
Form 5500-SF 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Short Form Annual Return/Report of Small Employee 
Benefit Plan 

This form is required to be filed under sections 104 and 4065 of the Employee Retirement 
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal 

Revenue Code (the Code). 

 Complete all entries in accordance with the instructions to the Form 5500-SF. 

OMB Nos. 1210-0110 
1210-0089 

2024
This Form is Open to 

Public Inspection 

Part I   Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning  and ending 
A This return/report is for: X  a single-employer plan X 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 X  the first return/report X the final return/report  

X  an amended return/report X a short plan year return/report (less than 12 months) 

C  Check box if filing under: X  Form 5558 X automatic extension X  DFVC program 

X  special extension (enter description) 

D  If the plan is a collectively-bargained plan, check here ..............................................................................   X 

E  If this is a retroactively adopted plan permitted by SECURE Act section 201, check here .........................   X 

Part II   Basic Plan Information—enter all requested information
1a  Name of plan ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI

1b Three-digit plan number
(PN)  001 

1c Effective date of plan
YYYY-MM-DD 

2a  Plan sponsor’s name (employer, if for a single-employer plan)
 Mailing address (include room, apt., suite no. and street, or P.O. Box)  
 City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGH 

2b Employer Identification Number (EIN)
012345678

2c Sponsor’s telephone number
1234567890 

2d Business code (see instructions)
123456 

3a  Plan administrator’s name and address X Same as Plan Sponsor.ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901I A 

3b Administrator’s EIN
012345678

3c Administrator’s telephone number
1234567890 

4    If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report
filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the 
last return/report.   

a  Sponsor’s name
c  Plan Name   D
EFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI CDEFGHI

4b EIN012345678

4d PN 012

5a Total number of participants at the beginning of the plan year .............................................................. 5a 12345678 

b Total number of participants at the end of the plan year ....................................................................... 5b 12345678 

c(1) Number of participants with account balances as of the beginning of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(1) 

c(2) Number of participants with account balances as of the end of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(2) 

d(1) Total number of active participants at the beginning of the plan year ................................................. 5d(1) 
d(2) Total number of active participants at the end of the plan year .......................................................... 5d(2) 

  e   Number of participants who terminated employment during the plan year with accrued benefits that
were less than 100% vested ............................................................................................................... 5e 

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, I declare that I 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 
HERE Signature of plan administrator Date Enter name of individual signing as plan administrator 

SIGN 
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 

01/01/2024 12/31/2024

X

X

TRI-COUNTY WATER SERVICES, INC. 401(K) PLAN 001

01/01/2020

443 W 1ST AVE 
PARKESBURG, PA 19365

58-2672338

TRI-COUNTY WATER SERVICES, INC.
610-857-1740

238220

X

10

10

6

6

10

10

0

Filed with authorized/valid electronic signature. 10/13/2025 BRENT HERSHEY
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ......................................................  X Yes X No 
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)  

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.) ..........................................................................  X Yes X 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. 
 
 
 
 
 
 
 
 
 
 
 
 
 

c If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... X  Yes   X No    X  Not determined 
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year_____________________. (See instructions.) 

 
Part III   Financial Information 

7 Plan Assets and Liabilities  (a) Beginning of Year (b) End of Year 
a Total plan assets ..........................................................................  7a -123456789012345 -123456789012345 

b Total plan liabilities .......................................................................  7b -123456789012345 123456789012345 

c Net plan assets (subtract line 7b from line 7a) ..............................  7c -123456789012345 -123456789012345 

8 Income, Expenses, and Transfers for this Plan Year  (a) Amount (b) Total 
a Contributions received or receivable from: 

 (1)  Employers .............................................................................  8a(1) -123456789012345  

   (2)  Participants ............................................................................  8a(2) -123456789012345  

 (3)  Others (including rollovers) .....................................................  8a(3) -123456789012345  

b Other income (loss) ......................................................................  8b -123456789012345  

c Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) .....................  8c  -123456789012345 

d Benefits paid (including direct rollovers and insurance premiums 
to provide benefits) .......................................................................  8d -123456789012345  

e Certain deemed and/or corrective distributions (see instructions) .  8e -123456789012345  

f Administrative service providers (salaries, fees, commissions) .....  8f -123456789012345  

g Other expenses ............................................................................  8g -123456789012345  

h Total expenses (add lines 8d, 8e, 8f, and 8g) ...............................  8h  -123456789012345 

i Net income (loss) (subtract line 8h from line 8c) ...........................  8i  -123456789012345 

j Transfers to (from) the plan (see instructions) ...............................  8j -123456789012345  

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:   

 

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) .........................  10a 

  
-123456789012345 

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions 
reported on line 10a.) ....................................................................................................................  10b   -123456789012345 

c Was the plan covered by a fidelity bond? ......................................................................................  10c    -123456789012345 

