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
INSPIRE DENTISTRY PLLC 401(K) PLAN PN) D 001
1c Effective date of plan
01/01/2022
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) 83-1135213
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
INSPIRE DENTISTRY PLLC C Sponsor’s telephone number

734-218-0137

2d Business code (see instructions)

43050 FORD RD STE 190
CANTON, MI 48187 621210

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 S
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 4
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 5
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) 4
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 3
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

were eSS than 100% VESIEA .........ooiiiiiiiiiiiiieieeeeeeeeeeee e eeeeeeeeeeeeeees

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 10/10/2025 ZUBAIR MUNSHEY

HERE Signature of plan administrator Date Enter name of individual signing as plan administrator

SIGN Filed with authorized/valid electronic signature. 10/09/2025 ZUBAIR MUNSHEY

HERE 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 136855 213749
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 136855 213749

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) 13818

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 52043

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 24023
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 89884
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 12885
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 105
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 12990
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 76894
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 2T 3D 2K
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? ... 10¢ X
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 0
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.101-3.) oo 10h X

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_ Q702914A
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Form 5500-SF

OMB Nos. 1210-0110

Short Form Annual Return/Report of Small Employee b

Benefit Plan

Dapaniment.of the Yreagury’
Internal Ravenue Sarvlco

2024

This form I8 raquirad to ba filad undar-ssctions 104 and 4065 of the Employae Retirament’

Income.Sacurlty Act of 1974 (ERISA), and sactions 8057(b) and 8058(a) of the Internal
Ravenus Coder(ths Code),

) Complata all antrlaz [n accordance with tha Instructions to the'Form 5500-SF..

Depnnma_m of Lq_no_r .
Employsa Banefis Securty Adminlaradon
orY B "Quqmnxy.t‘.mpmdglnn

This Form Is Open'te
Public Ingpection

nnual Report Identification Information

ar plan year 2024 o fiscal plan year baginning 01/01/2024 and anding 1273172024

D a multiple-amployer plan (not multiemployer) (Pansion Plan fllers checking this box

must sttach.Schedule MEP. Othar plans must. attach a list of patticipating employe
Information in-accordance with the form instructlons.)

A This return/report Is for: E] a single-amplayer plan

D tha first return/report
D an amended return/raport.

D the final return/raport
D a short plan year returnireport (less.than 12 months)

B This return/report is

C Cheok box Iffiing under: [ Form 5558 [ eutomatic extenslon

D speclal extension (enter description)

D DFVC program

» [
» [

D ifthe plan is. a collectivaly-bargainad plan, chaeck hare... S o S N
Yo~ lf thlo 6.9 rotroactlvaly adopted plan permmed by SECURE Act aecuon 201, check here ... T

1k Three-digit plan number

In.spire Dentistry PLLC 401 (k)

Plan (PN) » 001
1c Effactive date of plan
01/01/2022 ,
2a Plan sponsor's name (employer, If for a single-employer plan) 2b Employar Identification Number (EIN)
Mailing address (includa room, apt., suita no, and street, or P. 0. Box)- B83-1135213
City or town, state.or province, country, and ZIP orforalgn postal code (|ffore|gn see |nstruchona) ; R :
Inspire Dentistry PLLC 2c Sponsor's elaphane:number.
(734)218=0137
2d Businegs code (see instructions)

43050 Ford Rd STE' 190

621210

Canton MI 48187

3a Plan administrator's name and address- ﬂ Same.ag Plan:Sponsor, 3b Administrator's EIN

3¢ Administrator's telaphone number

4 ifthe name and/or EIN of the plan aponsor ar the plan name has changed.aince the Jast return/report ‘4b EIN
flled forthis plan, enterthe plan sporisor's name, EIN, the plan nama and the plan number from the
Jast return/report.. 4d PN
& Sponsor's name
C.Plan Name
§a Total number-of particlpants-at the.beginning of the planyear ... Sa )
b Total number of pammpants at the end of the. plan year... SESN s 5b. 4
c(1)  Number of participants with sccount balancaes.asof the bagmnlng of the plan yesr (only def ned 5¢(1)
contribution plans completa this ltem).... RO e RO O 3
c(2) Number of partmlpams with a&count balances as of the end Of the plan year (only daﬂnad 5¢c(2
() 4
contribution. plans complete thISIEMY .....c.......cooeecc e et e vt vt ates
d(1) Total number of active' participants at the-begInning of the plan Year,....i............... 5d(1) 4
d(2) Total number of active participants at the end of the plan year............ o LA SO0 T e B s B s 5d(2)
e Numbar of participants who terminatad: employment durlng the plen year with'accruad banefitg that 50
were 1838 than 100% VeStBd. ... i i s s s ebes s sesasiane 0

