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
ACCESS MULTI SPECIALTY MEDICAL CLINIC, INC.401(K) PROFIT SHARING PLAN (PN) » 002
1c Effective date of plan
01/01/2021
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) 94-3368586
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
ACCESS MULTI SPECIALTY MEDICAL CLINIC, INC. C Sponsor's telephone number

415-596-1151

2d Business code (see instructions)

25 EDWARDS CT STE 101
BURLINGAME, CA 94010 621112

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 3
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined
g, - 5¢(1) 3
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) 3
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) 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. 10/04/2025 MICHAEL LEVINSON

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

SIGN Filed with authorized/valid electronic signature. 10/04/2025 MICHAEL LEVINSON

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



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 149582 245496
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 149582 245496

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) 27660

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 60000

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3) 0
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 8254
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 95914
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 0
€ Certain deemed and/or corrective distributions (see instructions) . 8e 0
f Administrative service providers (salaries, fees, commissions)..... 8f 0
g Other @XPENSES ............ceovveeeeeeeeeeeeeeeeeeeeeeeeeeereereee e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 0
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 95914
j Transfers to (from) the plan (see instructions) 8j 0

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A  2E 2G 2J 2R 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




Form 5500-SF (2024)
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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 03/ 22/ 2021

(MM/DD/YYYY) and the Opinion Letter serial number_ Q704459A,




Form 5500-SF

Depailrment of the Traasury
[ntwrrmt Revanue Sarvice

Diguirimunt of Latar Income Security Act of 1974

Tmpleyyy Banulis Sty Admeniatidion

Pratsiun Bunufll Suaranty Corpursiion

Short Form Annual Return[Repdrt of Small Employee

This form iz required to be filed under sections 104 and 4065 of the Employee Retiremant

OME Mos. 1210-0110
2HI-0ED

2024

Benefit Plan

(ERISA), and section 6057(b) and 6058(a) of the Interna!

Reverus Code (the Cods). This Form is Opani to

Public Inspection

» Complete zll entries in accordance with tha Ingtructions to the Form 5500-5F.
Annual Report Ideniification Information

]
For calendar plan year 2024 or fiscal plan yaar beginhing QL/01/2024 and ending 1273172024

A This returnfreport is for: |:| a multiple-amployer plan (not multlemployer) {Pension plan filers checking this tox
must aitach Schedule MEP. Qther plans must sttach a list of participating employer

information in accordance with the form instructions.)
EI the final returnfrepont

@ a single-employer plan

B This returnfreport is; D the firgt refurn/raport

l:l an amended return/report D a short plan vear returnfreport {less than 12 menths)

C Check box if filing under: % Form 5658 D autamatic extension D DFVC program
speciat extensgion (enter description)
D if the plan is a collectively-bargained plan, Chock REME s sttt ssasmsmst sesssamsssssmess seresssamsss smnsss - H
E Ifthis is & retroactively adopted plan permitied by SECURE Act sectian 201, chack hers  cevscensnine -
ll% Basic Pian |nfﬂ[ﬂ’@ti0n === giter all requested information
1a Name of plan +h Three-digit plan rumber
Access Multi Spscislty Medical Cliinie, Ine.401(K} Profit Sharing Plan (PN} »- 00z

1e

Effective date of plan
01/01/2021

2a

Plan sponsor's name (emplayer, if for & single-employer plan) 2h
Mailing Address (include roem, apt., suite na. and street, or P.O, Bax)

City or town, state or provines, cauntry, and ZIP or toreign postal ceds {if foreign, see instructions)

Employar Idantffication Mumber
(EIN) 94-3368586

2C Sponsor's ielephone nurmbiss

Accesg Multi Bpercialty Medical Clinie, Ine.
P ¥ ’ (418) 596-1151

2d Business code (see instructions)

25 Edwards Ct Ste 101 621112

5 Burlingeme= CA 94G1G

3a Plan administrator's nama and address EBama 25 Plan Spensor 3k Administrator's EIN
3¢ Administrator's telephone numbar
4 Ifthe name and/or EIN of the pian sponsor or the J[Jlan name has changed since the last return/repont filed 4b EIN
for this plan, sthter the plat spohsor's hame, EIN, the plan nama and the plan number from the last
return/repart.
8 Sponsor's nams 4d PN
C ' Pian Name
B5a Total number of participants at the beginning of the plan year - Sa 3
b Total number of participanis af the end of the plan YBEr s e —————————————— 5b 3
(1} Number of particlpants with accaunt balances as of the beginning of the plan year (only defined 56(1)
geniribution plans complete this item) 3
(2} Number of participants with account balances as of the end of the plan year (only defined 5¢(2)
conirlbution plans complete this item) N 3
d{1} Total number of active participants at the beginning of the plan year 5d{1) 3
d(2) Total number of active particlpants 2t the end of the plan yaar Sd(2) 3
Mumber of participants wha terminated emplayment during the plan vear with accrued benefits that
ware less than 100% VEBa8  essssssssssemsessressmsrrs i e e s 5e 0

