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  05/01/2024 and ending  04/30/2025

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 E 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
HEARTLAND CARE CENTER INC 401(K) PN) D 001
1c Effective date of plan
02/19/1998
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) 42-1362288
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
HEARTLAND CARE CENTER INC C Sponsor's telephone number

712-881-1680

2d Business code (see instructions)

604 E FENTON
MARCUS, IA 51035 623000

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 ..............c.o.covevoceeoeeeeeeeeeeeeeeee 5a 26
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 0
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 25
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) 0
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 18
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2)
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e

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. 12/31/2025 MERLE MACK
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 585008 0
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 585008

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) 5603

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 20818

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 18851
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 45272
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 70522
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 4124
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 74646
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i -29374
j Transfers to (from) the plan (see instructions) 8j -555634

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:
2E 2F 2G 2J 2K 2T 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) Page 3-| 1

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 D 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
D 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
B RIS A 7 ettt ettt ettt e e teeeeeateeeeaateeeateeeeastteeeaateeeaateteeannteeeanteeeaseeeeannteeeateeeaasaeeeeanteeeataeeeanteeeeanreeeareeeennneeas 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 ..............ccoiioioeoeeeeeeeeeeeeeeeeeeeee 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 D Yes D No D N/A

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @any Plan YEar? ..............ccccoeveeeeeeeeeeeeeeeeeeeeeeeeeeeeeen e D Yes @ No

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year...............cccccocooiniiiiiiii. 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the Bl Yes D No
[l lal 1o e TN d = T O T T T T T P TP P T TP TP PPPPTPPPPPPPPR

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): 13c¢(2) EIN(s) 13¢(3) PN(s)

CMSRX, INC. 401(K) PLAN 26-4007890 001

| 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).

D Design-based safe harbor method
D “Prior year” ADP test
@ “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_ Q703385A,
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Form 5500 SF Short Form Annual Return/Report of Small Employee OMB Nos. 12100110
Departmant of the Treasury Benefit Plan 1210-0089
e kA This form Is requir§d 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 Sacurily Administralion

Revenue Code (the Coda). This Form is Open to
Pension Benefil Guaranty Corparation B Complete all entries in accordance with the Instructions to the Form 5500-SF Publlc Inspection
[ Part] | Annual Report Identification Informaticn
Far calendar plan year 2024 or fiscal plan year beginning 05/01/2024 andending 04/30/2025
) . i Izl a single-employer plan D a multiple-employer plan (not multlemployer) (Pension Plan filers checking this box
A This return/report is for: must attach Schedule MEP. Other plans must attach a list of participating employer

Information in accordance with the form Instructions.)

B This retum/ B D the first return/report E{] the final return/report
is return/report is
D an amended return/report D a short plan year return/report (less than 12 months)

C Check box if filing under: D Form 5558 I:I automatic extension D DFVC program
D special extension (enter description)
D Ifthe plan is a collectively-bargained plan, check hBre . ... ... .. ..ot veiii e, | 4 [:'
E Ifthis Is a retroactively adopted plan permitted by SECURE Act section 201, check here ... ............ » D
| Partll | Basic Plan Information—enter ail requested information
1a Name of plan 1p Tveadiit
HEARTLAND CARE CENTER INC 401 (K) i 001
1¢C Efieclive dale of plan
02/19/1998
2a Plan sponsor's name (emplayer, if for a single-employer plan) 2b Employer Identfication Numbsr
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)
42-136228
HEARTLAND CARE CENTER INC ) 2
2C Sponsar's lelaphone aumber
604 E FENTON 712-881-1680
2d Business code (see instruclions)
MARCUS Ia 51035
623000
3Ja Plan administrator's name and address @ Same as Plan Sponsor. 3b Administrators EIN
3¢ Adminisirator's telaphone aumber
4  [fthe 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. adp
a Sponsor's name N
C Plan Name
5a Total number of participants at the beginning of the plan year ........ s —— 5a 26
b Total number of participants at the end of the Plan YEar ... .. . ..ooie it e e 5b 0
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined
contribution plans complete this item) | 5c(1) 25
(2) Number of participants with account balances as of the end of the plan year (only defined
contribution plans complete this item) ...... ... e 5c(2) 0
d(1) Total number of active participants at the beginning of the plan year...............ccoiiiiiiiie i aeeans 5d(1) 18
d(2) Total number of active participants at the end of the plan year .............c..coiiiiiiiini e s 5d(2) 0
€@ Number of participants who terminated employment during the plan year with accrued benefits that
were (888 than 100% VEStEd .......uiii ittt it e e 5e 0
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 ang other ies set forth in theMigstructions, | declare that | have examined this retum/report, including, if applicable, a Schedule
SB or Schedule M8 com ﬁ‘ d a s-well as the electronic version of this return/report, and to the best of my knowledge and
belief, itis lrue, correct, e. £ y
SIGN |o"\ " 12/17/28 | MERLE MACK
HERE Signatur@ of i istrﬂ'@?? _) Dafe / Enter name of individual signing as plan administrator
SIGN — ) 12/11 sz Morle PIocc
HERE \-s_i_ﬁature of employer/plan sponsor / Date Enter name of individual signing as employer or pian sponsor
For Paperwork Reduction Act Notice, see the lnstructfons for Form 5500-SF. Form 5500-SF (2024);

