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 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
CARDIGAN NURSING HOME, INC. RETIREMENT PLAN PN) D 002
1c Effective date of plan
05/01/1997
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) 04-2825826
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
CARDIGAN NURSING HOME, INC. C Sponsor's telephone number
781-545-9477
2d Business code (see instructions)
59 COUNTRY WAY
SCITUATE, MA 02066 623000
3a Plan administrator’'s name and address D Same as Plan Sponsor. 3b Administrator's EIN 04-2825826
CARDIGAN NURSING HOME, INC. 59 COUNTRY WAY 3c Administrator's telephone number
SCITUATE, MA 02066
781-545-9477
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 76
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 70
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined
g, - 5¢(1) 68
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) 68
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 43
d(2) Total number of active participants at the end of the plan year ..............cc.cceveveveceerecreeeeeceee e, 5d(2) 41
€ Number of participants who terminated employment during the plan year with accrued benefits that
5e 0
were 18SS than 100% VESTEA ......uiiiiiiiiiiiiii ittt e et e s et e e e bt e e ssb e e e abe e s anbeesssbeeeaannnes

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. 02/10/2026 LINDA HILTON
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 488812 550517
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 488812 550517

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) 11660

(2) PartiCipants........cuoiuiiiiiiiiiiieiie e 8a(2)

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 65937
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 77597
d Benefits paid (including direct rollovers and insurance premiums

1O Provide DENEFIS) .........ovoveeeeeeeveeeeeeeeeeeeeeeeeeeeeeeeeeenenren 8d 5259
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 10633
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 15892
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 61705
j Transfers to (from) the plan (see instructions) 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A  2E 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? ... 10c | X 192000
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 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




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 No

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

|11a|

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

D Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution

were made by the 30th day after the due date.

exceeding the unpaid minimum required contribution by the 30th day after the due date.

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

No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
T S 7 PSSP D Yes B No

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

line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this PIAN YEAr ..............cccceiueueueeeeeeeeeeeeeeeceeeeeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? .............cc............

D Yes @ No

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

13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to

which assets or liabilities were transferred. (See instructions.)

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

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

the permissive aggregation rules?[ ] Yes [{ No

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

Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

[] NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q704013A,




Form 5500-SF Short Form Annual Return/Report of Small Employee s s
Dspartmiart of b Trézsuly Benefit Plan
T s This form is required 1o be fled undsr sections 104 and 4055 of the Employes Retirement 2024
Depsnment ot Lanor Income Secunty Act of 1974 (ERISA), and sections B057(b} and 6058(a) of the Intemal
Ermioyoe Barmiis Soccty Admasstrot | Revenue Code (the Code). Tl'l’is';?nll'l lmn to
= ublic ing on
e . » Complete all entries in accordance with the instructions to the Form 5500-SF.
| Partl | Annual Report Identification Information
For calendar plan yesr 2024 or fiscal plan year baginning 05/01/3024 end 2nding O4/30/2025
A This returnisport is for [ & single-employer pisn [ & muniple-employer plan (not mulliemployer) (Pension Pian fsts checking this box

st attach Scnedole MEP. Other plans must attach-g 4st of paticicating employer
infarmatiofns I ezcomwsance with the farm Instructions )

B This return/repod is D the first return/report I:_] the final raturn/repan

[] an amended tatumitaport || & short plan year returnireport (iess than 32 months)

C CTheck box i filing under @ Form 5558 D automatic extsnsion

r‘ | spacial extonsion (enter descrption)
D If the plan ie & collestively-bargsined plan, Ghack MEME i i i i
E {f \his is a istioactively adopled pian permiitted by SECURE At saction 201, check hare

o

D DFVC program

[

| Partll | Basic Plan Information—sntur all isquested information

13 Name of ptan
CAEDCIGAN NURSING HOME, INC, EETIREMENT PLAN

1b Three-digit plan numbe|

(PN} P 00z

1¢ Effectiva date of plan

gs/01 /1997

2a Plan sponsol's hame temployer, If 1of a single-employer plan)
Malling address (include room, apt | sulte no. and strest, or P O, Box)
City or town. &tate of province, country, and ZIP. gr foreign posta! code (if Toreign, see Instruations)
CARDIGAN NURSING HOME, INC.

