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
PRO-PT 401(K) RETIREMENT PLAN PN) D 002
1c Effective date of plan
01/01/2019
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) 77-0568441
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
PRECISION REHABILITATION AND ORTHOPEDIC PHYSICAL C Sponsor's telephone number

559-713-6806

2d Business code (see instructions)

701 W. CENTER AVENUE
VISALIA, CA 93291 621340

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 76
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 80
¢(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) 2
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 73
d(2) Total number of active participants at the end of the plan year ..............cc.cceveveveceerecreeeeeceee e, 5d(2) 80
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

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

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

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

SIGN Filed with authorized/valid electronic signature. 10/13/2025 CRISTINE GUTIERREZ
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



Form 5500-SF (2024) Page 2

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 9821 7580
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 9821 7580

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) 1013

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 1013

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 1244
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 3270
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 5444
€ Certain deemed and/or corrective distributions (see instructions) . 8e 67
f Administrative service providers (salaries, fees, commissions)..... 8f
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 5511
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i -2241
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 2J 2K 2F 2G 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 1000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
23 0T 0 e PSS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i
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Part VI Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40

|11a|

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution

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

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

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or

No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
T S 7 PSSP D Yes B No

(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave

line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this PIAN YEAr ..............cccceiueueueeeeeeeeeeeeeeeceeeeeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? .............cc............

D Yes @ No

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year

13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to

which assets or liabilities were transferred. (See instructions.)

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under

the permissive aggregation rules?[ ] Yes [{ No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

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

[] NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703912A




Form 5500-8F

Departmiant of the Trensury
litetival Risvante Seivice

Benefit Plan

Departmentf Labor

Employea Berisfts Security Adniinlsiralion Reveanus Cods (the Cods).

Penslon BenetitBGuaranty: Gorporation

Short Form Annual Return/Report of 8mall Employee

Thie form s required tobe filed under sectiang 104 and 40686 of the-Employee Retirement
fncome Setury Act of 1974 (ERISA), and sectiohs 6057(b) and 8058(a) of the Intsrmal

» Complets 4ll entrios In accordance with the Instructiong to the Form 5500-8F.

OMB Nos, 12100110
1210-0089

2024

This Form is Open to
Public Inspection

| Part] .| Annual Repott [dentification Information ‘

_For calendar plan year. 2024 orfigoal plan yearbeginning 01701742024

-and endlng

1273172024

A This retum/report Is for: l 4 single-emplayer plat

L& multisle-employet plan (not miultlemploysr) (Panglon Plan filers:-checking this bok

must-gttach Scheduls MEP, Ofher plans mustattach a listof participaling employer
Information In aecerdance with the form Instrustions.)

D the fiist retuinireport D-the final retlimfraport

D an amended return/report

B This returt/report Is

D:‘a shert plan yearreturn/report {less:than 12 months)

C Ghack box if filing under: Form 5568, D‘.aulomatlc extansion D DRVE. program
D Bpecial extension (enfer degcription)

D T RS BIER 15 & S0/ ESHE ATt Tl B, SREEK BB ormror e ommr s oo PRSPPSO 4 E

E ITths Je & retrogatively adopted planpermitted by SECURE Act-saction 201, check hater, oo » H

| Basle Plan Information—enter all requested information

15 Name of plan

Pro-PT 40L (k) Retirement Plan

1b Three-dight plan nunber

(PN) b 002
1¢ Effoctivedate:of plan
01701 /2019

2a Plah sponsors name (employer, if for a sihglesemployer plan)
Mailirg aiddress (inelude oo, apt,, Suite: no: &id street, of P.O. Box)
City or fown, stite or provirce, cauntry, and ZIP or foreign pustal code (if foreign, see’ instructions)
Prgciaion Rehabhilitabion and Orthopedic Physical

