Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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
the instructions to the Form 5500.

OMB Nos. 1210-0110
1210-0089

2022

This Form is Open to Public
Inspection

Part | | Annual Report Identification Information

For calendar plan year 2022 or fiscal plan year beginning 01/01/2022

and ending  12/31/2022

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

B This return/report is: D the first return/report

D an amended return/report

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

D Check box if filing under: ] Form 5558

D 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)

D the final return/report

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

D automatic extension

D 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
BUSKE LINES, INC. LIFE INSURANCE PLAN number (PN) » | 504
1c Effective date of plan
10/01/2017
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) 37-0200050
BUSKE LINES, INC. 2C Plan Sponsor’s telephone
number
618-931-6091
P.O. BOX 929 2d Business code (see
EDWARDSVILLE, IL 62025 instructions)
484120

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.

I—SIIIEGR'\IIE Filed with authorized/valid electronic signature. 07/05/2023 DAENA BAKER
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 (2022)
V. 220413




Form 5500 (2022) 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 ‘ 169
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¢c, and 6d).
a(1) Total number of active participants at the beginning of the PlIan YEar ..............cccoceveievcueveceesecescee e 6a(1) 169
a(2) Total number of active participants at the end of the PIaN YEAr .............cccooiuiiiiiieiiieieieeeeeeee e 6a(2) 278
b Retired or separated participants reCeiVINg DENEFILS ...............couiuiueueeeeieeeeeceee e eeeeens 6b 0
C Other retired or separated participants entitled to future benefits.............ooiiiii 6C 0
d  Subtotal. Add lINES BA(2), B, NG BC............eeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeeeeeeeeeeesee s s eeeseeeeees e e se s sees s eeseeseseeesessessesseseeseeseenereeeeen 6d 278
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........ccccoecveiiiiiieiccne s 6e
T Total. A lINES BA @NA BE. ..........eevcvvieceeeieceete ettt ettt sttt s et e e e st en st et s s e s s a s s st 6f
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIEEE TS IIEIM).....vceecececece ettt ettt ettt ettt et et e e e e e e e e e e e s ee s e sassee e e en s s s enas s seanan s nen s s e s s s enn s s enn s s ennans 69
h  Number of participants who terminated employment during the plan year with accrued benefits that were
1855 thaN 100% VESEA. ... cv.vieeceetis ittt ettt et sttt ee ettt se et et e ees et et s e s et et eesca et s e cs et b st et s s ns et et s s et bt snscbesennssb s s snes 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 If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4B 4Q
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) I Trust 3) I 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) D R (Retirement Plan Information) (1) D H (Financial Information)
2) D I (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 @) 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)




Form 5500 (2022) Page 3

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.) wooveoeeeeerenerenis e [] Yes X 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 D No

11c Enter the Receipt Confirmation Code for the 2022 Form M-1 annual report. If the plan was not required to file the 2022 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).

P File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2022

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
BUSKE LINES, INC. LIFE INSURANCE PLAN plan number (PN) 2 504

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

BUSKE LINES, INC.

37-0200050

D Employer Identification Number (EIN)

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

METROPOLITAN LIFE INSURANCE COMPANY

e) Approximate number of Policy or contract year
c) NAIC (d) Contract or (
(b) EIN ( . i persons covered at end of
code identification number policy or contract year (f) From (9) To
13-5581829 65978 KM05391421 180 10/01/2021 09/30/2022

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

2327

104

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

ASSURANCE A MARSH & MCLENNAN AGENCY

20 N MARTINGALE RD

SCHAUMBURG, IL 60173-2412

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1907

34

NON-MONETARY COMPENSATION

3

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

LOCKTON COMPANIES LLC

500 W MONROE ST STE 3400
CHICAGO, IL 60661-3778

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

420

N/A

3

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

Schedule A (Form 5500) 2022
v. 220413



Schedule A (Form 5500) 2022 Page2—| 1

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

LOCKTON COMPANIES LLC 444 W 47TH ST STE 900 ATTN TELLYE H
KANSAS CITY, MO 64112-1906

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 35 | SUPPLEMENTAL COMPENSATION 3

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

MARSH & MCLENNAN 250 PEHLE AVE STE 400 PARK 80 PLAZA
SADDLE BROOK, NJ 07663-5826

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 35 | SUPPLEMENTAL COMPENSATION 3

