
Form 5500-SF 
Department of the Treasury 
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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 

06/01/2024 05/31/2025

X

X

FAIRLANE INDUSTRIES 401(K) PLAN 001

01/01/2017

5033 SOUTHWEST AVENUE 
SAINT LOUIS, MO 63110

43-1010250

FAIRLANE INDUSTRIES INC
314-531-9337

332900

X

27

27

24

22

23

25

0

Filed with authorized/valid electronic signature. 10/21/2025 RAYMOND RAGLAND
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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

1504438 1522934

1504438 1522934

66750

110216

75204

252170

233167

507

233674

18496

2F 2G 2J 2K 2T 3D 2E

X

X

X 250000

X

X 1289

X

X 17260

X
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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

Q702610A
06 30 2020
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Part I Annual Report Identification Information

Short Form Annual Return/Report of Small Employee
Benefit Plan

This form is required to be ftled under seotions 104 and 4065 of lha Employee Retirement 
Inconsa Security Act of 1974 (ERISA), and sections 6057(b) and 6058(8) of the Internal 

Reverrue Code (the Code).

> Complete all entries In accordance with the instructions to the Form 5500-SF.

OMBNos. 1210-0110 
121!MK)S9

2024
This Form is Open to 

Public Inspection

06/01/2024For calendar plan year 2024 or fiscal plan year faeginning and ending 05/31/2025'
A This retum/report is for: K a single-employer plan a multiple-employer plan (not multiemployer) (Pension Plan fliers 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 retum/report is 

C Check box if filir^ under: automatic extension

the first retum/report 
an amended retum/report

]] Form 55S8 
^ special extension (enter descripUon)

D If the plan is a coliecttvely-bargalned plan, check here..................................................

E if this is a retroactively adopted plan permitted by SECURE Act section 201, check here

the final return/report

a short plan year retum/mport (less than 12 months)

DFVC program

»
►

Part li Basic Plan Information—enter ail requested information
la Name of plan
Fairlane Industries 401 (k) Plan

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

1c Effective date of plan
01/01/2017

2a Plan sponsor's name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P,0, Sox)
City Of town, state or province, country, and ZiP or foreign postal code (If foreign, see instructions)

Fairlane Industries Inc

5033 Southwest Avenue 

Saint Louis MO 63110

2b Employer Identifration Number (EIN)
43-1010250

2C Sponsor's telephone number
(3145 531-9337

2cl Business code (see instructions)

332900

3a Plan administrator's name and address ^ Same as Plan Sponsor, 3b Administrator's EIN

3c Administrators telephone number

4 If tile name and/or EIN of the plan sponsor or the plan name has changed since the last retum/report 
filed for this plan, enter the plan sponsors name, EIN, the plan name and the plan number from the 
last retum/report,

3 Sponsor’s name 
C Plan Nam©

4b EIN

4d PN

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

b Total number of participants at the end of the plan year......................................................... ....... .
c(1) Number of participants with account balances as of the beginning of the plan year (only defined

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

contribution plans complete this item)........................................................ ......... .......................... -

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

d(2) Total number of active participants at the end of the plan year.......................................................
e Number of participants who terminated employment during the plan year with accrued benefits that

were less than 100% vested..

5a 27

5b 27

5c(1) 24

Sc{2) 22

5d{1) 23

5d(2) 2,5

5e 0

Caution: A penalty ftm the late or incomplete filinn of this retum/report will be assessed unless reasonable cause is established.
Under penalties of perjury and other penalties set forth in the insfiucfions,! declare that I have examined this retum/report, inclod ng. if applicable, a Schedule
SB Of Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this retum/report, and to the best of my knowledge and 
belief, it is mie. correct, and comolele^___■

S Slnnaluro of plan admin Hisswmmmmmmmsi
i PI5M/X $ A-Ai b

Signature of emplovar/pian sponsor Date Enter name of individual signing as employer or plan sponay
For Fapmwork Reduction Act Notice, see the Instructions for Form KOO-SF, Form MOO-SF (2024) 

V. 240311
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6a WwbbB of the plan's assets during the plan year invested in dibble a»els? (See instnKrtiQns.).... ............................................... § Yes [] No
b Are y(Hj claiming a waiver of the annual examlnaticm and report of an indep^dent qualified putfficac<X)unlant(!QPA)

umier 29 CFR ^0.104-46? (Sea instruc^ons on waiver etigiUNty and ccmdiaons.)....................................................................... 0 Yes y No
H you answered "No" to either line 6a or line &>, the plan cminot use Form 5^<SF and must Instead use Form 5560.

