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  07/01/2024 and ending  06/30/2025

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 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
WOLFE MEDICAL, INC. 401(K) PLAN PN) D 001
1c Effective date of plan
01/01/1992
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) 62-1406099
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
WOLFE MEDICAL, INC. 2c Sponsor’s telephone number
865-523-1103
LAMBERT'S HEALTH CARE 2d Business code (see instructions)
P.O. BOX 5844
KNOXVILLE, TN 37928-0844 446190
3a Plan administrator’'s name and address ]g Same as Plan Sponsor. 3b Administrator's EIN

3c Administrator’s telephone number

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

last return/report. 4d PN
a Sponsor's name
C Plan Name

5a Total number of participants at the beginning of the plan year..............cccccveveveveveceeeeeeeeeceeeee e 5a 31
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 29
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

- T 5¢c(1) 24
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
- - 5¢c(2) 25
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 27
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 21
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 3

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. 01/21/2026 RANDY WOLFE
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
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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 1179135 1314030
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) ...............ccc.cc....... 7c 1179135 1314030

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) 6122

(2) PartiCIDANES ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereneas 8a(2) 27399

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 110081
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 143602
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 1209
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 7498
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 8707
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 134895
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:
2E 2F 2G 2J 2K 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 0N liNE 10@.) .........occuiiiiiiiiiiic s 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 75000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISHONESTY? ... 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.ccccccvueuene 10g X 4911
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
23 0T 0 e PSS 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 ..........cccceeiiiiiiieniiiiiciieee 10i
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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 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

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).

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/ 01/ 2021

(MM/DD/YYYY) and the Opinion Letter serial number_ Q704504A,
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Form §500-SF Short Form Annual Return/Report of Small Employee OMB Nos, 1244-0110
Deparimen of the Treasury Benefit Plan
Inigtnal Revenug Sarvico This form is required to be filed under sections 104 and 4085 of the Employee Retirement 2024
Depariment af Labr Income Security Act of 1874 (ERISA), and seclions 6057(b) and 6058(a) of the Inlernal
Erhplayee Benedis Sacurity Admimigirayon Revenue Code (the Coda). Tl'ga;?nr i% D;::en L)
ol ublie Inspaction
Penaion Beneft Gusrany Corporation b Lomplete all enlries in accordance with the instructions to the Form 5500-SF,

[_Partl | Annual Report |dentification Information

For calendar plar year 2024 or fiscal plan year baginning 0770172873 and ending 06/30,/ 2070
A This relumireport i for: a single-amployer plan D a muhiple-amployer plan (not multiemployer) (Pensian Plan filers checking this box

must atach Schedule MER. Other plans must atach a list of participating amployer
Information in accordance with tha forni instructions.)

R This relurn/report is |:] the firsl return/report []the final return/report
D an amandead retum/report D a short plan year return/report {less than 12 manths)
C Check box if filing under: [] Form 5558 [] automalle extension [:] DFVG program
[:] gpecial extension {(anter description)
D ifthe plan is a collectively -bargained plan, chack here................. I 38 b a7 b S ' []
E It this is a retroactively adopted plan permitied By SECURE AcL section 201, check her ... omeens » ﬂ
|_Part 1| Basic Plan Information—enter all requested information
1a Name of plan 1h Three-digit plan number
WOLFE MEDICAL, ING. 4@1(K) PLAN (N ¥ 001
1¢ Effective date of plan
@1/01/1082
2a Ptan sponsor's name (employer, if for a single-employer plan) 2b Emplayer idantfication Number (EIN)
Mailing address (Inelude room, apt., suita no, and street, or PO, Bax) 62-1406099 :
Cily or town, state or province, countty, and ZIP or forelgn postal eode (If forelgn, see instructions) ;
WOLFE MEDICAL, INC. 26 Sponsor's lelephang nurnber
l.Lambert's Health Care 50 B p - |
P.O. BOX 5844 usiness code (see instruclions)
KNOXVILLE TN 37928-0844 446100
3a Plan administralors neme and addrass [):(]Same a5 Plan Spongor, 3b Administrator's EIN

3¢ Adminlstrator's telophone numbear

4 If the name andfor EIN of the plan sponsor or tha plan name has charged since the last rewrn/report | 4B EIN
filad for this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the

Ias_l returnireport. 4ad PN
O Sponzor's name
C Plan Name
5a Total number of particlpants at the beginning of the PIAN YEAT .........u..uersecrereeenverveersorss oo eeesens 5a 31
b Total rumber of participANts ALINE erid 0F e BIAM VBB ......irr e ceoressoessrrsssesssesessssssssssesssssessosnn, 5b 29
©(1) Number of partlcipants with accourt balances as of the beglnning of the plan year (only defined Be(1)
coniripution plans complete this item) .................... TR SRRt bt et 24
©(2) Numbar of pardcipants wilth account balances as of the end of the plar year (only defined 5¢(2)
cONtrbUton PIANS COMMPIELE this IFIM) .....oceirr e s s e s smestes e et seeseseeseearseeas 25
(1) Tolal number of active parlicipants at the beginning of (e PIAR YE&L.....v..wwsreeeeeer e crerer oo, 5d(1) 27
d(2) Total number of active particlpants at the end of the FIAN YBAT ... eseersseessmsessssssonsesrsrens o 5d(2) 21
€  Number of particlpants who terminated employment duting the plan year with aceruad henefits that Ge
Were 1058 AN 10006 VBSIBH . . oo e ot A 3

