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
NORTH VALLEY BREAST CLINIC 401(K) PROFIT SHARING PLAN (PN) » 001
1c Effective date of plan
01/01/2016
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) 93-1024438
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
NORTH VALLEY BREAST CLINIC C Sponsor's telephone number

530-243-5551

2d Business code (see instructions)

1335 BUENAVENTURA, SUITE 204
REDDING, CA 96001 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 10
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 11
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 10
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
- - 5¢c(2) 11
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 7
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 7
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 1

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 IAN GRADY
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 795021 992594
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 795021 992594

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) 66173

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 43074

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 88326
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 197573
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 0
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 0
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 0
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 197573
j Transfers to (from) the plan (see instructions) 8j 0

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A  2E 2G 2J 2K 2T 3B 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 80000
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 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_ Q704107A,
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Form 5500-SF Short Form Annual Return/Report of Small Employee PhENC e ol
Dapertment of the Traasury Bene_ﬁt Plan :
T B e This form fs required to be filed under zections 104 and 4065 of tha Employee Retiremant 2024
Daparmant of Lahar Incoms Jecurity Act of 1674 (ERISA), and sections 6057(b} and 6058(2) of the Intarnal ]
Employea Benefls Sacrity Adminisiration Revenue Coda (the Code). Tigﬁ ‘l;?n:i is Dr;lan to
: ubfic inspection
it ralli e » Completa all entries in accordance with the instructions to the Form S500-5F.

{ “Part1 | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan vear beginning 0L/01/2024 and ending 1373172024
A This return/report is for: a single-amployer plan D a multiple-employer plan (not multiemployer) (Pensien Plan fllers chacking this box

must attach Schedula MER, Othar plans must attach & list of participating employer
information in accordance with the form instructions.)

B This raturn/raport is D the first return/report EI the final return/report
D an amended return/report I:] a short plan year ratum/reparnt (less than 12 months)

C Check hox if filing under: Form 5558 D autovmatic extension D DFVC program
D special extension {enter description)
D Ifthe plan is a collectively-hargaingd plan, CECK NBIE ..................ccovoseeseresserssssssssssss eassssssssssssssssnanserenens ® D

E _Ifthis is a retreactively adopted plan permitted by SECURE Act sactlon 201, check hara
| Partll_| Basic Plan Information—enter all requested Information

1a Name of plan 1b Thras-diglt ptan numbar
Worth Valley Breast Clinic 401(k) Profit Sharing Plan (PN) ¥ 001
1¢ Effactive date of plan
01/01/2016
2a Plan spansor's name (emplayer, if for a single-employer plan) 2B Employer [dentiflcation Nurnber (EIN)
Mailing address (include room, apt., suite no. and street, or P.0. Box) 93-1024438
City or town, state or provinee, country, and ZIP or fareign postal code {if foreign, see instructions)
North Valley Breast Clinic 2¢ Sponszor's telephone nurmber

530-243-5551

2d Business code (ses instructions)

1335 Buenaventura, Suite 204

Redding CA 96001 621111
3a Plan administrator's name and address @ Sama as Plan Sponsar, 3b Administrator's EIN

3C Administrator's telephone numbar

4 1 the name and/or EIN of the plan spansor or the plan name has changed since the last return/report | 4b EIN
filad for this plan, enter the plan sponsor's neme, EIN, the plan name and the plan number fram the

last retum/report. 4d PN
8 Sponsors name .
¢ Plan Name
5a Total nurnber of participants at the BEGiNmINg OF e PIAN VAR 1....cresseessesoresssssesssseeeossteeoeos oo, Sa il
b Total number of paricipants at the and of the PIAN YEAF...............coee..eeeeseeeeeoceooeeeeee oo sesrenees 5b 1
€{1) Number of particlpants with account balances as of the begrnmng of the plan year (only defined 8c(1
contribution plans complete this itam) .., c(1) 1(
2{2) Number of participants with account balances a5 of the end ofthe plan yaar (nnly deﬂned Eo(?
contribution plans complete this itam) ... c(2) 11
(1) Total number of active particlpants at the bagmmng of the plan Ve o e e 5d(1) ;
d(2) Totel number of active participarts at the end of tha PIAN YEA...........cesweeseassisserssemseeeeeeeseeeeee oo 5d{(2) I
e Number of g ticipants who terminated empfoyrnent during the plan year with accrued benefits that 56 ]

1 00% vested...

