Form 5500

Department of the Treasury

Internal Revenue Service

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security
Administration

» Complete all entries in accordance with
the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

2018

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

For calendar plan year 2018 or fiscal plan year beginning 01/01/2018

and ending  12/31/2018

A This return/report is for: D a multiemployer plan

D a DFE (specify)
D the final return/report

a single-employer plan
B This return/report is: [] the first return/report

D an amended return/report

C Ifthe plan is a collectively-bargained plan, check here. . . ........ ... ... .. .

D Form 5558 D automatic extension

D special extension (enter description)

D Check box if filing under:

D a short plan year return/report (less than 12 months)

D a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.)

D the DFVC program

Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan so1
KNIGHTS MECHANICAL WELFARE BENEFIT PLAN number (PN) »
1c Effective date of plan
01/01/2017
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) 62-1421625
KNIGHTS MECHANICAL, LLC 2C Plan Sponsor’s telephone
number
270-765-4141
4250 LEITCHFIELD ROAD 4250 LEITCHFIELD RD 2d Business code (see
CECILIA, KY 42724 CECILIA, KY 42724-9642 instructions)
333200

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 |Filed with authorized/valid electronic signature. 07/17/2019 LORI BEGER
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 07/17/2019 LORI BEGER
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 (2018)
v. 171027




Form 5500 (2018) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’'s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report 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 I 110
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 YE&T ............ccc.coevevieeveieeeieeece e 6a(1) 110
a(2) Total number of active participants at the end of the PIAN YEAT ........c.curieririeiinieeree e 6a(2) 126
b Retired or separated participants reCEIVING DENERLS. ..............cciiueueieiiiieeeeeeeeete ettt ettt s sttt n e 6b 0
C Other retired or separated participants entitled to future BenefitS ... 6¢C 0
d  Subtotal. Add INES BA(2), BB, ANU BC.........ceveieeeeeeieeeeeeee et eeeeeeeeseeeee et ee st es et e et es st es s s s s es et en s e en et eneneeeas 6d 126
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..., 6e
T Total. AA lINES BA AN BE.........cucvveviteveeeeeececect ettt te ettt ettt ettt s s es s eea et et et ettt et s s sees s et st et et et eses s e esnaetetetesasans of
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE ThIS IEMY ... vttt ettt e et e et et e s et s es e sesee e et e e et et et es e s e s e s e e e e e et e s e e ee et e e e e e ee et et ee et et et et s s s s eeeteseeeeesen e 69
h  Number of participants who terminated employment during the plan year with accrued benefits that were
€S5S ThAN 100%6 VESIEA ... cvces et ettt stee et et ee et estee et et ee s et st ee e et onsee s et et ee s et et em et et ee st et en st et en st et en et et en st et en st nses e 6h
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:
b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4B 4D 4E 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
Q) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
3) D Trust 3) D Trust
4) M General assets of the sponsor 4) M 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) D R (Retirement Plan Information) 1) D H (Financial Information)
) D | (Financial Information — Small Plan)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money )
Purchase Plan Actuarial Information) - signed by the plan @) _1_ A (Insurance Information)
actuary 4) D C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial ®) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)
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Part IlI | 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.) oo [] 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.) ........... D Yes D No

11c Enter the Receipt Confirmation Code for the 2018 Form M-1 annual report. If the plan was not required to file the 2018 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
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

This schedule is required to be filed under section 104 of the

Employee Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2018

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending  12/31/2018
A Name of plan B Three-digit
KNIGHTS MECHANICAL WELFARE BENEFIT PLAN plan number (PN) > 501

C Plan sponsor’'s name as shown on line 2a of Form 5500

KNIGHTS MECHANICAL, LLC

D Employer Identification Number (EIN)
62-1421625

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 Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

HUMANA INSURANCE COMPANY OF KENTUCKY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
61-1311685 60219 766524 126 01/01/2018 12/31/2018

