
 

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 

 

2023 
 

This Form is Open to Public 
Inspection 

Part I   Annual Report Identification Information 
For calendar plan year 2023 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 provide 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 (2023)  
v. 230707 

  

 

01/01/2023 12/31/2023

X

STS REMODELING CORP. MAJOR MEDICAL PLAN 501

01/01/2018

91-2061772
STS REMODELING CORP.

206-439-6343

9049 20TH AVENUE SW 
SEATTLE, WA 98106

9049 20TH AVENUE SW 
SEATTLE, WA 98106

236110

Filed with authorized/valid electronic signature. 05/03/2024 DENNIS CALKINS

Filed with authorized/valid electronic signature. 05/03/2024 DENNIS CALKINS
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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(1) 
Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 
complete this item) .............................................................................................................................................................  

6g(1)  

g(2)  
Number of participants with account balances as of the end of the plan year (only defined contribution plans  
complete this item) .............................................................................................................................................................  6g(2) 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) – Number Attached ______ 

(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) 

(4)  X  DCG  (Individual Plan Information) – Number Attached ______ (6)  X  G  (Financial Transaction Schedules) 

(5)  X  MEP  (Multiple-Employer Retirement Plan Information)  

 

X

 
 

184

184

141

0

0

141

4A 4D 4E

X X

X X

X 1
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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 2023 Form M-1 annual report.  If the plan was not required to file the 2023 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______________________              
                                            

 

X



 

 
  

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 

 

2023 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2023 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) 2023 
v. 230707 

 

01/01/2023 12/31/2023

STS REMODELING CORP. MAJOR MEDICAL PLAN 501

STS REMODELING CORP. 91-2061772

UNITEDHEALTHCARE INURANCE COMPANY

36-2739571 79413 1415084 141 01/01/2023 12/31/2023

44330 0

JUSTIN KULHANEK PO BOX 1547 
MOUNT VERNON, WA 98273

44330 0 N/A 3
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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 

0

0

0

0

0
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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 X X

X MEDICAL EXCESS LOSS

0

0

45288

45288

308031

X



Annual Return/Report of Employee Benefit Plan
This form is required lo be filed for employee benefit plans under seclaons 104

and 4065 ot tlE Employee Retirement lncome Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) ofthe lnternal Revenue Code (the Code)

) Completo all ontries ln accordancawlth
ths instructlons to the Form 5500.

Part I

0L 2023 and end 72 31

PensDn Benenl Glacnly CoDo.al o.

Annual Re rt ldentifi cation lnformation
Foa calendar lan 2023 ot ftscal 01

OMB Nos 1210-0110
1210,0089

2023

This Form is Open to Public
lns ton

2423

E a multiple€mployer plan (Filers checking this box must provide participating
employer information in accordanc€ with the toarn instruclions.)

! a DFE (speciry) 

-I the final retunvreport

I a short plan year retum/repon (bss than 12 months)

,,'''!
I tn" orvc progra-

D€panmeor or rhe Toas!ry
r.lerolRev@e s@e

O6partm6rn of Labd
EnDbyee BorEfils S€crfty

A This returrvreport is for
a multiemployer plan

E a single-employer plan

B Ihis returrvreport is the first returrrreport

fl an amended returr/report

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

O Check box if filang under Form 5558 automatic exlension

E special extension (enter description)

E lf this is a retroaciively adopted plan permitted by SECURE Act section 20 l , dteck here

Basic Plan lnformation--enter all uested rnformation

1a Name of plan

STS REMODELING CORP. MA,JOR MEDICAI PLAN

2a Plan sponsofs name (employer, if for a single-employer plan)
Mailjng address (lndude room, apt., suite no. and streel, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instruclions)

STS REMODELING CORP.