t
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,| Part I

HEARTLAND CARE CENTER INC 42-1362288

_Form 5500-SF (2024) Page 2
B Were all of the plan's assets during the plan yaar invested Jn el!glble assets? (See Instructions.} . ... .. rerirneensenaisone ) Yes [ ] No *
fa  Are you claiming a walver of the annual examination end report of an Indepsandent qualified publlc accountant (lQPA) '

. under 29 CFR 2520.104-467 (Ses Instructions on walver eliglbllity and condltions.)

P A LRI R R a e

I you answered “No* to either line 83 or line Bb, the pian cannot use Form ESEIO SF and must instead | usa Form 5500.

C  Ifthe planls a defined beneflt plan, Is It coveted under the PBGC Insuranca program (see ERISA section 4021)7 . ... .,

. Ii"Yes"Is checked, enter tha My PAA conftrmation number from the PBGC premlum fillng for this plan year

]:[ Yes [:l No [j Not dstermined

(Sea mslrucllons )

Financial Infofmation

"

Plan Asset ks and Liabliies. ____|(a) Baginning of Year| (b} @_g'.dff'\‘ea_'r;___
§ Total E[an 838818 L iveseni s B . - . S o [ 71 585008 0
b Tgsalgm{iag las....-;....ﬁ.'.... R N Tt R T i <0
Netplan assels (sublrackling 78 from e 78 wov.versrimrseesions ,.". e I - 585008]
1 ; | {a)Amount _{B) Tetal i
“a contrlbutlons receivad or recelvable frorm, T ST i ' )
H] Eonfgrh.“ sipaebefasasaivavanns biaseraoniaanaionitaiinsatienns '..;...J...-..".:.;;.....-....-A-BEI{'" 5&5031
— siesanssi89(2) 20,818)
PTPPTRs |1 ()] L. b
S——— L 18,851
e BTN K=ty 45,272
el ‘8 70,522
sofactive dlstibi aee airuu B8) s comsmssiiniapinivisasibiiaiit I )
f Admlnlatraﬂvesewlcaprauldqrs(salaﬂes. fod8, commisslonsh.........iceeesiingsiininiioeeio ] 8f 4,124
€ Otherex enaea Oy SOV F O O S DUOE (P PR PR (USES SOTCSP IS PSS ieeniarisens ] BB
) ;. T X T _ 74,646
e e s ol BE R e b -29,374
81 e " ':555,634 T

‘2B 2F 26 2J 2K 271 3D

oa| it tha plan prov:das panslon benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes In the instructions:

b: If the plan provides walfare benefits, enter the applicable welfare feature codes from the Llst of Plan Characterishc Codes In the mstrucﬂons.

[PartV | Gompliance Questions___________—__

Amoun

A0 Durhgthe planyear = el ol __|Yes| No |
a Was there a fallure to transmit to Lha plan any partlcipant Coriinibubions wﬂhln tha time pariod S
descrl ed In 28 CFR 2610.3-102? Continue to answer "Yes" for any prior year fallures until fully
ed. (See Instructions and DOL's Vol Flductry Cotreclion Programy s vve vecenzevcvereneatd0al . | X
b Woere there any nonexempt transactions with any party-In-Interest? (Do not Include transactions -
rogorted onding Fady oo osserseenserinonmnsansesnncansvacnonaresene pragevr o essas s s vn o an g f 10D X. e ’
¢__Waslie plan covered by fidelliy BONGT:.oooossnrsevrirpeiee e s 106 X .
d Didthe plan have a loss, whether or not reimbursed by the plan's ﬂdellty bond that was caused |
b! fraud Gﬁd’sh‘oﬁa‘sw‘? sAAd s lasseaters e NALE R A R Cha s s aieRdau sy ------_‘-:-sna e L N LN 10d e —x - —
e Wers any fees or commissions pald to any brokers, agents, or othar persons by an insurance
carrler, Insurance service, or cther organizalion that prowdes soms or al} of the beneﬁts under :
theghn?{&ee instructionsif: ;... heiiimneconiies bio s diiaeniiinaiaios Fun it i s r i nsn 00! 1 K
‘Has {h ) provide an_ hsneﬁL "handua u"darrhe' MR s i s i ot cailestiio v saganisn  10F X :
h Ifthisisan lnd(vldual account plan, was there B bIackout period? (See instructions and 29 CFR
95201013, g = R |10h X
i if10hwas answer_gd "Yes," check the box If you elther provided the required notice or one of the
. excaptions to pirovid firig the notice applied under 28 CFR 252[}.10_:1-3 T 1,11 5| -




"

 HEARTLAND CARE CENTER INC 42-1362288 _
Form 5500-SF (2024). _ _ Page 3-[__|

[PartVi_|__Pension Funding. pllarics i .

