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
ORANGE COAST CARDIOLOGY MEDICAL GROUP 401(K) PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
01/01/2021
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) 27-1746666
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
ORANGE COAST CARDIOLOGY MEDICAL GROUP € Sponsor's telephone number

949-433-1737

2d Business code (see instructions)

520 SUPERIOR AVENUE, SUITE 220
NEWPORT BEACH, CA 92653 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 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. 10/13/2025 RADHAKRISHAN GANDHI
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 388878 449871
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 388878 449871

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) 38402

(2) PartiCipants........cuoiuiiiiiiiiiiieiie e 8a(2)

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 25822
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 64224
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 3231
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 3231
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 60993
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 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 75000
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
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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




Form 5500-SF Short Form Annual Return/Report of Small Employee OME Nos. 1 oy
Bapartmant of e Troatury Benefit Plan
teena Roverus Servico This form is required to be Med under seclions 104 and 4065 of (he Employse Reliremenl 2024
Depariment of Laber Intome Seetrily Act of 1674 (ERISA), and secllons 6067(b) end 6058(a) of the Internal
Tmglnyss Donofis Socu'ty Adminisissien Revanus Code {he Gode). Tlgs lfl?nr is :};:lan to
ublie Inspostion
Pantlon fianekt 0"'“""" Corporaton »_Complele ali ontrios by socgrdance with the instruclions to the Form 5809-8F,
[ Parti | Annuai Report identification information
For ealendar plan year 2024 or fiscal pten yoer baginning 0170172024 and aniing 1273172024
A This relurnfreport Is for; @ a ginple-employer plan D a mullipte-employer plan {not mulllemployar) {Pansfon Plan fllors checking this box

musi aliach Schedule MEP, Olhar plans must ellach a {ist of parlicipating employer
Informatlon in accordance with the lorm Instruclions,)

B This relirnireport e D tha first relurmfraport the final ralurnfreport
[] an pmonded relurnfreport u shorl plan year relumirepor! (Ioss than 12 months) K
C Checkbox it fing under: ] Form 5558 [Jautematio extansion {] brvE program

D spoclal exlonsion {anlor doscription}

D if the plan Is a caltactivoly-bargalned plan, check hero ., e s RS e
E i ihis Is a rotroactively adopted plan pornlited by SECURE Act saciion 201, chock NOr0 e

| _Partli | Baslc Plan Information—enter o requested Informalion

1& Name of plan

Orange Coast Cardiology Medical Group 401{k} Profit Sharing
Plan

1D Threo-digit pian numbar |
PNy b .joo1

¢ Effective date of plan
01/01/2021

2a Plan sponsor's name {eraployer, Il for a single-employsr plan)
Malling address (include room, apl., sulte no. and sireot, or .0, Box)
Cily or lown, slats or province, country, and ZIP or foreigh postal cade {if forelgn, see Insiruclions)
Orange Coast Cardiology Modlcal Group

520 Superior Avenue, Suite 220

Mewport Beach CA 92653

2b Employer Identification Number (EIN)
2't-1746666

2¢ Sponsor's lelophohe numbar
949-433-17374

2d Business code (see Instuctons)

621111

J& Plan adminlstrator's name and addrase @ Some as Plan Sponsor.

3b Adminlstrator's EIN

3¢ Adminlstrator's lolephone number

4 ftho neme andfor £IN of tha plan sponsor of thoe plan name has changsd since the last relurnfreport | 4b EIN
filadt for this plan, onter the plan sponsor's nama, EIN, (he plan nams and tha plan numbor iom the
last roluniropont. 4d PN
a Sponsor's noma
© Plan Namo
Ba Totsl numbor of parlleipants at the baglnning of The PIAN YBET e i s 5a 4
b Total number of pariclpants al tha ond of the plan yoar............ 5b 5
¢({1) Numbor of pariiclpants with actoun! balances ns of (ho beglnning of the plan year {only dofined 50(1)
contribution plans complate s 16M} ... 4
©(2) Number of participants with ascount balsnoes as u[ lhe encf of the plan yaar (only defined 5c(2) r
contribution plans complate this ftem) - SR et 2
d{1) Tolal humber of eciive pariicipants al the beg;!nnmg of the plan L] SN §d(1) 4
d{2) Tota! number of active paricipams a) e 811G of tha BHIN YEAE vu.m.msrmonm it 6d(2) 5
€ Number of parliciparits who terminated employment during the plan yeor with accrued bensfils that Ba
wero loss than 100% vesled., ..o s O TTRTP N 0
Caulion: A panatiy for tho fate or lncomgloia ﬂllng of this rolurn!roporl wm B0 aseosnad unwss reakonabie cause s osteblished,
Undor penaflivs of perjury and olher penaltios sel forth In the Instructions, i declare thal 1 have ‘examined this relurnlrapart, including, if Bpplicable, a Schedule
38 or Schedule MB compleled and signed by an enrolied acluary, as well as the oloctronio varslon of ihls relurnireport, and to the hest 61 my knowledpe and
o 0,
BIGN A 10{15]2y" [Radhakrishan Gandhi
H
HERE | signature of plen administeator Date Enter pame of individual slghing as plan adminlstzator
SIGN
HERE Signuturo of ampioyer/plan sponsor Date Ender nama of individual signing as employar or plan sponsor
For Paporwork Roduclion Act Notice, ao ha lnatructlons for Forns 5500.8F, Forns 5600-8F (2024)