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

Under penatties of perjury and other penalties st forth in the instructions, | declars hat | have exarmined this ralumirepont, including, if applicable, s Schadule
2B or Schedule MB completed afid signed by an eirolled actuary, a5 well a3 the electtonls version of this return/rapart, and to the best of my knowledge and
belisf, it is ‘trLIB! correct, and com qa

letE.
i i [ .
W Michaol Levinson

Vo I b {4 - L]

' Slgpature of plahkd‘ninlstratur Date Ernter narne of individual sigring as plan administrator
—
la- {Y - ZIU Michael Levinson
Signature of empl:uyerip[an sponsor Gate Enter name of mdividual signing as employer or plan sponsor

Far Papemr:jtrk Reduction Act Netice, aee the inatrustions for Form 5500-3F. Form b500-5F (2024}

v. 240341



Form S600-5F 2024 Page 2

6a

Wers all of the plan's aszets during the plan year ivested in cligble 2s8at? (800 IMMFUCHONE.)  .ossssmsnmoiereorereerroemserereereene Xves [_iNo
Arg vou claiming 8 waivar of the anhual examination and repott of an independent qualified public accountant (FQPA}

under 2% CFR 2520.104-467 (See instructions on walver eligibility and condifions.) e rcrrerererrsssvemssrsresesrems e [E]Y¥es [_INo

I you answered "No" to either line 6a or ling 6b, the plan canhot use Form 5500-5F and must instead use Form 8600,

[f the pian‘fs & defined benefit plan, 1s it covared under the PBGC insurance program {sea ERISA saction 4021)7 Clves [_Ino [ Mot determined
i "Yes" iz checked, enter the My PAA confirmation number from the PEBGC premium filing far this year . {Sea instructions,}

Financial Information

Plan Assets and Liabilities

7 {#) Beginning of Year (b} End of Year
A Total plan assets  aunn 149,582 245,496
b Toizl plan lisbilities  .oevern 0 Q
€ NMet plan assets (subtract line 7h from line 78) ww.. L e 149,582 245,496
8 Income, Expenses, and Transfars for this Plan Year {a)} Amount {b) Total
a Contributions recelved or recelvable from:
(1} Employers eceeeenyo,
{2} Panicipanil creereosreeesssessssssinr
{3} Others (including rollovers)
_bOther income (1988) wwrvmsrern o
¢ Total income {add lInas Ba{1), 8a(2), 8a(3), and 8b) S—
o Bensfits pald {Ineluding diract rollovars and insurance premiums
to provide benefits) v
g Catlain deemed and/er cerrective distributions {see instrugtions) ..
f  Administrative service providers (salarias, fass, GommMigsinns)
€] OHDBM EHOBIEES  wrireersssm mrsassrssssssssssssssssesstic b ceceeceememeecemsecmmeanecrecerre
h  Total gxpenses (add lines 8d, 58, B, 806 BO]  weeererermsressssnsesess
i Net income (loss) (subtract ling 50 From I8 80} e
j  Tranafers to {from) the pian (sea Instrilctions) AR b e rar e

‘m't; Compliance Questions
A
Puring the plan year: Yes [No Amount

Was there a failura to transmit to the plan any participant contributiens within the time period
described in 28 GFR 2310.3-1027 Gontinue to answer "Yes" for any prior year failures until fully

cormegted. (See insiructions and DOL's Voluntary Fiduciary Corraction Program) esssersrrssssss 10a X
Were there any nonexarmpt transactions with any party-in-interest? (Do not inglude transackions

raported on ling 108.) . rAAReT LR AL RS PAA AR AR RS Lk A o e rearen 10b X
VWas te plan covered by a fidality Dond? e 10

Didt the pian have a loss, whethar or ot reimbursed by the pfan's fldelity bond, that was causad
by fraud or dishonesiy? 10d X

Werg any fees of commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or ab of the benefits under

e plan? (368 INSUGHONG.) e rrrrrrrers e e — . 1] K
Has the plan failed 10 provide any banefit when due undar the plan? oo e reeseeerares 10f
Did the plan have any participant loans? {If "Yez," enter amount as of year and.) e voerers 10g X