2% la this a definad bensfit plen sub]act fo rlnimum ‘und[ng requlramenia? (if "Yes." 588 Tnstrucficns and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this Is a defined contribution penslon plan, leave line 11 blank and complete lina 12
BEIOW #iv o vves s simiunnossintinnonisinevaigainbousssnsssinioaseshiossasissuvissns beansny s tyens sessassssaonnaresbarasyarsirasnearises

:a__Enter the:ui 'ld minlmum réquited: aanfrlbu{!ans for al ﬂarefm Sghadpte 88 (Form. 5500) llne 40 . '.113 |

b PBGC missed contribution reporting requiraments. If the pian Is covered by PBGC and the amount reported on line 11a Is greater thln $0 hwi
PBGC heen notlfied as required by ERISA ssctions 4943(0)(92 andfor 303(k){4)? Check the appllcable box
Yes. - ' oo .

No. Reporting was walved under 29 CFR 4043.25(c)(2) because contributions equal to or exceadng the unpald minimum required contribution
wara made by the 30th day after the due date.

!:] No. The 30-day period referenced in 29-CFR 4043. 25(0)(") hes pot yat ended, and the sponsor Intends to make a contribution equal to or

~ exceeding the unpald minkmum requlred contriution by the 30th day after the due dats.
[ No. Other, Provide explanation -

Sasadanrarey

12 * s this a defined contributlon plan subject to the minimum funding requiremants of saction 412 of the Code or section 302 of
ERISA? v L [ yes B No

T TAYE Y TR TR PR PR Y

(if "Yas." completa line 1Za or Ilnes 1 2b 120 12d and 126 below. as appllcable ) If this Is a deflned beneflt per;eion plan, leave |
line 12 blank and tomplste jine 11 abové. _ o

a  If a walver of the minimum funding standard for a prlor year is belng amortlzed ln thls plan year, see Instructlons and enter the date cf the !ettar ruling
i ranﬂn the wa!uer. s i Momh_ __.Day. .. Year .

. . T rl_hul!_en rorth!sﬁangaa?..m.... A D R R TR [ 75
€ __Enter the amounticdii Elg'uedhyl'e"""" j ; L
d  Subtract the amountin line 12¢ from the arnount in llne 12b, Enter the result (enlara mlnus sfgn to iha left of @ i
TN O s tione st Aot it s e n b e cen gy ool OO
‘¢ Wil the minlmuny'fundi amountye deti onf 'e"lﬂ"" st '{ & funding: e et e s i_"l Yos '_[']____Nol_'l N/A

|Part VII | Plan Terminatwns and Tranafer_so i A i o
13a_ Hag a resolutlon to tirili i any Blan Year? ... -.'-'.' i ses s dhebiebEiinisinazivd L Yes |E| No

a lf"Yes " enfer-life: amuuntofmxplzn assels that reverted to theamgiogg[ lhlsy__e T T 7
b Ware allthe plan assets distributed to parllcipente or baneliclerles, transferred to another p[an or brought under the
control of el PBECH. . o.ecuiinszse. S B R P o i o e N B g b s me it by e Sa g s S LRLE L b b tr g shes aar @ Yes [] No

¢ If, during this plan year, any assets or Ilablhtles were transferred from th|s plan to another plan(s), ldentify the plan(s) to

\which.assels ot liabllites ware transferred - (See fnstrudtions.}- . i - il
13c(t) Name of plan(s): R ) A3c(2) EIN{s) _ _E_Ej_(a)_- PNEY
CMSRX, INC. 401(K) PLAN 26-4007890 001

'IPgrt vill I RS Qompllance Questions - e

414a  Does the plan sahsf;rthe “coverag m{rﬂ nandlscrimlnallon tests of (:ode sections 410(b) and 401 (a)(4) by uombin[ng this plan wlth any other plans unde
the permissive agaregation rules? :
‘44b  Ifthls Is a Code seotion 401(k) plan, check all boxes that apply to Indlcate how the plan is Intended to satisfy the nondlscrimlnatlon requrrements for
employee deferrals and employer matching contributions {(as appllcable) under Code sectlons 401(k)(3) and 401(m}(2).
Deslgn-hased safe hatbor method
"Prior year” ADP test »
" "Current year" ADP test ‘ h - .
] wa : )
18  Iftha plan sponsor s an adopter of a pre-appro\req ,Q(Lan graLé deéwd a favorahle IRS Oplnlon Letter, enter the date nfhpln[cno 5/ 30 /: 202 0
_Letter (MM/DD/YYYY) and the Oplnion Letter serla‘l ‘rlun'l —

0 =2 ——— .

. L) .




