Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

1210-0089
This form is required to be filed for employee benefit plans under sections 104
Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024

Department of Labor » Complete all entries in accordance with
Employee Benefits Security

Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

This Form is Open to Public

Inspection
Part]l | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This retum/report is for: |:| a multiemployer plan |:| a multlple-.employgr pl.an (Filers check!ng this box rnust pr‘owde participating
employer information in accordance with the form instructions.)
a single-employer plan |:| a DFE (specify)
B This return/report is: I:l the first return/report D the final return/report
|:| an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. . . ... ... ... 4 |:|
D Check box if filing under: Form 5558 |:| automatic extension |:| the DFVC program
|:| special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. .. ........................ » |:|
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
INSPIRE DEVELOPMENT CENTERS 401(K) PROFIT SHARING PLAN number (PN) » | 001
1c Effective date of plan
11/01/1985
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 91-1220150

INSPIRE DEVELOPMENT CENTERS

2c Plan Sponsor’s telephone

number
(509) 837-2225
105 S. 6TH STREET, SUITE B 2d Business code (see
instructions)
SUNNYSIDE, WA 98944 624410

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 accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN
HERE ELIZABETH DAVIS
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2024)

v. 240311




Form 5500 (2024)

Page 2

3a Plan administrator’s name and address Same as Plan Sponsor 3b Administrator's EIN
3¢ 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 filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 | 1070
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the plan year ... 63(1) 048
a(2) Total number of active participants at the end of the plan year ... 63(2) 883
Retired or separated participants receiving DeNEfits...........couiiiiiiiiiiri e 6b 7
C Other retired or separated participants entitled to future benefits ...........coooiiiiii i 6¢Cc 97
d Subtotal. Add lines 6a(2), 61, AN BC...........ccuiiiiiiiii ittt e et e e 6d 987
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........ccccooviiiiiiiiinns Ge 3
f Total. Add lINES B NG BE. .......ceveeeeceereeeieeieeetres et eseeseeeeseeseseseeseseeesaes st eeesee e aes e eeeaeeeeeseeesseseseeene s anseee s e ns et e nnas 6f 990
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
g foToTaaT o] =1 (=30 (a3 =Y o ) RS g 738
2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
a(2) COMPIELE TS TEEIM) ...ttt e et e e et e e e e e e e e eabeeeeaseeeanseeeeeesseeeasseeeannseeeeesseeessseasanseneanes 69(2) 739
h Number of participants who terminated employment during the plan year with accrued benefits that were
€S5S thaN 100% VESHEA. ... it ittt it it et et ee st see et et s ee et eeeeee et eseeteseeee st eeseesseeeeeee st eseesseseseeeseeee et esees et et se et eneseeseanesesenens 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2F 2G 2J 2K 2T 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
(2) I Code section 412(e)(3) insurance contracts (2) I Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
(4) |—| General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

a Pension Schedules

b General Schedules

(1) R (Retirement Plan Information) (1) H (Financial Information)
2 I (Fi ial Inf tion — Small PI
2 [] MB (Multiemployer Defined Benefit Plan and Certain Money @[] 1 (Financial Information — Smail Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) A (Insurance Information) — Number Attached __ 1
actuary (4) C (Service Provider Information)
(3) |:| SB (Single-Emponer Defined Benefit Plan Actuarial (5) |:| D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
(4) |:| DCG (Individual Plan Information) — Number Attached (6) |:| G (Financial Transaction Schedules)
(5) |:| MEP (Multiple-Employer Retirement Plan Information)
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| Partlll | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) oovvvvrrreeerseneiirieeeeees || Yes  [] No

If “Yes” is checked, complete lines 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... |:| Yes |:| No

11c Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit 001

INSPIRE DEVELOPMENT CENTERS 401(K) PROFIT SHARING PLAN

plan number (PN) >

C Plan sponsor’s name as shown on line 2a of Form 5500
INSPIRE DEVELOPMENT CENTERS

D Employer Identification Number (EIN)
91-1220150

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts |l and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

TRANSAMERICA LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g9) To
policy or contract year
39-0989781 86231 513233 739 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base