(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..............cccccevevirerererirereererenaas 4
5 Current value of plan’s interest under this contract in separate accounts at year end...............co.coovvvererrrrrenrernnnn. 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums Paid t0 CAMTIEE .........ov 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

retention of the contract or policy, €nter @aMOUNT..............ooiiiiiiiii e 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) »
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) D immediate participation guarantee
(3) D guaranteed investment 4) D other P
b Balance at the end of the PreVIOUS YEAI ..........co.ovoveceeeeeeeeeeeeeeeeeee e eeess e tee e e eeensaeeenene s iesensesesnensasassenenesens | 7b
C Additions: (1) Contributions deposited during the year... .. | 7c(1)
(2) Dividends @and CreditS............o.ovoveveveveveeeeeeeeeeeeeeee e 7c(2)
(3) Interest credited during the Year............ccccocceeeueveveeceeeeeeeeeeeeeee e 7c(3)
(4) Transferred from separate account............ .| 7c(4)
(5) Other (SPECIfY DEIOW) ........c.cuevveeceeeeeeeeeeceeeeeeeee et 7c(5)
4
(B)TOtAI AAAIIONS....... .ot 7c(6)
d Total of balance and additions (add liNes 7b aNd 7C(B)). .....vovoveveeeeeeeeeeeeeeeee e | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier............cocoevovveeereeeeeeeeeeeeenen 7e(2)
(3) Transferred to SEParate aCCOUNt ..............cooeveeeeeeeeeereseeereeeeeeeees e 7e(3)
(4) Other (SPECIfY DEIOW).........v.eeveeeeeeeeeeeeeeeeeeeeeeee e 7e(4)
4
(5) TOLAl AEAUCHONS. ...t e et ee st ee st en s ee s e et e s eesen e seeeenen e eean 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from liN€ 7d) ...........ocovrueerereeeeeeeeecerereerreerereenn. | 7f




Schedule A (Form 5500) 2022 Page 4

Part Il | 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 c D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) ] D HMO contract k D PPO contract

m [X| Other (specify) » AD&D

d [X| Life insurance

| D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNt FECEIVEM .......covveuiiiiiiiriiirieeecreeee e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccceuvevveeeerennne. 9a(2)
(3) Increase (decrease) in unearned premium reserve...............o.oeeuvene.. 9a(3)
(4) EAINEA (1) # (2) = (B))--reereeverrereesueaseaneaeeneenuesuesueaseaseaseaseeseessessesseaseaseaseassessesseaseaseaseaseensensessessesssssesresseasesneens | 9a(4) 0
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3) 0
(4) Claims charged...........ccccoveurnee. 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....cuviviiieiieieeieie ettt e e ee e sb e e sae e ene e e e e s 9c(1)(A)
(B) Administrative service or other fees............ccccoeevveciiiiiciiciecne 9c(1)(B)
(C) Other Specific aCqUISIION COSES............o.vveeveeeeeeeeereeeeeese e 9c(1)(©)
(D) OthEr XPENSES .....eoviveeeeeeieeeeee ettt 9c(1)(D)
(E) TAXES cormeeeeeeeeeeeeeee e eeee e e e e e e s e e eee s e eseeeeeeeeeeeneee 9c(1)(E)
(F) Charges for risks or other contingencies.............ccocceevceirieeenncen. 9c(1)(F)
(G) Other retention charges...........coooiiiiiiiiie e 9c(1)(G)
(H) TOUAI FEEEMHON ... et ee et ee e eee e, 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ..o 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccocueirieiinneannn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CaMmer ............coocvioiiiie e 10a 16417
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 I, line 2 above, report amount. .......................... 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 Ifthe answer to line 11 is “Yes,” specify the information not provided. »




Form 5500 Annual Return/Report of Employee Benefit Plan SN 12108110
1
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
Intemnal Revenue Sarvice seclions 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2022
Department of Labar » Complete all entries in accordance with
T the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
[ Part | I Annual Report Identification Information
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending 12/31/2022
A This returnireport is for: [] a multiemployer plan [] a multiple-employer plan (Filers checking this box must attach a list of

participating employer information in accordance with the form instructions.)

@ a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final retum/report
[l an amended return/report I:I a short plan year retum/report (less than 12 months)

C Ifthe plan is a collectively-bargained plan, Check NBre. . ... .. .. ..ottt e e

D Check box if filing under: D Form 5558 D automatic extension
[:I special extension (enter description)

E Ifthis 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
BUSKE LINES, INC. LIFE INSURANCE PLAN number (PN) » 504
1c Effective date of plan
10/01/2017
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) 37-0200050
BUSKE LINES, INC. 2c Plan Sponsor's telephone

P.O. BOX 929

EDWARDSVILLE IL 62025

number
618-931-6091

2d

Business code (see
instructions)
484120

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 retum/report, including accompanying schedules,
statements and Attachmems 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.

— W M m 1 / 5 /202,3 DAENA BAKER
HERE
ignature of plan aclmlnlstratnr Déte 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 5§500.

