIN of the Plan sponsar or the plan name has changed since the last retum/report | 4by EIN
filacl for this plan, enter the plan sponsor's name, EIN, the plan name and the plan number fram the

last return/raport, 4d BN
& SBponsars neme
¢ Plan Name
da Totl number of patticipants at the beginning of the PN YEar...........oveoo Sa 4
b Total number of participants st the end of the plan VBT vt st sssteans et e svat s e eesecene e e 5h
c(1) Number of partlsipants with aceount balances as of the beginning of the plan year (enly defined 56{1) 4
contributlon plans complete this O
¢(2) Number of participants with ‘account balances 58 of the snd of the plan year fonty defired 5¢(2) .
eonfribution plans complate this PBEITOY 1o ecuss e oo rs s st s et sssse st a bt e ere st ee 5ty es st e e
(1) Totat number of avtive participants st the beginning of the plan year.......... d(1) 4
ol(2) Tatal number of active particlpants at the end of tha pian L A Sel(2) 3
8 Number of parficipants who terminated employment during the plan year with acorued benefits that 5e 4
were less that 100% vested . ..., .

Cautlon: A penalty for tha late or incom lé"e‘a- Il-n" of thia r‘ t rnfre ot will be asseszed unless roasonable causa ts established.
Under penaltles of perfury and other penalties et forth in the ingtructions, | declare that | have sxamined this refutn/raport, including, if applicable, a Schedule
5B or Schedule MB completed and signad hy an enrolled sotuary, as wall as the edsctronle varsion of this returryrepert, and to the best of my knowladge and
jef, it i frue compect, and £ 9

Fatrick Boyle

: N P
1 _Slgnature of plan adininistrater Date {2/, 20 Enter neme of individusl sigring as plan administrator

FERE G gjonature of emplovar/plan sponsor Clate Enter name of Individgal signinyg as amplover ar plan spansor
For Paperwork Redustion Act Notice, see the Ingtryetions for Form BEO0-5F, Furrn BB00-6F (2034}

V. 240311
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. Form 5500-5F (2024 Page 2
Ba Wers all of the plam's assets durlng the plan year invested in ellgible assets? (528 INSTUCHONE ). .eeerrerrrssece st e B] Yo D Ne»
b Areyay clahming a walver of the snnusl examination and report of an indeperdent qualfled publlc accountant {IQPA) ‘
under 28 GFR 2520 104467 (Sea inslructions on waiver eliglbllity And CONTIONG. ) .........eossveassses oo siassst oo sar st ssososass, Yes D No

If you answered "Na” to olthgr ling 8a or line &b, the plan cannet uss Fam §500-3F and must instead use Form 5500
€ Ifthe plan is a defined bensfit plan, Is it covsred under the FBGEC Insurance program (see BRISA seotlon 4021)2 ... |:| Yes [] No [] Naot determined

f "Yes" is checked, anter the My PAA confirmation number from the PBGC premium fling for this pran year - {See instructions,)
I Paitdll-| Financial information
¥ _ Plan Assets and Liabilities | 2 Beginning of Year {b) End of Year
B Totalplan asgets e, | P 1,297,481 1,528,212
B Total plan TBOIUES ... .—ororrerree o 7h
G Net plan assets {subtract ling 7b flom Ine 78)........eecercoooccrnere | 7e 1,297,481 1,328,212
8 _incoms, Expenses, and Transfers for this Plan Year o (a) Amount {b) Total
a Contributions received ar receivable from; TR R
(1) Employers ... e e, | BT 72,038
{8) Partiolpantt. s im oo | 88(2) 47,651]:
(3 Ohers (ineluding TONOVEIs). o oo 2a(3)
b _Otherincame (688) .. e | 8B 111,042 -
¢ Totsl income (add lines 8a(1),.8a(2). Ba(3), and 8b).....eeo | Be | oL o 230,732
d Benefits pald (including direct rollovers and insurance premlums Do
o provide RENEMIS) e cseenens sesseess 8d
@ Cartain deemad andior corrsctive dlstrlbutia_ng {see Instructions). L)
f Administrative service providers (salaries, fees commigsions) ... af
B L T B —
h_Total expenses (add fines 8d, 8, S, and Bg)........correcnen | Bh . ‘ ‘ : b
i Netincoma (loss) (subtraet line 8h from lin 8c)........ ... g | T 230,73]
1 Transfers to (from) the plan (see INSUGHONS) ..............oowe.. ... 8 R ‘
| Partiv:| Plan Characteristics
9a (i the plan provides pension benefits, entar the applicable pensioh feature codes fram the List of Blan Characteristic Codes in the Instructions:
2L BF 2G 27 2K ZR 3D
b |ifthe plan provides walfars binegfits, arter the applicable welfare foature codes from the List of Plan Characteristic Codes in the instrustlons;
‘Part V.| Compliance Questions
10 During the plan year: Yes | No Amaunt
& Was there & falure to transmit to the plan any partleipart contributions within the time peariod
deseribed In 28 CFR 2510.3-1027 Conitinue to answer “Yes® far any priot yaar failures unti fully
carrected. (Sea Instructions and DOL's Voluntary Fiduciary Gerrection Program)........a.,.......... | 10a X
b were thers any nonexempt ransactions with any party-in-interest? (Do not inciude transactiong
2ponted on BN T08.)......vuriiieeeecenressesssressen s U BN T X
€ _Was the plan covered by & fidelity BORA? ..o covstiessoceccoccssstinsscnsvsnissnsns | A | X 160,000

d Did the plan have a loss, whéther or not relimbursed by the plan's fidedity bond, that was caused "
by fraud or dishOnBEtY? v oo encene oo e, | 106