501

9049 2O'IH AVENUE SW

SEATTLE WA 98106

9049 2OTH AVENUE SW

SEATTI,E WA 98106

lc Effective date of plan
ot/07/2078

2b Employer ldenlification
Number (ElN)
9t-2061'7't2

2c Plan Sponsor's telephone
number
206-439-6343

2d Business code (see
instrucllons)
236!74

Caution: A penalW for the late or incomplete filinq of this rsturn/report will bo assessed unless reasonablo cause is established

Under penalties ofperjury and other penalties set forth in the instructions. I declare that I have examined this return/repon, including accompanying schedules
stalements and atlachrnents, as well as lhe eleclronic version ofthis return/report, and to the best ofmy knowledge and belief, it is true, correct. and complete

number PN
1b Three-digat plan

SIGN
HERE

Clul * 05/03/2024 DENNIS CALKINS

Siqnature of plan admiDist.ator Dale Enter nanle of individual siqninq as plan administralor<
SIGN
HERE

I vfI os/03 /2024 DENNIS CALKINS

si(nlture ot smotove/Dtan sDonsor Date Enler narE of individual sighing as employer or plan sponsor

SIGN
HERE

Siqnature of DFE Date Enter nanE of individual siOninq as DFE
For Paperworl Roduc{ion Act Notic€, seo th. lnstructions lor Form 5500. Form 550012023)

v.23O072A

Form 5500

Part ll



5

6 1

6a(2)

6b
6c
6d

6e

6f

6s(1)

6q(2)

6h

7

Form 5500 (2023)

3a Plan administrator's name and address Same as Plan Sponsor

e2

9b Plan benefit
(1)

12)

(3)

(4)

4 lf the narne ari/or EIN oflhe plan sponso. or the plan name has changed since the last return/report filed for this plan
enter the plan sponsor's name, ElN, the plan name and the plan number Irom the last retun/report:

a Sponsor's name

C Plan Name

4b ErN

4d PN

5 Total number of parlicipants al the beginning of the plan year

6 Number of participants as of the end of the plan year unless otherwise stated (r.\elfare plans complete only lines 6a(1),
6a(2), 6b, 6c, and 6d).

a(1) Totalnumberofactiveparticipanlsatthebeginningoftheplanyear............................

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

b Retired or separated parlicipants receiving benefits ..

C Other retired or separaled panicipants entitled lo future benelits

e Deceasedparticipantswhosebeieficiariesarereceivingorareentithdloreceivebenefts.........................

f Totat Add lines 6d and 6€...........

s(1) H;H'li,3i"JiT*:l::-:11::l*:::'ll"*:llT::l'::n:f::,""',*l:::-1":"1:::i:::-
se) H;l,T['I,i,:i"HiT*ll::':11:':T::::']lT':':1lT::::*1l:l',I:"ll*:::li:::l'-ll:::
h i::lrifis#1:3i:: 

*' *l::: 
:':1"-"1:-'l^_:" :l:: l*1 

*:: 
:""'*' :-* :"'*l:

7 Enter the total number of employe.s obligated to contribute to the plan (only multiemployer plans complele this item)

8a lf lhe plan provides pension benefits, enter the applicable pensioo feature codes from the List of Plan Charaderistics Codes in lhe instructions

3b Administrator's EIN

3c Administrator"s telephone
number

H (Financisllnformation)

I (Financial lnformation - SmallPIan)

A (lnsurance lnformalion) - Number Attached 1

C (Service Provider lnformatbn)

D (OFaParticipating Plan lnformation)

G (Financial Transaclion Schedules)

184

184

141

0

0

141

b ll the plan provides u/elfare benefits. enter the applicable [€lfare feature codes from the List of Plan Characleristics Codes in the instructions
4A 4D 4E

9a Ptan
(r)
(2t

(3)

(4)

fundi arrangement (chec( all thal apply)
lnsurance

Code seclion 412(e)(3) insurance contracls

Trust

General assets of the sponsor

a.rangement (check all lhat apply)
lnsurance

Code section 412(e)(3) insurance contracls

Trust

General assets of the sponsor

1O Check all applicable boxes in 1Oa and 1Ob to indicale which schedules are a(ached, and, where indicated, enter the number a(acfled. (See inst.uctions)

a Pension Schedul6 b cono,al Schodules
(1)

lzt

R (Retirernent Plan lrformation)

lrlB (Mulliernployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial lnformation) - sEned by the plan
aduary

(1)

tzt
(3)

(4)

(3) u
(4) E
(5) !