Form 5500 (2022)
v. 220413




Form 5500 (2022)

Page 2

3a

Plan administrator's name and address @ Same as Plan Sponsor

3b Administrator’s EIN

3¢ Administrator’s telephone
number

N

4  Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last relumireport filed for this plan,  |4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the las\ retumireport:
& Sponsor's name 4d pn
C Plan Name
§ Total number of participants at the beginning of the plan year 5 L 169
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(f),
6a(2), 6b, 6¢, and 6d).
2(1) Total number of active participants al the begiRNING 0f e PIAN YEEAT ........wcsicemseissmssssssesmsssssssassosssmssissssssassssssssasss essess 6a(1) 169
a2} Total number of active participants at the end of the plan year 6a(2) 278
b Retired or separated participants receiving benefits 6b 0
€ Other retired or separated participants entitled to fUlure DENRERLS v eeuecrorermsrrssessr rammess e rensasssssssssmsnans sassas 6¢c 0
d Subtotal, Add lines 6a(2), Bb, AN BE..........c.mermrmsssssesesssemssssesssessmsesssssasmeen 6d 278
€ Deceased parlicipanis whose beneficiaries are receiving or are entilled to receive benefits. ...... e
f Total. Add fines 6d and 6e. 6f
d Number of participants with account balances as of the end of the plan year {only defined contribution plans
COMPIGLE RIS HBIMY 1vurcuiueusessssrinsinsssasssstesrississesas sasastssassissrtinsresnstebe bomrsssbes senrebssanssssserebssnssassmesessassesssnsessses ressasbesssrssserness neas 6g
h Number of participants who terminated employment during the plan year with accrued benefits that were
Tess than 100% VESIEM. ....om e eceeces e seriemeeseees e s s ssemsasssassssssssasessssssisssnss sasarasssssass st sassenssrsmsans 6h
7 Enter the total number of employers obligated fo contribute to the plan (only multiemployer plans complete this item)........ 7
8a Ifthe 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 Characleristics Codes In the instructions:
48 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement {check all that apply)

{1} Insurance

{2} Code section 412(e)(3) insurance contracts
(3} Trust

{4) General assets of the sponsor

)
{2)
(3]
4

Insurance

Code section 412{e)(3) insurance contracls
Trust

General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are altached, and, where indicaled, enter the number altached, {See instructions)

& Pension Schedules

(0[] R (Retirement Plan Information)

(2} D MB {Multiemployer Deﬁned Benefit Plan and Ceriain Money
Purchase Plan Actuarial [nformalion) - signed by the plan
acluary

) [] sB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

b General Schedules

{1
(2)
3
L)
{5)
(6}

o 0w ot ] o

1

H (Financial Information)

I (Financial Information — Smalt Plan}
A (tnsurance Information)

C (Service Provider Information)

D (DFE/Participating Plan Information)
G (Financial Transaction Schedules)

40-AN&D



Form 5500 (2022) Page 3

| Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a ]f lhe plan provides welfare benefits, was the plan subject to the Forrn M-1 filing requirements during the plan year? (See instiuctions and 29 CFR
P17 00 |11 & S [ ves No

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

11b 1s the plan currently in compliance with the Form M-1 filing requirements? (Sea instructions and 20 CFR 2520.101-2) ........... [Oves ] no

11¢ Enter the Receipt Confirmation Code for the 2022 Form M-1 annual report. If the plan was not required to file the 2022 Form M-1 annual repert, 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.)

Recelpt Confirmation Code,




SCHEDULE A Insurance Information

OMB No. 1210-0110
(Form 5500) ;
Department af the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2022
Department of Laber

Employes 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 {o ERISA seclion 103(a){2). Inspection
For calendar plan year 2022 or fiscal plan year beginning  01/01/2022 and ending 12/31/2022
A Name of plan B Three-digit
BUSKE LINES, INC. LIFE INSURANCE PLAN 504

C Plan sponsor’s name as shown on line 2a of Form 5500 D Emplover identification Number (EIN)
BUSKE LINES, INC. 37-0200050

Information Concerning Insurance Contract Coverage, Fees, and Cominissions Provide information for each conlract
on a separale Schedule A. Individual contracts grouped as a unit in Parts 1l and Hi can be reported on a single Schedule A.