Cautlon: A psnalty for the late.or Incomplete ﬁlln.g of thw re\urnlreport- will b anoeusad unlaas YoaEonabla Eausa 15 astablizhed,
Under panaltias of perjury and other penalties set forih Ih theInstructions; |.declare that)
Bor Schedule MB complalod and signed by an énrolled. actuary, as wall ag tha slactronic vaision of this teturn/report, snd to the best of my knowledge and.
3] Igte.

have.examined this.return/report, Incjuding, If applicable, a Schedlie

Zubair Munshay

{o-lo-262 ¢

Datalv-lo: Zuls Enter name of |nd|V|duaI sngnmg 28 glan adminlstrator
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Form.5500-SF (2024) Page 2
6a Waers all of the plan's asséts during the plan year Invested in eligible assss? (See instructions.);.. T e @ Yes D No
b Are you claiming a walver of the annual examination.and report of an indapendent qualified publlc accoumanl (IQPA) )
under 26 CFR2520.104-487 (Ses-instructions 6n walver sligibllity and- coNditions.Juv v srineerinie R R evad s Yes D No

1f'you answered “No” to elther line 8a orline &b, the plan cannot use Form :5500-SF and must lnstead usa Form 5500,
¢ itthe planis & defined banefit plan, st coverad under the PBGC Insurance program (see ERISA section 4021)? ] ] Yes [JNo  [] Not determined
If *Yes" is.checked, enter the-My PAA confimation number-from the PBGC premium fling for this plan year, . (See instructions.).

[FPartlil:] Financial Information

(a) Baginning of Year (b) End of Year

7 Plan Assets end Liabilities
8 Total plan SS8LS ..., scerrsssssnensis s, | 18 136,855 213,749
D TOlAI PIAN HADIIBE .....t......oorossvvecssssessisscsissssisssoass s anss ey 7b
C Net plan assets (subtract line 7b from 1IN@ 78) ...couvvvivviasnsiiecee. e | 136,855 . 213,(749
8 Incorne, Expenses, and Transfers for this Plan Year (a) Amount (b) Total

a Contrbutions recelved or recalvable. from.
(1) Employers

(2) Particlpants...,.,...........

8a(1) 13,818

(3) Others:(Including rollovers)............cuvuwmmismsinnsecesciinn, | BR(3)
b Other Incoms (108s) ... 8b
¢ Total income (add lInas 8a(1), 8a(2), 88(3) and Bb)..oiiinenrnne 8c
d Benefits paid (including direct rollovars ‘and Insurance pramlums

to:provide:bensfits)............ TR T ST B AT o bR B 8d
e Certsin doomod and/or comectlve dlstributions (see Instructions) 8o
f Administrative'senvice providers (salaries, 1665, COMMISSIONS)..... 8f
4] Other'e')gpe"nses ...... M - _Bg
h Total expensas (add lines 84, 8e; 8f, and-8g) .. : 8h
i Netincome (loss) (subtract line 8h from INGBC) .......coivvviseiiicans 8l
] Trensfers to.(from) the.plan (588 INELrUCLIONS). umsivveiie ievvriarinns 8

/ ] Plan Characterlstics

9a |r tha plan providas pansion.benefits, enter the applicable psnsion feature codes from the List-of Plan Characterlstic Codes Iy the Instructions:
E 2F 2G 2J 2T 3D 2K

b |ifthe pian provides weltare benefits, enter the applicable welfare feature cades from the List.of Plan Characteristic Cogas in the Instryctions:

] Compllance Questiona

10  During'the plan year: Yes | Ne Amount
a Wasthere afailure to transmit to tha plan any particlpant contributions within ihe time perod
describad in.29 CFR2510,3-1022 Continue to answer “Yes' for any’ prior year failures Unill fully
corrected. (See instructlons and DOL's Voluntary:Figuclary Corraction Program)... 103 X
b Wers thera any nonexempt. 1ransactluns wxlh any pany-ln-lnterest? (Do not' lnclude transactlons
roported on line 10a.)... oo TR T STt e wersmssnieainee. | 10D
€ Was the plan covered by_a fldelliy boNd? .uvvieernees A et “ 10c X
d Did the plah have a loss, whether or.not ralmbursed b.y‘lnar plan"s r‘l’da,nty bonq, {ha; was caused E
by fraud or diBHONESHY? .....iisvsinesssisiussions A U o O 0 A ST | | X
8 Waere any fees or commissions: pald to any brokera agants or other peraohs by an insurance
carrigr, Insurance.service, of other: organlzahon that provldes soma or al| of the' benaﬁla under
the plan? (Ses:instructions.).... e T T [ X
f Has the plan fallad to provide. any beneﬂt when due: under&he IR ,.ooeivamesissverssssssssrisssnisng T
¢ Did the plan have any particlpant loans? (If "Yes," enter amount-as of year-end.) ......consmmmmmn 10g X
h Ifthisis an lnd]vldual account plan was there a blackout penod? (Seo Instructions and 29 CFR '
2520,101-3) 0 | 10h
i )f10h was answered "Yes," check \he box |f you either prowded tha vsquxred not]ce .or one of the
axoaptlons to proyiding the notice applled under-28 CFR 2520.101-3.. e siivssmaevooreres |10
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ﬁ'an ]'Penswn Funding Compllance