C if Ora p^ Is a defined benefit plan, is it coveted underthe PBGC insurance program (see ERISA section 4021)? [] Yes [] No [] Not detenmined
If "Yes* Is checked, enter the My PAA confinnation number from the PBGC pranium filing for this (fian year_________________(See insiructtons.)

Part HI I Financial Information
7 Plan Assets and Liability (a) Beoinnlno of Year (b) End of Year
a Total [Am assets. 7a 1,504,438 1,522,934
b Total plan liaUilttes. 7b
c Net plan assets (subtract line 7b from line 7a). 7c 1,504,438 1,522,934

8 Income, Expenses, and Transfers tor this Plan Year (a) Amount (b) Total
a Conlribuliorra received or recdvabie from; 

(1) Employers.......... .............................. 83(1} 66,750

(2) Partic^rfis......................................................................... 8a(2) 110,216

(3) Others (intruding nollovets)................................ .................. 8i^3)
b Odrar income (loss). 8b 75,204

C Total income (add lines 8a(1). 6a{2). 6a{3). and 8b). 8c 252,170
d Benefits paid (tnduding direct rollot^ and insurance premiiuns 

to provide beneffis)............................. ........... ................ ......... 8d 233,167

e Certain deemed andfor correctivedistribuUons (see Instructions). 8e

f Administrative service providwe (salaries, fe^, ctanmls^ons).. 8f 507

g OUuH-ex^nses. 8fi
h Total ensenses (add lines 8d, 8e, 8f, and 8g}. 8h 233,674

i Nat inrxMTw (loss) (sut^ct line 8h from tine 6c) ■ 81 18,496

J Trarrafers to (from) the (dan (see instructions)... JL
Part IV T Plan Characteristics
9a tftheplOT^

b If the fdan provides wei^re benefits, enter die ai^icable welfare feature codes fiom the List of Plan Charact^ic Codes in the instrodions:

Part V Compliance Qu^tlons
10 During dra |dan year: Yes No Amount

a Was drara a failure ds transit to the (dan any pardcipant conMbudons vrithin the time period 
described bi 29 CFR 2510.3-102? Conttnue to answer "Yes’ for any priw year feUtres undl fiilty 
corrected. (See instructions and tKJL’s Voturrtary Rdudary Conecdon Program)... ........... 10a X

b Wem there any nonewmpt transacfions wlh any party4n4ntefest? (Cto nrd include dansacUons 
reported on line 10a.)..... 10b X

C Was the plan covered by a fidelity bond?. 10c X 250,000

d Did die plan hava a loss, vriralher or not rwmbursed by the plan's fidelity bond, that was caused 
by baud or disNmesM................................. .. .............. ......................................................... lOd X

e Were any fees or commissirms paid to any brokras, agenis, or olher persms by an insurance 
carrier, insurance service, or other organization that prewdes some « ail of the trarrafits under 
the plan? (See irrainadions.).......................................... ....................................... . -.......... ■■■• 108 X 1,289

f Has the ften failed to provide any benefit wdien due under the plan? .......................... ........ iof X

g Did the plan have any partidpani loans? (If "Yes," enter amount as of year-end.).,............... ...... igg X 17,260
h if this is an Indhridual account plan, was th^ a blackout period? (See instructions and 29 CFR 

2520.101-3.)................................. .......... ............................................................................... lOh X
I If m was answered ‘Yes.* chKk die box if you either raovided the required notice one of die 

exceptions to provirSng the noBce sgplied uniter 29 CFR 2520,101-3......................................... lOi
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Part VI I Pension Funding Compliance
11 is this a ctoArted bmiefit plan sutqect to minimum funding mqulf»nents7 (If *Ve$ * see Instructions amt comrrfete Schedule SS