Cautlon: A penalty for the late or IncomgleteW!l ng of this return/raport wiil be assesset] unless reasonable causge Is establighed,

Undar penalties of perjury and other panalties set forth In the Instructions, | declare hat | have examined this returmireport, including, if applicable, a Schedule
58 or Schedule MB compleled and signed }gy an enrolled actuary, as well as the elecironic version of this ratum/report, and 1o the best of my knowledge and

el
SIGN it P 01/21/2026 [Randy Wolfe
HERE Signature of é{an admlnjﬁ'ator Date Enter name of individual signing as plan adminlstrator
SIGN
HERE Slgnature of employer/plan sponsor Data Enter name of individual signing &s employer or plan sponsor |
Eor Paperwork Reduetlon Aet Notlee, see the Instructions fat Form S500-5E. Form §500-8F (2024)

v. 240311
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Eooa/ 005

Ba Were all of the plan's assets during the plan year invested In sligible assats? (See inslructions.)....

b Are you claiming & waiver of the annual examination and report of an Independent qualifled puhllc accwntam (IQF’A)

under 2¢ CFR 2520.104-467 {See Instructions on walver eligibility and conditions.) ...

E] Yes D N
Yes |:] No

if you answered "No” to elthar line 8a or line &b, Lhe plan cannot use Eorm 5500~5l= antl must mstead uge Purm 5500
G It the plan |5 a defined benefit plan, is It covered under the PBGC insurance program (see ERISA section 4021)? ... [ ] Yes [No [] Not determined

If “Yes" Is checkad, snter the My PAA ¢anflrmalion number from the PBGC premium fillng for this plan year

. (See Instructions.)

[ Part il | Finansial information

7__Plan Assets and Liabilities {8) Beginning of Year (i) End of Year
4 Tolal plan assels .. 7a 1,179,135 1,314,030
B Total plan Ilabllltles eeppete e R s e s e ners et gL eneray 7h
G Nat plan assels (suhtracl line 7b frar line 7a) ............................... 7¢ 1,179,135 1,314,030
8 Incame, Expensas, and Transfers for this Plan Year {a) Amount [b) Total
a Contributions racelved or recelvable from:
{1) Employers ... e s | BA(1) 6,122
(2) Panlclganl L e Ba(2) 27,399
(2) Othars (Inoluding rollovers) Ba(3)
b_Other income (loss)... st cerrestere et Bb 110, 081
€ _Total income {add lines aa(l) aa(zl aam). and Bb) o | Be 143, 602
d Benelits paid (mc:ludlng direct rollovers and insurance premiums
10 provide benefits), .. s e e P ., gl 1,209
€ Certaln deerned andfor corrective dlstrlbutlnns (see mstrucuons). ae
f  Adminlstrative service providers (salarles, fees, commissions)..... af 7,498
8 Other eXPEeNSBS..0 i e By
h_Total expenses (add lines 3¢, Be, 61, and Bg) ... 8h 8, 787
i __Netincome (foss) (sublract ling 8h from line B¢) 8l 134,885
] Transfers ta (from) the plan (588 NSEUBHONS) oo oveeo e 8}
| Part IV | Plan Characteristics
9a | If the plan provides pengion benefits, anter the appllcable pension feature codas fram the List of Plan Characteristic Codes in the instructions:
2E 2F 26 2J 2K 3D
b |if the plan provides weltare benefits, entar Ihe applicable welfare feature codes from Lhe List of Plan Characteristic Codes in the ingtructions:
l Part V | Complianca Questions
10  During the plan year: Yes | No Amount
A Wag thers a fallure to transmit to the plan any particlpant contributions within the time perlod
destribed in 29 CFR 2510.3-202? CGonlinue o answear “Yes" far any prior year failures until fully X
gorrected. (Ses instructions and DOL's Voluntary Fiduciary Corracllon Frogram)... oo | 108
b were there any nonexampt transactlons with any party-m-rnlerast‘-" (Do not Include lransactlons
reparted ori line 208.).... ) - N T X
¢ Was he plan coverad by afldelny BONA? vt coronee s | 106 | % 75,000
o Did the pian have & loss, whether or nat reimbursed by the plan's fidelily bond, that was caused X
DY AU OF AISROMBEEY 7 11iiiiiisciies o bt ste s s sae et s o oo ee s ot sesst s s 10d
@ Were any fees or comm/ssions paki to any brokers, agents, or gther persons by an insurance
carrier, insurance service, or other omanization that provides some or all of the benefits undar
the pIan? (See iNSIUCHONS.) .oyt gis st oo g atrras T TrT 10¢
T Has the plan falled lo provide any beneil when due under the plan? ..........c....... 101
g Did the plan have any participant loans? (If "Yee," antar amount a3 of yearend) .........c.c.o...... 104 X 4,911
h i this is an Individual aceount plan, was there a blackout perlod? (See instructions and 29 CFR
2B20.000-3.) oo sesset st e bbbttt e rene e seer et ee e s enesce et 10h X
i If 10h was answered "Yes," check the bax if you sither proviiad the required netice o one of the
gxceptions to praviding the notice applled undar 29 CER 2520.101-3 oo eenenen, 10i
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Part VI | Pension Funding Compliance

