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
ST. FRANCIS RADIOLOGY MEDICAL GROUP 401(K) PROFIT SHARING PLAN (PN) » 003
1c Effective date of plan
03/01/1985
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) 95-3839531
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
ST. FRANCIS RADIOLOGY MEDICAL GROUP C Sponsor's telephone number

310-603-6022

2d Business code (see instructions)

3630 E. IMPERIAL HIGHWAY
LYNWOOD, CA 90262-2636 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 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)
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 4
€ 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. 10/14/2025 JASON DEUTSCH
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 14572502 4432725
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 14572502 4432725

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) 43500

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 90500

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 1510992
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 1644992
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 11777206
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 7563
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 11784769
i Netincome (loss) (subtract line 8h from line 8c)............................ 8i -10139777
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:
2A  2E 2F 2G 2J 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? ... 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
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).

D Design-based safe harbor method
D “Prior year” ADP test
@ “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_ Q703007A,




Form 5§500-SF Short Form Annual Return/Report of Small Employee oL ot
Opartront of e Trmaaury Benefit Plan
el Revenu Servicn This form is required to be filed under sections 104 and 4085 of the Employee Retirement 2024
Ooparsmant, of Lo Income Security Act of 1974 (ERISA), and sections 8057(b) ana 6058(a) of the Internal
STECye= Banets Seeurt Adveverrin Revenue Code (the Code), Tt;:mn:pgzmto
on
ereion Benst! Gusrarty Copomicn »_Complete all antries in accordance with the instructions to the Form 5500.¢. )
| Part] |_Annual Report id cation Information )
For codendar plan year 2024 or fiscal plan r beginning 01/0172024 and ending _ 12/3172023 ey
A This returnireport is for a single-ermployer plan Da mutiple-employer pian (not Mulbemployer) (Pension Pran filars checking this box

must atiach Schedule MEP. Other plans Must attach a list of participating employsr
Information i accordance with the form nstructions,)

B his retum/repant & [ ] the st retumireport []the final returnireport
D an amaended retumireport Da short plan year returnireport (less than 12 months)
C Check bax if filing under- X Fom 5850 [J automatic extansion [] oFve program
D special extension (enter descrption)
D iftheplanisa coliactively-bargained plan, check L L S—— D
E_Ifthis s » retroactivety adopted pian BeTlied by SECURE Adt section 201, check hore........... s |]
Part Il | Basic Plan Information—entar requaestad information
1a Name of plan 1b Threedigt plan numper
ST. FRANCIS RADIOLOGY MEDICAL GROUP 401 (k) PROFIT SHARING (PN) » 003
PLAN 1¢c Effective date of ptan
03/01/1985
2a Pian sponsor's name (employer, # for a single-amployer plan) 2b Employer Identification Number (EIN)
lchiling address (include room, apt., suite no. and street, or P.O. Box) 95-3839531
&y or town, state or province, Guntry. and ZIP or foreign postal code (if foreign, see instructions) ‘2
. 5 C Sponsor's telephone number
St. Prancig Radiology Medical Group 310-603-6022
3630 E. Imperial Highway 2d Business code (see instructions)
Lynwood ca 50262-2636 621111
3a Plan administrator's name ang eddress X| Same as Pian Sponsor. 3b Administrator's EIN
3¢ Agministrator's telephone number
a If the name and’or EIN of the plian sponsor or the péan name has changed since the last returnvrepor: | 4b EIN
fied for this plan, enter the plan spensors name, E|N, the plan name and the plan number from the |
I8t roturn/repart. 4d PN
a Sponsar's name
C Plan Name
8a Total number of particivants at the beginning of the plan OB e Sa 5
b Total number of participants at the end of the plan year.... ., 5b 4
(1) Number of participants with account baiances as of the beginning of the plan year (only defined 5c(1)
contribution plans complets this o b A G R I L Tl R e L L B 5
©(2) Number of particpants with account balances as of the end of the plan year (only defined 5¢(2)
comrizution plane complete this item)., T e s e ot b ol A 07 0 4
d(1) Total numbar of active participants at the beginning of the plan WO 5d(1) 5
d(2) Total numder of active particioants at the end OF 1€ DIBN VBB ... 5d(2) “
© Number of participants who term mampmmdmngﬁnplmmrmamdbenmm Se 0
less than 1 e
penaity for the late or | i

S oy Eenaties of parjury and ofher penalties set fort  the Instruciome o That | have examined ths retumece: incding, If 3ppicable. 3 STaduie
SBmSﬂwdtnMmemmdsiombymmMMawary. as well as the electronic version of this retumireport, and 1o the best of my knowledge and
() DISEE Pt 3 P