(Form KOO) and lines 11a and b below.) If this is a dafinffit cortributicm pennon frian. leave line 11 Wank and comjMa line 12
bWow... D D

a Enter the unpaid minimum requited contributions for all years from Schedule SB (From ^00) line 40... ... I 11a I
b PBGC missed contribution reporting requirements, if the plan is covered by PBGC aruJ the ammint r^>c»ted on line 1 la is greWer dian $0, has P^C 

been notified as rer^ired by ERISA sectkms 4043(cK5) aiKi/or 303(kK4)? Check the apWtcWrie box:
D
Q No. Raporting was waived under 29 CFR 4043.25(c)(2) because contribu^ns equal to or exceeding the unpaid minimum required conWbutfan 

were made the 30th day after toe due date.
[J No. Tito 3&day period referenced In 29 CFR 4043.25(c)(2) has not yet ertoed, atto the ^nsw intends to make a contribution equal to or 

exceeding ttto unji^d mtoimum required contribution by toe 30to day alt«' toe due date.
No. Othm*. Provide explanation____________________________________________________________________________

12 is this a defined ccmlribufiw) plan subj^ to toe minimum funcSng requirements W secBon 412 of the Code or section 302 W

(If *Yes,* complete line 12a or lines 1^, 12c, 12d, and 12e bWow, as ai^icable.) if this is a defined benefit pmsion plan, i^ve 
line 12 Wank and completo Hr» 11 above. 

] Ym g No

a If a waiver of toe minimum fundtr^ standanJ fW a (sior year is being amorfeed in this plan ^r, see insirucfions. and enter toe date of toe lettw ruling 
ormting toe wWver................................................... ......................................................... Month Day Year

if you conwteted line 12a. complete lines 3.9, and 10 of Schedule MB (Form SStol). and skip to line 13.
b Entw the mirfimum required contobution for tWs plan year. 12b
C Enter the arrmunt contributed by toe emptoyer to toe plan tor tois plan year....... .................................... ..... 12c
tf Sttotrad toe ariwutit in line 12c from toe amount in line ia. Enter ttw result (enter a minus sign to toe left of a 

negative ammjnt)........................ .......... ........... ................................... .
12d

e win toe minimum funding amount reported on line 12d be met by toe funding deadline?., [] Yes □ No [] N/A

Part VII Plan Teiminations and Transfers of Assets
13a Has a resWulion to tetmtoate the plan been adopted in any plan year?.

a lf*Yes,*entertheamountof any plan assets that reverted to ttto emWoy^ tois year...................................... 13e

Yes ^ No

b Were all toe plan assets distobuted to partiWpmits ch- beneficiaries, transferred to another plan, or brought und^ toe 
oontroioftoePBGC?.................................... ................................................... .....................................

3 Yes I No
C If, during tois plan year, any assets or liaWHSes were transferred from tois frian to anotoer |dan($), ittoiUfy the taan(s) to 

which ^sets or liabilities transferred. (See instotctkms.)
13c{1) Name of plan(s): 13c(2) EIN(s) 13cri3}R4(s)

Partvni IRS CompHance Questions
14a Does toe plan sati^ toe coverage and nondiscrimination tests of Code seclitms 410(b) and 401(aK4) by comWning this Wan wito oiy otoor plans ureter 

____ toe pwTBi^iva aggregation rules? D Yes No_______________________|....................................................................... ..................
1^ If tWs is a Code sectimi 401(k) plan, check alt boxes that apply to indicote how toe plwi is intended to saUsfy toe nortotoralmmalirm requiremwite for 

«nWoyee deferrals and wnWoyer matchtog contributions (as applicable) under Code seWions 401{kK3) jbkJ 401(m)(2).
^ OeWgn-basrel safe harbor method 
3 ‘Prior year* AOP test 
3 ‘Current year'^Pt^t 
3 N/A

IS If toe pt»i spcmsor is an adopter of a pre-apiwoved Wan toal received a favorabte !RS Canton Letter, entre the (fete of toe Canton Letter 06/30/2020
(MM/DD/YYYY) and toe Opinirei Letter serial number gTfllglQa .