1 _Coverage Information:

{a) Name of insurance carmier

METROPOLITAN LIFE INSURANCE CCOMPANY

{e) NAIC {d) Contract or (&) Approximate number of Palicy or contract year
(b} EIN A persons covered at end of
code identification number policy or contract year {f) From {g) To
13-5581829 65978 KM05391421 180 10/01/2021 09/30/2022

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

{h} Total amount of fees paid

2,327 104
3 Persons receiving commissions and fees. (Complete as many entries as needed 1o report all persons).
{a) Name and address of the agent, broker, of other person to whom comrnissions or fees were paid
ASSURANCE A MARSH & MCLENNAN AGENCY
20 N MARTINGALE RD
SCHAUMBURG iL 60173-2412
{b) Amount of sales and base Fees and ether commissions paid
commissions paid {c) Amount {d) Purpose {e) Organization code
Non-Monetary Compensation
1,907 34 3
{a) Name and address of the agent, broker, or uthér person to whom commissions or fees were paid
LOCKTON COMPANIES LLC
500 W MONRCE ST STE 3400
CHICAGO IL 60661-3778
(b) Amount of sales and base Fees and other commissions paid
commissions pald {c) Amount (d) Purpose {e) Organizafion cade
N/A
420 0 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule A {Form 5500) 2022
v. 220413




Schedule A (Form 5500) 2022 Page 2 —| |

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
LOCKTON COMPANIES LLC
444 W 47TH ST STE 900 ATTN TELLYE H

KANSAS CITY

MO 64112-1906
Fees and other commissions paid (e}
(b) Amount of sales and base Organization
commissions paid {c} Amount {d) Purpose code
Supplemental Compensation
] 35 3
(a) Name and address of the agent, broker, or other person to whom cormmissions or fees were paid
MARSH & MCLENNAN
250 PEHLE AVE STE 400 PARK 80 PLAZA

SADDLE BROOK

NI 07663-5826
Fees and other commissions paid (e)
(b} Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose code
Supplemental Compensation
) 35 3
(a) Name and address of the agent, broker, or other person to whom cominissions or fees were paid
Fees and other commissions paid ()
{b) Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose code

e

{a} Name and address of the agent, broker, or other persan to whom commissions or fees were paid

Fees and other commissions paid (®)
(b)Y 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 Qrganization
commissions paid {c) Amount {d) Purpose code
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Investment and Annuity Contract Information

this report.

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

4 Cument value of plan’s interest under this contract in the general account at year end .. 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
b Premiums paid to carier 6b
¢ Premiums due bul unpaid at the end of the year ... 6c
d Ifthe carrier, service, or other organization incumed any specific costs in connection with the acquisition or 6d
refention of the contract or policy, enter amount.............. .
Specify nature of costs P
e  Type of confract: (1) |:| individual policies 2) [] group deferred annuity
{3 [] other specify) P
f K contract purchased, in whele or in part, to distibute benefits from a terminating plan, check here » D
T Contracts With Unallocated Funds (Do no} include portions of these contracis maintained in separate accounts)
a  Type of coniract: () [] deposit administration {2} D immediate participation guarantee
(3y D guaranteed investment {4) D olher P
b Balance at the end of the previous year .1 7b
€ Additions: (1) Contributions deposited during the year ........ccocumneeenes | 26(1}

d Total of balance and addllmns (add lines 7b and Tc(s)) .
© Deductions:

(2) Dividends and credits................. - 1 7e(2)
(3) Interest credited dUNNG the YEar....... i msresrssessssssssessrserssres 7¢{3)
(4) Transferred from SEPArate ACCOUNE .....vreueemerrsssrmersssirnes . | Tc(4)
{5) Cther (specify below) 7¢(5)

» .

(68)Total additions .............

(1} Disbursed from fund to pay benefits or purchase annuities during year

{2) Administration charge made by carmier

{3) Transferred to separale account

(4) Other (specify below)

14

{5) Total deductions i . 7e(5)
f Balance at the end of {he cument year (subtract line 7e(5} from line 7d) f
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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 employée organizations(s),
the information may be combined for reporting purposes if such coniracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each camier may be trealed as a unit for purposes of this report.

8 Benet’ t and contract lype (check alf applicable boxes)

a | | Health {other than dental or vision) b[] Dental €[] vision d [ Life insurance
e D Temporary disability {accident and sickness) § D Long-term disability g D Supplemental unemployment  h D Prescription drug
['] stop loss (arge deductible) i [] HMO contract k[] PPO contract I[] ndemnity contract