€ Ware any faes or commissions paid to any brakers, agents, of other persong by an insurance

carrer, insurance service, or other organization that provides soma or a)l of the beneflts wnder %
the Plan? (B INBIUBHANG) ... cerrensciiees oo ave s [T B (-
f Has the ptan failed o provide any benafil when due under the LAV T X
g Did the plan have any participant Inans? (If “Yes." anter amount as of a1 107-3 1+ 1 10g x
B If this Is an individual aceount plan, was thers & blackeut period? (See Instructions and 29 CFR X

IF 10h was answerad “Yas," shack the box If yol) gither provided the reguired natice or one of the
exceptions to providing tha notice applied under 20 CER 2520.1 E TR U B [ |
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B Form 5500-5F (2024) Page 3-[ ]

\ ““‘:",‘:\l Pension Funding Compliance

11 is this a defined bensfit plan 8ubject to minimum funding requirements? (IF"Yes,"” sea ingtructons end complste Schedule S&
t(3Frarm B500) and lines 11a and b below,) If this is & defined caniributian penslon plan, leave tine 11 blank and complate line 12 D Yas D No
elow
el iininaiinlioiinibinini, e -
A Enier the unpaid miimum reguired contributions far all years from Schedule S8 (Farm 5500) ine 40 ................... | 442

b PBGC missed contribution reporting raquirements. If the plan is covered by PBGC and the amount reported on ling 113 is greater than §0, has PEGED
b rotified as required by ERIBA sections A043(0)(5) andfar B08(K)(4)? Check the applicatie box:
Yes.

No. Reporting was waived under 29 GFR 4043.26(2)(2) because contributions equal to or exceeding the unpald minimum required contrdbution
were made by the 30th day after the due date.

Na, The 30-day period referenced in 29 OFR 4043.25()(2) has net yet ended, and the sponsar intends to make & confribution aqual io or
axcesding the unpsid minlelum required contributlon by the 30th day after the due date.
No. Other, Provide axplanation

I

12 15 this a defined contributian plan subject 1 the minimum funding requirements of section 412 of the Code ar section 302 of
ERISAY D Yei No
(it “Yas," complete line 128 of lines 125, 12c, 12d, and 126 below, as applieabls.) If this is o deflned beneflt pension plan, lbave
fing 12 blank and complets line 11 abave,

A If a walver of the mibimum fun_&iing standard for a préor year is baing amortizad in this plan year, see Instructions, and erter tha dats of the lettar fuilirg

granting the waiver, a2 i s S s e MDNRR Day Yaar
If you sompleted lne 124, complate ings 3, 9, and 10 of Scheduls ME (Form 5500), and sKip to line 13.
b Enter the minimum required contribution for this plan TR BT
€ Enter the amount contributed by the amployer 1o the plan for tis RN YO8 aw.ireoeecervresnees e oesseseesne, | 1208
d Sublract the emount In line 12¢ from the ameunt in line 12b. Erter the result (enter & minus sign to the lef of 3 12d
e NEQAVE amount) RN L T ot Lt AL et e
@ Will the minimurn funding amount reported on ling 12d be met by the funding deadling?................coumusecsorrsccrens [:] Yes D Ne [] N
A Pian Terminations and Transfers of Assate -
138 Hae a resaiution o terminats the plan bean adopted in ANY PN YBEIT 1oitss s seeassssans o cresorcsresrassesasse s erosesoeet s D Yag @ No
a If"Yes enter the amaunt of any plan sssets that reverted 1o the srnployer this VEar. ... .. v iyessesseennn. | 136
b Were all the plan assets distributed to particlpants or beneficiaries, transfarred t ancther PR, or brought ungder tha D Yes @ No
controb of the PBECT .

C I, during this plan year, any assets or liabilites were transferred from thls plan to another plan(s), identfy the plans) to
which asasts or llablities were tansfered. (See ingtruotlons.)

13e(1) Name of plan(s); . 132(2) EIN(a) 13¢(3) PN(s)

[PartVill] IRS Compliance Questions

14a Does the plan satisty the Goverage and nandiscrimination tests of Code sections 410(b) and 404(a)(4) by combining thiz plan with any other plans under
the permissive aggregation rules? [ ] Yes [ No

14b If this is 2 Coda section 401(k) plan, eheck all boxos thet apply to Indicate how the plan is intended to satisfy the nondiscriminetion requirements for
employee defarrals and employer rmatching contributlons (as applicabla) under Code sections A01(kX3) and 401 (m}2).
Design-braed safe harbor methad

D YPrior year ADP test
D “Current year” AD tast

[] na

18 Ifthe plan spansor Is an adopter of a pre-approved plan that recaived a favorable IRS Opinlan Letter, enter tha date of the Opinian Letter 06/30/2020
(MM/DDAYYYY) and the Oplnian Letter sarig) number Q7 028658,