Fees and other commissions paid

commissions paid (c) Amount (d) Purpose (e) Organization code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount (d) Purpose (e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule A (Form 5500) 2024
v. 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2024
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Partll | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.
4 Current value of plan’s interest under this contract in the general account at year end ...............ccccoeveeevieerecenenenn... 4 1176013
5 Current value of plan’s interest under this contract in separate accounts at year end..................cc.ccocveioviceerirereenenn. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAITIET .......c.ove ettt et e ettt ee e ee e 6b
C  Premiums due but unpaid at the end of the year 6¢C
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter @aMOUNL. ..........cocuiiiiiiiiii e
Specify nature of costs P
e Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) |:| immediate participation guarantee
(3) D guaranteed investment 4) E' other p STABLE VALUE OPTION
b Balance at the end of the PreViOUS YA ................c.c.oueueeeerieeeeeeeeeeeeeeeeeeee e 7b 1261677
C  Additions: (1) Contributions deposited during the year ..............ccccceeveenn.... 7c(1) 134250
(2) Dividends and Credits. .........ooooiiiiaiiiieeiee e
(3) Interest credited during the year....... 26531
(4) Transferred from separate account
(5) OhEr (SPECIFY DEIOW) ...t 328797
P FORFEITURE ACTIVITY, LOAN ACTIVITY, TRANSFERS IN
(B)TOHA! AATIIONS ..o 7¢c(6) 489578
d Total of balance and additions (add liNes 7 aNd 7C(B)). ........eevvvereerrreeeereeeeseeeie s ensaenensasneneneas | 7d 1751255
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 345707
(2) Administration charge made by carrier 7¢e(2) 3427
(3) Transferred to separate account.... .. | 7e(3)
(4) Other (SPECITY DEIOW) .........veeeeeceeeeeeeeeeee et 7e(4) 226108
p LOAN ACTIVITY, TRANSFERS OUT
(5) TOAl AEAUCHONS ..........veveveeeeeceeeeeeeeee e se e s s esssen s e s eesessas s ee s e saen e s e sensenes 575242
f Balance at the end of the current year (subtract line 7e(5) from line 7d)... 1176013
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Part lll | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b I:l Dental (o I:l Vision
e D Temporary disability (accident and sickness)  f |:| Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) j D HMO contract k I:l PPO contract

m |:| Other (specify) P

d D Life insurance
h D Prescription drug
| |:| Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received .............coeeviiiiiiiiiiccc e 9a(1)
(2) Increase (decrease) in amount due but unpaid ...........ccceveeieveciennene. 9a(2)
(3) Increase (decrease) in unearned premium reserve .................c.ce....... 9a(3)
(4) EAMEA (1) + (2) = (3)) corvvverereeeeeeeees e eeeeeee oo eeeeeee e ee e eees oo eeeeeeeeeeseeeeeeessseeeeeesseesseeeeeenens | 9a(4)
b Benefit charges (1) Claims paid.............ccoooveveverereceeieceeeeseeeeeseee e 9b(1)
(2) Increase (decrease) in Claim reServes............ccocceevveeeeeeeeceereaeennn. 9b(2)
(3) Incurred claims (Add (1) @NA (2))....veveeeeeeee ettt ee e e ee e e n e en et ae et n e e 9b(3)
(G @ =TIt aF=T (o =Y FO R 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......ecuvevieeieieeeeteeteeeeste e eteeeeesseeseeereeeesseeseeseenseenes 9¢c(1)(A)
(B) Administrative service or other fees ..........c..coeceeveeeeveeereeeeeene. 9¢(1)(B)
(C) Other specific acquisition costs.. .. [ 9¢(1)(C)
(D) OthEr EXPENSES .....veeeiviieeeciiee et e et eete e e st ee e e e eaae e e aaaee s 9c¢(1)(D)
(E) TOXES.veeereereeeeeeeeeeeeee et e e eeee e ee e eesse e 9c(1)(E)
(F) Charges for risks or other contingencies .... . [ 9¢(1)(F)
(G) Other retention Charges...........oociieiiiiie e 9¢c(1)(G)
(H) TOtAI FEEENMEION. ...ttt ettt ettt e e teeaeeteete et e et et et et e e e e eseatestensenseseessenneseaseereaaea 9¢c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.)..... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM TESEIVES ......c.eeeeeeeeeeee e eee et eeeete et e et e et e e eseeseeseeteeseeaeeeeeseaseereateseetenseseeteeteeeneenseresseennereaneseeaes 9d(2)
L) O a =Y =TT 0 < 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccccoeeiiviinrnnenns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CArTIEr..........oouiiiiiiiiei e 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ..............ccccceeee 10b

Specify nature of costs.

| Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? .............