If this iz an individual account plan, was there 8 biackowt period? (See instrustions and 29 GFR
2520,101-3) .. . 10h X

If 10h was answered "Yes," chack tha bax if you either provided the required notice or ane of the
exceptions to providing the notice appiled vnder 20 CFR 2520,1061.3 1Qi




Forrn BEGO-BE 2024 Bage 3~

] i Pension Funding Compliance
11 |z this & defined benefit plan subject t minlmum funding requiraments? (If "Yas,” $ea Instructions anc complets Scheduls

SB (Formm 5500) and linas 11a and b below.) I this is & defined contribution pension plan, leava lng 11 plank and complate ] ves Mo
fing 12 below  wiswsesssssee OV — s T rrrevprppppp
a. Enter the Unpaid minimum reguired contributions for atl years from Schedule S8 (Form 2900} 4ine 40w | 11a *

b PEGC miszad contribution reporting requirements. If the plan is covered by FBGC and the amaount reported on fine 113 is graatar than §0,
has PBGC baen notifiad as requived by ERISA sections 4043(0)(5) and/or 303(k)(4)7 Check tha applicable box:

[ Yea

I:] Ne. Reporting was walvad under 29 CFR 4043.25(¢)(2} because contributions equal te or exeeeding the unpaid minimurm required cantribution
were made by the 30th day after the dus date.

[] Ne. The 30-day period referenced In 29 CFR 4042.25(c)(2) has not yet ended, and the sponsor intends to make a contriaution squal ks or
exceading the unpaid minimum requirad contributian by the 30th day after the due data.

[ No. Dther. Provide explanation

12 Is thig a defined contribution plan subjact to the minimum funding requiremants of section 412 of the Code or saction 302 of
EIRISAT oo oo oeoseseoeesessmes e eeee oA AoSSe8E e 1o st meee e 64454528 ER AR R 4L L1445 RRRER R A L £88 E ERRE ] ves No
{If "Yes.” complete line 12a orlings 12b, 12a, 12d, and 122 below, as applicable ) If thiz iz a defined benefit pension plan,
lsava line 12 biank and complate lina 11 ahove.

a I a waiver of the minimum funding standard for & prior year is being amortized in this plan year, see instructions, and enter the date of the lefter
. g Grating the WHIVET  wrrrsrserrc s osss s sssssssars sosstesmsseeegg e oot s st e Menth Day Year

If yau complated line 128, complata linas 3, 9, and 10 of Scheduls MBE (Form 5500}, and skip to line 13.

B Enter the minimum required contribution for this Pl YEAE ce o s s st t2b

¢ Entat the amount contributed by tha employer 1o the plan for the plan Year s, 12g

d  Subtract the arnount in lina 12¢ from the ameunt in ling 12b. Enter the result (snter 2 minus algn o the laft 12d
of a negative amaunt)

B Wil the minlmum funding amount reported on 1ing 12d be met by the funding deading? . e 1 Yes[] mMo ] MA

13 Has a resolution 1o terminate the plan been adopted in any plan Year? wwee . “ ] Yes No
If"Yes " enter the amount of any plan assete that reverted to the employer this yeat — W | 13
b Were 5l the pish asseets dismibuted to participants of beneficiaries, transferred to another plan, or brought undst [] vee X Mo
{1he Gontro) Of 118 PBGUT  yescosiiiemissssmmsnsassnrssrsar resr eraverrysti4s iarmsss easasms sansrssasrsarssreers resrhe 4 bLLLLRLASAL LRI PSR RR AT PR TR s s ekt

¢ If, dusing this plan year, any assets or iabilities were fransferred from this plan to anather plands), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)

13c(1) Name of plan(s}: 13¢(2) EIN{s) 13e(3) PNis)

i IRS Compliance Questions

44a Doss the plan satisfy the caverage and nendiserimination tests of Coda sections 410(h} and 401({a){4) by combining this plan with ary other plans
under the permissive agaregation rules? ]ves [No

14b 1f this i= a Code section 401k} plan, sheck all boxes that apply to indicate how the plan is intendad to satisfy the nondiscrimination requirements
for amployes deferrals and emplayer matehing confributions (as applicable) undey Code sections 401(k}(3} and 40 (m)(2).
Deslgr-based safe harbor method
[ "Prior year" ADP test
[ “Current yaar" ADP test

[ nA

15  ifthe plan sponsar is an adapler of a pre-approvad plan that received a favoratite IRS Opinion Letter, enter the date of the Cpinien Letter
£3/22/ 2021 (MMIDD/YYYY) and the Opinlon Latter serfai nurmber Q70445%a




