Department of the Treasury

Form 5500 Annual Return/Report of Employee Benefit Plan

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

OMB Nos. 1210-0110
1210-0089

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

Employee Benefits Security

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

2023

Administration

Pension Benefit Guaranty Corporation

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending  12/31/2023
A This returnireport is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

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

employer information in accordance with the form instructions.)

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

D Check box if filing under: D Form 5558 I:I automatic extension

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 502
RIDGE COMPANY GROUP HEALTH, DENTAL AND SHORT TERM DISABILITY GROUP INSURANCE FUND number (PN) »
1c Effective date of plan
08/01/1988
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) 35-0850205
THE RIDGE COMPANY
2C Plan Sponsor’s telephone
number
574-234-3143
P.O. BOX 2859 1535 SOUTH MAIN STREET 2d Business code (see
SOUTH BEND, IN 46680 SOUTH BEND, IN 46613 instructions)
423100

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. 07/31/2024 JIM GOODHEW
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2023)
v. 230707
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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 ‘ 133
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) 133
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 0
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 0
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:
4A 4B 4D 4E 4F 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)
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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 Insurance Information
OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning  01/01/2023 and ending ~ 12/31/2023
A Name of plan B  Three-digit
RIDGE COMPANY GROUP HEALTH, DENTAL AND SHORT TERM DISABILITY GROUP plan number (PN) 3 502

INSURANCE FUND

C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
THE RIDGE COMPANY 35-0850205
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
SUN LIFE ASSURANCE COMPANY OF CANADA

() 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
38-1082080 80802 944521 1 01/01/2023 12/31/2023

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

668 0

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

DECISELY INSURANCE SERVICES INC 10800 ALPHARETTA HWY SUITE 208 #784
ROSWELL, GA 30076

Fees and other commissions paid

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

668 3

(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 paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230707
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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 (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the general account 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
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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 D Dental (o3 D Vision
e Temporary disability (accident and sickness)  f Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) | D HMO contract k D PPO contract

m [X| Other (specify) » DEPENDENT LIFE/AD&D

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)
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)
(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 FEEEMEION ......veveetie ettt ettt ettt ettt eae et et et et eae et etese et ese s eteseetete s etese et ebesseseseesatesseeesensateseas 9c(1)(H)
(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 34973
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




SCHEDULE A Insurance Information
OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning  01/01/2023 and ending ~ 12/31/2023
A Name of plan B  Three-digit
RIDGE COMPANY GROUP HEALTH, DENTAL AND SHORT TERM DISABILITY GROUP plan number (PN) 3 502

INSURANCE FUND

C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
THE RIDGE COMPANY 35-0850205
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
BLUE CROSS AND BLUE SHIELD OF ALABAMA

() 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
63-0103830 55433 67308-67310 0 01/01/2023 12/31/2023

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

0 300

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

AUTOMOTIVE BENEFITS ASSOCIATION PO BOX 662
KIRKLAND, WA 98083

Fees and other commissions paid

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

300 | MEMBERSHIP DUES 3

(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 paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230707
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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 (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the general account 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
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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 D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) | D HMO contract k D PPO contract

m D Other (specify) P

d D 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)
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)
(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 FEEEMEION ......veveetie ettt ettt ettt ettt eae et et et et eae et etese et ese s eteseetete s etese et ebesseseseesatesseeesensateseas 9c(1)(H)
(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 393932
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




Form 5500 Annual Return/Report of Employee Benefit Plan OMEFisE, 190 » 5540

: : ) " i 1210 - 0089
This form is required to be filed for employee benefit plans under sections 104
Department of the Treasury

interrial Revenys Servics and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
e sections 6057(b) and 8058(a) of the Intemal Revenue Code (the Code). - 2023
Emploﬂam?:ﬁf;:nsnmumy P Complete all entries in accordance with
Pension Benefit Guaranty Corporation the instructions to the Form 5500.

This Form is Open to
Public Inspection

(PartT | Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending 12/31/2023

A This retumn/report is for: Ll a multiemployer plan LI a multiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)
E a single-employer plan . a DFE (specify)

B mhis return/report is: l the first return/report E the final return/report

an amended return/report l a short plan year return/report (less than 12 monthg]
C Ifthe plan is a collectively-bargained plan, check here ... ... . e -3
D Gheck box if filing under: Form 5558 D automatic extension the DFVC program

special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, checkhere ... I |_]
!T?rt TH Basic Plan Information . enter all requested information
1a Name of plan 1b  Three-digit
RIDGE COMPANY GROUP HEALTH, DENTAL AND SHORT TERM plan number (PN} B> 502
DISABILITY GROUP INSURANCE FUND 1c Effective dats of plan

08/01/1988
2a Plan sponsor's name (emplayer, if for a single-employer plan) 2b Employer |dentification Number (EIN)
Mailing address (include room, apt., Suite no. and street, or P.0. Box) 35-0850205
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2c Plan Sponsor's telephone number
THE RIDGE COMPANY 574-234-3143
2d Business code (see instructions)
423100

P.O. BOX 2858

SOUTH BEND IN 46680

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

Undar penalties of perjury and other penalties set farth in the instructions, | declare that | have examined this returnfreport, including accompanying schedufes, statements and attachments, as well
as the electronic version of this return/report, and to the best of my knowledge and beliet, it is trua, correct, and complete.