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

3578

144

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

SHEPHERD INS DBA LLH

11420 BLUEGRASS PKWY
LOUISVILLE, KY 40299

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3578

144

BONUS

3

(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) 2018
v. 171027



Schedule A (Form 5500) 2018 Page 2 — |1

(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
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Part Il | 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 atyear end...................c.ccccoevovveveeenenennnn... 4
5 Current value of plan’s interest under this contract in separate accounts at year end ...................cc.ccocoeeevereerereeenennn.. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums Pait 10 CAMTIET........c...vveeeeeceeeeeeie ettt s sttt en e e s et et e et et et et en e s snene st s st eeanann e 6b
C  Premiums due but unpaid at the end Of the YA ........ccoiiiiiiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, ENTEr AMOUNL. ..........iiiiiiiiiiii e e e
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|
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 D immediate participation guarantee
?3) D guaranteed investment 4) D other P
b Balance at the end of the PrEVIOUS YEAI..............cccc.cvoveuieeieeeeeeeeeeeeeeeeeseteeeeeee e e eeeseseseieeeeeeeeneneseaseennaes | 7b
C  Additions: (1) Contributions deposited during the year............c.c...ccocevveeenen.s 7c(1)
(2) DIVIDENdS aNG CIEAILS ..........voveveeeceeeeeeeee et 7c(2)
(3) Interest credited during the YEar.............cccceeveeveveveeeeeeeeeee e 7c(3)
(4) Transferred from SEPArate ACCOUNL.............cevevevevrveeeereeeeeseseseresesenenenend 7c(4)
(5) Other (SPECIfY DEIOW) ......cucvvivevereieeeeeceeeeeeeete ettt es st en s 7c(5)
4
(B)TOMAI AUIIONS ...ttt ee et et n e en et e et en st n s 7¢(6)
d Total of balance and additions (add iNES 7b @Nd 7C(B)). ...veveveverereeerieeeeteeeeee et et teeee st ee e eerenen e | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7¢e(1)
(2) Administration charge made by carrier 7e(2)
(3) Transferred to separate account .| 7e(3)
(4) Other (SPECITY DEIOW) ... 7e(4)
4
(5) TOtAl EAUCHIONS ...ttt ettt ettt ettt s sesa et et et et e st ee e ee e et e s et et et et et s s enareseete et et et s en e 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from liNe 7d) ..............cccoovevevererririeeeeererererererrenn | 7f




Schedule A (Form 5500) 2018

Page 4

Part Ill | 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 D Health (other than dental or vision) b Dental
e |:| Temporary disability (accident and sickness) ~ f D Long-term disability
i D Stop loss (large deductible) i D HMO contract

C [X| Vision
g D Supplemental unemployment
k D PPO contract

m [X| Other (specify) PAD&D INSURANCE, VOL AD&D INSURANCE, VOL LIFE INSURANCE

d [x| Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNt FECEIVEM. .......ccuiiuiriirieiiieieieeiceie ettt 9a(1)
(2) Increase (decrease) in amount due but unpaid............occcvveeeeeniniiiienenn. 9a(2)
(3) Increase (decrease) in unearned Premium reSErVe ...........ccoocueeeriieeeens 9a(3)
N (N R <)) YT | 9a(4) 0
b Benefit charges (1) Claims Paid...........ccccvieeeeerereresereeeeeeeeseeeseneneneeens 9b(1)
(2) Increase (decrease) in Claim rESEIVES ...........ccuevveeieireeeeirecieere e 9b(2)
(3) Incurred claims (A0 (1) AN (2)) «vevererereereriereiereeeeeseseeeseesetesesessesessesesessessasesessesessesessasensssesessesessesessasensns 9b(3) 0
[ @Y1 Yool =T T=Yo OO 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....veviiviieeieiietiete ettt e ettt reeaeere e 9c(1)(A)
(B) Administrative service or other feeS...........ccocveverireienereieeeeeee 9c(1)(B)
(C) Other specific acquisition costs .... 1 9¢(1)(©)
(D) OthEr EXPENSES........cecveveeeceerreeieseeeieseseesesesessesseesessse s senessenas 9c(1)(D)
(E) TAXES c.vteueetieniesieetee st eieeste et e steeseeste et et e et este s e sbeese e beaneenaeereenteaneas 9c(1)(E)
(F) Charges for risks or other COntingeNnCIes..............cocvevrverrererennenen, 9c(1)(F)
(G) Other retention Charges ............eeoiieieiiiiee i 9c(1)(G)
G )T 1 U £ =Y 2o ) PSS 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ......ocovveennnen. 9¢(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) ClAIM FESEIVES ....ueeiieueeateeteeteeteetee st e e it e et ate e teeteetease e seeseesbees e e eaeeseeeeeemeeeaeeseeebeenbeeseeseeebeanbeaneeseeateentesneennen 9d(2)
(B) OtNEI TESEIVES. .....ve it etiete et et et et e et e bt et et e e te e tees e e bt e st e sbeem e e ehe e s e e eEeemeeabe e st e ebeenbeeheeseeebeanbeaseeseeateenbeaneenene 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .......ccccoeevvciiennnncn. e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAIMIET .........c.ueiieiiiiiiieiee e 10a 20566
b If the 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..............ccccccveenne 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 If the answer to line 11 is “Yes,” specify the information not provided. P




Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security

Annual Return/Report of Employee Benefit Plan

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

» Complete all entries in accordance with

OMB Nos. 1210-0110
1210-0089

2018

Administration the instructions t

Pension Benefit Guaranty Corporation

‘ the Form 5500.