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused 
by fraud or dishonesty? .................................................................................................................  10d    -123456789012345 

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 
the plan? (See instructions.) ..........................................................................................................  10e   -123456789012345 

f Has the plan failed to provide any benefit when due under the plan?  ...........................................  10f   -123456789012345 

g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .........................  10g    

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR   
2520.101-3.) .................................................................................................................................  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 ...........................................  10i     

  

X

X

161286 214105

0

161286 214105

3585

27552

23195

54332

1513

0

0

1513

52819

2A 2E 2F 2G 2J 2K 2T 3D 3H

X

X

X 10000

X

X 112

X

X

X
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Part VI    Pension Funding Compliance 
11 Is 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 
below. ..............................................................................................................................................................................................  

X Yes X 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: 

_ 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. 

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

_ No. Other. Provide explanation ___________________________________________________________________________________________ 
 

 

 

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of 
ERISA? ...........................................................................................................................................................................................  

          (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. 

X Yes X No 
 

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 waiver.  ............................................................................................................................. 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 plan year  ...................................................................................  12b 123456789012345 

c Enter the amount contributed by the employer to the plan for this plan year  .........................................................  12c -123456789012345 

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 
negative amount)  ..................................................................................................................................................  

12d YYYY-MM-DD 

e Will the minimum funding amount reported on line 12d be met by the funding deadline? .......................................  X   Yes     X   No     X   N/A 

Part VII    Plan Terminations and Transfers of Assets 
13a Has a resolution to terminate the plan been adopted in any plan year?  ........................................................................  X   Yes        X   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 

control of the PBGC? ..........................................................................................................................................................  
X Yes X 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.) 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 123456789 

  012 

Part VIII 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 

_ “Prior year” ADP test 

_ “Current year” ADP test  

_ N/A 

15 If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter ___/___/_____ 
(MM/DD/YYYY) and the Opinion Letter serial number__________. 

 

1

X

X

X

X

X

X

Q703777A
06 30 2020



Form 5500-SF OMB Nos. 1210-0110
121G0089

2024
D.,fuI.'!'B

E nroyd Ea.ff' s.ru.it 
^drni6r*s

This Form is Oten to
Public lnspectionPesm 8defi 6trrmry Cdpeiion

Annual Re olt ldentification lnformation
For calendar plan year 2024 or riscal plan year beqinning o! / 0L/2024 and ending 12/ 37 / 2024

Short Form Annual Return/Report of Small Employee
Benefit Plan

This form is requ,red lo be filed under sections 104 and 4065 of the ErrDloyee Retirement
lncome Secuntv Acl of '1974 (ERISA). and sec-tion 6057(b) and 6058{a) of th€ lnlemal

Rewnue Code fthe Code).

> Comobt all entries in accordance with the iistructions to tho Form 5500SF,

A This retum/report as foi I a single-employer plan ! a mulliple+mployer plan (nol multiemployer) (Pension plan filers checling this box
must attach Schedule MEP. Other plans musl attach a lisl oI panicipating employer
infomation in accordance wilh the form instructions.)

! the final retum/.eport

a shod plan year retumlreport (less than 12 months)

! orvc prog.",

B Thls retum/report is E
n
El

the lirsl retu.rvreport

an amended retu(Vreporl

Form 5558C Chec.i( box itf,ing under fl automatic extension

special extension (enter descnption)

D lf the plan is a collectively-bargaihed plan. check here

E lf lhis is a retroaclivety adopled plan permitled by SECURE Acl section 201 . check here

PI ln n --- tn

'l a Name oI plan

Tri-County fat€E S€rvicea, Inc, {01(k) Plan

2a Plan sponsois name (employer, if for a single-employer plan)
Mailing Address (include room. apt., suile no. and street, or P.O. Box)
C,ty or lowlr, state or province, country, and Z,P or foreign postal code (if foreign, see rnstruclions)

Tri-County llater S€rvic€s, Ine-

443 w 1at Ave

lJS PilLeaburq PA 19365

3a Plan administaatois name and address Same as Plan Sponsor

001

1C Efiedive dale of plan

oL/or/2020
2b Employer ld€ntifcation Number

(EtN) s8-2 672338

2c Sponsods tetephone numbet
(510) 857-1740

2d Business code (s€e instructions)
23A220

3b Administratols EIN

3C Administrator's lelephone number

10

10

5

6

10

10

0

, ll lhe name andlor EIN of lhe olan soonsor or the Dlan name has chanoed srnce the last retum/reoon fled- for lhis plan. enter the plan spbnsor's name, EIN {he plan name and lhle plan numb€r kom the laat
relum/report.

