
Form 5500-SF 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Short Form Annual Return/Report of Small Employee 
Benefit Plan 

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

Revenue Code (the Code). 

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

OMB Nos. 1210-0110 
1210-0089 

2024
This Form is Open to 

Public Inspection 

Part I   Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning  and ending 
A This return/report is for: X  a single-employer plan X a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box 

must attach Schedule MEP. Other plans must attach a list of participating employer 
information in accordance with the form instructions.) 

B This return/report is X  the first return/report X the final return/report  

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

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

X  special extension (enter description) 

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

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI

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

1c Effective date of plan
YYYY-MM-DD 

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

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

2b Employer Identification Number (EIN)
012345678

2c Sponsor’s telephone number
1234567890 

2d Business code (see instructions)
123456 

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

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901I A 

3b Administrator’s EIN
012345678

3c Administrator’s telephone number
1234567890 

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

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

4b EIN012345678

4d PN 012

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

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

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

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

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

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

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established. 
Under penalties of perjury and other penalties set forth in the instructions, I declare that I have examined this return/report, including, if applicable, a Schedule 
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and 
belief, it is true, correct, and complete. 

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

SIGN 
HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor 
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024) 

v. 240311 

01/01/2024 12/31/2024

X

X

ALLIED ANESTHESIA MEDICAL GROUP, INC. FULLERTON DIVISION 401(K) PROFIT SHARING PLAN 008

01/01/1999

400 NORTH TUSTIN AVENUE, 
SUITE 270 
SANTA ANA, CA 92705

33-0557529

ALLIED ANESTHESIA MEDICAL GROUP, INC.
714-619-5383

621111

X

24

27

24

27

21

21

0

Filed with authorized/valid electronic signature. 10/15/2025 JASON CHEUNG
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ......................................................  X Yes X No 
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)  

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.) ..........................................................................  X Yes X No 
 If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500. 
 
 
 
 
 
 
 
 
 
 
 
 
 

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

 
Part III   Financial Information 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Part IV   Plan Characteristics 
  9a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:   

 

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

Part V    Compliance Questions 
10 During the plan year: Yes No Amount 

a Was there a failure to transmit to the plan any participant contributions within the time period 
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully 
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program) .........................  10a 

  
-123456789012345 

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

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

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

e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance 
carrier, insurance service, or other organization that provides some or all of the benefits under 
the plan? (See instructions.) ..........................................................................................................  10e   -123456789012345 

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

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

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

i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the 
exceptions to providing the notice applied under 29 CFR 2520.101-3 ...........................................  10i     

  

X

X

29973235 38061118

0 0

29973235 38061118

1027213

615500

0

6719938

8362651

274768

274768

8087883

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

X

X

X 500000

X

X

X

X

X



Form 5500-SF (2024) Page 3- 1  x  

  

Part VI    Pension Funding Compliance 
11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB 

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 
below. ..............................................................................................................................................................................................  

X Yes X No 

a  Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ..................  11a  

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

_ Yes. 

_ No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution 
were made by the 30th day after the due date. 

_ No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or 
exceeding the unpaid minimum required contribution by the 30th day after the due date. 

_ No. Other. Provide explanation ___________________________________________________________________________________________ 
 

 

 

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

          (If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave 
line 12 blank and complete line 11 above. 

X Yes X No 
 

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

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13. 
b Enter the minimum required contribution for this plan year  ...................................................................................  12b 123456789012345 

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

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 
negative amount)  ..................................................................................................................................................  

12d YYYY-MM-DD 

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

Part VII    Plan Terminations and Transfers of Assets 
13a Has a resolution to terminate the plan been adopted in any plan year?  ........................................................................  X   Yes        X   No         

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............................................  13a  
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the 

control of the PBGC? ..........................................................................................................................................................  
X Yes X No 

c  If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to 
which assets or liabilities were transferred. (See instructions.) 

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

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

  012 

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

the permissive aggregation rules?   Yes    No 

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

_ Design-based safe harbor method 

_ “Prior year” ADP test 

_ “Current year” ADP test  

_ N/A 

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

 

1

X

X

X

X

X

Q702567A
06 30 2020



Form 5500-SF
Department of the Treasury
Intemal Revenue Service

Department of Labor
Employee Benefits Seaurity Adninistraton

Pension Benefit Guaranty Corporation

Short Form Annual Return/Report of Small Employee
Benefit Plan

This form is required to be filed under sections 104 and 4065 of the Employee Retirement
Income Security Act of 1974 (ERISA), and sections 6057(0) and 6058(a) of the Internal

Revenue Code (the Code).

