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
ORANGE COUNTY PEDIATRIC CARDIOLOGY MEDICAL GROUP 401(K) PROFIT SHARING PLAN (PN) > 001
1c Effective date of plan
01/01/2004
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) 33-0929042
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
ORANGE COUNTY PEDIATRIC CARDIOLOGY MEDICAL GROUP C Sponsor's telephone number

714-538-5558

2d Business code (see instructions)

1310 WEST STEWART DRIVE, SUITE 407
ORANGE, CA 92868 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..............cccccoeueueveieveveeeeeeeeeeeeeeeeeeean 5a 14
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 5
¢(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) 12
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 2
€ 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. 10/15/2025 KEITH M. WEINER
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 248095 61628
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 248095 61628

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) 30500

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 3000

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 14602
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 48102
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 232454
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 2115
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 234569
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i -186467
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 23 2K 2R 2T 3B 3D 3H
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 06/ 30/ 2020

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




From: Stephanie Garcia Fax: +17145385553 To: Fax: +12814538311 Page: 3 of 5 10/15/2025 5:36 AM

Form 5500-5F Short Form Annual Return/Report of Small Employee OMB Nos. 1210.0110
Depatiment of the Tressiry Benefit Plan .
Internal Revenua Sorvice This form is required to be filed under sections 104 and 4085 of the Employes Retirement 2024
Dapariment of Labar Income Security Act of 1974 {(ERISA), and sections B057{b) and 6058({a} of the Intermnat
Employes Senefls Searity Administration Revenue Code (the Code). This Form s Opento
Public lnspecti
Ponsion Benefll Guatanty Corporation » Complets ali entries In accordance with the instructions 1o the Form 5500-SF. pection

[ Partl| Annual Report Identification Information .
For calendar plan vear 2024 or fiscal plan year beginning 01/01/72024 and ending 12/31/2024
A This retumfreport is for; E a single-employer plan [:I a mullipte-employar plan (not mullismployer) (Penston Plan filers checking this box

must atlach Schedule MEP. Other plans must altach a list of participating employer
information in accordance with the form Instructions.)

B This return/report is D the first retumireport D the: final retumfreport .
I:l an amanded return/report D @ short plan year ratummfreport {less than 12 months)
G Check box if fiing under: [{] Form 5558 Dmﬁomaﬁc extension |:| DFVC program
D spacial extension (emer description)
D if the plan is a collectively-bargained plan, check here drreseseearerrisees s bR TSR A TR e ’ D
E I this ls a retroactively adopted plarn patmitted by SECURE Act seclion 201, check hers.....o oo, b D
Eipartili] Basic Plan Information—enter all requested information
1& Name of pian 18 Three-tight plan numbet
Orange County Pediatric Cardiclegy Medical Group 401 (k) (PN) P 001
Profit Sharing Plan 1¢ Efactive date of plan
01/01/2004
2a Pian sponsor's name {employer, i for # single-employer plan) 2b Employer Identification Number {EIN)
Maillng address {inchide room, apt., sulte no, and street, or P.O. Box} 33-0829042
City or town, state or province, country, and ZIP or foreign postal cods {if foreign, see Instrucdons) 2
Orange County Pediatric Cardiolegy Medical Group ¢ %pfgﬁ_”%?]fg}?gg number

131C West Stewart Drive, Sulite 407 2d Business code (sea Instructions)

Orange CA 92868 621111

3a Plan administrator's name and address ¥ Same as Plan Sponser, 3b Administrator's EIN

3¢ Adminisirator's felephone number

4 if the name andor EIN of the plan sponsor or the plan name has changed since the last relurnfreport. | 4b EIN
filed for this pian, enter the plan sponsor’s name, EIN, the plan name and the plan rumber from the

last refum/freport, Ad PN
a Sponser's nama
¢ Plan Name
Sa Total number of paricipants at the beginning of the plan year..... S fa 14
b Total number of participants at the end of the plan year.........c.cc.veeeeree. - 5b 3
c{T} Number of particlpants with account balances as of the begérm ng of the pian year {enly dedi ned 5c(1)
contribution plans COMPIBIE TS HEM ..o o mssrssessss s s s rerssssssssas sressen 2
¢{2) Number of participants with accounl balances as of the end of the pian year (only defined 5¢(2)
contribution plans complete this flem)......... 4
{1} Tota! number of active participants at ihe beginning of the PIEMN YEaT.......cecwiiimesirsoreressrsastieranes Bd(1) 12
d{2) Total number of active participants at the end of the pian year ... et bbb bbb emerts 5d{2) 2
& Number of participants who terrinated employment durlng the ylan year with accrued bene&ta that Sa
were 1ass han 1005 VOSIBU ... i e s v s sy vy v e b e 0

Caution: A penzity for tha late or incomplate filing of this returnireport will be assessed untass reasonabla cause Is esfahiisher.