701 W. Center Avenue

Visalla CK 93291

2 Employer [derfifigation Numbar: (ElN)
TT-0568441

2¢ Spomor s felephone number:
h59=713~6806

24 Business code (see Instructions)

621340

32 Plan administrator's riame and address [X| Same as-Plar 8ponsgor.

3h Administrator's EIN

| B¢ Administrator's telepfione number

4  Ifthe:name andfor EIN of the plan sponsor or the plan:name has changed sineg the last i‘etum/report 4h EIN
filed for thls plan, ‘snter the plan sponsor's rame. BN, the plan name and the plar number from the
|astraturp/report., 4d PN
a -8punsor'siiame ‘ ~
€ Plan Narme
Ba Total numiberof gartisipants at the bogioning of theBIAR YEAY ... wme crim i i ba 2 i 16
b Total humberof particlpants atthe and-ofthe plan year..... b e ‘ : 80
o(1) Number of partisipants with ageount balances as.of the begjnmng of the plan year (only dfined Be(1) f ‘
sontrihution plans complete this fem.... cresvangn e sab g sy oy ‘ 5
¢(2) Number of partigipants:with aceount balanees as of the end of the p!an year (on y daﬁned 5c(2) ‘
contribution plans complete thls lem) ... sy st rane M . 2
d('l ) Total htimbér of actiye partieipents at the begmning of the plan e ‘ 5d(1) |, E 13
d(2). Total number ofactive participants atthe:end of the plan year ... O 5d{2) | 80
& Numbet:of particlpants who terminated employment during the plan year with qcerued beneﬂte th':zt 50 ’
were less than 100% vested..,, cor e e e e b G et s s \ : ‘ : 0
Caution: A penalgy»igg;jﬂhe late or lncomplete filinq of thla return/report will be asaessed unless reasonable cause is establishiud.

Under penalties of perjury and other penaltles setforth I the instructions, | declare that | have exarmingd:this returnlrepon including, F-apph gable, a Schedule
8B or Schsduis MB complete,dwandw gned by A erfollat actuary, aswell as the electicnic varsion of this retuih/report, and to the best of my knowlédge-and

benef, Itis trive, cons d compl

S

. mwww, el

~erdstine (“u‘ti@rwzw R

Date /'u}mfg

__Enter name of individual slgning as plan admio i%trator

P

| Signature of plaf}adm \strator

[ocled

Mt

_Signatutsof em.ployerlplan BPOIEGT

Date\m )’3\2}"« Enter hare of individual sigring as eriployet or plan sponsor

Fcr Paperwork Reduction At Notled, see the-Trgtructlons for Form 5500-8F.,

Form 880048F(2024)
vi 240841




Form 5500-SF (2024) Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (S6e INSIUCHONS.Yuuu..rrireririirinsirecsmiasssecsrsinns @ Yes D No
b Are you claiming a waiver of the annual examiination and report of an Independent qualified public accountant (1QPA)
under 29 CFR 2520,104-467 (See Instructions on waiver efigibility and GONAHIONS.) cvvv.vuiuisvovercsisdismmim i S : E Yes |:| No
If you answered “No” to elther line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 6500.
C Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... D Yes |:| No D Not determined
If "Yes" s checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . (See Instructions.)

Financial Information

7  Plan Assets and Liabllities {a) Beginning of Year (b) End of Year
A Tl DIAN BSSBIS ...vvvvvveriessississiosipesssrseassessassesssesssessssanesssseessasseees 9,821 7,580
b _Total plan llablliies............. R | :
G .Net plan.assets. (sUbtract INe.7b.fEOMINGZ8)......vevwresmrpirrermsseens 9.821 . 7..580 -
8 Income, Expenses, and Transfers for this Plan Year {a) Amount | (b) Total
a Contributions received or recelvable from: .
(1) EMPIOYELS 1vovvivivniiiiiiisiinnieimiiniericisemsiiserestsssensressonessessestesses 8a(1)
(2) Particlpants. st s sarias 8a(2)
(3) Others (INCIUAING FONOVEIS) .ecviriuveserriisiisseriisisreissesessorsssssnen 8a(3)
b Other Income (loss)........ correniisens 8h
C Total Income (add lines 8a(1), 8a(2), 8a(3), and <10) FTTTTOIN 8¢
d Benefits paid (including direct rollovers and insurance premiums
to provide benefits) . u i i s 8d
1€ Certain deemed and/or corrective distributions (seé instructions), 8e
f _Administrative service providers (salaries, fees, commissions)..... 8f ‘
_ O Other eXpenses. ... s s 8
h_Total expenses (add lines 8d, 8¢, 8f, and 8) ...ruveeeeesicressecesisimes 8h
i Netincome (loss) (subtract ling 8h from line 86)........... spsesatrssss 8i
J 8]

If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A 2E 2J 2K 2F 2G 3D

If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characterlstic Codes In the instructions:

Compliance Questions
10 Durlng the plan year: ' Yes | No Amount

a Was there a fallure 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 i "
corrected. (See instructions and DOL's Voluntary Fiduciary Gorrection Program) ......o.oofeireninnes 10a X | ‘ 3

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions ‘
18pOrEd 0N I8 108). v s o reermmersenese s eesseseseseseet oo 10b X