SB (Single-Employer Defined Benefit Plan Actuarial (5)
lnforrnation) - signed by the plan actuary

DCG (lndividual F,lan lnformation) - Number Atlached _ (6)

MEP (Multiple-Employer Retirement Plan lnformation)

!II
E

E

I



Form 5500 (2023) Page 3

@lnformation(tobecompletedbywelfarebenefitPlans)
11a lf the plan provides welfare benefits. was the plan su

252o tO1-21 . {l ves

lf "Yes" is checked, complete lines 11b and '1'1c.

biect

ft
to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
No

11 b ls the plan cunently in complianc€ with the Form [4-1 filing requirements? (See instructions and 29 CFR 2520.101 -2.) ... ........ !ves ! f'fo

1 I c Enter the Receipt Conlirmation Code for the 2023 Form M-l annual reporl. lf the plan was not required to file the 2023 Form IV-'l annual .eport. enter the
Receipt Conllrmation Code for the most recent Form M-l that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Conflrmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Conf rmation



SCHEDULE A
(Form 5500)

o€padmenr ot $e Treasury
lntm6l Revenue SeM@

Ol,!B No 1210-0110

2023
Depanme.l of Labo(

Emdoye€ a€rEfits Sryty admrBratm

P.Bon &ftft G@6.ny Colpdaro.

For calendar ian at 2023 ot fiscal

A Name of plan

STS REMODELING CORP. MAJOR MEDTCAI PLAN

C Plan sponsols name as shown on line 2a of Form 55Cn

07/ a|/2023
lns

and endi 72 31 2023

D Employer ldentificalion Number (ElN)

This Form is Open to Public

501

STS REMODELING CORP.

lnformation Concerning lnsurance Contract Coverage, Fees, and Commissions Provrc,e information for each contract
ona Schedule A. lndividual contracts as a unit in Parts ll and lll can be rled on a s le Schedule A.

I Coverage lnformation

91- 2 0617'7 2

This schedule is required to be liled under section 104 of the
Employee Retirement lncome Security Acl o11974 (ERISA).

) File ag an attachment to Form 5500.

) lnsurance companies are required to provide the informatiofl
pursuant to ERISq section 103(a)(2).

lnsurance lnformation

)number PN

B Threedigit

Part I

(a) Name of insuran@ caniea

UNITEDHEALTHCARE INURANCE COMPANY

Pol or conkacl
(b) ErN

36 - 27 395'71

(s) ro

12/37/2023

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

(c) NAlc
code

(d) Conlract or
identificalion number

(e) Approximate number of
persons covered al end of

policy or contracl year

1415084 ot/oa/2o237 9 4)-3

descendi order of the amount rd

Total amount of commissions b Total amount of fees d

44,330 0

3 Persons receiv ng commissions and fees (Complele as many enfies as needed to reporl all persons)

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

.fUSTIN KUTIANEK
PO BOX 154 7

MOI,NT VERNON WA 9 B2'7 3

(b) Amount ofsales and base
commissions

Fees and other commissions paid

(c) Amount (d) Purpose

0

N/A
o anization code

3

la) Name and address of the aqenl. broker or other oerson to whom commissions or fees \/!ere oaid

Fees and other commissions pard

(c) Amount (d) Purpose
(b) Amount ofsales and base

commrssrons anization code

For Paperuo.k Reduction Act Noticq s6e the lnstructions for Form 5500. Schedule A (Fo.m 5500) 2023
v.230728

(f) From

141



Schedule A lForm 5500) 2023 Page 2 -

(a) Name and address oflhe agent. broker. o. other person to whom commissions or tees were paid

Fees and other commissions paid

(c) Amounl (d) Purpose
(b) Amounl of sales and base

commissions

(e)
Organization

code

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

Fees and olher commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

commrssrons

(B)
Organizalion

code

(a) Name and address oflhe agent, broker, or olher person to whom cornmissions or fees were pail

Fees and other commissions pard

(c) Amount
(b) Amount of sales and base

commissions

(o)
Organization

code

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

Fees and olher commissions paid

{c) Amount (d) Purpose
(b) Amount of sales and base

commrsslons rd

(e)
Organizatiofl

code

(a) Narne and address of the aqent, broker or other person to whom commassions or fees were paid

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

(o)
Organization

codecommissrons d

(d) Purpose



Schedule A (Form 5500) 2023 Page J

lnvestment and Annuity Contract lnformation
Where individual contracts are provded, the entire group ofsuch individual contrads with each carrier may be treated as a unil for puDoses of
lhis re

4 Current value of 's interesl under lhis contracl in the account al r end

5 Cunent value of s interesl under Ihis contract in rate accounts at r end

6 Contracts Wth Allocated Funds:

a State the basis of premium rates )

b Premiumspaidtocanier........ ...................
C Premiums due but unpaid at the end ofthe year..........................

d lf the canier, service, or other o.ganization incurred any specific costs in connedion with the acquisition o.
retention oftlE contract or policy, enEr amount

Speciry nature of costs )

e Type ofcontrad: (1) [ individual policies (2) ! group deferred annuity

(3) E other (speciD )

f lfcontracl purchased, in whole or in parl, to distribute benefts ftom a teminating plan, check here ) !