V. 240344
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8a Were all of the plan's assets during the plan year inves!ed in eMgIb[e assels? (See INSUCoNS. ) e Yes D No
b Are you claiming a waiver of the annual examination and report of an Independent qualified publlc accountanl (IQPA)
under 29 CFR 2520,104-46? (See insiructions on walver eligibility and condilions.)......c.cerismsrcnimsssisarseessnes E] Yes D No
If you answered “No” to either itne 6a or fine 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
C [fthe plan s a defined benefit pian, is it covered under the PBGC Insurance program (see ERISA seclion 4021)7 ...... 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.) :

| Part I | Financial Information

7 Plan Assets and Liabillties {a) Beginning of Year {b) End of Year
a Total plan assefs.... ‘ Ta 388,878 449,871
b Tota! plan dabilittes 7b 0 0
C_Net plan assets (sublract line 7b [rom e 7a).............ceececcece 7c 388,878 449,871
8 Income, Expenses, and Tfansfels fér this Plan Year {a) Amount {b) Total
a Contributions received or receivable from:
4] ETADIOVEES ..o sscssscsisnanesssesesesssecens ga(1) 38,402
(2) Participants........coocei e, | 88(2)
{3) Others {including rollovers).. ... | 8a(3)
D Other InCOME (I085)...ceeverrreneemeerecricrisrseane SRR I - 25,822
C Total Income (add lines 8a(1) 83(2) 8a(3) and 8b) Be 64,224
d Benefits pald (including direct rollavers and lnsurance premiums .
to provide benefils). ..o s ssenen 8d :
€ Cerlaln deemed andfor comrective dislributions {see instructions). Be
f Administrative service providers {salaries, fees, commissions)..... 8f
O OMSE BYPBNSES v rerare e s sesnessssa e 8g 3,231
h Tolal expenses (add lines 8d, 8e, 81, and 8g).........ccoveeeeveeerenee... 8h 3,231
I Netincome (loss) {subtract line 8h from 106 8E)...........e.osreensreeess 8l : 60,893
j Transfers to (from) the plan (see INSUCoNS) .......ccvncniriiaenns 8 -

[ Part IV |Pian Characteristics

9a [If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
28 2J 3D

b [lIf the plan provides welfare benefils, enter the appiicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V I Compliance Questions
10 During the plan year: Yos { No Amount

& Was there a failure lo transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027 Continue {o answer “Yes" for any prior year fallures untif futly

corrected. (See instructions and DOL's Violuntary Fiduciary Correction Program)........ccocvieenn | 10a X
b Were lhere any nonexempt transactions with any party-in-interest? (Do not include lransactions
FEPOMEd O HINE TOA Y it criciien e b se et re s barsar s aesmecas e st s asesssesanenrses s b aannessnnssrresnsess 10b X .
G Was the plan covered by a fidelily bond? .......cooinnrorir s 10c | X 15,000

d Did the plan have a loss, whether or not reimbursed by the plan's fidelily bond, hal was caused
DY $AUA OF GISHONESIY? covvree s vessseesssserssssrsesssssssssssosessesssssseseececessmerecseeeeeerecereeeeessereessececee 10d £