59 COUNTRY WAY

SCITOATE s na06E

2b Employer identification Nombes (EIN)

U4-2B25826

2C Sponsors Iefephone fumber

TB1-545-9471

2d Business cods (ses mstructions]

23000

3a Pian adminisbrator's name and addrass DSame a5 Plan Sponsor
CARDIGAN NUESING HOME; INC,

L9 COUNTRY WaY

3b Administrator'e EIN

04-2825826

3¢ Admunietratars telephone ninmnst

SCITUATE MA Q208646 PRI -GN 07
4 |Ithe name snd/or EIN of the plan sponsor of ihe pian nama has changad since the last returnicepart | 4b EIN
filed tor thie plan, enler the plep sponsor's name, EiN, the pisn nams 5ad tha plan number from the:
iast return/feport. 4d PN
a Sponsara name
€ Pfan Name
§3 Toa! numterof paticipants at the BEGIMING OF NS BIEN YEA1 .. ... i 5a 76
b. Yotai numtier of paticipants at the end of the planyar ... .. Sb 70
c(1) Numbes of participants with account balances 2« of it beginmng of ke plan yeat conly dahnad 5c(1 2
contribution plans complate IS @MY . . (1) o8
€(2) Number of padicipania with acceunt balantes as of the end of the plau yeal (only duﬂned 5c(2)
contribution ptane complete this tem) . ..., = T bE
d{1) Total number of active paiticipants at the beginming of the plan year 5d(1) 43
¢l(2) Total numbsr of active partisipants at the ani of the plen yes) 5d(2) ad
¢ Numbsr of perticipants who terminatad smployment during the plan yesr wm\ accmaa bensft:s max Se
wers l=s5 than 100% vested. o . 0
Caution: A penaity for the iate or Incomplotn il Jg of this m_t_gg'_\l__gon will be assessod uniess roasonable cause is estabiished.

Under penaities of panury and ather penaltizs s=t forth in the insttuctions | deciare that | have examined this retum/irepar, mctudmg- if applicatile. 2 Scheduie
SB or Schedule MB complsted and signad by an enrolled actuary, as well as the slectronic version of this returnfrepont, and to the besl of my Knowledgs and

balisf i is trus. corred and
SIGN ‘5‘@‘ ! ' :5 Hﬂ |d§Y\ =] _‘_Q’l_;é, Lindz #ilton
HERE -

Signature of plan administrator Date. Enter name of individual £:0ing as plan administrator
SIGN %gm&! > t), H, 0SS\ 2 (o [2{p |Linds Hilton

Signatura of employer/plan sponsor Date Enter name of individual signing as &r a1 Gr

For Paparwork Reduction Act Notice, see the nstructions for Form §506-SF,

Farm 5500-5F {2024)
v. 240011



Form 5500-5F {2024) Page 2

Ba Were all of the plan's 33615 during tha plan yearinvested in eligible sssels? (Ses instructions. ) % : - § Yas D Ne
b Are you ciaiming a walver of the annual examination and report of an independent qualifiod pubdlic accountant (IQPA;}
under 28 CFR 2520.104-467 (See instructions an waiver aligibility and conditions ) @ Yes [] No

If you answered "No" to elither line 62 or line 6b, the plan cannot use Form 5500-SF lnd mtsl instead use Form 5500
€ Ilthe pian iz 3 defined benefit pian. 1= it cavered under the PBGC msurance program (ses ERISA secbon 4021)7 E Yes _J No D Not datermineg