D Yes

No

12 |f the answer to line 11 is “Yes,” specify the information not provided. »




SCHEDULE C Service Provider Information OMB No. 12100110

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab: .
Employee B:npeafitsmgzcSrityaAg;inistration } File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation InsPeCtlon'

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit o1

INSPIRE DEVELOPMENT CENTERS 401(K) PROFIT SHARING PLAN plan number (PN) > 0
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

INSPIRE DEVELOPMENT CENTERS 91-1220150

Partl | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. .. ............ |X| Yes D
No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
TRANSAMERICA RETIREMENT SOLUTIONS

13-3689044
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2024

v. 240311
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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Page 3 -| 1

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(a) Enter name and EIN or address (see instructions)

TRANSAMERICA RETIREMENT SOLUTIONS

13-3689044

(b)

(c)

(d)

(e)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
1537526264 | RECORDKEEPER 111991 0

67

Yes E| No D

Yes IX| No D

Yes D No

(@) Enter name and EIN or address (see instructions)

UBS FINANCIAL SERVICES, INC.

13-2638166

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
1727 INVESTMENT 55067
ADVISORY Yes |:| No E| Yes D No D Yes D No D
(@) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes |:| No D

Yes D No D

Yes D No D
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c¢) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (¢) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(@) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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| Part Il | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide
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Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: e Telephone:

Explanation:




SCHEDULE H Financial Information

(Form 5500)

OMB No. 1210-0110

Denartment of the Treasur This schedule is required to be filed under section 104 of the Employee 2024
el Reventio Service. Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).
Depar_‘tment of_Labor . )
Employee Benefits Security Administration } File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
INSPIRE DEVELOPMENT CENTERS 401(K) PROFIT SHARING PLAN plan number (PN) > 001

C Plan sponsor’s name as shown on line 2a of Form 5500
INSPIRE DEVELOPMENT CENTERS

D Employer Identification Number (EIN)

91-1220150

| Partl |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1¢(9) through 1¢(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash .........cccuveviiiii i 1a
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONABULIONS ...t 1b(1)
(2) Participant contribUtionS.............uvviiieeiiciee e 1b(2)
) T OSSP 1b(3) 5258 9333
C General investments:
1) Interest-b_earing cash (include money market accounts & certificates 1c(1)
OF AEPOSIE) v e e eeeee s e et e e e eeseeeeeseeeesseseeeesseeen 31298 32877
(2) U.S. GOVEINMENT SECUMHES ......veeeeeeevereeeeeeeeeeereseseeeeseeeeseeeseeeeseessneees 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) Preferred ... ..ot 1c(3)(A)
(B) AlLOtNET ...t eee s eenen 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
() PIEFEITEA ..ottt eer et r e en et 1c(4)(A)
(B) COMMON ..ttt en et ee et een et 1c(4)(B)
(5) Partnership/joint venture interests .............ocoooeeoeoeeeeeeeeeeeeeeeeeeeees 1¢(5)
(6) Real estate (other than employer real Property) .........cocceeeeeeeveeeeneens 1c(6)
(7) Loans (other than to participants).........cccccociiiiiiiiiiiie e 1c(7)
(8) PartiCiPANt I0BNS .........c.vveeeeeeeeeeeeeeeeeeeeeeee e eee s ees e 1¢(8) 1593844 1728113
(9) Value of interest in common/collective trusts 1¢(9)
(10) Value of interest in pooled separate acCoUNtSs .............cocevvevrveveveceuenenns 1¢(10)
(11) Value of interest in master trust investment accounts...................o....... 1c(11)
(12) Value of interest in 103-12 investment entities ...........coceeereereeneeneens. 1¢(12)
) ey oo, I reaisiorad Ivesimen! companies (6.0, muuel 1e(13) 25196740 28139111
(14) Value of funds held in insurance company general account (unallocated 1c(14) 1261677 1176013
contracts)
(15) Other 1¢(15)

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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1d Employer-related investments:

(1) EMPlOyer SECUNIIES ......ccuiiiiiiiiiiiiic e

(2) Employer real property

€ Buildings and other property used in plan operation ............ccccceeeevicvieennns

f Total assets (add all amounts in lines 1a through 1€) ........cocoovveeeveennn.