C  Was the plan covered by @ fIdality BONG? ....euirericrninrisinsismminscrseesss s sesssesssss 10¢ | X N - 1,000

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused ' : |
DY AU OF GISNONESY? 11vv...v v ievseeeerersesssessciereseenmesesseesesessisssesssseesseressssssssennivesssesssssmesssesssessnnes 10d X 0 i

. € Were any fees or commisslons paid to any brokers, agents, or other persons by an insurance
carrler, Insurance service, or other organization that provides some or all of the benefits under ‘ g

the Plan? (S8 INSHUGIONS.) .vvuveeeirvssiriessireisecssseessesoessacsessessnsessesssmsseassossesesnns cevseertremaeerenartses 10e ;
Has the plan falled to provide any benefit when due under the plan? ... l 10f
g Did the plan have any particip&ht loans? (If “Yes,” enter amount as of year-end.) /..o 109

h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2B820.10-3.) 1 ivusvivmiinimrinniinsesiesseeinnins s isioesinssesmaeriresorssssesessveissssess et seninssiseessnssisererssessatsstane 10h

i 1£10h-was answered-“Yes,” check the box-if-you elther provided the required notice or-one ofthe |- -
excaptions to providing the notice applled under 29 CFR 2520,101-3.....ccvciniimimmnninsemnmsennsinenne 10i
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Pension Fdﬁding Compliance

1 Islthis a defined benefit plan subject to minlmum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Zorm 5600) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes @ No
DEIOW. 1t viisiserihenunevunenodibonsdsssensonsrisrensonsesninssissnssessesssssrssuseesssessereosssss st gL st 0 b s sS04 sh 408 EE£4 4 A7 E 4881304 00080148 ELEE48 0O e H bSO P UL e
a ErEtter the unpaid mlntmum required contributions for all years from Schedule SB (Form 8500) line 40 ........vccovees | 11a |

b PBGC missed contribdtion reporting requirements. If the plan Is covered by PBGC and the amount reported on line 11a Is greater than $0, has PBGC
by en notified as required‘ hy ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D Yes. g ! i l ‘ ,
|:| No. Reportlng was walved under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by th 30th day after the due date.

No. The 30-day perlod referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceedmg the’ ut‘patd minimum required contribution by the 30th day after the due date.

Y

Ng: Other Provtre explanation
‘ I
I, |

i :

- ; tt )

12 is'thisa defined contrtbdtlon plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISAT 11ttitieresrerariesessixensieaessortsentrsseosessarsorasessssbesstonssestussetsssess by e oerensassscossesesners st sennsieeesrs1enere1EoEsTIEeReRELESL LA AR S BBEERRELRO SRS AR QR R R CR O L OB R S D Yes No
(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave -
line 12 blank and complete line 11 above.

a |f a walver of theé 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. ....... TP O O DT O T O U T TP T TP T ErO T TR T TPV T PP T PT PP TOT PPT T PRPTOTPTTPPRIRTOTTOTN Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form §500), and skip to line 13.
b Enter the minimum required contribuUtion fOr thiS PIAN YEAT v.....weirereerieeirirnireissmesssieesesesissesssesissessessetsressassserasssnis 12b
C Enter the amount contributed by the employer to the plan for this PIAN YEA ..........coeererirvmrieriomisnisercrimesersieatsssns 12¢
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
negative amount) ... ST O OO P PO OO T PP TP PP TP PP PP R PO P PP TP P OT T PP PP PR PP TP TP PR VPP TOTP PP

[]Yes [Jno [] naA

€ Wili the minimum funding amount reported on line 12d be met by the funding deadline?..,

Plan Termlnatlons and Transfers of Assets

13a Has aresolution to terminate the plan been adopted N Ny PIAN YEAI? ...v.vusreervrimmsseesmsrssresssmsssssssssmmmessssssissress D Yes [gl 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 D Yes [gl No
CONIOL OF £18 PG 7 11 eevivieiivereniesioveeseiarsessesssvrartesserseisessbessesatbsherssistsssdossserias1e$100081 810 L L £ L 1L L L 30 Sh e L1 3L e sa b oh o4 L1 L L LB E st s

c If, durlng 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): 13c(2) EIN(s) 13¢(3) PN(s)

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 (X No

14b Ifthis Is a Code section 401 (k) plan, check ail 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 '

[ ~a

15 Ifthe plan sponsor is an adopter of a pre-approved plan that recelved a favorable IRS Oplnlon Letter, enter the date of the Opinion Letter 06/30/2020
(MM/DD/YYYY) and the Opinion Letter serial number Q70 .

\4\