This Form is Open to Public
Inspection

l Part | | Annual Report Identification Information

For calendar plan year 2018 or fiscal plan year beginning 01/01/2018

andending 12/31/2018

A This return/report is for: D a multiemployer plan I:l

@ a single-employer plan D
B This return/report is: l:l the first return/report D
[] an amended return/report D

C Ifthe plan is a collectively-bargained plan, check here. . .................

[] Form 5558
D special extension (enter description)

D Check box if filing under:

D automatic extension

a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.)
a DFE (specify)

he final return/report
a short plan year return/report (less than 12 months)

D the DFVC program

ﬁart ] | Basic Plan Information—enter all requested information

1a Name of plan

KNIGHTS MECHANICAL WELFARE BENEFIT PLAN

1b Three-digit plan
number (PN) »

501

1c Effective date of plan
01/01/2017

2a Plan sponsor's name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

City or town, state or province, country, and ZIP or foreign postal code (if forpign. see instructions)

Knights Mechanical, Llc

4250 Leitchfield Road

Cecilia KY 42724 CECILIA

4250 LEITCHFIELD RD

; 2b Employer Identification
‘ Number (EIN)

62-1421625
|

1 2c Plan Sponsor’s telephone
| number
270-765-4141

2d Business code (see
instructions)
333200

\ KY 42724-9642

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/repor

rt, and to the best of my knowledge and belief, it is true, correct, and complete.

{ y / g /4
SIE(;! i N/)/\_/ ;6/6(/,\ £ L 07/17/2019 |LORI BEGER

Signatupé 'of plan administrator Date Enter name of individual signing as plan administrator

;,

:Eﬂ; 1 )\ /E%J&é{}&,é:,» 07/17/2019 |LORI BEGER

Sighature 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 (2018)
v. 171027




Form 5500 (2018) Page 2

3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN
3c Administrator's telephone
1 number
\
|
4 If the name and/or EIN of the plan sponsor or the plan name has changed si't‘ce 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 l 110
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). ‘
i
a(1) Total number of active participants at the beginning of the Plan YEar ... 6a(1) 110
a(2) Total number of active participants at the end of the plan year ................ | s s festnts e s ssaresd 6a(2) 126
|
b Retired or separated participants rECEIVING DEMERILS.............o....rvv.rrrreeeereeosdeeessseessssseesssssesssssesssesesessssesssssesssss e esssssene 6b
C Other retired or separated participants entitled to future benefits...................i ....................................................................... 6¢c
o Soblotel. AAE Se BAT), BB, S0 BC.......... Joomenshesisiosriessissssessisassimsmsnsssmsssasdssspissesibrinisssonsssmass s ipmssi s vt 6d 126
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..o 6e
f Total. Add liNES 6A AN BE. .............ooveurrrereeerreeseeesseressersssessesesieeesessenesens | R0 WS 1 S, 6f
|
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE thiS IEIM) ......vveeveceee et enaes SRR 6g
|
h Number of participants who terminated employment during the plan year witr accrued benefits that were
[058 AN 100 VestOdh =05 To o srusuis vomiss sissib s sassssssisisisssssinaioiivssis I —— 6h
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 c#des from the List of Plan Characteristics Codes in the instructions:
!
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4B 4D 4E 4Q ‘
9a Plan funding arrangement (check all that apply) ‘ 9b Plan benefit arrangement (check all that apply)
(1) Insurance | (1) Insurance
(2) Code section 412(e)(3) insurance contracts ‘ (2) 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) i 1) D H (Financial Information)
j (2) [] | (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money | 1 .
Purchase Plan Actuarial Information) - signed by the plan | O E —— A (Insurance Information)
actuary } (4) D C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial ; (5) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary \ (6) |:| G (Financial Transaction Schedules)
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| Part lll | 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
Lol X & SRS — ] 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.) ........... D Yes [:| No

11¢ Enter the Receipt Confirmation Code for the 2018 Form M-1 annual report. |If the plan was not required to file the 2018 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required t‘o 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

i
L
r
|
|
|
|



\
SCHEDULE A Insurance Injormation
(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). 2018
r ‘
Employee BDeer?:f?t;n ggtcﬁribaig:ninisuauon » Fileas an attachmegnt to Form 5500.
P S Sty Sorponelion » 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 2018 or fiscal plan year beginning 01/01/2018 | and ending 12/31/2018
A Name of plan ‘ B Three-digit
KNIGHTS MECHANICAL WELFARE BENEFIT PLAN | chan et EH) < < 501
1
C Plan sponsor's name as shown on line 2a of Form 5500 i D Employer Identification Number (EIN)
Knights Mechanical, Llc | 62-1421625

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 Il and Il can be reported on a single Schedule A.