Under penalties of perjury and other penalties set forth in the Instructions, | declaee that | have examined this refurnfreport, including, if applicable, a Schedule
5B or Bohedule MB completed and signed by an enrolled acluary, as well as the electronic version of this returnfreport, and to the best of my knowledge and

hekef it is fru ect and comnlete.
: = L }5};(75;,(’" Keith M. Weiner
i S B e i [ - .
vzil Slgnature of plan administrator Date Enter name of Individual signing as plan adminisirator
%gwﬁkﬁrﬁﬁ-w@ﬁ Signature of employeriplan sponsor Dale Enler name of individual slgning as emplover or plan sponsor |
For Paperwork Reduction Act Notice, sow the Instroctions for Form 8568-5F. Form 5580-8F {2024)
v, 24031




From: Stephanie Garcia ©Fax: +17145385558 To: Fax: +12814538311 “Page: 40f5 7 10/15/2025 8:36 AM —
Form 5500-8F (2024} Page 2
68 Were all of the plan's assels during the plan yaar invested in eligible asssts? {Ses nstructions.}...... Yes D No

b

C Ifthe plan is o defined benefit plan, is it covered under the PBGC insturance program (see ERISA section 4021)%
If“Yes"is chacked, enter ihe My PAA confirmation number frem the PBGC premium filing for this plan year

Are you clalming a waiver of the anrual examination and report of an independent qualified public accountant {IQFA}

,under 28 CFR 2520.104-46% (See instructions on waiver siigibility and conditions.)....

@ Yes D No

i you answered “No” to slther line 8a or line &b, the plan cannot use Form 5560-SF and must Instead use Ferm 55&9.

[:] Yes [|No D Mot determined

. {Bee instructions.)

EPartily] Financial Information

7 Plan Assels and Liabilities {a) Baginning of Year {b} End of Year
A TOE BIAN ASBRIS . s ircrrersecessicrcnssennsrecrsmenseneersrsrensusesssesses savs 248,095 61,628
b Total plan liabiities,,, eeensy y 0 0
C_Nei plan assets (sublract line 7b from line Taj.............. R 248,095 61,628
8 Income, Expenses, and Transfers for this Plan Year i%&% {a} Amount Motai
& Contributions received or receivable from: B L
(1) EMBIOYBIS v ssessensprissssessssense | 88(1) 36,500
(2) PAHCPAS. ..o I 8a(2) 3,00 0'%@%@%@3@3
{3} Cthers {including rol!wem).........‘..,..............*....,..g._. ............... Bat3)
D Other INCOME (058).....eeerveeeerur e sesosseeesecssersmesserees .1 = _ 14,602 7';‘
C_Total income (add lines 8a{1), 8a(2), 3a{3) and 8b) 8¢ P e
d Benefits paid {aas!admg direct rollovers and insarance premiums :
to provide benefils).... . . | 8d 232, 4544
€ Cenain deemed andfor corective diskributions {see instructions), B8
T Administrative service providers (salaries, fees, commissions)..... 8t 2,115 TR
O Other eXpenses.. e s s sssssesnse |8 :@”‘;‘ﬁ‘@%&w m&%
h_Total expenses (add lines 8d, Be, 8f, and 8g)..... Bh 234,569
I Netincome {loss} {sublract ine 8h from line 8¢) Bi -186,467
J Transters to (from} the plan (see inSruclons) ... .o & bl

r rf‘i\iﬁf Plan Characteristics

ZB 2R 2F 2G 2J 2K 2R 2T 3B 3D 3H

If the plan provides pension benefits, enter the applicable pension feature godes 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 ihe instructions:
EREB L
Ij sPartv. ,%l Compliance Questions
10 During the plan year: Yos | No Amount
@ Was there a faillure to transmit o the plan any participant contributions within the time period
described in 28 CFR 2510.3-1027 Confinue to answer “Yes" for eny prior year fllures unfif fully
correcied. (See instructions and DOUs Veluntary Fiduciary Correction Programy ... f0a £
b Were there any nonexempt fransactions with any parly-in-interest? (Do not include fransaclions
reporied on e Ha) .o, . , . renaraernrennransappaneerasan 10k
C Was the plan covered by a fidelity Bond? ....ccerisvmsimsrmmsnens e | 400 A
d Did the plan have a loss, whether or not reimbursed by the pian s firted :ty bord, that was caused
by fraud or dishonesty? R L rre AR AE 1S AR AR b £ S PR AR e rerh 10¢ A
@ Were any feas or commissions paid to any brekers, agams or othear persons by an insurance
carrer, insurance service, or other organization that provides some or all of the benefits under
1018 PIEN? (SEE IMSWUCHONS.Y .oroeeeecr e e sseee oo cesees e cecr s seeeeereceeetecceceecsree 100 £
Has the plan failed to provide any benefit when due under the plan? ... e I 1] X
g Did the plan have any participant leans? {if “Yes,” enter amount 2s of yearend.} ......au ... 10g X
R If this is an individual account plan‘ was thete a blackout perdod? (See Instructions and 29 CFR
et T e O OO 16h
i If 10h was answered “Yes.* check the box If vou either provided tha reqezered notice or one of the
exceplions o providing the pofice applied under 20 CFR 28201013 v cciresniessnesssseenes 101