1

wera |ass the
Caution: A pe

Under penalties of pery}
SB nr Schedme ME uum

ofthls rnturnfraport wnll be asseased unloss masonable cauge i3 establizhad.
and other panalties st farth in the instructions, | declare that | have examined this mturn/repnrt including, 1f applicabla, a Schedule
eied and slgnecl by an enrolled actuary, as well 25 the electronic varslon of this return/repert, and to the best of my knowledge and

iO]l'nfl(_' Lotk
Diate Enter nama of indiv*dual sicining as plan administrator '
Date Enter name of individual signing as efmpluyer or plan sponsor

For Papemmrk Reductlon Act Notlcs, sae the Instructions for Form S500-5F. Form S500-5F {2024}

T s e v e
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64 Were all of the plan's assets during the plan yesr invested in eligible assets? (See instructions.)....

b Are you claiming a waiver of the annual examination and report of an independent qualified pubhc: accountant (IQPA)
under 29 CFR 2520 104-467 (Zea Instructions on waiver eligibility 2nd conditions.).... " anes

B ves [] No
E] Yes D Mo

If you answerad “No” to slther line 6a or line 6b, the plan cannot use Form 5500-3!’-' and must Instaad usa Furm 5500.

C Ifthe plan is a defined benefit plan, Is it coverad undae the PBGC ingurance program (see ERISA section 4021)? ... D Yes

DNn |:| Nof determinad
. (Sea Instructions.)

If "¥es" iz chacked, enter the My PAA confirmation number fram the PBGC premium fillng for this plan year

[ Partili | Financial Information

7__Plan Asssts and Liabilties - (a) Beginning of Year {b) End of Year
A Total plan assets ....... Ta 795,021 §92,5%
b Tota! plan fizbilities 7b 0 !
C _Net plan assets (subtract ina 7b from NG 78).. eeerveroooooooooooo . 7¢ 795,021 992,59
B Incormne Expenses, and Transfars for thls Plan Year - {a) Amount {b} Total
& Contributions received or recaivable from:
(1} Employers ... ga(1) 66,173]
(2) Paricipants... e I ™ 1| 43,074 -~
{3} Others (mcludlng rollovers) sl | Aa(3) 0
b Oiher INCOma (I08S).......c.mvmerreerrcrennnn.. O B 88,326} L
€ Total income (acld fines 8a(1), 8a(2), aa(s), and Bb) e | Be ' ) 197,57
d Benefits paid (mcludmg direct rollovers and lnsuranoe premuums '
to provide benefits).....w s 8d 0]
£ Certain deemad and/or ¢orrective distributions (see instructions). Be 0
f  Administrative service providers (zaiaries, faes, COMMIssions)..... 8f 01
O Oer SXPENSES . s s 8y 0
h_Total expenses (add lines 8d, 8a, 8f,and 8g) ... ... 8h :
i Net income (loss) (subtract line &h fram ne 8G)....................... 8i 187,57.
j Transfers to (from) the plan (see INSUSHONS) ....ooo.coo e 8 o| '
| Part IV [ Plan Characteristics
9a |l the plan provides pension banefits, enter the applicable pension feature codas from the List of Plan Characteristic Codes in tha Instructions:
2A 2E 2G 2J ZK 2T 3B 3r
b ]I the plan provides walfare baneflts, enter the applicable walfare feature codes from the List of Plan Charactaristic Codes in the instructions:
| PartV | Compliance Questions
10  During the plan year: Yeos | No Amournt
& Was there a failura to transmit to the plar any participant contdbutions within the time period
described n 28 CFR 2510.3-1027 Continue to answer “Yes” for any prior yaar failures updil fully
corfected. (See instructions and BOL's Voluntary Fiduciary Correction Program) ... S X
b Wars thers any nonexempt lransactions with any party-in-interest? (Do not includa transactlnns
reported on line 10a.).... - R O i s 10b X
€ Was the plan covarad by a fidelity bond? e | X 80, 00¢(
¢ Did the plan have a Ioaa. whether or not raitbursed by he p!an 3 ﬁdehty bond, that was caused %

by fraud or dighonesty? ... T s e sy e 10d

e Wers any fees or commissions pald to any brukers agents or other parsons E:y #n insuranca
catrier, insurance service, or other erganization that providas some or all of the benefits undar

the plan? (See INGIUGHONS.) ... ..ottt emteete e e erne 108
' Has the plan failed to provida any benefit when due undar tha PIan? ... 10t
Did the pfan have any partivipant loans? (If “Yes,” snter amount as of year-end.) ... SRR I T,

a3+

If thls iz an individual aceount plan was there a blackeut perlod'? (See instructions and 29 CFR
2520.101-3.) croooereevvrensnnenens . 10h X

i If10h was anewered "Yes,” chack the box |f you either pl’DVldElﬂ tha requlred rictice or ane of tha
extaptions to prowdlr_lg the notice applied undar 29 CFR 2520.101-3... ——— I (1]
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Form 5500-5F (2024) . Page 3-