Liabilities

g Benefit claims payable ...
h Operating PAYabIes ..............ccceueuiueeeeeeeeeieceeeee e
i AcCQUISItioN INAEDIEANESS..........oveeieeeeee e
J Other lIAbilIES. ... ceeeereceeceeese e
k Total liabilities (add all amounts in lines 1g through1j) ......ccccovevevevevivevenennn.

Net Assets

| Net assets (subtract line 1k from liNe 1f).........ccoovoveveeeeeieeeeeeeeeeeee e

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

1e

1f

28088817

31085447

19

1h

1i

1j

1k

28088817

31085447

Part Il [Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income

a Contributions:

(1) Received or receivable in cash from: (A) Employers .........ccccceeeviueenens
(B)  PartiCipants .......c.ceeiiieieiiiiee et
(C) Others (including rolloVErs)............eeeeeieiiiiiiiieee e

(2) Noncash contributions............c.ciiiiiiiiiiiiie e

(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ...........

b Earnings on investments:

(1) Interest:

(A) Interest-bearing cash (including money market accounts and
certificates of deposit)..........

(B) U.S. Government securities

(C) Corporate debt instruments

(D) Loans (other than to participants) ..........ccccccveeeeiiiiiiene e
(E) Participant [0aNS ............ooiiiiiiiiiieie e
(F)  OtNer et
(G) Total interest. Add lines 2b(1)(A) through (F).........ccococeieniiiennnes
(2) Dividends: (A) Preferred StoCK............ccouiiiiieriiiiieiiiie e
(B) COMMON SEOCK ....eeiiiiiiieiiiieeeiciiee ettt e e

(C) Registered investment company shares (e.g. mutual funds)........

(D) Total dividends. Add lines 2b(2)(A), (B), and (C)

(3) RENES et
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds.................
(B) Aggregate carrying amount (see instructions).........ccccccoeoviiieeenens
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result............

(5) Unrealized appreciation (depreciation) of assets: (A) Real estate...................

(B) Other
(C) Total unrealized appreciation of assets.

Add lines 2b(5)(A) and (B) ......cceerueerieiieiieeee e

(a) Amount

(b) Total

2a(1)(A)

1289890

2a(1)(B)

1556719

2a(1)(C)

16877

2a(2)

2a(3)

2863486

2b(1)(A)

911

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

118558

2b(1)(F)

26531

2b(1)(G)

146000

2b(2)(A)

2b(2)(B)

2b(2)(C)

662245

2b(2)(D)

2b(3)

662245

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)
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o 0

o

SQ =

(6) Net investment gain (loss) from common/collective trusts......................

(7) Net investment gain (loss) from pooled separate accounts..............

(8) Net investment gain (loss) from master trust investment accounts...
(9) Net investment gain (loss) from 103-12 investment entities ...................

(10) Net investment gain (loss) from registered investment
companies (e.g., mutual funds)

Other inCome .......ccevvveieeiieieeee
Total income. Add all income amounts in column (b) and enter total..................
Expenses

Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers...........
(2) To insurance carriers for the provision of benefits ...........ccceceriininine
(B) OthEr ..
(4) Total benefit payments. Add lines 2e(1) through (3) .....ccvvvveveeeiiiiiinnnens
Corrective distributions (see instructions) ...........ccccveeeeiiiciiiii e
Certain deemed distributions of participant loans (see instructions).............
INEEIESt EXPENSE.....uuiiiiiieeiieee et et e e e e aes
Administrative expenses:

(1) Salaries and alloOWANCES ...........coeiiiiiiiiiiee e e

(2) Contract administrator fees ...

(3) Recordkeeping fees ..........