If "Yes' |s chacked, enter the My PAA conlirmation numbar fram the PBGC premium filing for this plan ysar {Sge Instructions.)
| Partlll | Financial Information
7  Plan Assets and Linbililles (a) Beglnning of Year (b) End of Yaar
a Totalplanassels ... i = 55 78 488,812 550,517
b Totol plan HabHtIES . oo Th
¢ Netplan assets (subtract line 7h fromline 7a) ... ... 7t 488,612 550,517
8 Income, Expenses. and Trassfers for this Plan Year (a) Amount (b) Tota!
A Contributions received or ressivatle from
(4) EMDIOVEIS .. ool . i == | Sabt) Li,664
(2) Partigipants ... saiiiiiitaeesviais ) Bai2)
(3) Others (includingrollovers). — ... — oo 8atd)
b ihef income (058) . oo, IRy 8b €5,937
¢ Total incoms {add lines Bail), Ba2), Bal3} apd !b) TIPS 8c 1,591
d Bensfis pa:d{mcxudmg diredi rollovers and Insurance premiums
DO OPANGE DERBRITL - - .. covcsmssssssossissststsommrtitoresssssasttasomsnc: 8d 5,252
€ Cenan deemed and/or correciive distribulions (seé Instructions) Be
I Administrative sarvice providers (selavies, fees. commissions) ... 8t 10, G323
g Othersxpenses. . ... A irmnsset i et 8y
h Totai expenses (aod fmes 8d. 8¢, Bf. andBg) . . .. 8h is,E92
i Natincome (less) fsubtract line 8h from line BS) ... oo 8i 1,705
j Transtars to (from) the plan (see instrustions) ... - 8f
| Part IV | Plan Characteristics
9a | tha plan provides pension benefits, enter the appiicabla pension feature codes from the List of Plan Characteristic Codes in the insthuctions:
28 Z2E 3D
b [t the plas provides weifsre bensfis. enter Iha applicable weitare f2atuie codes from the List of Plan Characteristic Codes in the instructions:
| Part V I Compliance Questions
10 Quring the plan year Yes | No Amount
a Wasiherz a fallure to transmit to the plan any pardicipant caniributions within ths tima pefiod
descripad |n 29 CFR 2510.3-102? Confinue to snswer “Yes™ for any prior y&ar fallures until fully
correcied. [See instructions and DOL's Voluntary Fiduciary Correction Program) ‘ 103 £
b Were there any nonexsmpt transactions with any pany n-interest? (Do not include transactions
repatied on line 105 ) e e e 10h X
€ Wae the plan covered by a fidelity band? ; AN e e 10c X 192,000
d Did the plan hiave a loss, whethet or nol reimbursed by the plan’s ﬁda!ﬂy bond, that was caussd
I S0P ORBISDRIEINY < 1 s e e e e e s | 40d X

6 Weare any feas or commissions paid to any broke:s, agents, or oths! persons by an insurance
caTrar, inSurancE sarvice, of other orqamzalmn thst provides some or ali of the hanafite undn

the pian? {See instructions ) AL OO VR o T K PP (PP v 10e &
Has the plan falled to provide any benefit when due undst the pl.n’? e 10t A
Cid tha plan have sny panicipant loans? (if “Yes,” enter amount as of year-snd.) Rt P 10g X

pe gl =]

I thiz is an individual account ptan. was there a niackoul period? (Seeanstructions and 28 CFR
TEO NN R bbb 555 AL N i RS ; 10h &
I 1 10h was answersd “Yes” check the box 11 you either prawded the veqwred natice or ane of ihe
exceptions (o providing the notice applisd under 29 CFR 2520.101-3.. P e | I, (7




Form SS00-SF (2024) Paged-[ |

Part VI l Pension Funding Compiiance

11 |s this & defined benefif plan subject to minimum funding 1equirements? {If "Yes,” see instructions and compiste Schedule S8
(Form B5G0) and |ines 11a and b below. ) If this is a defined contribwtion pansion pian, leave ling 11 blank and complete line 12 U Yes E No
below , ...~ PN b || e S st Gahl L L masad oL A hea e b L aaa T AL S -
a _Enter the unpaid minimum requiied contributions for all years from Seheduls SB (Form 5500) Une dd . I 11a I

b PBGC missed contribution reperting requirements. If the plan is coyersd by PBGE and the amount reported on ling 11a Is greates than $0, has PBGC
been notified as required by ERISA sactions 2043(ciE) and/or 203(k)4)7 Check tha applicabie box!