Complete all entrles in accordance with the Instructions to the Form5500-SF.

ldentification InfomationAnnualReportPart I
Forcalendarplanyear2024or fiscalplanyearbeginning
A This retumVreport is for: a single-employer plan

B This retum/report is

C Check box if filingunder:

| thefirstreturnlreport
an amended retumrepot

R Fon 5558

01/01/2024 and ending

OMB Nos. 1210-0110
1210-0089

2024

This Fom isOpen to
Publlc Inspection

12/31/2024
Ta multiple-employer plan (not mutiemployer) (Pension Plan filers checking this box
must attach Schedule MEP. Other plans must attach a list of paticipating employer
information in accordance with the form instructions.)

I thefnalreturm/report
Ja short plan year returlreport (less than 12months)

Jautomatic extension

T| special extension(enter desciption)

D If the plan is acollectively-bargainedplan, checkhere.. e*******.se ee.*****s****.**eseee..e.ee*.

E If this is aretroactivelyadopted plan pernitted bySECUREActsection201, check here..
Part ll Basic Plan Information-enter allrequestedinformation
1a Name of plan
ALLIED ANESTHESIA MEDICAL GROUP, INC.
FULLERTON DIVISION 401 (K) PROFIT SHARING PLAN

2a Plansponsor's name(employer, f for asingle-employerplarn)
Mailing address (incude room, apt., suite no. and street, or P.O. Box)

angor toreignpostalcode (ifforeign,seeinstructions)ALLIED ANESTEHES2M
INC.

400 NORTH TUSTIN AVENUE,
SUITE 270
SANTA ANA
3a Plan administrator's name and address Same as PlanSponsor.

CA 92705

IDFVCprogram

**.e******ee***

1b Three-digit plan number
(PN)

1c Efective date of plan
01/01/1999

2b Employer ldentification Number (EIN)
33-0557529

2c Sponsor's telephone number

2d Business code (see instructions)
(714) 619-5383

621111

3b Administrator'sEIN

3c Administrator'stelephonenumber

008

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

a Sponsor's name
c PlanName

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

b Total number of participants at the end of the planYedt..se.....eesse.asseee****essosstss

c(1) Number of participants with account balances as of the beginning of the plan year (only defined
*.s****.*.s**************es

contribution plans complete this item)....e..4oeososeseoseossesestsssesseseseesoseseeeesessesesees.***..e*e*.ssssssse.easse*.*
c(2) Number of participants with account balances as of the end of the plan year (only defined

contribution plans complete this item)... ..t..... eeeseeeeeseeeeeeee

d(1) Total number of acive participants at the beginning of the plan year.

d(2) Total number of active participants at the end of the plan year........e*.*.**s***
e......es

*e***et

4b EIN

4d PN

5
5b

5c(1)

5c(2)

5d(1)
5d(2)

24

27

24

27

21

21

5e
were less than 100% vested.....0e0eseeenesesessesaeu**nessae*****eso*e*****oeee*e**************eso. *********

Caution:Apenalty for the late orincomplete filing of this return/report will beassessedunlessreasonablecause isestablished.
Underpernaltiesof perjury and otherpenalties set forth in the instructions, Ideclare thatI haveexamined this retum/report, including, ifapplicable, aSchedule

e Number of participants who terminated employment during the plan year with accrued benefits that

SB or Schedule MB complete andsigned by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief. itis true,comect andeomplete
SIGN
HERE

SIGN
HERE

Signatureofflanadainistrator

Signatureofemployer/plansponsor
For Paperwork Reduction Act Notice, see the Instructions for Fom 5500-SF.

JASON CHEUNG

Dale (o|1525SEnter nameofindividualsigningasplanadministrator

Enternameof individualsigningasemployerorplansponsor
Form5500-SF(2024)

V. 240311

Date
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6a Were all of the plan's 8ssets during the plan year invested in eligible assets? (See instructions.)..s*.e***.****************

b Are you claiming a walver of the annual examination and report of an independent qualifed public accountant (1QPA)
*******

under 29 CFR 2520.104467 (See instructions on waiver eligibility and conditions,).....****......... ...w........s........s.*......ss..*....s...
If you answerod "No" to elther llne 6a or llne 6b, the plan cannot use Form 5500-SF and must Instead use Fom 5500.

fthe plan is adefinedbeneft lan, is t coveredunder the PBGCinsuranceprogram se ERISAsection4021)

IYes' Is checked, enter the My PAA Confimalon number from the PBGCpremilum fling for this plan year

c ..Yes No

Partlll Financial Infomation
7 Plan Assets and Liabilities

a Totalplanassets..........
b Totalplanliabilities... *

8

C Net plan assets (subtract line 7b from line 7a)....