(4) IQPA QUAIt fEES . .uvviiieee e et a e
(5) Investment advisory and investment management fees .............cc.........
(6) Bank or trust company trustee/custodial fees ...........cccoouveeiiiiiiiinnnennnn.
(7) ACtUANIAl TEES .....oiiiiiiiiiiie e
(8) LEJAI TEES ...t
(9) Valuation/appraisal fEEeS ..........coiuiiiiiiiii i
(10) Other trustee fees and EXPENSES .........ocevuiiiiiiiiiiiie et
(11) Other EXPENSES. ... .eiieiiiii ettt e et a e naes
(12) Total administrative expenses. Add lines 2i(1) through (11) .................
Total expenses. Add all expense amounts in column (b) and enter total.....

Net Income and Reconciliation

Net income (loss). Subtract line 2j from line 2d

(a) Amount

(b) Total

2b(6)

2b(7)

2b(8)

2b(9)

2b(10)

2443071

2c

2d

6114802

2e(1)

2950049

2e(2)

2e(3)

2e(4)

2f

29

2h

2950049

2i(1)

2i(2)

2i(3)

111990

2i(4)

2i(5)

55967

2i(6)

166

2i(7)

2i(8)

2i(9)

2i(10)

2i(11)

2i(12)

168123

2j

3118172

Transfers of assets:
) I T a0 o =T o TSR
(2) From this Plan ......cceeeiieie e e e

2k

2996630

21(1)

21(2)
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Partlll Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) ) Unmodified (2) [ ] Qualified (3) ] Disclaimer @) [ ] Adverse

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(a)(3)(C) audit. Check both boxes (1) and (2) if the audit was
performed pursuant to both 29 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither.

(1) |X| DOL Regulation 2520.103-8 (2) |:| DOL Regulation 2520.103-12(d) (3) |:| neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: CLIFTONLARSONALLEN, LLP (2) EIN: 41-0746749

d The opinion of an independent qualified public accountant is not attached as part of Schedule H because:
1) |:| This form is filed for a CCT, PSA, DCG or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

‘ Part IV |Compliance Questions

4 CCTs and PSAs do not complete Part I[V. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 41. MTIAs also do not complete line 4l. DCGs do not complete lines 4e, 4f, 4k, 41, and 5, and DCGs generally
complete the rest of Part IV collectively for all plans in the DCG, except as otherwise provided (see instructions).

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.) .................. 4a X

b  Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is

(o LYo (=T N DTSR PRSPPI 4b X
C Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .......ccoooveiiiiiiiiiiicns 4c S

d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Il if “Yes” is

Lod Tt =T OO 4d X

Was this plan covered by a fidelity DONA? ......c..ooiiieieiiesiee e 4e | X 2000000
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY fraUT OF GISNONESLY? ......v.veeeeeeeceeeee et en s ene e eenen e eenaeen 4f X
g Did the plan hold any assets whose current value was neither readily determinable on an

established market nor set by an independent third party appraiser?...........ccccovoiieiiiiinieciiineee 4g X
h  Did the plan receive any noncash contributions whose value was neither readily

determinable on an established market nor set by an independent third party appraiser?............... 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,

and see instructions for format requIreMEeNts.) ..........ocoiiiiiiiiiiii e 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current

value of plan assets? (Attach schedule of transactions if “Yes” is checked and

see instructions for format requirements.) ..o 4j X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another

plan, or brought under the control of the PBGC? .........ccciiiiiiiiiiii e 4k
| Has the plan failed to provide any benefit when due under the plan?..........ccccoveeiiiiciiiiene e 41 X
m I this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2820, 10T-3.) t ettt a e R e e e e e e n e e nees 4m X
n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one

of the exceptions to providing the notice applied under 29 CFR 2520.101-3. .......ccooviiiiiiiiiieniieen. 4n X

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ |:| Yes @ No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
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5b 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.)

5b(1) Name of plan(s) 5b(2) EIN(s) 5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and
IS T UCHIONS. ) ettt e et et D Yes |:|NO |:| Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year




SCHEDULE R Retirement Plan Information
(Form 5500)

Department of the Treasury

6058(a) of the Internal Revenue Code (the Code).

Department of Labor

Employee Benefits Security Administration ) File as an attachment to Form 5500

This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

OMB No. 1210-0110

2024

This Form is Open to Public

) ) - Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
INSPIRE DEVELOPMENT CENTERS 401(K) PROFIT SHARING PLAN plan number
(PN) » 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
INSPIRE DEVELOPMENT CENTERS 91-1220150
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1  Total value of distributions paid in property other than in cash or the forms of property specified in the 1

IS UG ONS . ... e s

0

2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the

two payors who paid the greatest dollar amounts of benefits):

EIN(s): 13-3689044
Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.
3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3 67
TP TP T TP PP PP PP P PP PP PPPPo
Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or

ERISA section 302, skip this Part.)

