Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2023

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning 02/01/2023 and ending  01/31/2024
A This returnireport is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

D Check box if filing under: D Form 5558 |:| automatic extension |:[ the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . . ........................ » D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 501
SOUTHWEST DISTRIBUTING CO. WELFARE BENEFITS PLAN number (PN) »
1c Effective date of plan
02/01/2022
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 86-0267481

SOUTHWEST DISTRIBUTING CO.

540 SOUTH DREW STREET
MESA, AZ 85210

2C Plan Sponsor’s telephone
number
480-969-8413

2d Business code (see
instructions)
238100

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in

the instructions, | declare that | have examined this return/report, including accompanying schedules,

statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN |Filed with authorized/valid electronic signature. 07/09/2024 MARK BARRIERE
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 07/09/2024 MARK BARRIERE
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2023)

v. 230707




Form 5500 (2023) Page 2

3a Plan administrator's name and address |X| 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 ‘ 207
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(l) Total number of active participants at the beginning of the PIan YEAr ..........coociiiiiiiiiiii e 6a(1) 207
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 200
b Retired or separated participants reCeiving DENETIS .........ouiii i 6b 0
C Other retired or separated participants entitled to future DENEfitS...........ccviiiiii e 6C 0
d Subtotal. Add liNes 6a(2), BB, AN BC. ........cc.eeiiiiiiiice et 6d 200
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ococeviiiiiieiiiiecenne. 6e
f o= o (o I g 1=t To B Ty Vo YOS 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 (oo 0] o] (o TN (=) 1 1) O S POPTPO PRSPPSO 9
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 (oo 0] o= (o TN (=) 1 1) S PPOUTPO PR TR PRPPPO 69(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thAN 100Y6 VESTEU ........eveceeieie ettt sttt et sses s ns s et et esses et sns st ens st es st ettt s ense st nsaneans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4B 4D 4E 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
4 General assets of the sponsor 4) General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) D R (Retirement Plan Information) 1) D H (Financial Information)
) ) ) ) 2) D I (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached
actuary 4) D C (Service Provider Information)
3) D SB (Smgle—Emponer Defined Benefit Plan Actuarial ®) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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



Form 5500 (2023) Page 3

Part Ill | 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.) woooverneeereerinenenee e [] Yyes [X No

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

11Db Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... D Yes D No

11c Enter the Receipt Confirmation Code for the 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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Insurance Information
OMB No. 1210-0110

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA). 2023

» File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2023 or fiscal plan year beginning  02/01/2023 and ending  01/31/2024
A Name of plan B Three-digit

SOUTHWEST DISTRIBUTING CO. WELFARE BENEFITS PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

SOUTHWEST DISTRIBUTING CO. 86-0267481

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier

PRINCIPAL LIFE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
42-0127290 61271 1153671 200 02/01/2023 01/31/2024

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

17141 6642

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

STERN INSURANCE GROUP INC

11445 E VIA LINDA
STE 2-611
SCOTTSDALE, AZ 85259

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

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

11768

6443 | FEES 3

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

PARAGON PARTNERS LTD

9420 E DOUBLETREE RANCH RD
STE C103
SCOTTSDALE, AZ 85258

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
5373 199| FEES 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230707



Schedule A (Form 5500) 2023 Page2—| 1

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2023 Page 3

Part Il | Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the general account at year end

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

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

D Premiums Paid 10 CAMMIET .......c.ccevivieeieeeceeee ettt sttt s st en st s et enen s 6b

C  Premiums due but unpaid at the end Of the YEAI..........ciiiiiiiii s 6¢c

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or PoliCy, ENEr AMOUNL. ........oiiiiiiiiie it 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4 D other P
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens | 7b
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1)
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2)
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3)
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4)
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5)
4
(B)TOtAl AAOIIONS ...ttt e ettt ee s st e e s e e s e ene e et et es e n e s e ees s e e e eteeesannes 7c(6)
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2)
(3) Transferred to separate account . 7e(3)
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4)
4
(5) TOAl EAUCHONS .....eoveeveeceeeeeee e e eses s et ees st eeetess st es e s s e e s en st ses e s s set s nessena et e sntensnensneetansneas e 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans | 7f




Schedule A (Form 5500) 2023 Page 4

Part Ill | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b Dental (o3 Vision
e Temporary disability (accident and sickness)  f Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) | D HMO contract k [X| PPO contract

m [X| Other (specify) » ACCIDENT

d |X| Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 0
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3) 0
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEENTON ........vee ettt s et s e ee et en e s et en e s e s et et en et e e es et neen 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 134490
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............c..ccccc..... 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............