a Sponso/s name

C Plan Name

4b ErN

4d PN

5a Total number of particjpanls at the beginning of the plan year

b Total numbe. of partacipanls at dT e end of the plan year

c(1) Number of padicipants with account bs,anc6 as of the beginning of the plan year (only defined
cont.ibution plans complete this Aem)

c(2) Number o, participants with account balanc€s as ol the end of the plan year (only defined
contribution plans complete this item)

d(1) totat number ol active panicipants at the beginning of th€ plan year

d(2) Total oumber of aclive parliopants al lhe end ofthe plan year

e Number of participanls who terminated employment during the plan year with accrued benefts lhat
v/ere less than 100t4 vested

Caution: A ponalw for tho lato or incomplete lilinq of this returnlr€port will be a3sess6d unle3s roasonabl€ cause is established.

'lb Th.ee{igit plan number
(PN) >

5a
5b

5c(1)

5d(1)

5d(2)

5e

Under penalties ol peoury and olher penaltes set fo(h in the instruclons, I deda.e thal I heve exemiood thB r€tun/rcpon. includinO, it appllcable, a Sch€dul6
SB or Schedule MB comdeGd snd siqned by an €flrclled aduary. a3 vrall as fi€ etedronac velsion of this .dufiyepod, and to the be3t d lYry lnowiedge ancl

belief, n b true. corect, and complele,

SIGN
HERE

Ea*-'74-/----- /o-/3 2s- Br6nt' liershey

Signature ot plan ad#istrato. Date Enler name of individual $qnino as plan administratot

StGt{
}IERE

6-rZ-2---- /a -/j- 2 \' Brent Herahev

stgoatur.# enrtelptan sponso. Date Enter name of rndividual signing as employer or plan sponsor

For Paperwo.k Reduction Act Notics, s6o the instructions for Form 5500-SF Fo.m 5500SF {2024)
v.240311

r!
r!

Part I

5c(2)



6a Were allofthe plan's assets dudng the pl.n yea. invested in eligible assets? (See inst.uctioos.)

b Are you clalnring a waiver of the annual examrnation and report of an indeperdent qualified public accountant (IQPA)
ffives [to

ffiives [uounder 29 CFR 2520.104-46? (See instructions on waiver eligibility and condilions.)

lf you answered "No" to eithea lin6 6a or line 6b, the plan cannot use Form 5500SF add must instoad uss Form 5500.

c lf lhe plan;s a deined beneflt plan, is il covered under the PBGC insurance program (see ERISA seclion 4021)? !Ves INo f] Not dete.mined

'f 
'Yes' is cfiecked, enter lhe My PAA coniirmaton .umbe. from the PSGC premium filing for this year (See inst,uctrons.)

Financial lnformation
7 Plan Assets and Liabilities

a Total

b Total Ian liabilrlies

c

a

ruel

onlabuti

la,"! assets

ons rea€r

subkacl line 7b from line 7a

ved oa te e

8 lncome, Expenses, and Transfeas for this Plan Year

9a

b

(b) End of Year

En'1

i2) Partio nls *-.--.--.-.-..,---.---.--.,---
Olhers includifi roll0vers

c Total income {add lines 8a(1). 8a(2). 8a(3), and 8b}

d Benetils paid (inciuding di.ect rollovers and insurance premiums
io rovide beneils

e cedain deemed and/or coareclrve dislribulions see inst,uctions) .-
t Adminislrativeservice salanes fees. comntiss,cns

Olher ex

h Totat nses (add li.es 8d. 8e 8f, and

i Net rncome sublra.t line th from li.e 8c

Transfers lo {rornJ the see inslruclions

Plan Characteristics

lf the plan provides welfa,e benefits. enter the app,icable w€lfare featuae codes from the Lisi of Plan Characteistic Codes in the instraEtions

Com iance Questions
l0 Dunn lhe pla.l ear

(b)Total

214, r-05

214,105

54 ,332

lf the plan provides pensiorl benefits, enterthe appiicable pensron teature codes from lhe Lisl of Plan Characteristic Codes in lhe inst.uclions

2A 2Z 2F 20 2J 2R 2T 3D 3H

Amo!nt
a Was there a failure lo ira.smit lo the plao any pa(iqpant conlribulions within the iime pefiod

described in 29 CFR 2510.3-102? Continue to answer "Yes" for any prio. year failuies unlil fully

corrected. (See instrlclions aod DOL'S Volunla FidLrc,a

b Weae ihere any oonexempt tansactions with any party-in"inleresl? (Oo not include lransac{ions
ed on line 10a.)

c Was the plan covered by a fidelity bond?

d Did the plan have a loss, whether or nol .eimbursed by the plan's fidelity bond. that was caused
by fraud or dishonesty?