11 Is this a defined benefit pian subject to.minimum funding requirements? (If "Yes," see Instructions and complete Schedule 8B
(Form 5500) and lines 11a add b balow,) If this.is ‘a defined conlrlbutlon pensmr\ plan Ieeve iina 11 blank gind complela line 12

D Yas: D N

k=]

DOIDW, . svsivssnssinnvrvsssinsssssanisrsossisbssvosnsaisiorsspsmasernsnsacassilortnsitl i s S heibssivsiviik g gbes B s Leeireins
a Enter the unpaid minimum required contflbutitins for all years from Scheduls SB'(Form 5500) lina 40, l 118 |

b PBGC missad contribution reporting requirements. if the plan is:coverad by PBGC, and the amount raponed on lina 11a Is greater than $0, has PH
been notifled as.required by ERISA sections 4043(c)(5) and/or 303(k)(4)7-Check. the applicable box:

D Yes.
D No. Reporiing was waived undef 29 CFR 4043:25(c)(2) becausa contributions equal to'or exceeding the unpaid minimum required contribution
were madae by the 30th day &fter the due date.
No, The 30-day period referenced In'28:CFR 4043.25(c)(Z) has not yst ended, and the §ponsdr Intends to make a confribution-equal to or
exceeding the' unpald minimum required contributlon.by the 30th day after the due date.

GC

D No. Othar. Provide explanation

12 18 this a defined contribution plan: su’bj'e(:t to the minimum funding requinemema of section 412 of the Code or saction-302 of
ERISA? ...ccvvcrninans D Yes @ R
(If"Yes,” complote Ime 12a or \lnes 12b 12c 12d and 129 below ag applucaule ) Ifthls Is a deﬁned beneﬂt penslon plan, Iaave
line 12 blank and complate line. 11 above.

a If a walverof the-minimum funding standard for g prior year Is.being amortizeéd In thls plan year; 660 lnBﬂ'UC“OHS and entér the date of the letterruling

QrantiNg the WAIVET, e e s b s et Month Day Year

If you complatad lie 12a, complets lines 3, 9; and 10 of Schedule MB (Form 5500), and okip.to line 13;

b Enter the minimum raquired ConITIDLION for this PIBNYEAT ... . erssssersssises ot cee | 12D

€ Enter the amount contributed by the employer:to the plan for this plan year .. it | 188

d Subtract tha amountm line 12¢ from the amount In ling:12b. Enter the result (anter a minug aign to the'left of a 12d
NEGAIVE AMOUNE it it ib a1 bbb s oL s L en bt e e

e Will-the minimum funding amount reported on |ine 12d ba mat by th‘e‘funding A0AdINA? ccccvimssimmnmnsssssmsessspivgssssonse D Yes D No D N/A

‘Pa Vll,Wa] Plan Terminatlons and Transfers of Assets _
13a Hasa fb‘solut‘lon'tdle’r’mlriab the plein been adoptad [N BNY PIANYEAIT wr...vvwumiirecsereceees st enesssssansg e opits D Yes E No-

a It"Yes," enter the amount of any plan assets that-reverted ‘o the employerthls year.,. . | 133

b Ware all the plan assets. distributed to pamcnpanw or beneficiaries, transferred to. ano\her plan, or brought undor lhe D Yos @ No
control of the PBRC? ... i )

€ If, duiing this plan-year, any assots or labllities were transferred from thig planto another plan(s), ldenhfy the plan(s
which aggets or.liabilities were transfetred. (Sge instructions.)

13¢(1) Name of plan(s}) ' 13&(2) EIN(s) 13c(3) PN(s

[‘PatVIIli] IRS Compliance Questlons:

14a Docs the.plan satlsfy the coverage-and nondlecrimination tests of Code sections 410(b).and 401(a)(4) by combining this plan with any other plene und
the permissive aggregation rules? [ ] Yes [} No.

14b If thiis is & Code séction 401(k) plan, chack all bokes that apply-to Indicate how the plan is Intendad to satisfy-the ncndlscrlmmahon requirements for
amployee deferrale and employer matehing contributions (ag applicable)y under Code sections 401(k)(3) and. 401(m)(2)

@ Desigh-based safe harbor method
D “Prior-year" ADP. tést
[] "cunent year" ADP test

[] na

15 If the plan sponsor s an adopter of a pre-approved plan that recelved a favorabls IRS Opinion Lelter, enter the date of the Opinion Letter 06/30/2p20

(MM/DD/YYYY) and the Opinion Letter serlal number 97029144