From: Stephanie Garcia Fax: +17145385558 To: Fax: +12314538311 Page: 5 of 5 10!1515025 8:36 AM

Fart 6500-SF (2024) Paga 3~ |

g?‘art.»y! | Pension Funding Compliance

11 s this & defined benefit plan subject fo minimum funding requirements? {If "Yes,” ses instructions and somplete Schedule SB
{Form 5500) and fines 118 and b below.) If this is & defined contribution yension plan, ieave: line 11 blank and compiate fine 12 D Yes @ No
BB, 1eisesnsiiinessisasiursus s e s s yub s wp s s s Vospsirasn LA Kbt R L R Y LTS A kTSRS LRk £
a Enter the unpald minimum requited conlributions for &li years from Schedule 5B (Form 5500) ine 40 w.oovnimee. 1 118

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a Is greater than 50, bas FBGC
been nolified as required by ERISA sactions 4043{c}(5) andlor 303(K}{41? Check the applicable box:

D Yes.

I:] No. Reperilng was walved under 28 CFR 4043,25(c}{2) becatise contributions egual {o or exceeding the unpaid minimum reguired contribution
were made by the 30th day after the due dale.
No. The 30-day peried referenced in 28 CFR 4043.25(c)(2) has not yet ended, and the spensor infends o make & contribution equal fo or
exceading the unpaid minimum required contribution by the 30th day after the due date.

D No. Other. Provide explanation

12  Is this a defined contribution plan subject te the minkmem funding requirements of section 412 of the Cods or section 302 of

EE RIS <o tirrssneacrrmnnssarmnrresconnnnnss rrnmnassnmnsssss Somamane 1828 27n P A SRR PR SRR AR PR RS AR S AR ST AR AR 4T £R AR AP AT £R SRR TR A A AR RO AT SR AR AT A RN IR RS R0 D Yes @ No
{If "Yes,” complete ne 122 or lines 12b, 12¢, 12d, and 12e below, as applicable.} If this Is a defined benefit pension plan, leave

fine 12 blank and complete Hine 11 above,

a ¥ a waiver of the minimum funding standard for & prior year (s belng amortized in this plan year, see instructions, and enler the date of the fetter ruling
granting the Walver, ..o v Morth Bay Year

If yvou completed ling 1 23 complote iines 3, 8, and 18 of Schedule MB {Form 5500}, and skip to1lne 13.
b Enter the minimum requirad contribution for ths PIN YBAC ... vcereerarsrervsnssrsrsservrssassrens 126
€ Enter the amount contributed by the employer to the plan for this plan year . e 12¢
d Subtract the amount in ling 12¢ from the amount in ine 12b. Enter the result (enter a minus sign fo the lefiof a 12d

negative amount} ........ iuresimressssessaresessessssrsrasrizersessruEremsuesedsazireerertisarrsiairesrdtarsrasiessensensrinson sessnrs

€ Will the minimum funding amount reported on line 12d be met by the funding deadling?.........coocnrceerssmssrainiens G Yes E:] Ne [:] MA

iPart Vil}i| Plan Terminations and Transfers of Assets
13a Has a resofution to terminate the plan been adopled in any plan year? .., D Yes @ No

# B Yes," enler the amount of any plan agsels that revered lo the ﬁmp[ﬁy&r this vear. . . o | 138

b Ware all the plan assats distributed to parﬂc pants or beneﬁciarms, transferred io another plan, o brought under the D Yes @ Ko
control of the PBGC?, . N g yenssesueays s

G I, during this plan year, any assels or l!abii thes were iransferred frors this plan to anpther plan(s}, ldentify the plan{s) to
which assets or lizbililes were transferred. {See instructions.)

13ci1) Name of plan{s): 13¢(2) EIN(s) 13c{3) Phs}

Partviili| IRS Compliance Questions
4143 Does the plan satisfy the coverage and noﬁdsscnmmaﬁon tests of Code sections 410(k} and 401{z)(4) by combining this ptan with any other plans under
the permissive apgregation rules? [ 1 Yes [& No
14b it this is 2 Code section 401{k} plan, check all boxes that apply to indicate how the plen is intended to satisty the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401{k}(3) and 401HmH2).

@ Design-based safe harbor method
[] “Prior year ADP test
|:| “Current year" ADP test

[] wa

15 Ifthe plan sponsor is an adopter of & pre-approved plan that recelved & favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/30/2020
(MM/DDAYYYY) and the Opinion Letier serlal number 970391 2a