m & Other (specify) PAD&ED

9 Experience-rated coniracts:
a Premiums: (1) AMOUNE FECRIVEL .uvvvivvererincs i inveseleres s vssenssssssaesssnsasnass Sa(1)
{2) Increase (decrease) in amount due but UNPEI .....ccvierearnrisnessasssosnes Sa(2)
{3) Increase (decrease) in uneamed Premilm TEBSEIVE ... i ecrssssssasssssrens Sa(3) & "
(4) Eamned {(1) + {2) - (3)) ettt saer s et resnamasnmaense s bas ] said) |. 0
b Benefit charges (1) Claims paid..........oeoerervacsesnsmrcinninr 8b()
{2} Increase (decrease) in claim reserves 9B(2)
{3) Incurred claims {add {1) and (2))..... 9b(3) Q
{4) ClAIMS ChARGEG. ..c.iervaerrreesrmrasssrsremeamee e e seeaeeesececesscesisent e es ; . 9h{4}
€ Remainder of premium: (1) Retention charges {(on an accrual basis) -
(A) Commissions e | BC(1)A)
(B) Administrative service or other fees ..... " Sc(1}(B)
(C) Other specific aCqUISTON COSS...u.u..remrersemeeseeeeneaseeecsesenssnmeeee. | FGLTNE)
(D} Olher expenses . 9c(1)(D)
{E) Taxes, T |- } [ 5)]
{E) Charges for risks or other conungencues Sc(1){F)
(G} Other retention charges , 9c(1}(G) . B e =
(H) T FRIENTION. 10inessesssssassassssssssnsssissssssrsssesmsssnss s sassssssns s asssssasbas s o0 sia 1A VAT SRR SRR SR AR RO R RO e e bR RES 140030 Se(1)(H) 0
{2) Dividends or relroactlve rate refunds. (These amounts were I:] paid in cash, or D credited.)....cccviiniaenns 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2} Claim reserves .. 8d(2)
{3} OUhEr [ESBIVES ...cccrircreenmrenerrererertosiansssssasssrsssassmsmssisssss 9d(3)
e Dividends or retroactive rate refunds due. {Do not include amount enlered in line 9c(2) ) .............................. Se
19 Nonexperience-rated contracts: :
a Total premiums or subscription charges paid to carmier. 10a 16,417
b Ifthe carrier, setvice, or other arganization 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. ...eeeeccesieccraanas 10b

Specify nature of costs.

: Provision of Information
41 Did the insurance company fail to provide any information necessary to complete Schedule A?............ [l Yes @ No
12 (fthe answer to line 11 is "Yes,” specify the information not provided. P




Form 5500 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

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Internal Revenus Service seclions 6057(b) and 6058(a) of the Internal Revenue Code (the Code).
Diepatment of Labor » Complete all entries in accordance with
Emm::nﬁ:ﬂzimmy the instructions to the Form 5500.

2022

Pension Benefit Guaranty Corporation

This Form is Open to Public

Inspection
Part| | Annual Report Identification Information
For calendar plan year 2022 or fiscal plan year beginning  01/01/2022 and ending 12/31/2022
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a list of

participating employer information in accordance with the form instructions.)

@ a single-employer plan D a DFE (specify)
B This return/report is: @ the first return/report D the final return/report
D an amended returmn/report D a short plan year retum/report (less than 12 months)

C Ifthe plan is a collectively-bargained plan, Check NBIE. . . . . .. ...\ttt e e e e e e e e e

D Check box if filing under: D Form 5558 D automatic extension
D special extension (enter description)

E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . .. .......................

I Part Il —l Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit plan
Buske Lines, Inc Health Insurance Plan number (PN) » 501
1C Effective date of plan
10/01/2017
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)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

Buske Lines, Inc

Number (EIN)
37-0200050

2c

Plan Sponsor’s telephone
number
618-931-6091

P.O. BOX 929 2d Business code (see
instructions)
; 484120
Edwardsville IL 62025-28B94
Caution: A penalty for the late or incomplete filing of this return/report will be as d unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this retum/report, including accompanying schedules,
statements anqq attachments, as well as the electronic version of this retum/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN W M m’ 7/ 57 WP |pnena BAKER
HERE “e + T
glgnature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employeri/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 (2022)

v. 220413




Form 5500 (2022) Page 2
3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN

3c Administrator's telsphone
number

4 ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last returnfreport filed for this plan,
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last retumvreport:

a Sponsor's name
€ Plan Name

§  Total number of participants at the beginning of the plan year 5 | 109
6  Number of participants as of the end of the plan year unless otherwise staled (welfare plans complete only lines Ba{1),
6a(2}, 6b, 6c, and 6d).
a(1) Total number of aclive participants at the beginning of the plan year 6a(1) 108
a(2) Total number of active participants at the end of the plan year B8a(2) 152
b Retired or separated participants receiving benefits 6b 0
¢ Other retired or separated participants entitled to future benefits 6C a
d Subtotal. Add lines 8a{2), 6b, and 6c 6d 152
e Deceased participants whose beneficiaries are receiving or are eniified to receive benefits. fe
T Tolal. AT INES BA BN BB. ..virvcereriiensrorsresisessorarisssrarossssessersssranssrassssas rramsssecsass s e senesrasens sgasassemsssesoaterasses feresnsesomtesasanssesmnis 6f
g Number of parlicipants with account balances as of the end of the plan year (only definad contribution plans
COMPIELE HhiS HEMIY cuvrsvmsevssrsrerisesnmssasssssssmnsrmsssmssssasersssasisssarssssrsssrssssnt semsessemsantssasaresssssasnas - | 69
b Number of participants who terminated employment during the plan year with accrued benefits that were
less than 100% vested ... e 6h
7  Enter the total number of employers obligated to contribute to the plen (only multiemployer plans complete this item)........ | 7