D Yes

No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
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Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employee benefit plans under sactions 104

OMB Nos. 1210-0110
1210-0089

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

2023

! ;inumal of! habur
Empléyee Baneﬂts 'decurity
© Admipi ||.uauqu

1
Pansion Bégnefit Gu ramy Corporaﬂon
‘ I

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

This Form is Open to Public
Inspection

| Partl I*Anﬁllliﬂ* Report Identification Information

andending  01/31/2024

For calendar plan e?r 2023 cir fiscal plan year beginning  02/01,/2023

A This retl.imlrepﬁﬁ .|s for: D amultiemployer plan

: ‘ Izl a single-employer plan
B This retfurn/reé r{gi?s; i [ the first returnfreport
i ‘: } D an amended return/report

C Ifthe p an ls ?. al‘qzctwel%bargamed plan, checkhare. . ...

D Check bbx fiing ?nder [ Form 5568
: . |:| special extension (enter description}

E Ifthisis a retlqu dtl ely adqpted plan permitted by SECURE Act section 201, ¢chack here. , . .

D automatic extension

|:| a multiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.}

|:| a DFE (specify}
D the final retumn/report
D a short plan year returnfreport (less than 12 months)

Part:ll l Baéa;lcslq lan iﬁformation—entei all requested information

1a Name of plai
Soui:li‘lwe i
T

;}I!)‘ist:fibu:ting Co. Welfare Benefits Plan
i I

1b Three-digit plan
number (PN} »

1C Effective daie of plan
0z/01/2022

501

2a Plan sp’onsor’ ] name (a@rployer, if for a single-employer plan)
Mailing addreés.(mclude oom, apt., suite no. and street, or P.O. Box)

City ortown dtate? or pro¥ince, country, and ZiP or foreign postal code (if foreign, see instructions)

SoutI;'lwesﬁ:”]}}:Lstrlbutlng Co.
. sl .

540 South!brew Street

Mesa, | i AZ 85210

2b Employer Identiflcation
Number (EIN)
86-0267481

2¢ Plan Sponsor’s telephone
number
480-969-8413

2d Business code {see
instructions)
238100

Cautlon: Ajpena Ity f ll‘ the:l;ate or incomplete fliing of this returnireport will he assessed u

nlgss reasonable cause is established.

Under pena tigs ]Lf pﬁr]ury anid other penalfies set forth in the instructions, | declare that { have e
statements Bnd B Kachments as well as the electrenic version of this return/report, and o the be

xamined this returnfreport, including accompanying schedules,
st of my knewledge and belief, it is true, correct, and complete.

SI‘GN@ 07/09/2024 |MARK BARRIERE
HERE
j i Date Enter name of individual signing as plan administrator
SIGN g 07/09/2024 |MARK BARRIERE
HERE- X
i Blgna Date Enter name of individual signing as employer or plan sponsor
. BIGN; - ;
HERE =
.| Signatuye of DFE i Date Enter name of individual signing as DFE
Far Paperwork Redution Act Notice, see the Instructions for Form 6500. Form 5500 {2023)
R R v, 2300728




|;|E'

Form 55{]0;(’2023) : Page 2

3a Plan ajdmmistr_al#r s name and acdress @ Bame as Plan Sponsor
1 I :

3b Administrator's EIN

3¢ Administrator's felephons

' number
i :
i
1
4 Ifthe ;ri|amé andor EiN of the plan sponsor or the plan name has changed since the last return/report filed for this plan,  |4b EIN
enter:h;he plan sponsor's name, EIN, the plan name and the plan number from the last return/report;
a  Spongor's a"méi 4d PN
C PlanName| | ii’ -
: j ;|1‘ i
5 Total numblep oﬂ parumpants gt the beginning of the plan year 5 | 207
6 Numbt;ar of oértlplpants as of the end of the plan year unless ctherwise stated {welfare plans compiets cnly lines 8a{1), :
8a(2); 6h, dc, a?d 8d). ;
a(1) Total nurﬂbe@r of active patticipants at the beginning of the Plan YEar ... 6a(1) 207
a(2) Total numb of aciive parlicipants at the end of the PIBN YEAM w.......ccceerreriivrrinscs s 6a(2) 200
b Refired :or saparated participants raceiviag Benefits ... e 6b 0
C Other retlred br sepqrated participants entitled to future benefits ... éc 0
d Suptotal. Aql llines Ga(Z) BB, BN BT ..o b s 6d 200
e Decess >d partlmpanis whoese beneficiaries are receiving or are entitled 10 receive benefits. ... 8o
f Total. Adk BEBS BE A1 8O- ..o v i s i &f
(1 Nufnben of pbrtlcipants with account balances as of the beginning of the plan year {only defined contribution plans 8g(1)
g(1) completd khlﬁ 1)1 1) SR O DO OO OO OO SO O T U USROSV g
2 Nunber Q‘f barticipants with account balances as of the end of the plan year {only defined contributicn plans
(2) complefg ihls. }tem) ............................................................................................................................................................ |6g{2)
h Nupnben o‘f partlcipants who terminaied employment during the plan year with accrued benefits that were
1685 0] 0% VESIE0.11erirovrtsises i st s 6h
7 Enterihe tatdl ngmber of employers obligated to contribute to the plan (only multiemployer plans complate this item) ....... 7

