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 2025
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 2025 or fiscal plan year beginning  01/01/2025 and ending 12/31/2025
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: D 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
CAMPUS ORAL & MAXILLOFACIAL SURGERY P.C. SAFE-HARBOR 401(K) PROFIT SHARING PLAN (PN) 4 003
1c Effective date of plan
05/01/2009
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) 23-2852918
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
CAMPUS ORAL & MAXILLOFACIAL SURGERY, P.C. C Sponsor’s telephone number
717-519-5297
2d Business code (see instructions)
1000 ROHRERSTOWN ROAD
LANCASTER, PA 17601 621111
3a Plan administrator’'s name and address D Same as Plan Sponsor. 3b Administrator's EIN 23.2852918
CAMPUS ORAL & MAXILLOFACIAL SURGERY, P.C. 1000 ROHRERSTOWN ROAD 3¢ Administrator's telephone number
LANCASTER, PA 17601
717-519-5297
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 ..............ccccoveveveeeceeeeeeeeeeeeeeeeeeeenn 5a 11
b Total number of participants at the end of the PIaN YE&T .............coccovovveveeeeeeeoeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 12
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined
. - 5c(1) 10
contribution plans complete this ItemM) ............ooiiiii e
€(2) Number of participants with account balances as of the end of the plan year (only defined
- - 5¢(2) 11
contribution plans complete this ItemM) .........c..oi i
d(1) Total number of active participants at the beginning of the plan year .............cc.ccoeevevereerecureeereennen, 5d(1) 11
d(2) Total number of active participants at the end of the plan year ...............coocoooiirriniiniicece. 5d(2) 12
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0
were 18SS than 100% VESEEA ......iiiiiiiiiiii ittt st e et e ss et e e st e e sneessreeseresbeesineenees

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. 03/19/2026 ERIC KATCH
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . Lo 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 (2025)

v. 250312



Form 5500-SF (2025)

Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ... B Yes I:[ No
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.)...........cccccooiiiiiiie i @ 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 @SSetS ........ccouiiiiiiiieiiiceeee e 7a 3147708 3370702
b Total plan 1abilities .............c.cccooviieiiiieieeeeeeeeeeeieeeeeeeeee, 7b
C Net plan assets (subtract line 7b from line 7a) ................ccc.cc....... 7c 3147708 3370702

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

(1) EMPIOYETS oottt 8a(1) 70662

(2) PartiCipantS...........coovoiiiiiiieieeeeee s 8a(2) 32995

(3) Others (including rolloVers)................coceccuuveeeeeeeeciiiiieaeeeen, 8a(3)
b Otherincome (I0SS) ..........coueueueeeeeeeeeeeeeeeeeeeeeeeeeeeeeea, 8b 369337
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 472994
d Benefits paid (including direct rollovers and insurance premiums

10 Provide DENEFILS) .........oovvoeeeeeciioeeeeeeeeeeeeeeeeeeeeeen 8d 250000
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions) ... 8f
g Other EXPENSES ..o 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 250000
i Netincome (loss) (subtract line 8h from line 8¢) ........................... 8i 222994
j Transfers to (from) the plan (see instructions)...............ccccccevenne. 8j

Part IV | Plan Characteristic Codes

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 2J 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)............c.ccccceeuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eoiuiiiiiiiiit ettt ettt 10b X
C Was the plan covered by a fidelity DONd? ..o 10¢c | X 400000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
by fraud OF AISNONESTY? ... e 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.).......o.iiiiiiiiii e 10e
f Has the plan failed to provide any benefit when due under the plan? ..........c.ccococoveeioioeeeeceeen 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ................c........ 10g X 38092
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.10T-3.) c1oovvveeee oo eeeeeee e eeeeeeeeeeeeeeeeeeeeeeeeeeeeeseeeee e eeeeeeeeee e eeeeeeeeeeeeeeeseeeeeeeeeeee 10h X
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 ..........cccceeviiiiieeniiiiciieene 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 | 1lla |

(o3

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:

E 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.

