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CERTIFIED MAIL/RETURN RECEIPT REQUESTED

Top Hat PlanExemption
PensionandWelfareBenefitsAdministration
RoomN-5638
U.S. Departmentof Labor
200 ConstitutionAvenueN.W.
Washington,D.C.20210

DearSir orMadam:

Theundersignedprovidesthefollowing informationto comply with thealternative
methodof reportinganddisclosurefor unfoundedplansmaintainedfor aselectgroupof
managementorhighly compensatedemployeespursuantto 29 C.F.R.& 2520.104-23,under
Section110 ofTitle I ofERISA.

1. NameandaddressoftheEmployer:HutchinsonDentalCenter,P.A.
2 FranklinStreet,Hutchinson,MN 55350

2. EmployerIdentificationNumber: 41-1415624

3. Theabove-namedemployermaintainsoneofmoreplansprimarily
designedto providedeferredcompensationbenefitsfor a select
groupof managementorhighly compensatedemployees.

4. Numberofsuchplansandthe numberofemployeeswho participatein
eachplan:

NumberofPlans Numberof Employeesin EachPlan
1 2

If youhaveanyquestionsregardingthis filing, pleasecontacttheundersigned.

Verytruly yours,

StevenDeKoster,D.D.S.
TelephoneNo.: (320)587-3993

2 FRANkLIN STREET

HUTCHINSON, MN 55350
320.587.3993 / 800.587.3993
WWW.HUTCH I NSONDENTAL.COM
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