8a i the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:

b fthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

42 4D 4E
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangament (check ali that apply)
[¢)] E Insurance (n Insurance
{2) I Code section 412(e}(3) insurance coniracts {2) Code section 412{e}(3) insurance contracts
3) | Trust 3) Trust
{4} I 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 altached, and, where indicaled, enter the number attached. (See instructions)

a Pension Schadules b Ganeral Schedules
{1} [:] R (Retirement Plan Information} {1} D H (Financial Information)
{2) [:I I (Financial Information — Smali Plan)
{2) [] ME (Multiemployer Defined Benefit Plan and Certaint Money 1 l - i
Purchase Plan Actuarial Information) - signed by the plan &) @ A {(insurance Information)
actuary @) |:| € (Service Provider Information)
@ [] sB (single-Employer Defined Benefit Plan Actuarial 5 [ D (DFE/Participating Plan Information}
Information) - signed by the plan actuary {6) D G (Financial Transaction Schedules)




Form 5500 (2022) Page 3

et 11E5] Form M-1 Compliance Information {to be completed by welfare benefit plans)

11 a |f the plan pro\ndes welfare benefits, was the plan subject to the Form M-1 filing requirements dtrring the plan year? {Ses instructions and 29 CFR
2520.101-2.} ... SR ] [ No

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

11b Is the plan cumently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2} ........... [I Yes [_—_l No

11¢ Enter the Receipt Confimuation Code for the 2022 Form M-1 annual repart. If the plan was nol required 1o file the 2022 Form M-1 annual repod, enler the
Receipt Confirmation Code for the most recent Forin M-1 that was reciuired to be filed under the Form M-1 filing requirements. {Failure te enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to refection as incomplete.)

Receipt Confirmation Code,




SCHEDULE A Insurance Information

OMB Ne. 1210-0110

(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2022
Department of Labor
Employes Benefits Secunty Administration } File as an attachment to Form 5500.
Pension Beaefit Guaranty Corporation ¥ Insurance companies are required to provide the infarmation This Form is Open to Public
pursuant to ERISA section 103(2)(2). Inspection
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending 12/31/2022
A Name of plan B Three-digit
Buske Lines, Inc Health Insurance Plan » 501

€ Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (EiN)

Buske Lines, Inc 37-0200050

information Conceming Insurance Contract Coverage, Fees, and Commissions Provide information for each conitract
on a separate Schedule A. Individual contracts grouped as a unit in Parts 1l and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

AETNA LIFE INSURANCE CO.

(€) NAIC ‘ (d) Contract or {e) Approximate number of Policy or contract year
{b) EIN . A persons covered at end of
code identification number policy or contract year {f) From {g) To
06-6033492 60054 0169886 184 10/01/2021 09/30/2022

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 pald.

{a) Tolal amount of commissions paid

~—

{b) Total amount of fees paid
44,848 1,696

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

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

MARSH & MCLENNAN AGENCY LLC
80 WEST PLAZA 2

SADDLE BROOK NJ 07663

() Amount of sales and base Fees and other commissions paid
commissions paiel {c) Amount {d) Purpose (e} Organization code
2021 Pinnacle Dental

Retention Incentive Risk
36,834 1,696 3

IR R L ER 2t SR VISR R P T i 5 TR " T 107 ] Py N R TRy T e i o TSRl 4 ST, AT e S T T PR T e S AR T TR T S L T e et SRR S G G T - BT R T I S

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
LOCKTON COMPANIES LLC
500 W MONROE ST

CHICAGQO II. 60661
{b) Amount of sales and base Fees and other commissions paid ‘
commissions paid {c) Amount {d} Purpose {e) Qrganization code
8,014 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5800. Schedule A (Form 5500) 2022

v. 220413




Schedule A {Fonm 5500} 2022

PageZ-—l |

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

(e)

{b) Amount of sales and hase
commissions paid

{c} Amount

Fees and other commissions paid

{d) Purpose

Organization
code

T B e T N, SR B e, ST TR SRR e Fhe R T BT it Pt D T WS T MR, T T DO at T R i S IR SR, 0 A e T AR T S A T 0,1 T e T F B IR ST ROy S o S 2 ST