Part ll

4

6b
6c

6d

7 Conlracts \ 4th Unallocated Funds (Oo not include ponrons ofthese contracts maintairEd in separate accounts)

a Type of contracl (1) [ deposit administration

(3) [ guaranteed in\€stment

(2) E immediate particjpation guarantee

(a) ! other )

b Balance at the end ofthe US

Additionsi (1) Contributions deposited durirE the year

(2) O'vtdends and credits

(3) lnteresl crediled dunng the )€ar................. ..

(4) Transferred frorn separale account....

(5) Olher (specity below)............
)

(6)Tolal addrtions.........

d Totalofbalanceandadditions(addlirlesTbandTc{6})..........................

e Deductions:

(1) Disbursed from furd to pay benelits or purchase annuities duing year

(2) Administration charge made by can4er.........

(3) Transferred to separate accounl ........

(4) Other (spec'ry belotr,/)

)

c

7 6

7 5

0

0

(5) Total deductions............. ......

f Balance at the end ofthe currenl subtract line from line

0

0

7b
7 c('ll
7 c(21
7c(3)
7c(41
7c(s)

7d

7e(1)
7el2l
7e(3)
7 el4l

7T

0



Schedule A (Form 5500) 2023 Page 4

Welfare Benefi t Contract lnformation
lf more than one contract covers the sarne group of ernployees of the same employer(s) or members of the same employee organizations(s),
lhe informataon may be combined for repoffng purposes if such contracts are experience-raied as a unit. Vvtere conkacts cover individual
employees, the entire group ofsuch individual contracts with each carder may be treated as a unit for purposes ofthis report.

Supplemental urEmployrnent

PPO contract

c I vision

s
k

9 Experience-rated contracts:

a Premiums: (1) Amounl received................

(2) lncreas€ (decrease) in amout due bul unpaid..-.............................
(3) lncrease (decrease) in uneamed premium reserve.........-.-..............
(4) Earned ((r) + (2) - (3)).... .............. ............

b Benett charges ('!) Claims pail... ...........

(2) lncrease (decrease) in claim reserves -......
(3) hcurred claims (add (f) and (2)...................

(4) Claims charged ........

C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) Commissrons .... .........

(B) Administrative service or other fees..........
(C) Other specilic acquisition cosls..................
(O) Other erpenses ....

(E) Taxes....
(F) Charges for risks or other contingencies-....
(G) Other relenlion .fiarges. ...........

(H) Total reter ion...

(2) Dividends or retroactive rale retunds. (These amounts \ €re paid in cash or credited.)

d Status of policyholder Eserves at end ofyear: (1) Amount held to provide benefts affer retirement

(2) Clarm reserves

(3) Other reseNes
g Dividends or retroaclive rate refunds due Do not include amount entered in line 2

10 Nonexperience-rated contracls:

a Total premiums or subscription charges paid to ca.rier ...................

b lf the canier, seMce, or oher organization incurred any specific costs in conrEction with the acquisition or
retention of tlE contracl or policy, ottEr than reported in Part l, line 2 above, report amount. .......................

Speciry nature of costs.

0

0

45 ,248

308,031

9a(1)
9a(2)
9al3)

9a(4)
9b(1)
sb(2)

sb(3)

9c(1XA)

4

9c(1XBl 45 ,2AA
sc(1)(c)
sc(1)(D)
9c(1XE)
9c(1XF)
9c(1XG)

9c(l XH)

9c(2)
sd(1)
sd(2)
sd(3)

10a

9e

10b

Provision of lnformation

12 f the ans,/ver to line 11 is "Yes," speci, the information not provided. )
!ves E"o'I 1 Did the insurance company fail lo provide any info.malion necessary to complete Schedule A?

E Benefit and contract type (check all applicable boxes)

a I Health (otler than dentalorvision) bB Dental

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

i ! stop loss (laee deduclible) j I Huocontraa

m E other (speciry) )MEDICAL ExCEss Loss

d ! Lite insrrance

h E Prescription drug

I ! Indemnity contract