8a Iithe plan Fr@nides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instrugtions:

b Ifthe ﬁl’an rr@vaes welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

B'i4D AE 4H 40
NI
9a Plan flfmdlng artangemant (chieck all that apply) 9b Plan benefit arrangement (check all that apply}
(%] { ‘Insurance 1 Insurance
(2) ' \chp‘e secmon 412(e)(3) msurance confracts 2 Code seclion 412(e)(3) insurance contracts
@ ‘T’t‘lﬁst ' (3) Trust
) | JGéneral aSsets of the sponsor! 4 General assets of the sponscr
10 Checld_ all aopllqéble boxes in10a and 10b to indicate which scheduies are attached, and, where indicated, enter the number attached. (See instructions)
a Pensi:un S,heclules : b General Schedules
(1 . D :R ;(Retlrement Plan Infarmation) (1} [I H (Financial Information)
: 2 I (Fi ial Information - Small Pl
(2 D I\fll# (Multlemployer Defined Benefit Pian and Certain Money (2) L] 1 (Financil inform an)
: Purchasg:Pian Actuarial lnformatton) signed by the plan (3} El A (Insurance Information) — Number Attached _ 1
qetuary (4) [] © (senvice Provider Information)

(3) |:| ‘.SBi (SmglemEmponer Defined Bensfit Plan Actuarial
: ;Informairo.n) signed by the pldn actuary

(5} |:| D (DFE/Participating Plan Information)

4 I:I 'DGG (Ind;i,\liduai Plan lnformat?on)—NumberAltached (6} D G (Financial Transaction Schedules)

(8) ; D !MEP (M‘ufltip{e-Employer Retirement Plan Information)
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Form 500 (2023) ' Page 3

| PartIIl.i{ Form M-1 Campliance Information (to be completed by welfare benefit plans)
11a Ifthe plan pravides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 20 CFR
25204012 Lop oo [1 ves No

If “Yes%” is ¢

Héck:éd, complate lines 11b and 11c.
L

11b Isthe;f)lan

ufrréa{ﬂtly in chpIiance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... |:| Yes I:] No

11¢ Enter the R

adeléi Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required fo file the 2023 Form M-1 annual report, enter the

Recelpt Corffirmation Code for the most recent Form M-1 that was required to be filed under the Form -1 filing requirements. (Failure to enter a valid

Raceipt Gorl

Recelﬂ:wt Co

Hfinhation Code

firmation Code will subject the Form 5500 filing to rejection as incomplete.)
R H




!
Pt
Pl
|

!

!

SCHEL
(Forn)

Depa'r::mant
Internal Re

Gf l'ha i'reasury X

SULE A
) 5500)

érﬁue;&"pervica i

Deparimg

At of [abar
geurity Administration

Emgloyae Bensfits g
Pension Bapafit G

IR i
uaranl;gl Corporation

insurance Information

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

P Fils as an attachment to Form 5500.

}» Insurance companies are required to provide the information

CMB No. 1210-0110

2023

This Form is Gpen to Public

‘ Lo : pursuant to ERISA section 103(a)(2). Inspection
For calendar plan yéar 2023 or fiscal plan year beginning 02 /01/2023 and ending 01/31/2024
A Name of pian B Three-digit
Southwest i ;,strlbutlng Co. Welfare Benefitg Plan plan number (PN) 3 501

!
il

C Plan sponisor'y

Distributing Co.

na;:rfn‘e as stiown on line 2a of Form 5500

86-0267481

D Employer dentification Number (EIN)

South\»\:rest
Partl: ;| In

;. on

’;dr'mation‘ Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each coniract
a,saparate Schedule A Indnndual contracts grouped &s a unit in Parts || and 11l can be reported on a single Schedule A.