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

Fees and ofher commissions paid

(e)

{b) Amount of sales and base
commissions paid

{c) Amount

{d) Purpese

Organization
code

TR R Ty I e Y A T B AT SRR N T L T Y = St P R

T R S IR T L

a2 i

I e e T

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

Feas and other commissions paid

{e)

(b} Amount of sales and base
J commissions paid

{c} Amount

{d} Purpose

Organization
code

BT b T R S R E T S e e L L e T T A S L B o TN 33 R e R i 7 = L5y L ey SRR SR 5 I S e e S e e I T T

{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
commissions paid

{c} Amount

{d) Purpose

Organization
code

VY T T G T T R SR T Ry S R ET, TS

T My A A O R S o b e | A D Wi AT e i B Y TN i A D SRS el

e e R e T e e R

{a) Name and address of the agent, broker, or other persen to whom commissions or fees were rpaid

Fees and other commissions paid

{=)

{b) Amount of sales and base
commissions paid

{c) Amount

{d} Purpose

Qrganization
code
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s

Partil.

Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each cartrier may be treated as a unit for purposes of

; this report.
4 Cument value of plan's interest under this centract in the general account at year end ........... 4
5 Current value of plan’s.interest under this confract in separate accounts at year end........... 5
6 Gontracts With Allocated Funds:
a  State the basis of premium rates »
b  Premiums paid to carrier . 6b
€ Premiums due but unpaid at the end of the year 6c
d [fthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or &d
retention of the contract or policy, enter amount......ecccmvisscicennn
Specify nature of costs P
e Type of contract: (1) |:| individual policies 2} |:| group deferred annuity
3) D other (specify) P
f I contract purchased, in whole or in part, to distibute benefits from a temminating plan, check here » D
T Coniracts With Unallocated Funds (Do not inciude portions of these contracts maintained in separale accounts)
a  Type of contract: {1} D deposit adminisiration {2) D immediate parficipation guaraniee
(3} [ ] guaranteed investment (4) [] other »
b Balance at the end of the previous year . oo | 7D
C Additions: (1) Contributions deposited during the year .........ccceeceeeevreeeenne | 26{1)
(2) Dividends and credits e | 7€(2)
(3) Interest credited during the year..., . 7c(3)
(4) Transferred from separate account
(8) Other (specify below)
4
{6)Total additions
d Total of balance and additions (add lines 7b and 7¢(8)).
€ Deductions:
(1) Disbursed from fund t¢ pay benefits or purchase annulties dusing year
(2) Administration charge made by carrier..
(3} Transferred {o separale account
(4} Other {specify below) .
»
(5) Total deductions ...
f

Balance at the end of the current year (subtract line 7e(5) from Line 7d)..........




Schedule A {Form 5500) 2022 Page 4

Welfare Benefit Contract Information ,

If more than one contract covers the same group of empléyees of the same empleyer{s) or members of the same employee organizations(s),
the information may be combined for reporiing purposes if such contracts are experience-rated as a unit. Where confracts 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 fype (check all applicable boxes)

a [X] Health (ether than dental or vision) b X Dental cfx] vision d[] Life insurance
e D Temporary disability (accident and sickness) T [] Long-term disabilily g D Supplemental unemployment b ]:| Prescription drug
D Stop loss {large deduclible) ] D HMO contract k D PPO contract | D Indemnity contract

m [ ] Other (specify) »

9 Experience-rated contracts:

a Premiums: (1) Amount received ,......... )
(2} Increase (decrease} in amount due but UNPaId ......c.cevevrmerreeecerrrerenens 9a(2)
(3) Increase (decrease} in uneamed premium rESEIVE .. TR X 9a(3)
{4) Earned ({1} + (2} - (3)) | sag4)
b Benefit charges (1) Claims paid | 8b(1)
(2) Increase (decrease} in claim reserves 9b(2)
{3) Incurred claims (add (1) and (2)) . “ Sh(3)
(4) Claims charged......oeeereeeeel Loeabtiesesfentmtestsseasbnr bt Srbiea bEA bR RS b A b A S tm st be R s rRb R R T s R e AT 9h(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) CoOmMmMISSIONS ......oeeeeemmrecrnnne 2c(1){A)
B) Admlmstratlve service or other fees ...... 9c(1)(B)
{C) Other specific acquisition costs - | Sc(1){C)
, (D) Other expenses........cuiiasmmasssssssssrnens . | 8c(1KD)
(E) Taxes... ... | Sc(IXE)
{F) Charges for risks of olher contmgencues 9c{1)(F}
{G) Cther retention charges S—— - ) (<) &
(H) Total retention......ww s Sc(1}{H)
(2) Dividends or retroactive rate refunds. (These amounts were I:] pald in cash, orl:] credlled) .................. 9¢c(2)
d Status of policyholder reserves al end of year: (1) Amount held to provide benefils after relirement............. - 9d(1)
(2) Claim reserves St e 9d(2)
(3) Other resSenes ... SRRSO 9d(3)
e Dividends or retroactive rate refunds due, {Do not include amount entered in line 9¢{2).).............. e’
10 Nonexperience-rated conlracts:
a Total premiums or subscription charges paid to camier 10a 897, 199
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, ather than reported in Part |, line 2 above, report amount. ... 10b

Specify nature of costs,

=PartIV:Z| Provision of Information
11 Did the insurance company fall to provide any information necessary to complete Schedule A? ............ D Yes @ No
12 Ifthe answer to line 11 is “Yes,” specify the information not provided. »




Form 5500

E-File Authorization | R S hA

R5M |

LP

| o
w
-

Client: Buske Lines, Inc.

Plan name: Buske Lines, Inc. Life Insurance Plan

Employer identification number / plan number: 37-0200050 / 504
For the plan years ended: December 31, 2022

| have reviewed Form 5500 (the Form), including accompanying schedules and statements, and | hereby
authorize RSM US LLP (RSM) to electronically sign and submit the Form through the ERISA Filing
Acceptance System Il (EFASTZ2).

| understand that in granting this authority that:

¢ | must manually sign and date page 1 of the Form and provide a scanned copy of that signature

page to RSM before the electronic filing can be initiated;

RSM will retain a copy of this written authorization for its records;

In addition to any other required schedules or attachments, the electronic filing includes a true
and correct PDF copy of the completed Form 5500 (without schedules or attachments), Form
5500-SF or Form 5500-EZ return/report bearing the manual signature of the plan administrator,
employer/plan sponsor or direct filing entity, under penalty of perjury;

* A copy with the image of my signature, as it appears on page 1 of the Form, will be included with
the rest of the return/report posted by the Department of Labor (DOL) on the internet for public
disclosure; and

« RSM will notify the individual(s) signing below as the plan administrator, employer/plan sponsor
or direct filing entity about any inquiries and information it receives from EFASTZ2, the DOL, the
Internal Revenue Service or the Pension Benefit Guaranty Corporation regarding this annual
return/report.

RSM shall not be deemed an administrator or other fiduciary with respect to any plan solely on account of
the services performed under this authorization. This authorization is applicable only to the filing for the
above-named plan and applies only for the plan year-end stated above.

iawe 17, s 715 /2023

Plah administrator Date
Employer/plan sponsor or direct filing entity Date

(if not the plan administrator)

‘;‘“w\_,: R OF




Form 5500

E-File Authorization R S hﬂ

RSMUSLLP
Client: Buske Lines, Inc.
Plan name: Buske Lines, Inc. Health Insurance Plan
Employer identification number / plan number: 37-0200050 / 501
For the plan years ended: December 31, 2022

| have reviewed Form 5500 (the Form), including accompanying schedules and statements, and | hereby
authorize RSM US LLP (RSM) to electronically sign and submit the Form through the ERISA Filing
Acceptance System Il (EFAST2).

| understand that in granting this authority that:

+ | must manually sign and date page 1 of the Form and provide a scanned copy of that signature
page to RSM before the electronic filing can be initiated;
RSM will retain a copy of this written authorization for its records;
In addition to any other required schedules or attachments, the electronic filing includes a true
and correct PDF copy of the completed Form 5500 (without schedules or attachments), Form
5500-SF or Form 5500-EZ return/report bearing the manual signature of the plan administrator,
employer/plan sponsor or direct filing entity, under penalty of perjury;

¢ A copy with the image of my signature, as it appears on page 1 of the Form, will be included with
the rest of the return/report posted by the Department of Labor (DOL) on the internet for public
disclosure; and

« RSM will notify the individual(s) signing below as the plan administrator, employer/plan sponsor
or direct filing entity about any inquiries and information it receives from EFAST2, the DOL, the
Internal Revenue Service or the Pension Benefit Guaranty Corporation regarding this annual
return/report.

RSM shall not be deemed an administrator or other fiduciary with respect to any plan solely on account of

the services performed under this authorization. This authorization is applicable only to the filing for the
above-named plan and applies only for the plan year-end stated above.

/\Q@/ﬂt /. Pt 7]5)2023

Plan administrator Date

Employer/plan sponsor or direct filing entity Date
(if not the plan administrator)