4 |s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? ........cocevurn...
If the plan is a defined benefit plan, go to line 8.

5 If awaiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month

) [] Yes [] No [] ~nA

Day Year

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding
deficiency not waived) ...............................................................................................................................
b Enter the amount contributed by the employer to the plan for this plan year .............cccccevcucuevevereereneenn.
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount) ...
If you completed line 6¢, skip lines 8 and 9.

7 Wil the minimum funding amount reported on line 6¢ be met by the funding deadline? .............cccccceeeevevevnen...

6a

6b

[] Yes [] No [] ~na

8 If achange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree With the ChaNGE? ........c...iiiuiiiiiiie et

[ es [ Ne  [] NA

Part Il Amendments

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate
bOX. If N0, CRECK the “NO” DOX....c..veeeeeeeeeeeeeeeeee et I:I Increase

DDecrease D Both |:| No

| Part IV | ESOPs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of th

e Internal Revenue Code, skip this Part.

10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any

exempt loan? ............. I:I Yes D No

11 a Does the ESOP hold @ny preferred STOCK? ............coooveveuiueueeeeeeeeeeeeeeeeeeeeeeeee s e e eaes s eneseeeeeaens

.................................. [Jves [] No

b Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? |:| Yes D No

(See instructions for definition of “back-to-back” 10an.) ...........cccvviiiiiiiiiiii

12 Does the ESOP hold any stock that is not readily tradable on an established securities market?.....................

.................................. [l Yes [] Mo

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13  Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest contributors (measured in dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN C Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box |:|
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly |:[ Weekly D Unit of production |:| Other (specify):

a Name of contributing employer

o

EIN C Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box |:|
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

o

EIN C Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box |:|
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

o

EIN C Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box |:|
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly |:[ Weekly D Unit of production |:| Other (specify):

a Name of contributing employer

op

EIN C Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box |:|
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: |:| Hourly D Weekly D Unit of production |:| Other (specify):

a Name of contributing employer

o

EIN C Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box |:|
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: |:| Hourly |:[ Weekly D Unit of production |:| Other (specify):
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14 Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:

a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: D last contributing employer D alternative D reasonable approximation (see 14a
instructions for required attaChmMENt)......... ..o ettt e e e e e e

b The plan year immediately preceding the current plan year. |:| Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment)............cccccoviiiiiiiiiiieeee

C The second preceding plan year. |:| Check the box if the number reported is a change from what was 14c
previously reported (see instructions for required attachment)........ ..o

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year...........ccccccecevineenn. 15a

b The corresponding number for the second preceding Plan YEar ...........ccccucuiuiueiiiiiiiiieieieiiieeieeieieese e 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year ..........ccccccceiiiiiiiiiieeeeeeeecnes 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against sUCh Withdrawn @MPIOYEIS ........iiii it e et eeeeee et eeeeeeaabreeeaeeeaaannnnnsneeaeaas

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attaChMENt ....... ... i ettt ettt e et e e e ab e e e et e e e e e e bt e e eanreaeanneeaens

| PartVl | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such
participants and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding
supplemental information to be included as an attaChMENT ...........oooo i e e e e e e e e e e e e s s ee e e e e e e s s ssaeeaeeeesansneeseeeeaeeeannnneneeeean D

19 If the total number of participants is 1,000 or more, complete lines (a) and (b):
a Enter the percentage of plan assets held as:
Public Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets: %
High-Yield Debt: % Real Assets: %  Cash or Cash Equivalents: % Other: %
b  Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
|:| 0-5 years D 5-10 years |:| 10-15 years D 15 years or more

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? |:| Yes D No
b Ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

Yes.

[l
|:| No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.

|:| No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

|:| No. Other. Provide explanation.

| Part VIl | IRS Compliance Questions

21a 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 K] No

21b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

|:| Design-based safe harbor method
|:| “Prior year” ADP test
IZ| “Current year” ADP test

[] Nna

22 |f 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_Q704148a.