[
SIGN | {9 [ 1 [>5 [sason peurscs
HERE Date d Enter name of individual 83 plan administrator
SIGN
HERE s
gnature ﬁm%owﬁ Date Enter name of individual signing as em [ o plan & ‘
or Faperwork Reduction Act sbe the for Form 5500.SF. Form 5500-5F (2024)

v. 240311
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62 Were afl of the plan's assats during the plan year invested in algibie assats? (See instructions.)...

b Are you ciaiming a waiver of the annual examination and report of an independent qualified pubic awounumt (IQPA)
under 29 CFR 2520, 104-467 (See instructions on waiver elgibility and conditions. ),

Ilyouanewnd"uo'toemnneoaorlmcb,lhophncmnotu“FomssoosFmmulnMu“Fonnuoo

2

€ ifthe plan is a defined benefit plan, is it covered under the PBGC Insurance program (sse ERISA section 4021)7 (] Yes [INe [] et

& ves [] no

YoaDNo

datermined

i "Yas" is chacked, enter the My PAA confirmation number from the PBGC peamium filing for this plan year . (See Instructions.)
|_Part Il | Financial Information
7__Pian Assets and Liabilities (a) Beginning of Year (b) End of Year
@ Total plan assats 7a 14,572,502 4,432,725
b_Totsl plan iabtueo —— st b
c Netptanassets(suurauunerbmnne 7a)... Te 14,572,502 4,432,725
8 __Income. Expenaes, and Transfers for this Plan Year (a) Amount (b) Total
a Contrbutiens received or receivable from:
(1_@3”:; 1 43,500
Partici PO S SO ¥ SR IS S [ . ) 90,500
{3) O_thggndudlm POUOMIRRY cicinaa o et
b Other ncome (loss).. . 8h 1,510,992
C Total incorme (add lines Ba(l) 83(2) 8&(3] and Sb) ...................... 8¢ 1,644,992
d mam!wlng.c{um rofovers and i unswaneepremhms. o 11,777,206
€@ Certain deemed andlor corractive duuibuions(soo Instructions) . 8e 0
f_Administrative service providers (salaries, fees commissions) ..., Bf 7,563
9 Otherexpenses. ... o TS PO YO e 8g
h To!alexnomo(addlnued e 8f, anugg) e 8h 11,784,769
i__Net incorne (loss) (subtract line 8h from sine Bc} 8i -10,139,777
J Transfers to (from) the plan (see instructianey... .. 8i

| Part IV | Plan Characteristics

9a |If the plan provides pansion benefits. enter the applicabie pension feature codas from the List of Plan Charactenstic Codes in the instructions:

2A 2E 2F 2G 2J 3D

b |If the plan provides welfare benefits, enter tha applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| PartV | Compliance Questions

10 During the plan year: Yes | No Amount

a Was there a failure to transmit to the plan any participant contributione within the time period

daecribed in 28 CFR 2510.3-1027 Continue 1o angwer "Yes™ for any prior year faiures untl My

cormpsted. (See instructions and DOL's Volu Fiduciary Cormrection Program) .. .o 10a X
D Were there any nonewempt transactions with any pany «in-interest? (Do not mdudo lransacbons

reporied on line 103 )., 4 o wmaieeee | 10D
c Wumaphnwwodbyaﬁdemybond" T T
d Did the plan have a loss, Mﬂh«ornarmmdbyvtophnaﬁdeﬂybond that was caused %

by fraud or dishonesty? .., .. | 100
€ Were any fees or commissions paig to any brokers. agems or other parsons by an nsurance

carrier, insurance s@rvice, or other omanaabon that provwes soma of all of the benaﬁts under

the plan? (See Instructions,) ... ... | 108
f Hes the plan failed to provide any banefit when due under the plan" 101 X
g Did the plan have any participant loans? (if “Yes,” enter amount as of year-end.) ..o 10g X
h If this is an individual account plan was there a blackout period? (Sec mstructions and 29 CFR

2520.101-3). 2 10h X
i If10h was mmmd Yos. ched: tha box wyc»u cnnofpwvmthe requred notice or one of the

exceptions 10 providing the notice applied under 20 CFR 2520.101-3... 1191880 nemsemsscereasenren | TON
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PartVI_| Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and compiste Schedule SB
{Form 5500) and knes 11a endbbelow) Ifthis is a doﬁnodemmbulon penuonplan leave line 11 blank and oovmleh!no 12 D Yas D No