++| Pension Funding Compllance

11 &= this a defined benaflt plan subject to minimum funding requiremeants? (If "Yes," see instructions and complete Schedule SB ‘
{Form 5500) and lines 11a and b balow.) If this is a daflned contdbution panalon plan leave line 11 Blank and complete line 12 [] Yes D Mo
below. .. e oieeiirrirsrerarississisiesssersisesversaresieatiastiaisis . ... ..
& Enfer the unpaid minimum required contributions for al years from Schedule SB (Fonn 5500) line 40 .. I 11a I

b PBGC missed contribution reporting requiremants. If the plan is covared by PBGC and the amount reported on line 114 is greater than $0, has PBGC
baan notifled as required by ERISA sections 4043(c)(8) andfor 303(k)(4)? Check the appllcable box:

|:| Yes,

D M. Reporting was waived under 28 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum reguired contribution
were mades by tha 30th day giter the due date.

D No. The 30-day petivd referenced in 26 CFR 4043.25(c)(2) has nol yet andad, and the spansor intends to make a contribution equal to or
exceeding the unpald minlmum required contribution by the 30th day after the dus date.

D No. Other. Provide axplanation

12 Is this a defined contribution plan subject to the minimum funding requiramants of sa-:tlon 412 vf the Code or section 302 of :
ERISA? ... . D Yas @ Na
(f "Yes" cumplete Ilne 123 or III"IES 12b 12¢ 12d and 12& belu.‘:w as appllc:able } If lhls isa dafnad baneﬂt pensu‘m plan Ieave 3
ling 12 biank and cormplete line 11 above.

a & waiver of the minimum fundlng standard for & pnor yearis bemg amortized in this plan yaar see Instruc.tmns, and enter the date of the letter ruling
ranting the waiver. e ... Manth Day Year

if you completad line 123 [5s] _l_JIete lines 3, 9 and 10 of Br.hadu[e MB (Form 5500). and sklp to |II‘ID 13.

B Enter the minimum raqulred contefbution for this plan year .. TP RRPOT I F:1- T

¢ Enter the amount confributest by the employer to the plan for this plan vear .. 126

d Subtract the amount in line 12¢ from tha amount in fine 12b. Enter the result (enter a mlnus sign tothe left ofa 12d
negafive amounf) .. L S S L

& Will the minimum funding amaunt reported on line 12d be met by the funding dBadiNE?, .........ccoecccecccreereeer e [] Yes [] No- [] Nea

Plan Terminatlons and Transfers of Assets

13a Hasaresoluhonto!enninatetheplanbeanadoptedinanyplanyear? Al e | D Yes IEI No

8 If*“Yes" enter the amount of any plan assets that reverted to the amployer this year... semsasnnnamese 13a

b Were all the plan assets dlstrlhuted to partlclpants aor beneficiaries, transfarred ta another plan or brought undar the D Yes @ No
contral of the PBGC? i ‘

G [, during this plan year, any assets or Iuabmtles wera trans-ferrad from thns plan to another plan(s) ldentlfy the pran(s) to
which assets or liabllities were transferred. (See instructions.)

13¢{1) Name of plan{s): 13¢(2) EING) _ 13¢(3) PN(s)

IRS Compliance Questions

14a Doas the plan satisfy the coveragd and nondiscrimination tasts of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules? [ ] Yes B No

14b Ifthis is 2 Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
amiplayee deferrals and smployer matching contributions {as spplicable) under Codea sections 401(k)(3) and 401{m){2).
Deslgn-based safe harbor meathod

I:l *Frior year’ ADP tast
I:] “Current year® ADP test

[] NiA

15  Ifthe plan sponsor is an adapter of a pre-approved plan that recewed 3 favorable IRS Opinion Letter, enter the date of tha Opinion Letter 06 /3072020
(MM/DD/YYYY) and the Oplnfon Letter serial number Q7 04107a