1 Coveragei Inform'atldn

{a) Name of{insu ance carrier
PRINCI PAL. LIFE INSURANCE COMPANY
; ; (e} Approximate number of Policy or contract year
(b) EIN 5 ‘“LOTKZ'C idefr?t)iﬁga?mar? e persons covered at end of () From (g} To
! - policy or contract year g
42-01272390 1271 11538671 200 02/01/2023 01/31/2024

2 Insurancaifee g
descending ord

nd ¢ mmisgsion information. Enter the lotal fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in ‘
er of the amount paid. :

{4

{b) Total amount of fees paid

)‘Ta_tial amount of commissions paid
! i .

17,141

6,647

3 Persons receiy

in‘ggq;bmmissions and fees. (Complate as many entries as needed to report all persons).

i (a) Name and address of the agent, broker, or other perscn to whom commigsions or fees were paid

S5TERN IN$UR£

ANCIL GROUP INC

11445 B YIA LINDA
STE 2-611 !
SCOTTSD_A}.T%JE Vi AZ 85259
(b) Amount of S§IB§ and hése Fees and other commissions paid
corhmls lons paid {c¢) Amount (d) Purpose {e) Organization code !
S r : ' FEES
I 11 768 6,443 3

THE

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

PARAGON pART$ERs LTD
9420 E DOUBLI T’REE RANCH RD
STE €103, || . :
SCOTTSDALE S A7 852588
(h) Amount of sales and base Fees and cther commissions paid
commisgi ris paid {c) Amount {d) Purpose {e) Organization code
1 o ' FEES
5 373 199 3

For Paperwork R

eplubtlon Act Notlce, see the Instructlons for Form §500.

Schedule A {Form 5500) 2023
v, 230728
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T i S Fees and other commissions paid {e)
{b) Amdunt gf salds and base ‘ Organization
cammi :a“ldr‘ﬁs paid. | {c) Amount {t) Purpose cods
B :
: {a} Name and address of the agent, broker, or other person to whom commissions or fees were paid
g
| . ,
G Fees and other commissions paid {e)
(b) Amaunt of balgs and base - ’ Organization
commissions paid {c} Amount {d) Purpose code
e
. : ;i: £ .
_(a) Name and address of the agent, broker, or other person tc whom commissions or fees were paid
3
: T . Fees and other commissions paid (e)
{b) Amgunt df kales and base Organization
commigsians paid {€) Amount {d) Purpose code
T = T
o
[T Hj.l HLI T i ,ii - \
L ' {a) Name and address of the agent, broker, or other person lo whom commissions or fees were paid
P :
; I
E ' e , Fees and other commissicns paid {8)
(b) Amdunt off balas and base ; Organization
cdmmissiong. paid | () Amount (d} Purpose code
i [
P
P
. t |.j‘| i ] '
K . i {a) Name and addr@ass of the agent, broker, or other person to whom commissions or fees ware paid
}
: S o Fees and other commissions paid {(e)
b) Amount df sdlds and base Organizaiion
b) i (c) Amount (d} Purpose 9 code

commissians patd.
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vestment and Annuity Contract Information

e

i ]3 re port. !

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

4 Curren valqe'oi‘ plan's indterest under this contract in the general ACCOUNE 8L YEAE ANG.........oovvvccroverecceererssssessssssssseens

b Current valije nof p[an s iriterest under this contract in separate accounts al Year 8nd ..o

6 Contracts V\lth AIEocated Funds:
a State thge pgsm of premium rates b

B PROMIIMS I 10 GAITIE ..o ocers oot eee et es oottt e e e

¢ Premigms que but unpald at the end of the year

d Ifthe carman service or other organization incurred any specific costs in connection with the acquisition or
ratention of fhe contract or poliGy, BNTET AMOUNL ...t et et een
‘Specifl natu';re of costs P

e Typeof béh;ract: {1 |:| individual policies (2} D greup deferred annuity
(@) [Ji-othér (spesify)

f Ifcontfact purchased, in whole o in part, to distribute benefits from a terminating plan, check here 4 |:|

6b

8¢

6d

7 Contra?ts ith Unallocated Funds (Do not inglude portions of these contracts maintained in separate accounts)
a Tipe chdntract ) D deposit administration (2) D immediate participation guarantee
' )] D guaranteed invesiment {4) D other P

P

PE
[

I

b Biﬁlange atfhe end of the previous year... eeeeeeeeeet et e re e et et et eeeeeeeennen s e eeet et nereenenereree

c  Additidns Q‘l} Contributions deposited durlng the year 7c(1)

@ Dlwdienuds AN GeditS ..o e e 7¢(2)