1 Coverage Information: w

(a) Name of insurance carrier

HUMANA INSURANCE COMPANY OF KENTUCKY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN : : s persons covered at end of
code identification number palicy or contract year (f) From (g) To
61-1311685 60219 766524 126 01/01/2018 12/31/2018

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin 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
1
3,578

144

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

Shepherd Ins dba LLH
11420 BLUEGRASS PKWY ‘

LOUISVILLE KY 40299 ‘

(b) Amount of sales and base Fees and other commissions paid
|

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

Bonus

3,578 144 3
I

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

|
{
T
|

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) 2018
v. 171027



Schedule A (Form 5500) 2018

Page 2 —

(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
i
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
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Part Il | 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 ............ccoeeeivieiiiiinnicseseieinenes 4
5 Current value of plan’s interest under this contract in separate accounts at year end ..........ccoveiiiiiiiniiiniinsinnins 5
6 Contracts With Allocated Funds: 1
a State the basis of premium rates P
b Premiums paid to CArTIEr...........cccieiteieieietereeee et | yomcsnranssonsumereseniBgndeansspeimmesvmssosimdirbegid 6b
C  Premiums due but unpaid at the end of the year...............ccccoeinn ‘ ............................................................ 6c
d If the carrier, service, or other organization incurred any specific costs in lconnection with the acquisition or 6d
retention of the contract or policy, enter amount. ..............ccccooiiiiiiiinnns 1; ............................................................
Specify nature of costs P ‘
\
e Type of contract: (1) I:] individual policies (2) I:I group defejrred annuity
(3) D other (specify) P ‘
f  If contract purchased, in whole or in part, to distribute benefits from a tenTninating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts baintained in separate accounts)
a Type of contract: (1) D deposit administration (2) D imme%diate participation guarantee
3) D guaranteed investment (4) D other »
b Balance at the end of the previous year. ..........ccocreiicnisisnncesicias . iesns itpngianis S | 7b
C Additions: (1) Contributions deposited during the year..........c..ccoceuvueunnne [..... 7c(1)
(2).DIVIdENS and Cradits).. i rmsishssissfuisssssssssamsmasmsmssmssm - 7¢(2)
(3) Interest credited during the year-............... 7¢(3)
(4) Transferred from separate aCCOUNt.............cceuevervevirerceereeseeesseseenaes . 7c(4)
(5) Other (SPECIfY DEIOW) .........veeeeveeeeereesesieeeseeeeseseesseeeseessseeeseenesee \....| 7¢(5)
N | ;
|
(B)TOtAl AAAIHIONS..........ocveeeee e ot G sin b aninnaap e nns SR B SR 7¢c(6)
d Total of balance and additions (add lines 7b and 7¢(6)). ... T .| 7d
€ Deductions: |
(1) Disbursed from fund to pay benefits or purchase annuities during year; 7e(1)
(2) Administration charge made by Carmier...............ccceveervceerereseereeennns ; ..... 7¢(2)
(3) Transferred to separate aCCOUNt.............cccevrueveeereereeeeeceeseseeessseies Lo 7¢(3)
(4) Other (SPECIFY DEIOW) .........c.veeeeeeeceetreeeeeeaeiee e nes 7e(4)
» |
(5) TOtal EAUCHONS .......cuveveerreesieisieb st esiensenies Leverererereessassnsssssesssssessase s s assssssassans 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from line 7d) S P TP LU PR ATy I 7f
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Part lll | Welfare Benefit Contract Information
If more than one contract covers the same group

employees, the entire group of such individual co

the information may be combined for reporting purposes if such col

of employees of the same employer(s) or members of the same employee organizations(s),

ntracts with each

ntracts are experience-rated as a unit. Where contracts cover individual
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 E