g Were any fees or commissloos paid 10 any brokers, agenls, or other persons by an insurance
carrier. insuaance seNice or other organizal ion that provides some or allotthe benefits under
the plan? (See instructions.)

f Has lhe plan failed to provide any benefit when due under the pla.?

s Did the plan have any participanl loans? (lf 'Yes." enler amounl as of year end.)

h lf this is an individual accounl plan was the.e a blaclord period? {See inst.uctions and 29 CFR
2520.101,3 )

i lf 10h was answered "Yes," check the box if you either provided the required notice or one of the

10,000

Fa* lll
(a) gegihning of Year

7a 16r,246
7b 0

7c 161",246
{a)Amount

8a{1)

Ba(2)

8ai3)

8b 23.1,95
8c

8d

Be 1 ,513
8t 0

th

3;

Pa* lV

No

l0a x

10b x
1Q. x

10d x

10e x
10f

1og x

10h x

1t;exc€ptions to providing the notice applied under 23 CFR 2520.101'3

1t2

3,585

0

Pe"l V



Pension Fu ndin Com liance
1 I ls lhrs a defined benefil plan subject lo minimum tundrnq .equirementsz (lf 'Yes," see instruclions and comp'ete Schedule

SB (Form 5500) and li.es 11a and b be,ow.) lfthis is a defined contribulion pension plan, leave line '1 , blank and complete n tr No

a. Enler the un ard inimunl urred contriblrtrons tor all rs frorn Schedule SB line 40

b PBGC mi$ed conkibution .opo,ting reqliromonts. lf the plan is co\.ered by PBGC and the amounl reported on line 11a is greater than $0,

has PBGC been notiied a6 required by ERISA sections 4043(cX5) andlor 303(kX4)? Check the app,icable box:

LJ yes

f] No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minioum required contr,bution

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

[ ruo me eO-Oay period refeenced in 29 CFR 4043.25(cX2) has nol yel ended. and the sponsor intends to make a contrjbution equal to or

exceeding the unpaid ,ninimurn required contribution by the 30th day afterthe due dste.

E No. Other. Provide explanation

'12 ls lhrs a dell.ed conl.ibut
ERrSA? --*-....--..-.

ion plan si.rbject lo lhe minimum funding .equire'nenls of section 412 of the Code o, section 302 ot
fl ves fi ruo

(lf "Yes," complete line 12a or lines 12b, 12c.12d, and 12e below, as applicable ) lf thls is a defined benefit pensio. plan,
leave liie 12 blank and co line 11 above

a lf a waiver of the minimum funding standa.d for a prior year is being amortized in this plan year, see instruclions, and enler the dale of lhe letler

'11a

li,4oolh Year
rt line 12a ete lines 3, I, and 10 o{ Schedule Me and ski to lin€ 13.

b Enter lhe minimum required conlribution for this plan year

C Enler the amount contributed by the employer {o the plan for lhe plan year

d Sublract the amount in line 12c from the amount in tine 12b Erterlhe result {enter a minus sign to tlte leff

e Wll the mrnimun flrnding amount reporled on hne 12d be mel by the funding deadhne?

Plan Terminations and Transfers of Asset6
13a Has a resoluiion lo terninate lhe plan been adopted in any plan yeaP ----*---.*

[] Yes n No E

Yes El ruo

NIA

lf"Yes-'enter the amount ot any plan assets that rcverted 10 the employerthis year

b Were allthe plan assets distributed to participants or beneJlciaries. lransfened to another plar. or broughl under l Yes E No

C It dunng this plan year, any assels or lrabi,ites \!ere transfered f.om this plan to anolher planis), ideriify ll^re plan(s) lo

12b

12d

13a

whrch assels or liabililies were translerred See i.,rstruclions

l3c(1) Name ofplan(sl 13c(3) PN(s)

IRS Com liance Questions
14a Does the plan satisfy llte coverage and nondisc mination tests ofCode sections410{b) and 401(aX4) by combirling this plan wilh any otft€r plans

unde. lhe pe.missive aqqreqalion rules? I- l ves [i-l ruo

'l4b lf this is a Code se.fion 401(k) plan, check all boxes that apply lo indicate how the plan is intended to satisfy the nondisc.iminalion requirements
for employee defe.rals and employer matching contnbulions (as apglicable) under Code seclions 401(k)(3) and 401{mxz).

f] Design'based safe harbor method

f] "Prior year" ADP test

El "cudent yea/'ADP test

l-l un
15 tf ttre ptan sponsor is an adopler ofa pre-approved plan that received a favorable IRS Opinion Letter. enterthe dale oflhe Opinion Leller

13c(2) EiN(s)

99 3Al 2020 (MM/DD/YYYY) and the Op;ni on Lett€r serialnutnber Q7 O3777a

12c

Pan Vlll