Yes.
No. Reporting was waived undsr 29 CFR 404325{c)(2) bacause conlribulions equal 1o or excaading (e unpald minimum fequired contribution
wera made by the 30th day sfter the due date.

No The 30-day penod refaranced in 29 CFR 4043 25(e)(2) has nol ye! ended, and the sponsor intends 1o make a contribulion equal to ar
excaeding the unpald minimum fequirad contribution by the J0th day afier the due dais:
No. Other. Provide exglanation

A s |

-

12 Isthis a defined contribution pian subject to the minimum funding requirements of seclion 412 of the Code or section 302 of
ERISAT _ . . R e o AL e R T 1554k D You E] No
(Il "Yes " compiete line 123 or lines 12b, 12¢. 12d. and 126 below, as spplicable ) If thig |5 & defined benafit pEnsion plan, leaye
line 12 Ulank &nd compiats iine 11 abave.

@ It & waiver of the minimum funding standard for a prioe yegr 5 being smortized in this plan vear, ses instrictions, and enter the date of the latar tufing
e L e R s —— " (- 1111 Day Year

\f you compiatad llne 125, complete lines 3, 9, and 10 of Schedule MB (Form 5500}, and skip ta line 13,

b _Enter the minimum required cantribution for this plan year ... . T R 12b

€ Entar the amount contribited by ihe empioyer tc the plan for this plan year ... — . 12¢

d Subtract the amount in line 12¢ from the amount in fina 12b. Enter (he result (enter 3 minus sign 0 the leftof a 124
NEQaIve SMOUNt) . o e A e o v P WA TR /

2 Will the minimum furnding amount reported or) fine 12d ke met by the funding desdline? o D Yes D No D NiA

[ Part Vil [ Plan Terminations and Transfers of Assets

133 Has a resolution io tenminate ihe plan beer adopted inanypianyear? .. [] ves [ no

a If*Yes, enter the ampunt of any plan assets that reverted to the employarthis year . .. ... 13a

b Were all e pian assete distributed 10 paticipants or bensficiaries. transfeirad Lo anathar plan, or brought under the Y,
control of the PBGCY ... i - [ ves [ o

€ It duning this plan year. any sssets o labllites were transterred fram this plan to anothar pian(s), identify the planis) to
which asssts of lisbilities were transferted. (See instruttions. )

13c{1) Name of plan(s) 13¢(2) EiN(s) 13c(3} PN(s)

| Part VIl | IRS Compliance Questions

143 Does the plan satisfy the coverage and nondiscrmination tests of Code sections 410ib) and 401{a)(4) by combining this plan with any othet plans under
__ihe permissive soquegation mies? [ | Yes ] No

14b ifihisisa Code section 401(K) plan, chesk all boxas that apply to Indicate how the plan is intended to satisfy the nondiscrimination requirsmants fof
empioyes deferrals and employer malching cantribulions (es applicablz) under Code sestions 40 1{k)(3) and 481(m)(2)
@ DResgn-bassed =afe hatbor metheg

D ‘Prior year ADP test
U ‘Current year” ADP 1est

[ na

15 |fthe plan sponsor is an adopter of a pre-approved pian that received a favorabla IRS Opinion Letter, enter the date af the Gpinion Letter 06/ 10 /2020
(MMIDO/YYYY} and the Opinicn Lster seriai number @704013&