e D Temporary disability (accident and sickness)  f D Long-term disabFIity

i D Stop loss (large deductible) j |:|

Dental

HMO contract ‘

Cc EI Vision

m@ Other (specify) PAD&D INSURANCE, VOL AD&D INSURANCE, VOL LIFE INSURANCE

|
!
T

d E Life insurance
g D Supplemental unemployment  h D Prescription drug
k D PPO contract

| D Indemnity contract

9 Experience-rated contracts:
@ Premiums: (1) AMOUNt FECEIVEM..........coiiriiiiirieeeieiciceteeee e eeenen ] 9a(1)
(2) Increase (decrease) in amount due but Unpaid............cceeeereerreereennncs 9a(2)
(3) Increase (decrease) in unearned premium reserve ... 9a(3)
(8) EAMEA ((1) # (2) = (3))-cvvrverereecrrmresebrrmsesbevessseseesssssssssssssmssesssssmssossisafussssssssssssssssssnssssssassssssssmssssssssssssasssss | 9a(4) 0
b Benefit charges (1) Claims Paid.............ccceueueieieirieeeessiesseeeeeesesenenna o 9b(1)
(2) Increase (decrease) in Claim rESEIVES...........ceovevvereererieeeieeesesieneeres s 9b(2)
(3) Incurred claims (add (1) and (2)) 9h(3) 0
(4) Claims charged ........c.ceverievenne 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....eovveeirieeieriesesieeeseiesiese e seesesse e seebessesenessene s 9c(1)(A)
(B) Administrative service or other fEes...........cooeeeeerirennieieeenennnds 9c(1)(B)
(C) Other SPecific aCQUISItION COSES ...........c.everereeereererrserereereenenenn, 9¢(1)(C)
(D) Other eXPENSEs: vl 9c(1)(D)
(E) TAXES cvvvvereeeeereerereseeseeeseeseesene e sensessenseseseasenssesssensssassssesasessse] o 9c(1)(E)
(F) Charges for risks or other contingencies... | 9¢c(1)(F)
(G) Other retention Charges ............ccoverreeierieenieeseseesresre e 9c(1)(G)
(H) TOtAl FEEENTION ...ttt sttt ettt bbbttt 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid fin cash, orD credited.).......cccoeenenn. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) Claim FESEIVES ........vveeevevereeeiieetaeeeseseseesesses s sesesesese s st seseaees ’ ......................................................... 9d(2)
(3) Other reserves... o > 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).........cccovviiiivnennnnn. 9e
10 Nonexperience-rated contracts: |
a Total premiums or subscription charges paid t0 CAMIEN ............ccueveieeredereiiieieieeee e es e nes 10a 20,566
b If the 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...............cccceeeneee. 10b

Specify nature of costs.

[ Part IV | Provision of Information

11 Did the insurance company fail to provide any information

necessary to com

lete Schedule A? ............

D Yes

@No

12 If the answer to line 11 is “Yes,” specify the information not provided. P




SUMMARY ANNUAL REPORT FOR
KNIGHTS MECHANICAL WELFARE BENEFIT PLAN

This is a summary of the annual report of the KNIGHTS MECHANICAL WELFARE BENEFIT PLAN, a life insurance, dental and vision
plan (Employer Identification Number 62-1421625. Plan Number 501), for|the plan year 01/01/2018 through 12/31/2018. The annual report has been
filed with the Employee Benefits Security Administration, as required under the Employee Retirement Income Security Act of 1974 (ERISA).

Insurance Information

The plan has an insurance contract with HUMANA INSURANCE COMPANY OF KENTUCKY to pay certain Dental, Vision, Life
insurance, AD&D INSURANCE, VOL AD&D INSURANCE, VOL LIFE INSURANCE claims incurred under the terms of the plan. The total
premiums paid for the plan year ending 12/31/2018 were $20,566.

Your Rights to Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed below are included in that
report:

1. Insurance information, including sales commissions paid by insurance carriers.

To obtain a copy of the full annual report, or any part thereof, write or call the office of LORI BEGER. who is a representative of the plan
administrator, at 4250 Leitchfield Road. Cecilia, KY 42724 and phone number, 270-765-4141.

You also have the legally protected right to examine the annual report at the main office of the plan: 4250 Leitchfield Road, Cecilia, KY
42724, and at the U.S. Department of Labor in Washington, D.C., or to obtain a copy from the U.S. Department of Labor upon payment of copying
costs. Requests to the Department should be addressed to: Public Disclosure Room, Room N-1513, Employee Benefits Security Administration, U.S.
Department of Labor, 200 Constitution Avenue, N.W., Washington, D.C. 20210.