E 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 YEAI ............c.cooioioeeeeeeeeeeeeeeeeeeeeee e 12b

C Enter the amount contributed by the employer to the plan for this plan year .............cccccoiviiiiiiiiiiiiiniieceee 12c

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) ..o i ittt ettt et ettt e ettt e ettt eesat et e ettt e e sast et e eat et e e abs e e et nteeesateeeebnneetanreeesbeeeeanneeas

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?............cccccciniiiiiiiinns 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? ................ccccoeoveeomeioeeceeeeeeeeeeeeeee e D Yes B No

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

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

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

| Part VIIl | 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 [X 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

L] NA

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 06/ 30/ 2020
(MM/DD/YYYY) and the Opinion Letter serial number Q702345A,
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Short Form Annual Return/Report of Small Employee

This form is required to be fllad under sections 104 and 4065 of the Employee Retirement
Income Security Act of 1874 {ERISA), and sections G057 (k) and 8058(a) of the [ntarnal
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This Form Is Open to
. Public Ingpaction -

| Part| | Annual Repnrt Identification Information

For calendar plan vear 2025 or fizcal plan vear beginning

0170172023

and ending

1273172025

A This return/report is for:

B this returnireport is
G Check box if filing under: .

D Ifthe plan |s a cnllectlvely-bargalned plan, check here ..
E If thisisa retmactwely adopted plan permitted by SECURE Act section 201, chmk hare...

' a sirgla-ermployar plan

D a multiple-employer plan {not multiemployer) (Pensien Plan filers checking this box
must attach Schedule MEF, Other plans must attach a list of partu:matlng employar

information In accordance with the form instructions.}

D the flrst veturn/repart D the final return/report

D‘ an amended return/report

D Farm 5668 D automatic sxtension

D special extension (enter description)

D a shart plan vear refurn/repsr (less than 12 months)

D BFYC prografn

ol
b ]

Mailing address (include room, apt., suite no. and streat, or P.O. Bax)
City or town, state or provinee, eountry, and ZIF or foreign postal code (if foreign, see instructions)

3a

‘ | F.'art Il | Basic Plan Information—enter all requested infarmation ‘
. 1a Name of plan 18 Three-digit plan number
. CAMPUS ORAL & MAXILLOFACIAL SURGERY P.C. SAFE-HARBOR 401 (K) {PNy » U032
- FPROFIT SHARING PLAN 1c Effective date of ptan
‘ n5/01/200%2
2a Plan sponsar's name (employer, if fara single-employer plaﬁ) Z2b

Emplayer Identification Numbsr (EIN}
23-2852918 .

2c

Sponsor's telephone numker

1000 ROHRERZTOWH ROAD

3c

LMEP LC.
» s ORAL & MAXILLOFACIAL SURGERY, F C 717_:19 5297 |
1000 ROHBRERSTOWN EOAD 2d Business code (see |n5tructl?n5]
LANCASTER =7 17601 621111
Plan admlmstrator = name and address D Same as Flan Spensor. 3b. Administrator's EIN
CAMPUS ORAL & MAXILLOFACIAL SURGERY, P.C. 23-2852918
Administrator's telephone number

LANCASTER = PA 17801 717-519-3297
4 Ifthe name andfar EIN 4f the plan sponser ar the plan name has changed since the fast returnfreport | 4k EIN
filed for this plan, enter the plan sponsor's name, EIN, the plan name anel the plan number from the
lazt returm/report. Ad PN
& Sponsor's narna
¢ Plan Neme
-5a Total number of participants af the beginning of the plan year ... 5a 11
b Total numbet of participants at the end of the PIBN YEAT........veeesreesee oo ssss 5b 1z
0(1) Murnber of participants with account balances as of the beginning of the plan year (orly defined 5¢(1
GOMtribUtion Plans COMPIEte S FEEMY ........ooo oo rovs et icsies e e eeeeeeeeeeeeeeeeeeeeeeeee oo s ennesrsersin ‘ c() 10
{2} Number of particivants with scoount balances as of the end of the plan year (only defined Ec(2
conribution plans complete this item)..., . ol ) L1l
d('l) Total number of active participants at tha baglnnlng OF RS PIAR YBAE oo s ssseees e 6d{1) (11
d(2) Total number of active paricipants at the end of the plan year.. 5d(2) 1z
e Mumber of participants whe terminated employment during the plan year W|th accrued benefits that 5 :
ware Jesy than 100% vested... e ‘ . )

Cautlon: A penalty for the late or lncnmplete fllmg of thls raturnlrepnd w:ll be assessed unlasa raasonable cause js establ:shed

Unider penalties of perjury and other penaltiss set forth in the instructions, | declare that | have examined this returmn/ireport, Including, if applicable, a Schedule

SE or Schedule ME completed and signed by an enroled actuary,

as well as the electronic version of this return/repart, and to the best of my knowledge and