11 s this a defined bensfit plan subject ta minimurm funding requlrements? (If "Yes," see ingtiuctions and complete Schedule 5B
(Form 5500) and llnes 11a and b below. ) IT 1hiss is & defined cuntrlbutlon penslon plan, Ieave ling 11 blank and cumplete ling 12 D Yeg I:] No
below.., s T O T T TP TR ..

& Entar the unpald minlmum requlred contribulions for all years from Scheclule SB (Form 5500) lne 40 .. g._;g I

b PBGC missed contribution reporting raquirements, If the plan |5 covered by PBGC and the amount reportad nn line 11a Is graater than $0, has PBGC
been notifled as reguired by ERISA sections 4043(0)(5) andfor 303(k)(4)? Check the applicabile box;

Yes.
D No. Reporing was waived unter 20 CFR 4043, 25(0)(2) because contributions equal to or exceeding the unpaid minimum reguired gontribution
were made by the 30th day after the due date.
No. The 30-day period refarenced In 20 CFR 4043.25(¢)(2) has not yet ended, and the spongor intands 10 make a contrloution equal to or
exceeding the unpaid minimum reguired contribution by the 30th day afer the dug date,
No. Qther. Provide explanation

[

12 15 ihis a defined conlribution plan subject (o the minimur funding requirements of section 412 of the Code or section 302 of
ERISAT (i st e e e b LR EA1 1R R RS 0L 4 b4 b o218 ek n s brm e aben s eae ensaare abenensaep s nner [] Yes IE No
(It "vag," compiele line 12a of lines 12b, 1.2¢, 12d, and 1%« below as applicable) this s & defined benafit pension plan, leave
ling 12 blank and completa line 1____gove

a ifawalver of the minimum funding standard for a pnor yaar is belng amortized In this plan vear. sée instructions, and enter the date of the letter ruling
granting the Walver, ... e s MaNLN Liay Yaar

If you complatad llne 1.‘2a complete lin lmes 3 9 nnd :I.o of Suhaduln MB [Form 5500}. and sk _p to Iine 13,

B Enter the minimym required contribution for this plan year ., OO SOPRPPTPRUT B -

G _Enter the amount contributed by the employer to the plan for thls plan year 12c

d Subtract the amount in line 13¢ from the amount in line 12b. Enter the resull (anter a mlnus slgn lo the left of a 12d
negative amount) . e e L e BT L L s s s e

rriviiaNLIEn

@ Will the minimum funding amount reported on line 12d be met by the lunding deading?. ... ... ..o e [] ves [] no [] wa

| Part VII | Plan Terminations and Transfers of Assets

138 Has a 1e50lUton 10 lerminala the plan BEen AAOPIEH 1N ANY PIAN YEBIT ......coecvric. oo e oo e eermeseosorns [] ves [ mo

a lIf*ves ' enlarthe amaunt of any plan assets that reverted 1o the emgluyer this year... .. | 13a

b were all the plan agsets distributed to participants or beneﬂmanes. transferred to anuther plan or brﬂught under the |:| Yes [ﬂ No
contral of the PBGC? ... R AL L LR LA kgL LTS et e et 3 S A S R L4 AL LAt LA su g e

C i, during this plan year, any assets or lablities were ransgferred fram thiz plan o anolher plandg), Identify the plan(s) to
which aszels or liabllitles were transferred, (See instructions,)

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

[Part VIIl_| IRS Compliance Questions

14a Does the plan salisfy the coverage and nondiscrimination tests of Code sectlons 410(b) and 401(a)(4) by comblining this plan with any other plans under
the permissive aggregation rules? [ Yes [ No

14b if this Is & Cude section 401(l) plan, check all boxes that apply to indicata how the plan Is Intended to satisfy (he nondiscrimination requirements for
employee deferrals and employer malching contributions (as applicable) under Code sections 401{k){3) and 401(m)(2).
Deslgn-based safe harbor method

[] verior year ADP test
"Currant year® ADF 1ast

[] wa

18  If the plan sponsor 15 an adopter of a pre-approved plap 3t received a favorable IRS Opinion Latjer, anter the date of the Opinion Letter 06/01/2021
(MM/DDIYYYY) and the Opinlon Letier serlal number @ 504