@ Wero any foes or commissions paid {o any brokers, agents, or other persons by an Insurance
cagrier, insurance service, or other organizalion that provides some or all of the benefits under X
the plan? (See INSUCHONS.) i i st seeee s rsasae s snrssncesesssnsotaactesrerneerenns | 08

f Has the plan faited 1o provide any benefit when due Under Ihe PaN? ..o 10f

g Did the plan have any parlicipant loans? (if “Yes,” enter amount as of year-end.} ....ccvccovvvvvenrnnns 10g

h If this is an individual account plan, was lhers a blackout pericd? (See instruclions and 29 CFR
DB20,101-3) covvvreressssroron s mermssssssessessessesssssssssssssssssssssaemessssovesrasssssesssemsreseesroseommarcce | 40N X

i If 10h was answered “Yes,” check the box if you either provided the required nolice or ¢na of the
exceptions to providing the notice applied under 28 CFR 2520.101-3..oiverivvrinnrernsnsssisssrranne | 101
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Part VI | Pension Funding Compliance

11 is his a defined benefit plan subjecl to minimum funding requirements? (If "Yes," see instructions and complete Schedule S8
{Form 5500) and lines 11a and b below.} If this is a defined contribution pension plan leave line 11 blank and complele line 12 D Yes @ No
below... aisnngen ehengreter e ety sk A et bbb et shar e s reiserinis s
a Enter the unpaid minimum required coniﬂbutlons for atl 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 reponed on line t1ais greater than $0, has PBGC
been nolified as required by ERISA sections 4043(c){5) andfor 303(k)(4}7 Check the applicable box:

D Yes.

D No. Reporﬂng 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 alter the due dale,

D No. The 30-day period referenced in 29 CFR 4043.25(¢)(2) has not yet ended, and the sponsor intends 1o make a conlribution equal lo or
exceeding the unpaid minimurn required contribution by the 30th day after the due date.

D No. Cther, Provide explanation

12 Is this a defined contribution plan subject to the mintmum funding requirements of section 412 of the Code or section 362 of
ERISA? .. . w“ D Yes No
(If"Yes," compieie Iine 123 or Ilnes 12b 12c 12d and 12e below as apphcabie ) If ihls Is a defined beneﬂ pension p!an !eave
ling 12 blank and complete line 11 above.

a If a waiver of lhe minimum fundlng standard for a prior year is being amortized in this plan year ses Instructions, and enler the dale of the letter ruling

granting lthe waiver. ...Month Day Year
If you completed line 12a, comptete Itnes 3,9, and 10 of Scheduie MB (Form 5500), and sklp to llne 13.
b Enter the minimum required contribution for Ihis PIAN YEAT ... s | 120
C _Enler the amount conlribuled by the employer lo the plan for this plan year ... 12¢
o Subtract the amount In line 12¢ from the amounl in line 12b, Enler the result (enter a minus sign to the left of 2 12d
TEEGALVE SIMIOURLY oveiiviiieet i cceees et eeceree e et oot e e esesemneesessnesnesseesmessse s sssnmas sesessbersssassseaseents sassemmnasssonberrnnentesssens
€@ Wilt the minimum funding amount reported on line 12d be mel by the funding deadiine?.......cccvevirnecnrcninninnns D Yes D No D NIA
Part VIl | Plan Terminations and Transfers of Assets
132 Has a resolulion fo terminate 1he plan been adopted in any PIAN YEAIT ... esnesisssessessserssssrssoiss D Yes @ No
a lf “Yes,” enter the amount of any plan assets that reverled to the employer this year........ccviiin . 13a
b Were all the plan assets distrbuled 1o participants or beneficiaries, transferred to another plag, of brought under the D Yes @ Mo
GOMMFOL O 118 PBGCT ... oo coiviiismssiisrisisiesssrissosinnssssssasbosss ssass srasssesriesstasnesnssssssasssrssssnsarrasanssssasraresssbrnsassssaasasrerassesasssamsnarasessans

C I, during this plan year, any assels or liabililies were transferred from this plan to another plan{s), identify the plan(s) lo
which assels or liabilities were ransferred. (See instructions.)

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

{ Part VIll [ IRS Compliance Questions

14a Does ihe plan salisfy 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 riles?[ 1 Yes [ Ne

14b If this is a Code section 40t{k) plan, check all boxes that apply to indicate how the pian is Inlended to salisly the nondiscriminalion requirements for
employce deferrals and employer matching conltributions {as applicable) under Code sections 401(k}(3) and 401({m)(2).

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

[] nia

15  Ifthe plan sponser is an adopler of a pre-approved plan ihat received a favorable IRS Opinion Letter, enter the dale of the Oplnion Lelter 06/30/2020
{MM/DDIYYYY) and the Oginion Letier serial number Q703912a