A _Enter the unpaid minimum reguired contributions for al ears from Schedula SB (Form $500) line 40 11a l

b PBGC missed contribution reporting requirements. if the plan Is covered by PBGC and the amount neported on ine 11a Is greater than $0, has PBGC
ooer_ notified as required by ERISA sections 4043{c)(5) andlor 303(k)(4)7 Check the applicable box
_J Yes

E No. Reporting was waived under 29 CER 4042 25(c)(2) because contributions aqual to or exceeding the unpaid minimum required contribution
ware made by the 30th day after the due date

D No. The 30-day period referencead in 25 CFR 4043 25(¢)(2) has not yet ended, and the 3pONSar intends to make a contrisution equal tc or
exceading the unpakt minimum required contribution by the 30th day afer the duo date.
No. Other. Pravide explanation

12 I3 this & defined contribution plan subject 1o the minimum funding requiremants of section 412 of the Code or section 202 of
(¥ "Yes" comlete line 123 or lines 120, 12& 12d, and 12e below, as appécable.) If this is a defined benefit pension plan, leave D Yes @ No

ine 12 blank ang complede lina 11 above.

a ifawaiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions. and enter the date of the |etter ruling
granting the waiver . ... .. .. Month Day Year

if you completed line 12a. com lM:OWiOdSoMbMB(FmMLMMi&

b_Enter the minimum required contribution for this plan year .. i T i

C Enter the amount contributed by the emplover to the pd-nfoﬂhu phnynar R .| 12¢

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the resuit (ent.r a mlnuu ugn to me Ieﬂ of 8 124

negative amaunt) |
@ Wi the minimum funding amount reported on line 12d be met by the funding deadline?. ... [Jves Ono [] na

Part VIl | Plan Terminations and Transfers of Assets

13a Has a resciution 1o terminate the plan been adopted in any plan year? . .. Yes E No

a_ Il "Yes." entar the amount of a hnassetstfmmmtnﬂ»mlowthmyear 13a

D Were all the plan sssets distributed to pmogann or bonoﬁctarm. transferred to anothef plan or bmughl undortho D Yes E No

cont-ol of the PEBGC? ..

C If. during this plan year, any assets or nabilitm wera transferrod fmm this plan 1o another ptan(s) ldonmy the phn(aj o
which assets or liabilities were transferred (See Instructions. )

13c(1) Narmw of plan(s): 13¢(2) EiNGs) 13¢(3) PN(s)

_Part VIl | IRS Compliance Questions

14a Does the pian salisty the coverage and nondiscrimination tests of Code sactons 410(b) and 401(a)(4) by combining this plan with any other plans under
the parmigsive apgregation rules? [ Yes 34 No

14b i this is 2 Code section 401(k) plan, check a8 boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (@5 applicadle) under Code sections 401 (k)(3) and 401{m)(2).
Design-based safe harbor method

D ‘Prior year® ADP test
E ‘Current year” ADP test

(] na

15 "mmnmwm-nwowofampwovedmn vea.fmcwensommmr enter the date of the Opinion Lester 06/30/2020
MMDD/YYYY) and the Opinion Letter serisi number Q70




Filing Authorization
For the 2024 Form 5500/ Form 5500-SF/Form 5500-EZ

Plan Name: . Francis iolo edical Group 401(k) Profit Sharing Plan
EIN / PN: 95-3839531/003

Plan Year Ending: 12/31/2024

Authorization of Practitioner to Electronically Sign and File

I hereby authorize Pension Benefits Unlimited, Inc. (PBU) to electronically sign and file
the above-named return/report through EFAST2. | understand that in granting this
authority:

* |/we must manually sign and date the Form 5500/Form 5500-SF/Form 5500-EZ
and provide a copy of that signature page to PBU before the electronic filing can
be initiated;

® PBU will retain a copy of this written authorization in its records;

® PBU will notify the individual(s) signing below as Plan Administrator/Employer
about any inquiries and information it receives from EFAST2, DOL, IRS or PBGC
regarding this annual return/report; and

® A copy of my signature, as it appears on the Form 5500/5500-SF/Form 5500-EZ,
will be included with the return/report posted by the Department of Labor on the
Internet for public disclosure.

* PBU shall not be deemed an Administrator or other fiduciary with respect to any
Plan solely on account of the services performed under this authorization.

This authorization is applicable only to the filing for the above-named Plan and applies

only for the Plan year end stated above. (NOTE: PBU may also electronically file Form
8955-55A, if applicable)

Plan Administrator: ﬂ“ ///. VJQL:? pate:/ "I/ /Y /2'5’-

Employer/Plan Sponsor (if different): Date:




