
 

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 I   Annual Report Identification Information 
For calendar plan year 2022 or fiscal plan year beginning                                                                      and ending                                                        

A  This return/report is for:       X  a multiemployer plan        X  a multiple-employer plan (Filers checking this box must attach a list of 
participating employer information in accordance with the form instructions.) 

       X  a single-employer plan        X  a DFE (specify)        _C_ 

B  This return/report is:       X  the first return/report        X  the final return/report 

       X  an amended return/report        X  a short plan year return/report (less than 12 months) 

C  If the plan is a collectively-bargained plan, check here. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . .. X 

D  Check box if filing under:                                                              X  Form 5558            X  automatic extension            X  the DFVC program 

       X  special extension (enter description) ABCDEFGHI ABCDE 

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

Part II   Basic Plan Information—enter all requested information 

1a  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

1b Three-digit plan 
number (PN)  001 

1c Effective date of plan 
YYYY-MM-DD 

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 foreign, see instructions) 

2b Employer Identification 
Number (EIN) 
012345678 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

D/B/A ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901 

UK  

2c Plan Sponsor’s telephone 
number 
0123456789 

2d Business code (see 
instructions) 
012345 

 

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, I declare that I 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 

 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

Signature of plan administrator Date Enter name of individual signing as plan administrator 

SIGN 
HERE 

 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor 

SIGN 
HERE 

 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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 

  

 

01/01/2022 12/31/2022

X

X

X FL-2023-06

WOODSMAN KITCHENS & FLOORS, INC. 401(K) PROFIT SHARING PLAN 001

01/01/1998

59-2295910
WOODSMAN KITCHENS & FLOORS, INC.

904-641-8336

11732 BEACH BLVD 
JACKSONVILLE, FL 32246

238300

Filed with authorized/valid electronic signature. 12/04/2023 RICHARD S. WOODS
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3a Plan administrator’s name and address  X  Same as Plan Sponsor  
 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901 

UK  

3b  Administrator’s EIN 
012345678 

3c  Administrator’s telephone 
number 
0123456789 

 

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, 
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report: 

4b EIN012345678 

a Sponsor’s name 
c Plan Name 
 

4d PN 
012 

5 Total number of participants at the beginning of the plan year 5 123456789012 

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, 6c, and 6d).  

 
a(1)  Total number of active participants at the beginning of the plan year  ...............................................................................  6a(1)  

   
a(2)  Total number of active participants at the end of  the plan year  .......................................................................................  6a(2)  

  
b Retired or separated participants receiving benefits ..............................................................................................................  6b 123456789012 
 
c Other retired or separated participants entitled to future benefits...........................................................................................  6c 123456789012 
  
d Subtotal. Add lines 6a(2), 6b, and 6c. ....................................................................................................................................  6d 123456789012 
  
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................................................  6e 123456789012 
  
f Total.  Add lines 6d and 6e. ...................................................................................................................................................  6f 123456789012 
  
g Number of participants with account balances as of the end of the plan year (only defined contribution plans  
        complete this item)...............................................................................................................................................................  6g 123456789012 
  
h Number of participants who terminated employment during the plan year with accrued benefits that were  
      less than 100% vested ...........................................................................................................................................................  6h 123456789012 

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:  
          
 

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply) 
(1)  X  Insurance (1)  X  Insurance 
(2)  X Code section 412(e)(3) insurance contracts (2)  X  Code section 412(e)(3) insurance contracts 
(3)  X Trust  (3)  X  Trust  
(4)  X  General assets of the sponsor (4)  X  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)  X  R  (Retirement Plan Information)  (1)  X H  (Financial Information) 
 

(2)  X  MB  (Multiemployer Defined Benefit Plan and Certain Money 
Purchase Plan Actuarial Information) - signed by the plan 
actuary 

(2)  X  I   (Financial Information – Small Plan) 

(3)  X     A  (Insurance Information) 

(4)  X  C  (Service Provider Information) 

(3)  X  SB  (Single-Employer Defined Benefit Plan Actuarial          
Information) - signed by the plan actuary 

(5)  X  D  (DFE/Participating Plan Information) 

(6)  X  G  (Financial Transaction Schedules) 

  

X

 
 

185

148

158

7

24

189

0

189

126

0

2E 2F 2G 2J 2K 3D

X X

X X

X X

X 1

X

X
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Part III 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.) ........................………..….  X    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.) …….....  X Yes    X   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). 

 File as an attachment to Form 5500. 

 Insurance companies are required to provide the information  
pursuant to ERISA section 103(a)(2). 

 
OMB No. 1210-0110 

 

2022 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2022 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number (PN)          001 

 

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

FGHI ABCDEFGHI  

D  Employer Identification Number (EIN) 
012345678 

Part I 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 II and III can be reported on a single Schedule A.  

1  Coverage Information: 
 

(a)  Name of insurance carrier 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

 

(b)  EIN (c)  NAIC 
code 

(d)  Contract or 
 identification number 

(e)  Approximate number of 
persons covered at end of 

policy or contract year 

Policy or contract year 

(f)  From (g)  To 

012345678 ABCDE ABCDE0123456789 1234567 YYYY-MM-DD YYYY-MM-DD 

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 
123456789012345 123456789012345 

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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 

 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2022 
v. 220413 

 

01/01/2022 12/31/2022

WOODSMAN KITCHENS & FLOORS, INC. 401(K) PROFIT SHARING PLAN 001

WOODSMAN KITCHENS & FLOORS, INC. 59-2295910

TALCOTT RESOLUTION LIFE INSURANCE CO

06-0974148 88072 74707901 116 02/18/2022 12/31/2022
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

1
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Part II 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.................................................  4 123456789012345 

5  Current value of plan’s interest under this contract in separate accounts at year end ...................................................  5 123456789012345 

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier ......................................................................................................................................  6b -123456789012345 

c Premiums due but unpaid at the end of the year ..................................................................................................  6c -123456789012345 

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ..................................................................................................  6d -123456789012345 

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)  

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year ...............................................................................................................  7b 123456789012345 

c Additions:  (1) Contributions deposited during the year ................................  7c(1) -123456789012345  

(2) Dividends and credits ..............................................................................  7c(2) -123456789012345  

(3) Interest credited during the year..............................................................  7c(3) -123456789012345  

(4) Transferred from separate account .........................................................  7c(4) -123456789012345  

(5) Other (specify below) ..............................................................................  7c(5) -123456789012345  

 

 

 

  

  
  

(6)Total additions ..................................................................................................................................................  7c(6) 123456789012345 

 d  Total of balance and additions (add lines 7b and 7c(6)).  ......................................................................................  7d 123456789012345 

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345  

      (2) Administration charge made by carrier.....................................................  7e(2) -123456789012345  

      (3) Transferred to separate account ..............................................................  7e(3) -123456789012345  

      (4) Other (specify below) ...............................................................................  7e(4) -123456789012345  

 

 

 

  

  
  

      (5) Total deductions...............................................................................................................................................  7e(5) 123456789012345 

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) ..............................................................  7f 123456789012345 

602814

10825277

X GROUP ANNUITY CONTRACT

601521
60642

6426

108707
4898

FORFEITURES

180673

782194

32871

-154

146663

179380

602814
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 
 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 
 m X  Other (specify)  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

9  Experience-rated contracts:  

a   Premiums: (1) Amount received ................................................................. 9a(1) -123456789012345  

      (2) Increase (decrease) in amount due but unpaid .................................... 9a(2) -123456789012345  

      (3) Increase (decrease) in unearned premium reserve .............................. 9a(3) -123456789012345  

(4) Earned ((1) + (2) - (3)).................................................................................................................................................. 9a(4) 123456789012345 

 b Benefit charges (1) Claims paid ................................................................ 9b(1) -123456789012345  

      (2) Increase (decrease) in claim reserves ................................................. 9b(2) -123456789012345  

      (3) Incurred claims (add (1) and (2)) .................................................................................................................. 9b(3) 123456789012345 

      (4) Claims charged ............................................................................................................................................ 9b(4) 123456789012345 

 c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345  

             (A) Commissions ................................................................................ 9c(1)(A) -123456789012345  

             (B) Administrative service or other fees .............................................. 9c(1)(B) -123456789012345  

             (C) Other specific acquisition costs ..................................................... 9c(1)(C) -123456789012345  

             (D) Other expenses ............................................................................ 9c(1)(D) -123456789012345  

             (E) Taxes ............................................................................................ 9c(1)(E) -123456789012345  

             (F) Charges for risks or other contingencies ....................................... 9c(1)(F) -123456789012345  

             (G) Other retention charges ................................................................ 9c(1)(G) -123456789012345  

             (H) Total retention ....................................................................................................................................... 9c(1)(H) 123456789012345 

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.) .................. 9c(2) 123456789012345 

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1) 123456789012345 

     (2) Claim reserves ............................................................................................................................................ 9d(2) 123456789012345 

   (3) Other reserves ............................................................................................................................................ 9d(3) 123456789012345 

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ............................... 9e 123456789012345 

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier .................................................................................... 10a 123456789012345 

 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 

-

123456789012345 

Specify nature of costs.   
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

 

Part IV Provision of Information  

11 Did the insurance company fail to provide any information necessary to complete Schedule A? .............   X Yes    X No 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDE 

 

X



SCHEDULE C 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Service Provider 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. 

OMB No. 1210-0110 

2022 

This Form is Open to Public 
Inspection. 

For calendar plan year 2022 or fiscal plan year beginning    and ending  
A  Name of plan
ABCDEFGHI 

B  Three-digit
plan number (PN)   001

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

D   Employer Identification Number (EIN)
012345678 

Part I 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   X 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

(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) 2022 
v. 220413 

01/01/2022 12/31/2022

WOODSMAN KITCHENS & FLOORS, INC. 401(K) PROFIT SHARING PLAN 001

WOODSMAN KITCHENS & FLOORS, INC. 59-2295910

X
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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

1
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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)

(b) 
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures?

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

(f).  If none, enter -0-.

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 Yes  X  No  X Yes  X  No  X

123456789012345 
Yes  X  No  X

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

(b) 
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures?

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

(f).  If none, enter -0-.

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 Yes  X  No  X Yes  X  No  X

123456789012345 
Yes  X  No  X

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

(b) 
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures?

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

(f).  If none, enter -0-.

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI 
ABCDEFGHI 
ABCD

123456789012
345 Yes  X  No  X Yes  X  No  X Yes  X  No  X 

1

EMPOWER ANNUITY INSURANCE COMPANY

64 NONE 720
X X

0
X

WITMAN PENSION CONSULTING

13 NONE 2758
X X

0
X

WITMAN PENSION CONSULTING LLC

13 NONE 0
X X

4557
X
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Part I 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
(see instructions)

 

(c) Enter amount of indirect
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
(see instructions)

(c) Enter amount of indirect
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
(see instructions)

(c) Enter amount of indirect
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.

1
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Part II 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. 
(a) 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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 
12 13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890

(a) 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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 
12 13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890

(a) 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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 
13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890

(a) 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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 
13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890

(a) 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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 
13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890

(a) 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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1
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a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789
c  Position: ABCDEFGHI ABCDEFGHI ABCD
d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone: 1234567890

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789
c  Position: ABCDEFGHI ABCDEFGHI ABCD
d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone: 1234567890

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789
c  Position: ABCDEFGHI ABCDEFGHI ABCD
d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone: 1234567890

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789
c  Position: ABCDEFGHI ABCDEFGHI ABCD
d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone: 1234567890

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789
c  Position: ABCDEFGHI ABCDEFGHI ABCD
d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone: 1234567890

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

Part III Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed) 

1



SCHEDULE D 

(Form 5500) 

 

Department of the Treasury 
Internal Revenue Service 

 
Department of Labor 

Employee Benefits Security Administration 
 
 

 

DFE/Participating Plan 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.  

 

 
OMB No. 1210-0110 

 

2022 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2022 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number (PN)          001 

 

C  Plan or DFE sponsor’s name as shown on line 2a of Form 5500 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI  

D    Employer Identification Number (EIN) 
012345678 

Part I Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFEs)  
(Complete as many entries as needed to report all interests in DFEs) 

a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or    

103-12 IE at end of year (see instructions)  -123456789012345 
   
a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or     

103-12 IE at end of year (see instructions) -123456789012345 
   
a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 
   
a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 
 

a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 
 

a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 
 

a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 
 
For Paperwork Reduction Act Notice, see the Instructions for Form 5500.  
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a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

 
a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

 
a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

 
a  Name of MTIA, CCT, PSA, or 103-12 IE:  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

 
a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

 
a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

 
a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

 
a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

 
a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

 
a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

1
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6  

Part II Information on Participating Plans (to be completed by DFEs)  
(Complete as many entries as needed to report all participating plans) 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI 

c  EIN-PN 

123456789-123 

 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI 

c EIN-PN 

123456789-123 

   

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI 

c EIN-PN 

123456789-123 

 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI 

c  EIN-PN 

123456789-123 

 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
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SCHEDULE H 
(Form 5500) 

Department of the Treasury 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Financial Information 
 

This schedule is required to be filed under section 104 of the Employee 
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the 

Internal Revenue Code (the Code). 

 File as an attachment to Form 5500. 

OMB No. 1210-0110 

 
2022 

 
This Form is Open to Public 

Inspection  
For calendar plan year 2022 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

B Three-digit 
plan number (PN)          001 

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

ABCDEFGHI  

D    Employer Identification Number (EIN) 
012345678 

Part I   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 1c(9) through 1c(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), 1c(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 .......................................................................  1a -123456789012345 -123456789012345 

 b  Receivables (less allowance for doubtful accounts):    

(1)  Employer contributions ...........................................................................  1b(1) -123456789012345 -123456789012345 

(2)  Participant contributions .........................................................................  1b(2) -123456789012345 -123456789012345 

(3)  Other ......................................................................................................  1b(3) -123456789012345 -123456789012345 

 c  General investments:    

(1)  Interest-bearing cash (include money market accounts & certificates  
of deposit) .............................................................................................  1c(1) -123456789012345 -123456789012345 

(2)  U.S. Government securities ...................................................................  1c(2) -123456789012345 -123456789012345 

(3)  Corporate debt instruments (other than employer securities):    

(A)  Preferred .........................................................................................  1c(3)(A) -123456789012345 -123456789012345 

(B)  All other ...........................................................................................  1c(3)(B) -123456789012345 -123456789012345 

(4)  Corporate stocks (other than employer securities):    

(A)  Preferred .........................................................................................  1c(4)(A) -123456789012345 -123456789012345 

(B)  Common ..........................................................................................  1c(4)(B) -123456789012345 -123456789012345 

(5) Partnership/joint venture interests ..........................................................  1c(5) -123456789012345 -123456789012345 

(6) Real estate (other than employer real property) .....................................  1c(6) -123456789012345 -123456789012345 

(7) Loans (other than to participants) ...........................................................  1c(7) -123456789012345 -123456789012345 

(8) Participant loans .....................................................................................  1c(8) -123456789012345 -123456789012345 

(9) Value of interest in common/collective trusts ..........................................  1c(9) -123456789012345 -123456789012345 

(10) Value of interest in pooled separate accounts ........................................  1c(10) -123456789012345 -123456789012345 

(11) Value of interest in master trust investment accounts.............................  1c(11) -123456789012345 -123456789012345 

(12) Value of interest in 103-12 investment entities .......................................  1c(12) -123456789012345 -123456789012345 

(13) Value of interest in registered investment companies (e.g., mutual  
        funds) .....................................................................................  1c(13) -123456789012345 -123456789012345 

(14) Value of funds held in insurance company general account (unallocated 
contracts) ...............................................................................................  1c(14) -123456789012345 -123456789012345 

(15) Other ......................................................................................................  1c(15) -123456789012345 -123456789012345 

 

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule H (Form 5500) 2022 
v. 220413 
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1d Employer-related investments:  (a) Beginning of Year (b) End of Year 
(1)  Employer securities ................................................................................  1d(1) -123456789012345 -123456789012345 

(2)  Employer real property ...........................................................................  1d(2) -123456789012345 -123456789012345 

1e Buildings and other property used in plan operation .....................................  1e -123456789012345 -123456789012345 

1f Total assets (add all amounts in lines 1a through 1e) ...................................  1f -123456789012345 -123456789012345 

Liabilities    
1g Benefit claims payable ..................................................................................  1g -123456789012345 -123456789012345 

1h Operating payables ......................................................................................  1h -123456789012345 -123456789012345 

1i Acquisition indebtedness ..............................................................................  1i -123456789012345 -123456789012345 

1j Other liabilities ..............................................................................................  1j -123456789012345 -123456789012345 

1k Total liabilities (add all amounts in lines 1g through1j) ..................................  1k -123456789012345 -123456789012345 

Net Assets    
1l Net assets (subtract line 1k from line 1f) .......................................................  1l -123456789012345 -123456789012345 

 

 Part II   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) Amount (b) Total 
 a Contributions:    

(1) Received or receivable in cash from: (A) Employers ..............................  2a(1)(A) -123456789012345 

 

(B) Participants .....................................................................................  2a(1)(B) -123456789012345 

(C) Others (including rollovers) .............................................................  2a(1)(C) -123456789012345 

(2) Noncash contributions ............................................................................  2a(2) -123456789012345 

(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ..............  2a(3)  -123456789012345 

 b Earnings on investments:  

  (1) Interest:  
(A) Interest-bearing cash (including money market accounts and 

certificates of deposit) .....................................................................  2b(1)(A) -123456789012345  

(B)  U.S. Government securities ............................................................  2b(1)(B) -123456789012345  

(C)  Corporate debt instruments ............................................................  2b(1)(C) -123456789012345 

(D)  Loans (other than to participants) ...................................................  2b(1)(D) -123456789012345 

(E)  Participant loans .............................................................................  2b(1)(E) -123456789012345 

(F)  Other...............................................................................................  2b(1)(F) -123456789012345 

(G)  Total interest. Add lines 2b(1)(A) through (F) .................................  2b(1)(G)  -123456789012345 

(2) Dividends: (A) Preferred stock................................................................  2b(2)(A) -123456789012345 

 

(B) Common stock ................................................................................  2b(2)(B) -123456789012345 

(C) Registered investment company shares (e.g. mutual funds) ..........  2b(2)(C)  

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

 

-123456789012345 

(3) Rents ......................................................................................................  2b(3) -123456789012345 

(4) Net gain (loss) on sale of assets:  (A) Aggregate proceeds ....................  2b(4)(A) -123456789012345  

(B)  Aggregate carrying amount (see instructions) ................................  2b(4)(B) -123456789012345  

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result...............  2b(4)(C)  -123456789012345 

(5) Unrealized appreciation (depreciation) of assets: (A) Real estate.....................  2b(5)(A)   

(B) Other...............................................................................................  2b(5)(B)   

(C) Total unrealized appreciation of assets.  
Add lines 2b(5)(A) and (B) ..............................................................  2b(5)(C)   

    

15977866 11430156

15977866 11430156

217444

519508

736952

-2367932

-2367932
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  (a) Amount (b) Total 

(6) Net investment gain (loss) from common/collective trusts .......................  2b(6)  123456789012345 

(7) Net investment gain (loss) from pooled separate accounts .....................  2b(7)  -123456789012345-

123456789012345 (8) Net investment gain (loss) from master trust investment accounts ..........  2b(8)  -123456789012345-

123456789012345 (9) Net investment gain (loss) from 103-12 investment entities.....................  2b(9)  -123456789012345-

123456789012345 
(10) Net investment gain (loss) from registered investment  

companies (e.g., mutual funds) ...............................................................  
2b(10) 

 

-123456789012345-

123456789012345 

  c Other income .................................................................................................  2c   -123456789012345 

  d Total income. Add all income amounts in column (b) and enter total ...................  2d    
Expenses    

  e Benefit payment and payments to provide benefits:    

(1) Directly to participants or beneficiaries, including direct rollovers ............  2e(1) -123456789012345 

 

 

(2) To insurance carriers for the provision of benefits ...................................  2e(2) -123456789012345 

(3) Other .......................................................................................................  2e(3) -123456789012345 

(4) Total benefit payments. Add lines 2e(1) through (3) ................................  2e(4) 

 

 

  f Corrective distributions (see instructions) ......................................................  2f  

  g Certain deemed distributions of participant loans (see instructions) ..............  2g  
  h Interest expense ............................................................................................  2h  

  i Administrative expenses:  (1) Professional fees ............................................  2i(1) -123456789012345  

(2) Contract administrator fees......................................................................  2i(2) -123456789012345 

(3) Investment advisory and management fees ............................................  2i(3) -123456789012345 

(4) Other .......................................................................................................  2i(4) -123456789012345 

(5) Total administrative expenses. Add lines 2i(1) through (4) ......................  2i(5)  -123456789012345 

  j Total expenses. Add all expense amounts in column (b) and enter total ......  2j  -123456789012345 

Net Income and Reconciliation    
  k Net income (loss). Subtract line 2j from line 2d...........................................................  2k   

  l Transfers of assets:  

 

 

(1) To this plan ..............................................................................................  2l(1) -123456789012345 

(2) From this plan ..........................................................................................  2l(2) -123456789012345 
 

 Part III   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) X  Unmodified         (2) X  Qualified          (3) X  Disclaimer          (4) X  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) X DOL Regulation 2520.103-12(d)  (3) X 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: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD (2) EIN: 123456789 

d The opinion of an independent qualified public accountant is not attached because: 

 (1) X This form is filed for a CCT, PSA, or MTIA.      (2) X 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 IV. MTIAs, 103-12 IEs, and GIAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.  

103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4l. 
 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    
    

-1630980

2914212

2914212

2518

2518

2916730

-4547710

X

HOWARD & COMPANY, CPA, P.A. 47-0916323

X

X
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  Yes No Amount 
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 I if “Yes” is 
checked.) .............................................................................................................................................  

    

4b    

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 II if “Yes” is checked.)  .......................................  

    
4c   -123456789012345 

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 III if “Yes” is  
checked.) .............................................................................................................................................  

    

4d 
  -123456789012345 

e Was this plan covered by a fidelity bond? ............................................................................................  4e   -123456789012345 

f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by 
fraud or dishonesty?  ...........................................................................................................................  

    
4f   -123456789012345 

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? ..................................................  

    

4g   -123456789012345 

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   -123456789012345 

i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and 
see instructions for format requirements.) ............................................................................................  

    

4i    

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.) ............................................................................................  

    

4j    

k Were all the plan assets either distributed to participants or beneficiaries, transferred to another 
plan, or brought under the control of the PBGC? .................................................................................  

    

4k    

l Has the plan failed to provide any benefit when due under the plan? ..................................................  4l   -123456789012345 

m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR 
2520.101-3.) ........................................................................................................................................  

   

 4m   

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. ..........................................  

   
 4n   

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

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) 
 123456789 123 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 123 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 123 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFHI 

123456789 123 

5c 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 
instructions.)  ………………………………………………………………………………………………………….. X  Yes     X No     X Not determined 

 If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year ____________________.  
 

 

1

X

X

X 750000

X

X

X

X

X

X

X

X

X

X

X
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(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Retirement Plan Information 
 

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

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

 File as an attachment to Form 5500. 

OMB No. 1210-0110 

 

2022 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2022 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number 
(PN)          001 

 

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

ABCDEFGHI  

D    Employer Identification Number (EIN) 
012345678 

Part I   Distributions 

1 Total value of distributions paid in property other than in cash or the forms of property specified in the 
instructions……………………………………………………………………………………………………………...... 

1 
-123456789012345 

Part II 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.) 

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

 If you completed line 6c, skip lines 8 and 9. 

7    Will the minimum funding amount reported on line 6c be met by the funding deadline? ........................................    X   Yes    X   No  X   N/A  

8 If a change 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? ..................................................................................................................  

     

X   Yes   X   No X   N/A  

Part III   Amendments 

9 If this 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 no, check the “No” box. ..........................................................................................  

    

X  Increase X Decrease X  Both X  No 

Part IV ESOPs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the 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?..............  X  Yes  X   No  

11 a Does the ESOP hold any preferred stock? ................................................................................................................................... X  Yes X   No 

 b If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan?  
 (See instructions for definition of “back-to-back” loan.) ................................................................................................................. 

X  Yes X   No 

12 Does the ESOP hold any stock that is not readily tradable on an established securities market? ........................................................ X  Yes X   No 

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.  Schedule R (Form 5500) 2022 
v. 220413 

 
 

All references to distributions relate only to payments of benefits during the plan year. 

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):  _______________________________   _______________________________  

 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 
year ....................................................................................................................................................................    

3 
12345678 

4    Is the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? .......................    X   Yes    X   No  X   N/A  

 If the plan is a defined benefit plan, go to line 8. 

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

6    a    Enter the minimum required contribution for this plan year (include any prior year accumulated funding                
deficiency not waived) ...................................................................................................................................  

6a -123456789012345 

      b    Enter the amount contributed by the employer to the plan for this plan year..................................................  6b -123456789012345 

      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)......................................................................................  6c -123456789012345 

01/01/2022 12/31/2022

WOODSMAN KITCHENS & FLOORS, INC. 401(K) PROFIT SHARING PLAN
001

WOODSMAN KITCHENS & FLOORS, INC. 59-2295910

0

06-0974148
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Part V 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 X      

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 X 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: X   Hourly         X   Weekly         X   Unit of production         X   Other (specify):  
 

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 X      

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 X 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: X   Hourly         X   Weekly         X   Unit of production         X   Other (specify): _______________________________ 
 

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 X      

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 X 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: X   Hourly         X   Weekly         X   Unit of production         X   Other (specify): _______________________________ 
 

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 X      

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 X 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: X   Hourly         X   Weekly         X   Unit of production         X   Other (specify): _______________________________ 
 

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 X      

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 X 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: X   Hourly         X   Weekly         X   Unit of production         X   Other (specify): _______________________________ 
 

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 X      

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 X 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: X   Hourly         X   Weekly         X   Unit of production         X   Other (specify): _______________________________ 

 
 
 
 

 

1
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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:  X  last contributing employer  X  alternative  X  reasonable approximation (see 
instructions for required attachment)......................................................................................................................   

 
123456789012345 

14a 
 

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

14b 
123456789012345 

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

14c 
123456789012345 

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 .............................   15a 123456789012345 

 b The corresponding number for the second preceding plan year ......................................................................   15b 123456789012345 

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   .............................................   16a 123456789012345 

 b If line 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 
assessed against such withdrawn employers ..................................................................................................   16b 

123456789012345 

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 ................................................................................................................................................... X 

 

Part VI 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 ......................................................................................................................................................................... X 

19 If the total number of participants is 1,000 or more, complete lines (a) through (c) 
 

 a Enter the percentage of plan assets held as:  
 Stock: _____%   Investment-Grade Debt: _____%    High-Yield Debt: _____%    Real Estate: _____%   Other: _____%  

 b Provide the average duration of the combined investment-grade and high-yield debt:   
X  0-3 years     X  3-6 years     X  6-9 years     X  9-12 years     X  12-15 years     X  15-18 years     X  18-21 years     X  21 years or more  

 c What duration measure was used to calculate line 19(b)? 
X Effective duration     X Macaulay duration     X Modified duration     X Other (specify): 
  

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    No 
 b If line 20a is “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box: 

  Yes. 

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

_ 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__________________________________________________________________________________________ 
 

 

 

 

 











































Form 5500 

D�,.artmenl of Iha Tn, .. ury 
lnlernal Revenue Service 

Oeparln,�ml of Labor 
Employee Ber,Pfils s�euray 

Administration 

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 
seclions 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 

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

Part I Annual Re ort Identification Information 

For calendar plan year 2022 or fiscal plan ye<3r beginning 01/01/2022 and ending 12/31/2022 

0MB Nos. 1210-0110 

1210-0089 

2022 

This Form is Open to Public 
Ins action 

A This return/report is for: D a multiemployer plan O 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 O a DFE (specify) __ 

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

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

C If the plan is a collectively-bargained plan, check here ......... .... ........ .. ............... ..... ... . ...•.•. ► D 

D Check box if filing under: � Form 5558 D automatic extension D the DFVC program
� special extension (enter description) FL-2023-06 

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

Part II I Basic Plan Information-enter all requested information
1 a Name of plan 

Woodsman Kitchens & Floors, Inc. 401 (k) Profit Sharing Plan 

2a Plan sponsor's name (employer, if for a single-employer plan) 

1 b Three-digit plan I 
number /PN\ ► 001 

1 c Effective date of plan 
01/01/1998 

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) 

2b Employer Identification 
Number (EIN) 

59-2295910 
Woodsman Kitchens & Floors, Inc. 

11732 Beach Blvd 

Jacksonville, FL 32246 

2c Plan Sponsor's telephone 
number 

(904) 641-8336 
2d Business code (see 

instructions) 
238300 

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. l declare that I 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 fr.,.,Ji, '1,/4,,J._. 
HERE 

Sianature of olan administrator Date 

SIGN 
HERE 

Sianature of emolover/olan soonsor Date 

SIGN 
HERE 

Signature of DFE Date 
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. 

Richard S. Woods 
Enter name of individual sianino as olan administrator 

Enter name of individual sianlna as emolover or olan soonsor 

Enter name of individual sianino as DFE 
Form 5500 (2022) 

v.220413

12/4/2023



Form 5500 (2022) Page2 

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 

6 Number of participants as of the end of the plan year un!ess otherwise staled (welfare plans complete only lines 6a(1), 
6a(2), 6b, 6c, and 6d). 

a(1} Total number of active participants at the beginning of the plan year .............................................................................. 6a(1)

a(2} Total number of active participants at the end of the plan year ............... .................................................................... .. 6a(2)

b Rel ired or separated participants receiving benefits ........ ..................................................................................................... 6b 

C Other retired or separated participants entiUed to future benefits ......................................................................................... 6c 

d Subtotal. Add lines 6a(2), 6b, and Ge .............................. .................................................................... ,. ............................. 6d 

e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits ................................................ 6e 

f Total. Add lines Gd and Ge ..................................................................................................................................... , ............ 6f 

g Number of partic;pants with account balances as of the end of the plan year (only defined contribution plans 
complete this item) ............................................................................................................................................................ 6a 

h Number of participants who terminated employment during the plan year with accrued benefits that were 
less than 100% vested ........................................................................................................ ................... · ··· ············ · ·"· '' ''" 6h 

7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans comp!ete 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: 

2E 2F 2G 2J 2K 30 

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 fun�ng arrangement (check all that apply) 
(1) X Insurance 

... 

(2) ... Code section 412(e)(3) insurance contracts 
(3) � Trust
(4) General assets of the sponsor

9b Plan benefit arrangement (check all that apply) 
(1) IX Insurance
(2)

"'" 
Code section 412( e )(3) insurance contracts

(3) Trust
(4) General assets of the sponsor 

185 

148 

158 

7 

24 

189 

0 

189 

126 

0 

10 Check all applicable boxes in 1 0a and 1 Ob to indicate which schedu!es are attached, and, where indicated, enter the number attached. (See instructions) 

a Pension Schedules 

(1) � R {Retirement Plan Information) 

(2) D MB (Multiemployer Defined Benefit Plan and Certain Money 
Purchase Plan Actuarial Information) - signed by the plan 
actuary 

(3) D SB (Single-Employer Defined Benefit Plan Actuarial 
Information) - signed by the plan aciliary 

b General Schedules 

(1) � H (Financial Information) 

(2) □ I (Financial Information - Small Pian) 

(3) � A (Insurance Information) 

(4) [8j C (Service Provider Information) 

(5) [8j D (DFE/Participaling Plan Information) 

(6) □ G (Financial Transaction Schedules) 
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Part Ill I Form M-1 Compliance Information (to be completed by welfare benefit plans) 

If "Yes" is checked. complete lines 11b and 11c. 

11 b Is the plan currently in compliance with the Form M-1 filing requiremenls? (See instructions and 29 CFR 2520.101-2.) ........... 0 Yes O No

11 c Enter the Receipt Confirmation Code for the 2022 Form M-1 annual report. If tl1e plan was not required to file the 2022 Form M-1 annual report, enter the
Receipt Confirmcition Code for the most recent Fonn 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) 
De;,art.rnent of the Tre uury 

lnlerna! Reill'€- 'ltie $1;1,...,:.a; 

D,;�artmanl of L..l!>or 
Em-plt',)'ee B&nofils Se,curily Adm1rH.9tr�ii1'ln 

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.

OMS No. 1210-0110 

2022 

► Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2). 

This Form is Open to Public 
Ins ection 

For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 
A Name of plan 

Woodsman Kitchens & Floors, Inc. 401 (k} Profit Sharing Plan 

C Plan sponsor's name as shown on line 2a of Form 5500 
Woodsman Kitchens & Floors, Inc. 

and ending 12/31/2022 

8 Three-digit 
plan number (PN) ► 

D Employer Identification Number (EIN) 

59-2295910

Part I Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract 
on a se arale Schedule A. Individual contracts rou ed as a unit in Parts II and Ill can be re orted on a sin le Schedule A. 

1 Coverage Information: 

(a) Name of insurance carrier

Talcott Resolution Life Insurance Co 

(e) Approximate number of Policv or contract year (c) NAIC (d) Contract or(b) EIN code identification number persons covered at end of (f) From (g) To policy or contract year 

06-0974148 88072 74707901 116 02/18/2022 12/31/2022 

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 
descendin order of the amount aid. 

a Total amount of commissions aid b Total amount of fees aid 

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 oaid 
(cl Amount ldl Purpose commissions oaid

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

(b) Amount of sales and base Fees and other commissions oaid 
/cl Amount ldl Purpose commissions oaid

(el Ori:ianization code 

(el Orqanization code 

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schadula A (Form 5500) 2022 
v. 220413
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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 
(b) Amount of sales and base

(c) Amount {d) Purpose commissions oaid 

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

Fees and olher commissions paid 
(b) Amount of sales and base

(c) Amount (d) Purposecommissions oaid

(al 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

(c) Amount (d) Purposecommissions naid

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

Fees and other commissions oaid 
(b) Amount of sales and base 

(c) Amount {d) Purpose commissions oaid 

(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 ba.;;e 

(c) Amount (d) Purposecommissions naid

(e) 
Organization 

code 

(e) 
Organization 

code 

(e) 
Organization 

code 

(e) 
Organization 

code 

(e) 
Organizat;on 

code 
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Part II 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 re ort. 

4 Current value of plan•s interest under this contract in t11e en er al account al ear end .............................................. . 
5 Current value of plan·s interest under this contract in se 
6 Contracts With Al located Funds: 

a State the basis of premium rates ► 

b 
C 

d 

Premiums paid to carrier ........................................................................................................................... ....... . 
Premiums due but unpaid at the end of the year ..... ........................................................................................ . 
If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount .............. ., ....................................... ....................................... .. 
Specify nature of costs ► 

e Type of col"!tract: (1) D individual policies (2) D group deferred annuity

(3) D other (specify) ► 

f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here ► 0
7 Contracts Will1 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

b 
C 

d 
e 

f 

(3) D guaranteed investment (4) � other ► Group Annuity Contract

Balance at tile end of the previous vear .......... ....................... ........................................................................... 
Additions: (1) Contributions deposited during the year ............................... 7c(1} 
(2) Dividends and credits .................... ....... . ........................................... 7c(2) 
(3) Interest credited during the year ........................ ... ................................. 7c(3) 
(4) Transferred from sepMate account .. ...................................................... 7c(4) 
(5) Other (specify below) .... ............ ••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 7c(5} 
► Forfeitures 

(6)Total additions .................... ,, ,u .. ,, • .  .. .. ,.,,, ,,,, ,. .. ,.,.,,,,.,00,,, .,,. .,,.,, ,, .,,..,,,,,, ,,,,,.,,,,,,,,,,.,.,,.,, ,,., ,,.,., . ., . .,,., ... ,.., .. , 

Total of balance and additions (add lines 7b and 7c(6)) . ............................... ............... 
· · · ···· ········ ····"·········· ·· ..

Deductions: 
(1) Disbursed from fund to pay benefits or purchase annuities during yoar 7e(1} 
(2) Administration charge made by carrier ................. .. . ... . . .... . ........ . . . .. "'" ''' 7e(2) 
(3) Transferred to separate account. ................................................. .......... 7e(3) 
(4) Other (specify below) ............................. .. ..... .... ........... . . . . . . ..... . . . . . . . ... 7e(4) 
► 

(5) Total deductions ........... ··············•····································································· ........................................ , ... 
Balance at the end of the current year (subtract line 7e(5l from line 7d) ............................................................. 

4 602814 
5 10825277 

I 7b 601521 
60642 

6426 
108707 

4898 

7c(6) 180673 
I 7d 782194 

32871 
-154 

146663 

7e(5} 179380 
I 7f 602814 
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Part Ill Welfare Benefit Contract Information 
If more than one contract covers the same group of employees of the same ernp!oyer(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 sucl1 individual contracts with each carrier may be treated as a unit for purposes of this report. 

b O Dental CD Vision 
8 Benefit and contract type (check all applicable boxes) 

a D Health (other than dental or vision) 

e O Temporary disability (accident and sickness) 

i D Stop loss (large deductible) 

f O Long-term disability 

j O HMO contract 

g D Supplemental unemployment 

k D PPO contract 

9 

m D Other (specify) ► 

Experience-rated contracts: 
a 

b 

C 

d 

e 

Premiums: (1) Amount rece;ved ................................................................ 9a/1l 
(2) Increase (decrease) in amount due but unpaid ................................... 9a(2l 
(3) Increase (decrease) in unearned premium reserve ............................. 9a(3l 
(4) Earned ((1) + (2) - (3)) ........................................................... , ..................................................................... 
Benefit charges (1) Claims paid ............................................................... 9b(1) 
(2) Increase (decrease) in claim reserves ................................................. 9b(2) 
(3) Incurred cJ;:iims (add (1) and (2)) .......................................................................................................... ...... 
(4) Claims charged ................................................ .......................................................................................... 
Remainder of premium: (1) Retention charges (on an accrual basis) -

(A) Commissions ............................................... ·· ············ ................ 
(8) Administrative service or other fees ...... ... . . ......... ........ ............... 

(C) Other specific acquisition costs .................................................... 
(D) Other expenses ............................................ .............................. 
(E) Taxes ............................. ............ ...... ··· · · • • ········""' *• ' ""'" ' ' ' " " ' '" ' " ' 

(F) Charges for risks or other contingencies ...................................... 
(G) Other retention charges ..................... , ......................................... 

9c/1 l/A\ 
9c(1 )(Bl 
9c(1)(C) 
9c(1)(D) 
9c{1)(E) 
9c(1 )(F) 
9c(1)(G) 

(H) Total retention ................... .... , .. . .................... ................................................................................. ... 

(2) Dividends or retroactive rate refunds. (These amounts were 0 paid in cash, or 0 credited.) ....... ........ 

StatL1s of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. ............. 
(2) Claim reserves .............................................. ............................................................................................ 
(3) Other reserves ............................ ................. . .... ......... .................... ................ ,. . . . .  ...... .......... ........ . 

Dividends or retroactive rate refunds due. (Do not include amount entered In line 9c(2).) .............................. 
10 Nonexperience-rated contracts: 

a Total pr .. miums or subscription charges paid to carrier ............................................................... ................... 
b If the carrier, service, or other organization incurred any specific costs in connectlon with the acquisition or 

retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ......................... 
Specify nature of costs. 

Part IV Provision of Information 

11 Did the insurance com an fail to rovide an lete Schedule A? ............ . 
12 If the answer to line 11 is "Yes." specify the information not provided. ► 

9a(4) 

9b/3l 
9b/4l 

9c(1 )(H) 

9c(2l 
9d/1l 
9d/2l 
9d/3l 

9e 

10a 

10b 

d D Life insurance 

h O Prescription drug 

I D Indemnity contract 

No 



SCHEDULE C 

(Form 5500) 

Service Provider Information 
0MB No. 1210-0110 

This schedule is required to be filed under section 104 of the Employee 
Retirement Income Security Act of 1974 (ERISA). 

2022 
Dep:-rtnv•rtl of the Tre;iswy 

lnl..,mol RevGnue Sa� 

DE., &rlm'3fll of Liibor 
Emph.•yee S:;;.r'lt,fits Se�llrily Ad,n1ni.�.1.rc,i:, ,n ► File as an attachment to Form 5500. This Form is Open to Public 

Inspection. Pension Benefit Guaranty Coff,.O'dl;on 

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

A Name of plan 
Woodsman Kitchens & Floors, Inc. 401 (k) Profit Sharing Plan 

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

Woodsman Kitchens & Floors, Inc. 

I Part I I Service Provider Information (see instructions}

and ending 12/31/2022 

8 Three-digit 
plan number (PN) ► I 

D Employer Identification Number (EIN) 

59-2295910 

001 

You must complete tliis 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) .......... .... .. 0 Yes [81 No

b If you answered line 1 a "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 entriss as needed (see instructions). 

(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 

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 202: 
v. 22041:
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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 ElN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and ElN 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 disciosmes 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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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) 

Empower Annuity Insurance Company 

(b) (c) (d) (e) (f) (g) (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, compen!'>ation? ( 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-. 

64 None 720 0 
Yes 0 No E] Yes 0 No� Yes gj No 0 

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

Witman Pension Consulting 

(b) (c) (d) (e) (f) (g) (h) 
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service 
Code(s) employer, employee compensation paid re�eive 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-. 

13 None 2758 
Yes 0 No� Yes 0 No 8) Yes E] No 0 

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

Witman Pension Consulting LLC 

(b) (c) (d) (e) (f) (g) (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-. 

13 None 0 4557 
Yes� No 0 Yes 0 No� Yes 0 No� 
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Part I 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 compen;,alion and (b) each source for whom the service
provider gave you a formLJ!a 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

(d) Enter name and EIN (address) of source of indirect compensation 

(a) Enter service provider name as it appears on line 2

(d) Enter name and EIN (address) of source of indirect compensation 

(a) Enter service provider name as it appears on line 2

(d) Enter name and EIN (address) of source of indirect compensation 

(b) Service Codes (c) Enter amount of indirect
(see instructions) compensation 

( e) Describe tile indirect compensation, including any
formula used to determine the service provider's eligibility

for or the amount of the indirect compensation. 

(b) Service Codes
(see instructions)

(c) Enter amount 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. 

(b) Service Codes
{see instructions)

( C) Enter amount 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 II 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. 

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

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

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

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

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

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

(b) Nature of
Service
Code(s)

(b) Nature of 
Service
Code(sl

(b) Nature of 
Service
Code(s)

(b) Nature of 
Service 
Cadets) 

(b) Nature of
Service
Code/sl

(b) Nature of
Service 
Code(sl

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

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

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

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

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

( c) Describe the information that the service provider failed or refused le
provide 
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I Part Ill 1 Termination Information on Accountants and Enrolled Actuaries (see instructions) 
(complele as many entries as needed) 

a Name: b EIN: 

c Position: 

d Address: 

Explanation: 

a Name: 

c Position: 

d Address: 

Explanation: 

a Name: 

c Position: 

d Address: 

Explanation: 

a Name: 

c Position: 

d Address: 

Explanation: 

a Name: 

c Position: 

d Address: 

Explanation: 

e Teleohone: 

b EIN: 

e Telephone: 

b EIN: 

e Telephone: 

b EIN: 

e Telephone: 

b EIN: 

e Telephone: 



SCHEDULE D 

(Form 5500) 

D�p---ir1mc-nt of the Tre-,.s.ury 
lriiernal Rwvi!r.ue Sarvi,;e 

D&partn10nl of I.ill><)/ 
EmployeE Benc:,fits s�ci.!rity Adm:n: .. tt,,t:on 

DFE/Participating Plan Information 

This schedule is reqL1ired to be filed under section 104 of Irie Employee 
Retirement Income Security Act of 1974 (ERISA). 

► File as an attachment to Form 5500. 

For calendar olan vear 2022 or fiscal olan vear beainnina 01/01/2022 and endina 

0MB No.1210-0110 

2022 

This Fomi is Open to Public 
Inspection. 

12/31/2022 

A Name of plan B Three-digit I 001 Woodsman Kitchens & Floors, Inc. 401 (k) Profit Sharing Plan plan number (PN) ► 

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

Woodsman Kitchens & Floors, Inc. 

D Employer ldenlificalion Number (EIN) 

59-2295910

Part I I Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFEs) 
(Comolete as manv entries as needed to reoort all interests in DFEs) 

a Name of MTIA, CCT, PSA, or 103-12 IE: Separate Account 401 

b Name of sponsor of entity listed in (a): 
Talcott Resolution Life Insurance Co 

C EIN-PN 06-0974148 000 
d Entity 

code 

a Name of MTIA, CCT, PSA. or 103-12 IE: 

b Name of sponsor of entity listed in (a): 

C EIN-PN d Entity 
code 

a Name of MTIA, CCT, PSA, or 103-12 IE: 

b Name of sponsor of entity listed in (a): 

C EIN-PN d Entity 
code 

a Name of MTIA, CCT, PSA, or 103-12 IE: 

b Name of sponsor of entity listed in (a): 

C EIN-PN d Entity 
code 

a Name of MTIA, CCT, PSA, or 103-12 IE: 

b Name of sponsor of entity listed in (a): 

C EIN-PN d Entity 
code 

a Name of MTIA, CCT, PSA, or 103-12 IE: 

b Name of sponsor of entity listed in (a): 

C EIN-PN d Entity 
code 

a Name of MTIA, CCT, PSA, or 103-12 IE: 

b Name of sponsor of entity listed in (a): 

C EIN-PN 
d Entity 

code 

p 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of ear see instructions

e Dollar value of interest in MTIA. CCT, PSA, or
103-12 IE at end of 1ear see instructions 

e Dollar value of interest in MTIA, CCT, PSA, or 
103-12 IE at end of ·ear see instructions 

e Dollar value of interest in MTIA, CCT, PSA. or
103-12 IE at end of ear see instructions

e Dollar value of interest in MTIA, CCT. PSA, or
103-12 IE at end of ear see instructions

e Dollar value of interest in MTIA, CCT, PSA, or 
103-12 IE at end of ear see instructions

e Dollr1r value of interest in MTIA, CCT, PSA, or
103-12 IE at end of ear see instructions

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

10825277 

Schedule D (Form 5500) 2022 
v.220413
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a Name of MTIA, CCT, PSA, or 103-12 IE: 

b Name of sponsor of entity listed in (a): 

C EIN-PN d Entity 
code 

a Name of MTIA, CCT, PSA, or 103-12 IE: 

b Name of sponsor of entity listed in (a): 

C EIN-PN d Entity 
code 

a Name of MTIA, CCT, PSA, or 103-12 IE: 

b Name of sponsor of entity listed in (a): 

C EIN-PN d Entity 
code 

a Name of MTIA, CCT, PSA, or 103-12 IE: 

b Name of sponsor of entity listed in (a): 

C EIN-PN d Entity 
code 

a Name of MTIA, CCT, PSA, or 103-12 IE: 

b Name of sponsor of entity listed in (a): 

C EIN-PN d Entity 
code 

a Name of MTIA, CCT, PSA. or 103-12 IE: 

b Name of sponsor of entity listed in (a): 

C EIN-PN d Entity 
code 

a Name of MTIA, CCT, PSA, or 103-12 IE: 

b Name of sponsor of entity listed in (a): 

C EIN-PN d Entity 
code 

a Name of MTIA, CCT, PSA, or 103-12 IE: 

b Name of sponsor of entity listed in (a): 

c EIN-PN d Entity 
code 

a Name of MTIA, CCT, PSA, or 103-12 IE: 

b Name of sponsor of entity listed in (a): 

C EIN-PN d Entity 
code 

a Name of MTIA, CCT, PSA. or 103-12 IE: 

b Name of sponsor of entity listed in (a): 

c EIN-PN d Entity 
code 

e 

e 

e 

e 

e 

e 

e 

Page2-Ci] 

Dollar value of interest in MTIA, CCT, PSA. or 
103-12 IE at end of ear see instructions 

Dollar value of interest in MTIA, CCT, PSA, or 
103-12 IE at end of ear see instructions 

Dollar value of interest in MTIA, CCT, PSA. or 
103-12 IE at end of ear see instruct;ons

Dollar value of interest in MTIA, CCT, PSA. or 
103-12 IE at end of ear see instructions

Dollar value of interest in MTIA, CCT, PSA, or 
103-12 IE at end of oar see instructions

Dollar value of Interest in MTIA, CCT. PSA, or

103-12 IE at end of oar see instructions

Doll;,r value of interest in MTIA, CCT, PSA, or 
103-12 IE at end of ear see instructions 

e Dollar value of interest in MTIA, CCT, PSA, or 
103-12 IE at end of ear see instructions

e Dollar value of interest in MTIA. CCT, PSA, or 
103-12 IE at end of ear see instructions 

e Doll::ir vaiue of interest In MTIA, CCT, PSA, or 
103-12 IE at end of ear see instructions
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Part II Information on Participating Plans (to be completed by DFEs) 
Com lele as man entries as needed to re ort all artici atin Jans 

a Plan name 

b Name of C EIN-PN 

plan sponsor 

a Plan name 

b Name of C EIN-PN 

plan sponsor 

a Plan name 

b Name of C EIN-PN 

plan sponsor 

a Plan name 

b Name of C EIN-PN 
plan sponsor 

a Plan name 

b Name of C EIN-PN 
plan sponsor 

a Plan name 

b Name of C EIN-PN 
plan sponsor 

a Plan name 

b Name of C EIN-PN 
plan sponsor 

a Plan name 

b Name of C EIN-PN 
plan sponsor 

a Plan name 

b Name of C EIN-PN 
plan sponsor 

a Plan name 

b Name of C EIN-PN 
plan sponsor 

a Plan name 

b Name of C EIN-PN 
plan sponsor 

a Plan name 

b Name of C EIN-PN 
plan sponsor 



Financial Information 
0MB No. 1210-0110 

SCHEDULE H 

(Form 5500) 

Dep.artmt"'nt or the Tm SJry 
lnt,.;rnal Ruven1Je Service 

D'lparlm"'1l of Labor 

This schedule is required to be filed under section 104 of the Employee 
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the 

Internal Revenue Code (the Code). 

2022 

Emp!Oy•-.e SenPrii.s S.;.:L,rity Adrnin;straiion ► File a s  an attachment to Fom, 5500. 

For ca!endar Ian ear 2022 or fiscal Ian ear be innin 01/01/2022 
A Name of plan 

Woodsman Kitchens & Floors, Inc. 401 (k) Profit Sharing Plan 

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

Woodsman Kitchens & Floors, Inc. 

Part I Asset and Liabilit Statement 

This Fonn is Open to Public 
Inspection 

and endin 12i31/2022 

8 Three-digit 
plan number (PN) ► 

D Employer Identification Number (EIN) 

59-2295910

001 

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value or plan assets held in more than one trust. Report 
the value of the plan's interest in a commipgled fund containing the assets of more than one pl,m on a line-by-line basis unless the value is reportable on 
lines 1 c(9) through 1 c(14 ). Do not enter the value of that portion of an insurance contract which guarantees, dL1ring 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), 1c(8), 1g, 1h, 
and 1 i CCTs PSAs and 103-12 I Es al<co do not comolete lines 1d and 1e �ee instructions ·- . � 

Assets 

a Total non interest-bearing cash ...................................................................... 1a 

b Receivables (less allowance for doubtful accounts): 

(1) Employer conlribL•tions ................................ .............. .. ...... .. ...... ...... .. 
1b(1) 

(2) Participant contributions ............................ . . ........... .... .. ., ........ .. ..... . .. 

1b(2) 

(3) Other .................................................................................................... 1b(3) 

C General investments: 
( 1) Interest-bearing cash (include money market accounts & certificates

1c(1) of deposit) ............. ............................................................... .............. 

(2) U.S. Government securities ........................ .......................................... 1c(2) 

(3) Corporate debt instruments (other than employer securities): 

(A) Preferred ........................................................................................ 1c(3)(A) 

(B) All other ..................................... .. . .  ........ ......... .......................... 
1 c(3)(B) 

(4) Corporate stoc;_s (other than employer securitieS): 

(A) Prererred ........................................................................................ 1c(4)(A) 

(B) Common ........ ··•··•··••••••••••• ••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 1c(4)(B) 

(5) Partnership/joint venture interests ......................................................... 1c(5) 

(6) Real estate (other than employer real property) .................................... 1c(6) 

(7) Loans (other than to participants) .......................................................... 1c(7) 

(8) Participant loans ............................... . ··· · · · · · · · · · ········ ········"············"···· 
1c(8) 

(9) Value of interest in common/collective trusts ............ .............. . . ........... . 1c(9) 

(10) Value of interest in pooled separate accounts ....................................... 1c(10) 

(11) Value of interest in master trust investment accounts ............................ 1c(11) 

(12) Value of interest in 103-12 investment entities ...................................... 1c(12) 

(13) Value of interest in registered investment companies (e.g., mutual 
1c(13) 

funds) ................................................................................... 
(14) Value of funds held in insurance company general account (unallocated 1 c(14) contracts) ............................. • ........... ·�· ........................... u .................. 

(15) Other ..................................................................................................... 1c(15) 

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

fa) Beqinninq of Year 

1074 

1509 

14541785 

1433498 

(bl End of Year 

801 

1264 

10863528 

564563 

Schedule H (Fom, 5500) 2022 
v.220413 
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1 d Employer-related investments: 

(1) Employer securities ...................... ........................................................ . 

(2) Employer real property.. .. .. ......... .... .... ..... .. ........... .......................... . 
e Buildings and other property used in plan operation ................................... . 

f Total assets (add all amounts in lines 1 a through 1 e) ................................. . 
Liabilities 

g Benefit claims payable .. .......... ... .... .. ....... . ...... ..................................... . 

h Operating payables .............................. .................................... ........ .......... . 

Acquisition indebtedness ............................ , ............................................... . 

Other liabI1tt1es ............................................................................................ . 

k Total liabilities (add all amounts in lines 1g through1j) ................................ . 

Net Assets 

Page 2 

(a) Beqlnninq of Year (b) End of Year 
1 d(1) 

1d(2) 

1e 

1f 15977866 11430156 

1g 
1h 

1i 

1j 

1k 

Net assets (subtract line 1 k from line 1 f) ...................................................... �
' __ 1 _1 -�-----1_5 _9 _77_8_6_6 ________ 1_1_4 _3 _0_15_6 __ _ 

I Part II I 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 tn.,st(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 ........................... .. 

(8) Participa'lts ... .. . .... .. .. .. .... .... ... .. .............................................. . 
(C) Others (including rollovers) ........................................................... . 

(2) Noncash contributions ............................. . ........................................ . 

(3) Total contributions. Add lines 2a(1)(A), (8), (C), and line 2a(2) ........... .. 
b Earnings on investments: 

(1) Interest:
(A) Interest-bearing cash (including money market accounts and

certificates of deposit). .............. ............ ... .. ............................. . 
(6) U.S. Government securities ... ..................................................... . 

(C) Corporate debt instruments ............................ .... ........................ .. 

(D) Loans (other than lo participants) ...................................... ........... . 

(E) Participant loans .............................................................. ............ . 

(F) Other .............................. . .................................... .................... .. 

(G) Total interest. Add lines 2b(1)(A) through (F) ............................... .. 

(2) Dividends: (A) Preferred stock ............................................................. .. 
(6) Common stoci< ................................................................. .......... .. 

(C) Regi»tered investment company shares (e.g. mutual funds) ......... . 
(D) Total dividends. Add lines 2b(2l(A), (8), and (C) 

(3) Rents .............. ................ ......... ....................................................... .. 

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

(5) Unmalized appreci11tion (depreciation) of assets. (A) Roal estate .. 

(6) Other ... ................... .................................................................... . 
(C) Total unrealized appreci;ition of assets.

Add lines 2b(5l(A) and (B) ........................................................... .. 

(a) Amount (b) Total

2a(1)(A) 217444 
2a(1 )(6) 519508 
2a(1 )(C) 

2a(2) 

2a(3) 736952 

2b(1 )(A) 

2b(1)(B) 

2b(1 )(C) 

2b(1)(D) 

2b(1)(E) 

2b(1)(F) -236793 2
2b(1)(G) -236793 2
2b(2)(A) 
2b(2)(B) 
2b(2)(C) 

2b(2)(D) 
2b(3) 

2b(4)(A) 
2b(4)(B) 

2b(4)(C) 

2b(5)(A) 
2b(5)(B) 

2b(5)(C) 
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(a) Amount (b) Total

(6) Net investment gain (loss) from common/collecti'le trusts ........................ 2b(6) 

(7) Net inve tment gain (loss) from pooled separate accounts ...................... 2b(7) 

(8) Net investment gain (loss) from master trust investment accounts ......•.... 2b(8) 

(9) Net investment gain (loss} from 103-12 investment enti1ies ..................... 2b(9) 

(10) Net investment gain (loss} from registered investment 2b(10) 
companies (e.g .. mutual funds) ............................................................... 

C Other income ...................... .. ...................................................................... 2c 

d Total income. Add all income amounts in column (b) and enter total... ................. 2d -1630980

Expenses 

e Benefit payment and payments to provide benefits: 

(1) Directly to participants or beneficiaries, including direct rollovers ............. 2e(1) 2914212 

(2) To insurance carriers for the provision of benefits ................................... 2e(2) 

(3) Other ....................................................................................................... 2e(3) 

(4) Total benefit payments. Add lines 2e(1) through (3) .......... ......... ............. 2e(4) 2914212 

f Corrective distributions (see instructions) ............ ......................................... 2f 

g Certain deemed distributions of participant loans (see instructions) ............... 2g 

h Interest expense ................ ........................................................................... 2h 

i Administrative expenses: {1} Professional fees .................................. .......... 2i(1) 

(2) Contract administrator fees ..................................................................... 2i{2} 2518 

(3) Investment advisory and managemen1 fees ............................................ 2i(3) 

(4) Other .............................. ... .............. ...................... ............................... 2i(4) 

(5) Total administrative expenses. Add lines 2i(1) through {4) ....... ............ 2i(5) 2518 

j Total expenses. Add all expense amounts in column (b} and erter total ....... 2j 2916730 
Net Income and Reconciliation 

k Net income (loss). Subtract line 2j from line 2d .. . . _.,. ·-··- .. 
2k -4547710 

I Transfers of assets: 
(1) To this plan ........................................ ........ . ,,., ..................................... 21(1)

(2) From this pian .......................................... ............................................... 21(2) 

1 Part Ill Accountant's Opinion 

3 Complete lines 3a through 3c if the opinion of an independent qualifoed 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) D Unmodified (2} D Qualified (3) 18] Disclaimer (4) D 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) D DOL Regulation 2520.103-8 (2) D DOL Regulation 2520.103-12(d) (3) D neither DOL Regulalion 2520.103-8 n or DOL Regulation 2520.103-12(d}.

c Enter the name and EIN of the accountant (or accounting firm) below: 
(1) Name: Howard & Company, CPA, P.A. 

d The opinion of an independent qualified public accountant is not attached because: 
(2) EIN: 47-0916323

(1) D This form is filed for a CCT, PSA. or MTIA. (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50. 

I Part IV I Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GIAs 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 41.

Amount During the plan year: 

I
Yes 

I
No 

Ia Was there a failure to transmit to the plan any participant contributions within the time 

I 
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

__,_ 
__________ _ 
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Yes 

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 partic;pant loans 
secured by participant's account balance. (Attach Schedule G (Form 5500) Part I if "Yes" is 
checked.) ........................ .................................... .............................................................................. 4b - -- -

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 II if "Yes" is checked.) ....................................... 4c 

d Were there any nonexempt transactions with any party-in-inters l? (Do not include transactions 
reported on line 4a. Attach Schedule G (Form 5500) Part Ill if "Yes" is 
checked.) ........................................................................................................................................... 4d

e Was this plan covered by a fidelity bond? ........................................................................................... 4e X 

f Did the plan have a loss. whether or not reimbursed by the plan's fidelity bond, that was caused by 
................... . . ... ........ . ................. ........... . .. ... ....... ...... ...... 4f fraud or dishonesty? ................................. 

� ·--

g Did the plan hold any assets whose current va!ue was neither readily determinable on an 
established market nor set by an independent third party appraiser? ................................................. 4g 

h Did the plan receive any noricash contributions whose value was neither readily 
determinable on an established market nor set by an independent third party appraiser? .................. 

4h

i Did the plan have assets held for investment? (Attach schedule{s) of assets if "Yes" is checked, and 
see instructions for format requira-ments.) ........................................................................................... 41 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" i s  checked and 
see instn,ctions for format requirements.) ......................................... , .............. .................................. 4j

k Were all the pl an assets either distributed to participants or beneficiaries. transferred to another 
plan. or brought under the control of the PBGC? ........................................... ............................... ...... 4k 

I Has the p lan failed to provide any benefit when due under the plan? ................................. ............... 41 

m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR 
2520.101-3. ) ....................................................................................................................................... 4m 

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 ........................................... 4n 

Sa Has a resolution to terminate the plan been adopted during the plan year or any prior plan year? . ..... 0 Yes � No 
If "Yes," enter tt1e amount of any plan assets that reverted to the employer this year 

No Amount 

X 

X 

X 

750000 

X 
-·-·- --

X 

X 

X 

X 

X 

X 

X 

Sb If, during this plan year. any assets or liabililies 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) Sb/21 EIN(s) 5b(3) PN(s) 

Sc 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 
instructions.) ............................................................. ............................................................. 0 Yes O No O Not determined 
If "Yes" is checked, enter the My PAA confirmation number from the PBGC premium fil ing for this plan year ________ _ 

-
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(Form 5500) 
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Internal Re,.,...,...ue S�r.,;ce 

Retirement Plan Information 
0MB No. 1210-0110 

2022 

D .. .,c1rtmiF:nt of l.r'-lor 

EmpitJj'ff Be.,,ef;ls S""f"Urity Adrr•nislrat:ol'l 

Fens.ion Benefit GuBiranly Co';.>;:o'i'lion 

This schedule is required to be filed under sections 104 and 4065 of the 
Emplo)'ce Retirement Income Security Act of 1974 (ERISA} ar.d section 

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

► File as an attachment to Form 5500.
This Form is Open to Public 

Inspection. 

For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 
A Name of plan 
Woodsman Kitchens & Floors, Inc. 401 (k} Profit Sharing Plan 

and ending 1213112022 
B Three-digit

plan number 
(PN) ► 001 

C Plan sponsor's name as shown on line 2a of Form 5500
Woodsman Kitchens & Floors, Inc. 

D Employer Identification Number (EIN) 

59-2295910

Part I I 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
instructions ............................................................................................................... ................. . 

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 payers who paid the greatest dollar amounts of benefits): 

EIN(s}: 06-0974148 

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 
year .................................................................... .................................................... ...... .............................. . 

0 

Part II 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 Is U1e plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d}(2)?.
If the plan Is a defined benefit plan, go to line 8. 

5 If a waiver of the minimum funding standard for a prior year is being amortized in this 

D Yes D No D N/A 

plan year, see instn,ctions and enter the date of the ruling letter granting the waiver. Date: Month ___ _ Day __ _  _ Year ___ _
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remalnder�o_f_ t _h _is_ s�c_h_e_d_u_l_e_. ________ _ 

6 a Enter the mini1 num required contribution for this plan year (include any prior year accumulated funding 
deficiency not waived) ................................. ............................................................................................. . 

b Enter the amount contributed by !he employer to the plan for this plan year ............................................... . 

c Subtract the ainounl in line 6b from the amount in line 6a. Enter the result 
(enter a minus sign lo the left of a negc1live amount) .......................................................... , .... ................... .. 

If you completed line 6c, skip l ines 8 and 9. 

7 Will !he minimum funding amount reported on line 6c be met by !he funding deadline? ....................................... . 

8 If a change 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 !he plan sponsor or plan 
administrator agree with the change? ................................................... ..................................... ........ .............. . 

Part Ill I Amendments 

6a 

6b 

6c 

D Yes D No D N/A 

D Yes D No D N/A 

Part IV I ESOPs (see Instructions). If !his is not a plan described under section 409{a) or 4975{e){7) of the Internal Revenue Code, skip this Part. 

10 Were unallocaled employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?............. D Yes D No

11 a Does the ESOP hold any preferred sloe!{?................................................................................................. ............................... D Yes D No

b If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a "back-to-back" loan? D Yes D No 
(See inslr'uctions for derinition of "back-lo-back" loan.}........ . ..................................................... ........................................... . 

12 Does the ESOP hold any stock that is not readily tradable on an established securities market? ...................................................... . 0 Yes O No 

For Paperwork Reduction Act Notice. see the Instructions for Form 5500. Schedule R (Form 5500) 2022 
v. 220413
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j Part V 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 Dale collective bargaining agreement expires (If employer contributes under more I/Jan one collective bargaining agreement, check box D 
and see ins/r1.,ctions regarding reg!lired a/lachment. Ol/1erwise, enter the applicable dale.) Month Day Year 

e Contribution rate information (If more than one rate applies. check this box O and see instructions regarding required a/lachment. Otherwise,

complete lines 13e(1) and 13e(2).) 
(1) Contribution rate (in dollars and cents) ----�� 
(2) Base unit measure: n Hourly n Weeldy n Unit of production n Other {specify):

a Name of contributing employer 

b EIN c Dollar amount contributed by employer 

d Dale collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D 
and see Ins/ructions regarding required attachment. Otherwise. enter the applicable date.) Month Day Year 

e Contribution rate information (If more than one rate applies. check this bo-.; 0 and see ins/ructions regarding required a/lachment. Otherwise.
complete line.s 13e(1) and 13e(2).) 
(1) Conlribul;on rate (in dollars and cents} _____ _ 
(2) Base unit measure: D Hourly D Week!y D Unit of production D Other (specify): 

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 D 
and see in:,/ruclfons regarding required attachment. Otherwise. enter the applicable date.) Monlll Day Year 

e Contribution rate information (If more than one rate applies. check this box O and see instructions regarding required allachment. Otherwise, 
complete /inos 13e(1) and 13e(2).) 
(1) Contribution rate (in dollars and cents)----�� 
(2) Base unit measure: n Hourly n Weekly O Unit of production n Other (specify): 

a Name of contributing employer 
b EIN c Dollar amount contributed by employer 

d Date collecl;ve bargaining agreement expires (If employer contributes under more than one collective bargaining agrtJement, check box 0 
and see ins/ructions regarding required allachmen/. O/he,v,ise, enter the applicable date.) Month Day Year 

e Contribution rate inform.:ition (If more than one rate applies. check this box O and see ins/ructions regarding required a/lachment. Ot/1erwlse,
complete lines 13e(1) and 13e(2).) 
(1) Contribution rate (in dollars and cents) ------==-

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

a Name of contributing employer 
b EIN C Dollar amount contributed by employer 

d 

e 

a 

b 
d 

e 

Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D 
and soe ins/ructions regarding required attachment. OtheN✓ise. enter the applicable dale.) Month Day Year 

Contribution rate information (If more than one rate applies. check this box D and see instructions regarding requir,ad attachment. Otherwise, 

complete lines 13e(1) and 13e(2).) 
(1) Contribution rate (in dollars and cents) -------,=-
(2) Base unit measure: n Hourly n Weekly □ Unit of production □ Other (specify):

Name of contributing employer 
EIN c Dollar amount contributed by employer 

Date collective bargaining agreement expires (If employer conlribu,es under more than one collective bargaining agreement, check box D 
and see instn.,ctions regarding rttquir.,d attachment. Otherwise. enter the appltcable date.) Month Day Year 

Contribution rate information (If more than one rate a(lplies. check this bo� D and see instrucliorJs regarding required al/achment. Other.vise,
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 O Other (specify): _____________ _ 
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14 Enter the number of deferred vested and retired participants (inactive participants), as of t he beginning of the 

15 

16 

I h t ·b t' pl yer ·s no longer making contributions to the plan for· pan year, w ose con n u Ing em 0 I 

a The current plan year. Checi-- the box to indicate the counting method used to determine the number of 
inactive participarits: D last contributing employer D altern�live D reasonable approximation (see 
instructions for required attachment) ........................................................................................................ ............ 

b The plan year immediately preced ing the current plan year. D Check the box if the number reported is a 
change from what was previously reported (see instn,ctions for required attachment) .......................................... 

C The second preceding plan year. D Check the box if the number reported i s a change from wllat was 
previously reported {see instnictions for reauired allachmentl .............................................................................. 

14a 

14b 

14c 

Enter tile 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 ............................. 15a 

b The corresponding number for the second preced ing plan year ................ ..................................................... 15b 

Information with respect to any employers wile withdrew from the plan during the preced ing plan year: 

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

16a 

b If line 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b 
assessed aoainst such withdrawn emolovers ........ .......................................................................... ............. 

17 :u
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I Part VI I 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 liabiht1es 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. ................................ .................................................. .......... ............................................. .............................. 0 

1
9 If the total number of participants is 1,000 or more, complete lines (a) through {c)

a Enter the percentage of plan assets held as: 
Stock: % Investment-Grade Debt: % High -Yield Debt: % Real Estate: 

b Provid e the average duration of the combined investment-grade and high-yield debt: 
0 0-3 years D 3-6 years O 6-9 years D 9-12 years D 12-15 years O 15-18 years 

c What duration moasure was used to calculate line 19(b)? 
D Effective duration D Macaulay duration D Modified duration O Other (s pecify):

% Other: % 

D 18-21 years D 21 years or more 

20 PBGC missed contribution reporting requirements. If this is a mulliemployer 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? D Yes D No 
b If line 20a is "Yes." has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(1<.)(4)? Check the applicable box: 

D Yes. 
D No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal lo or exceeding the unpaid min imum required contribution 

were made by the 30th day after the due date. 
D 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. 
D No. Other. Provide e planlltion ________________________________________ _