() Inferést creditad dUTiNG the YEAL. ... oo eeeeme et eers e erees 7¢(3)

(4) Trenbfered from Separate aCCOUNt ...........ooccveveeerrrmeeerrseeesioeosoesnssrees To(4)

() Ottjey {spiecify (Y215 SO e 7¢(5)

ool

(B)Totgzl Iadldltlons ..................................................................................................................................................

d Total o balance and additions (add ines 7B and TS{B)}. ......cooooovvvveimviinrsr s |

e Deduct Ohs

4] Dlslbursed from fund to pay benefits or purchase annuities during year 7e(1)

@ Admmls?ratmn charge made by CaIME . ........ooveeeiereerereeeeeeeeee e eeeeaes 7e(2)

(31) Tra 1§farr‘ed 10 SEPATAIE BCCOUNE......ocveri ettt 7e(3)

4 Other (S;}ecify below) 7e(4)
3 i

: S
(5) TOMHBBGUGHONS. ..vv111r s s

f _Shlangg'atthe end of the current year (subtract ling 7e(8) from liNe 7el).........coooovcesserrressseesscrorrssnssenssssscee |
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' W{aliare Benefit Contract Information
I;tﬂqné than one contract covers the same group of employees of the same employer{s) or members of the same employee organizations(s),

1 the information may be combined for reporting purposes if such contracts are experience-rated as a unlt. Where contracts cover individual
blgyees, the entire group of such individual contracts with: each carrier may be treated as a unit for purposes of this report.

8 Beneﬂl and 'cpntmct 1ype {check all applicable boxes)

a |:| Heaith (@ﬂﬁer than dertal or vision) b x| Dental [+ @ Vision d @ Life insurance
e @ Tem drarydsabljlty {accident and sickness)  f [¥| Long-term disability o] D Supplemental unemployment  h D Prescription drug
D Stop |D’S$ Glarge deductible) i I:] HMO contract k @ PPC contract i D Indemnity coniract
tm |§| Dthe gspec;fy) PACCIDENT
g Experi‘gnce-rated contragts:
a Premiurhs: (i 9a(1)
(2) Increas g{decrease) in amount due but UNPAIG ..o s 9a(2)
(3 Incﬂe:flse;(decrease) in unearned Premium JESEIVE............cvvvvvirennas 9a(3)
(4) Earféd ((1} F(2) - (BN Dbt e et | 9a(4)
b Benefi qharges (1) ClAIMS PAIT.cvvv i e e 9b{1)
{2} Incre q:§e (decrease) in claim reserves ..... 9b(2)
@) Incgt ed BIBITS (U0 {1) NG (2))-....w. oot oesces s s s emeessee s 9B(3)
{4} Claims! charged ........................................................................................................................................... ghb{4)
c Rsmamder of pretvium: (1) Retention charges {on an accrual basis) -
‘ (A Gorrrmlssmns ................................................................................. Sc{1){A)
LB Administratlve service oF other fEES ... 9c{1{B)
x (C cherspemﬂc ACYUISILON COSES.ivvuvevsceeecvcees e, 9c(1)}C})
| (D) Gther oXpenses ... ST PN 8c(1)}(D)
i (E) T;a;cegs ........ i .................................................................................... Sc(1)E)
{F) dh'ﬁiﬂges for' risks or other CONtINGENGIES ...ovuvvve.e e 2c(1)(F)
(e (Dth¢r TEtENLON CHAIGES .....evvvvueetsisesiss e sses e 2c{1}G)
E(H Tolal TRIBIHON. 1ttt bbb ettt st en sttt s 9¢(1}(H)
'(2) Div deﬁds or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited. 9c{2)
d S;atus of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Clai:m reSQrves. ........................................................................................................................................... 9d(2)
(3) Othjer résserves; ........................................................................................................................................... 9d(3)
e Dlvide fds or retroaptwe rate refunds due {Do not include amount entered in line 9¢{2).).... %S¢
10 Nonekperip cerated contracs: ;
a Total ﬂnamlqms OF SUDSCIIPUON GHATGES. PEIA 0 CAITIEN ......eeovceeeeseeeeeees oo rmssssssssessss s ssssorseee 10a 134,490
b I fthe cJamgar service, or other organization incurred any specific costs In connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ... 10b

Speclfy nat JI‘E bf costs

T

| PartIv]] rovis:on of Information .

11 Did the Insura i e combany fail to provide any information necessary to complete Scheduls A? ............ D Yas @ No
12 Ifiheiansw er Wlme 11 is "Yes,” spacify the information not provided. P