‘bellef itis troa, correct, and complete,
| e :’ Lo, f// T /«m,f Eric Katch
. . Signature Ian adrnmlstratqfl Date Enter name of individua! signing ag plan administrator
SIGN ‘ .
HERE . ;
. . Signature of employer/plan sponsor-. Date Enter narma of Individual signing as employer or plan sponsos

For Paperiwork Reduction Act Notice, see the Instructions for Form 5500. 3F,

Form 5500-5F (2075)
v. 250312
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Form 5500-5F (2025) Page 2
6a Were all of the plan's assets during the plan year Invested In ligible as&ts? (S88 NSHUCHONS.).......ccoooerrrrereeecrenseenr e @ as |:| Ne
b - Are you claiming a waiver of the annual axemination and report of an independent qualified public accountant {IGPA} ‘
under 28 CFR 2620.104-467 (See instructions on waiver sliglbillty and conditions. ). e l Yes l Ne

If you answered “Na” to alther [Ine Ba or [Ina 6b, the plan cannot use Form 5500-5F and must instead use Form 5500, o
C Iithe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 .. [l Yas |:| No D Mot determined
1§ "Yes" is checked, enter the My PAA confirmation number from the PBGC premiure filing for this plan year, (Sey instr_uétions.‘)

|_Partlll | Financial Information |
7 Plan Assets and Liabilities . ‘ _{a) Beglnning of Year {b) End of Yaar

@ Total plan ASSe!S .oooooooooe o | T8 3,147,708 3,370,702
b Total plan labiBHes oo 7h L
. € Net plan assets {subfract ling Th from N 7a).....c...cooooeveeeeeene.. 7o 3,147,708 3,370,702
] Income, Expenses, and Transfers for this Plan Year L ~ {a) Amount - ' (b) Tatal
a Contrinutions received or receivable from: ' ‘ '
(1) EIRIIYEIS tivittiitioteeeeeee oo eeeeeee e eesseee e ceseseeeeneeee Ba(1) 70,662
{2) Participanta, . Lttt eeeeens 8a(2) _ 32,935
{3) Others (inGluting rollovers). ... oo sveierseans . Ba(3)
b Other incorme (loss)..... . gh 369,337 L o
G Total income {add lnes Ba{1) Ba(2), 8a(3), and &) Be - 472,584
d Benafits paid (lncludlng dlrect rallovers and insurance premiums C
B oY 1= ol L i SO ad : 250,000
& Certain deemed and.’or corrective distribLtions (see instructions). 8e
f Administrative sérvicg, praviders {zalarles, fees, commissions)..... af
4 Cther expenses......... et bt oo eee e 8y , , . ‘ .
_h Tdtal expenses (add llnas Bd, 8a, 8f, and 8g) ..., Bh . ‘ © 250,000
i Netincome-(loss) (subtract line 8h from ng B ... e ons 8 ' ) . o 222,994
J  Transfers to {from) the plan (See INSUCHANS) .oversvsvssssvrsnns.. gj ‘ ' ‘ ‘

|_Part IV | Plan Characteristic Codes

9a |lfthe plan provides pension benefits, enter the applicabla pensicm feature codes frorn the List of Plan Characteristic Codes in the instructions:
28 2E 2J 3D

B {ifthe plan provides welfare banafits, enter the applicable wealfars feature codes from the List of Plan Characteristic Codes in the instrucﬁnns:

| PartV | Compliance Questions
10 During the plan ysar: . Yes | No Amount

a Was there a failure to transmit to the plan any participant cantributions within the time pariodd
described in 29 CFR 2510.3-1027 Continue to answer "Yes” for any prior year failures until fully

. Gomected. (See nstructions and DOL's Voluntary Fidugiary Comrection Program) ... 10a ‘ X
b Woera thare any nonexempt transactions with any party-in-intarest? {Dao not include transactlons
FBROMED 0N 8 108, )urireeerioeeoeeeoeeee e saressstssst e seeeeeeee e seeeeeee e es st rvsssssssest e oo | 10D £ ‘
€ Was the plan covered by @ fIdelity BONG? ... usuwsiecisre oo sssssesssses e | 40a | ¥ 400,000

Did the plan have a loss, whether ar nat reimbursed by the plan's fidelity bond, that was caused
DY Trad o diBHOMEEIYT ...t res vt et e et e eoe et n e 10d £

€ Were.any fess o commissions paid to any brokers, agents, or othet persons by an insurance -
carrner, nsurance service, or other organizatian that provides some ar all of the benefits under

the plan? (88 iNSIUCHONE.) oo eoes oot toe
T Haz the plan failed to pravide any benefit when due under the plan? ..o, 10 S
9 [d the plan have any paricipant Ipans? (if "Yes," shter amount a5 of year-end.} ... ... Tog | ¥ 38,092

h If this iz an Individual accounit plan, was there a blac}cout period? {(See Instructions and 28 CFR
B0 ADT8.) e s ikt e e oo ee et oo oo 10h

1 If10h was answered “Yeg," check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520,101-2 i 10i
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A .