Income, Expenses, and Transfers for this Plan Year

Contributions received or receivable from:
(1)Employers...
(2) Particpants...
(3) Others(indudingrollovers),.

b Otherincome(loSS). ***********
c Total income (add lines 8a(1), 8a(2), 8a(3), and8b).
d Benefits paid (including direct rollovers and insurance premiums
toprovidebenefits)

e Certain deemed and/or correctivedistributions (seeinstructions).

fAdministrativeserviceprovides(salaries,fees,commissions).8f
9 Other expenses.....

h Total expenses (add lines8d.,8e, 8f, and 89)...

i Netincome(oss)(subtractline8hfromline8c).
j Transfersto(from)theplan(seeinstrucions).

Part VPlanCharacteristics
9a if the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

2A 2£ 2F 262J 2K 2R3D 3H
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instrucions:

Part VComplianceQuestions
10 During the plan year.

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 fuly

a

cormected. (See instructions and DOL's Voluntary Fiduciary Correction Program).

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

c Wastheplancoveredby afidelitybond? .. ****************

|Yes No

X

Amount

e***** 8g
8h

81

8

*******

+*** 7a

7b

7c

8a(1)

8a(2)

8a(3)

8b

8c

Rd

8e

(0)BeginningofYoar
29,973,235|

29,973,235
(a) Amount

1,027,213
615,500l

6,719,938

274,768

*****

****

Yes No

Not detemined

(See Instructions.)

(b) EndofYear
38,061,118

38, 061, 118

(b)Total

8,362, 651

274,768
8, 087,883

10:

10

***********************s*s********** 10c

d Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused
byfraudor dishonesty?.................... s.........es.*.............................

e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the plan? (See instructions.).....

f Has the plan failed to provide any benefitwhen due under the plan? ................

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

.............. 10e

10f

.....10g
h fthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.101-3.).
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..... *********

10h

10d

X 500,000

X

X

Y

X

101



Fom 5500-SF (2024)

Part VI Penslon

Page3-

Funding Compllance
11 s this a deined beneft plansubjecttominimumfundingrequirements?( Yes,' seeInstruclionsandcompleteScheduleSB

(Fom 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12
below...ste

a Entertheunpaidminimumrequiredcontributionsfor all yearsfromScheduleSB(Form5500)line 40......... 1fe

D Ye No

b PBGC missod contrlbutlon reporting requlremonts. If the plan ls covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA seclons 4043(c)(5) and/or 303(K)(4)? Check the applicable box:

Yes.

No. Reportingwas walved under 29 CFR 4043.25(c)\2) because contributions equal to or exceeding the unpaid minimum requlred contribution
were made by the 30th day after the due date.

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

No. Other.Provideexplanation
exceeding the unpaid minimum required contribulon by the 30th day ater the due date.

Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISA?.
( Yes, complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) if this is a defined benefit pension plan, leave
line 12blank and completeline 11 above.

s .**.... s*****s******ss*.*sss*****as *******..****.****e********.***** .....e******s*********s******* O Yes No

a Mawaiver of the minimum funding standard for a prior year is being amortized in thls plan year, see Instrucions, and enter the date of the letter ruing
granting the waiver. .s.......s*************** w****

If youcompletedline12a,complotelines3, 9,and10ofScheduloMB(Form5500),andskip to llne13.
b Enter theminimurm required contribution for this plan year... *******************e*. te*e*************#

...Month

c Entertheamountcotibutedbytheemployertotheplanforthisplanyear ..********e*s**sos0*e*e*as.snes**********************s******.
d Subtrad the amount in line 12c from the amount In line 12b. Enter the result (enter a minus sign to the left of a

negativeamount) ....

e Will the minimum funding amount reported on line 12d be met by the funding deadline?....sasesstt*eeeesses*esesesses*

|Part VIl Plan Terminations and Transfers of Assets
13a Hasa resoluionto teminate theplan ben adoptedin ary planyear? ... ses****#

a if Yes," enterthe amountofanyplan assetsthatrevertedtotheemployerthisyear...................13a
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

controlof the PBGC?..
If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), Identify the plan(s) toC

****.**************************************.s********t***.

which assets or liabilitieswere transferred. (See instructions.)

13c(1)Nameofplan(s):

********

13c(2) EIN(S)

**** ***************************

Day

12b

12c

12d

Year

12

Yes

Yes

No NIA

No

Yes No

13c(3) PN(S)

Part VIIIIRS ComplianceQuestions
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

thepermissiveaggregationrules? Yes No
14b if this is a Code section 401(%) 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(%)(3) and 401(m)(2).
Design-based safe harbor method

"Prior year" ADP test

||Current yearADP test

NIA

Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Leter 06/30/2020
(MM/DDIYYYY and the Opinion Letter serial number 0702567a

15