Form 5500-5F (2025) Page 3-

_PartVl : | Pension Funding Compliance , L

11 15 this a defined benefit plan subject ta minirmum funding requirements? {If "Yes," sea instructions and complete Schedule 5B ‘
(Form 5500) and lines 11a and b below.) If this is a defined contribution pensien plan, leavs lIne 11 blank and complete line 12 . D Yes D Mo

a Enter the unpaid minimum required gentributions for gll years from Schedule SB (Form $560¢) line 40 ... e | ~11a |

b PBGC missed contrithition reperting requirements. If the plan is cavered by PBGG and the amount raported on line 11a is greater than $0, has PBGC
heen notified as required by ERISA sertions 4045(s)(5) and/or 303(k){4)7 Check the applicable box:

Yes,

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions aqual to or exceeding the unpaid minimum“r‘equired contribution
wers made by the 30th day after the due date.
Mo. The 30-day period referenced in 28 CFR 4043,25(c)(Z) has not yet ended, and the sponsar intends to make 2 goniribution aqual to or
_exgeeding the unpaid minimum requirad cantribution by the 30th day after the due date.
Neo. Cther. Provide explanation

(R |

)

12  I5this a defined sontripution plan subject to the minimum funding requirements of section 412 of the Codae or section 302 of
{IF Yes. cnmplete Ijne 'I..?a or Ilnes ’iZb 120. 1Ec| and 12& below as appitcable ) lf thig iz a defined benefit pension plan, leave ' D ves No
-ling 12 blank and complete line 11 above.

a If a.waiver of the minimum funding standard for 3 prior year is bemg amortized in this p!an vear, see instructions, and enter the date of the Ietbar ruting
" granting the waiver. ..Maonth Day fear

If you completed line 123, cnmplete Ilnes 3,9, and 10 nf SBhedulE MB (qum 5500) and sklp to line 13.

b Enter the minimum required contribUtion Tar this PIER VBAP o o e e ee e e een 12b

C Enter the amount contributed by the employer to the plan for this plan year ........c.cccoeeeeeeeeeeeeceeeeeeerceeeeveeeee. | 126

d Subtract the amount in line 12¢ from the amount in line 42b. Enter the resuit (enter a minus sign to the [eft of 8 12d
NEEEHVE AITOUNT] o e e A b et

e Wilt the minimum funding amount reported on line -12d be met by the funding deadling?. ... e D Yes |:| No |:| M/A

| PartVil Plan Terminations and Transfers of Assets

13a Hasa resblution 1o tarrminata the plan been adopted in any plan year? ... ‘ D Yes Mo

a _f "Yes," enfer the amount of any plan assets that reverted to the employer this year... e, | 182

b Wera all the plan assets distributed to partlclpants or heneficiaries, transferred o another plan ar brought under the |:| Yes No
iR Eer el = €Ty SO OO OO o — : )

G If. during this plan year, any assets or liabllites were transferred from this plan to another plan(s), idantfy the plan(s) to
which ss3ets or liabilities were transferrgd. {See instructions.) ]

13c{1) Nafe of plan(s): ' 13c(2) EIN{s)  13e(3) PNs)

(PartVill | IRS Complianea Guestions

tda Does the plan satisty the coverage and nondiscrimination tests of Gode sections 410(b) and 401{a)(4) by combining this plan with any other plans under
the permissive aggregation rules? D Yes [5{] Ma

14b If this ts a Code section 401(k) ptan, check all boxes that apply to indicats how the plan is intended to satisfy the nondisciminaiion requirements for
employee defarrals and employer matehing contributions (as applicable) under Code sections 401(k}(5) and 401(m)(2).

Demgn based safe harbor methad
D *Prior year“ ADFP test

D “Currant vear” ADP test

[] nia

15 I the plan sponsor is an adopter of 2 pre-approved plan that received a favarable IRS O 06/30/2020
pinion Letter, satar the dste of the Opinion Letter :
(MM/DDAYYYY') and the Qpinion Letter serial numbar 270234 548 P