JIM GOODHEW
N3 ) — v Jsilay
i Sii;nature of plan administrator Date Enter name of individual signing as plan administrator

SIGN J
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. 230728

318401 11-21-23



Form 5500 (2023) Page 2

3a Plan adminstrator's name and address [} Same as Plan Sponsor 3b  Administrator's £IN

3¢ Administrator's telephone numiber

4 Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last retum/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/repont:
a Sponsor's name 4d PN
C Plan Name
5 Total number of participants at the beginning of the plan year 5 133
6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines s O
Bal 1), Ga{2}, Bb, Bc, and &d). S
a (1) Total number of active patticipants at the beginning of theplanyear . 63(1) 133
a (2) Total number of active participanrts at the end of the plan year 6a(2) 0
b Retired or separated participants receiving BENSRS ... ...t &b 0
C Other retired or separated participants entitled to future benefits 6c 0
d Subtotal. Add fines 6a(2), 8, aNA 6C .. 6d 0
@ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits 6o
T Total. Addlines 6dand 68 ... ... 6f
a{1) Number of participants wrth account balances as of the beginning of the plan year (only defined contribution
plans complete this 1eM) . 169(1)
(2) Number of participants with account balances as of the end of the plan year {only defined contribution plans
ORIt IS M) 6g9(2)
h Number of participants who tarminated employment during the plan year with accrued benefits that were
lessthan 1009 vested 6h
7 Enter the total number of employers obligated to contribute to the plan {oniy multismployer plans complete
NS O 7

8a ithe plan provides pansion benefits, snter the applicable pensian featura codes from the List of Plan Characteristics Codes in the instructions:

B If the ptan provides welfare banefits, enter the applicable welare faature codes from the List of Plan Characteristics Codss in the instructions:

4A 4B 4D 4E 4F 4H 4Q

9a Pian funding arrangement (check all that apply) 9 Plan pbenetlt arrangement (check all that apply)

1) Insurance (1) Insurance

{2) Code section 412(e){3) insurance contracts 2) Code section 412(g)(3) insurance contracts

(3) Trust {3) Trust

(4} General assets of the sponsor (4} General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached.

{See instructions)

@ Penslgn Schedules b General Schedules

{1 R  (Retirement Plan information}) (1) (Financial Infoermation)

(2) MB (Multiemmployer Defined Benefit Plan and Certain Money {2 {Financial Information - Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3) {lnsurance Information) - Number Attached _2
actuary (4] {Service Provider Information)

{3) D SB (Single-Employer Defined Benefit Plan Actuarial {5) (DFE/Participating Plan Information}
Information) - signed by the plan actuary {6) (Financial Transaction Schedules)

(4 DCG (Individual Plan Information) - Number Attached

5) MEP (Multiple-Empioyer Retirement Plan Information)

318402 11-21-23



Form 5500 {2023) Page 3

Pmﬂﬂ Form M-1 Gompliance Information (to be completed by welfare benefit plans)

CFR 2520.101-2.) Yes Neo

11a |f the plan provides welfare benefits, was the plan su%ect to the Form M-1 filing requirements during the plan year? (See instructions and 29

If "Yes" is checked, compiste lines 11b and 11c.

$1b s the plan currently in compliance with the Form M-1 filing requirements? (Sea Instructions and 20 CFR 25201012} .| | Yes [ no

11c Enmter 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 Gode will subject the Form 5500 filing to reiection as incomplete.)

Receipt Confirmation Code

318403 11-21-28



SCHEDULE A Insurance Information OME No. 12400110
(Form 5500)
Dapartmant of the Treasuy This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirerment Income Security Act of 1974 (ERISA). 2023
Employae gaﬁ?;:smg;éxlt;a Abdu‘mlnlatratlcn P> File as an attachment to Form 5500,
Tonsion Benait GUATARTy Corporaton P Insurance companies are required to provide the information This Form is Open to
pursuant to ERISA section 103(a)(2). Public Inspection
For calendar plan year 2023 or fiscal plan year beginning 0170172023 and endin 1273172023
A Name of plan B Three-digit
RIDGE COMFANY GROUP HEALTH, DENTAL AND SHORT TERM plan number (PN} » 502
C Plan 3ponsor's name as shown on line 2a of Form §500 D Employer Identification Number (EIN)
THE RIDGE COMPANY 35-0850205

nformation Concerning Insurance Contra

overage, 'ees, and COMMISSIONS  Provide information for sach
i -} contract on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and |il can be reported on a singla Schedule A,
1 Coveraga Information:

(a) Name of insurance carrier

BLUE CROSS AND BLUE SHIELD OF ALABAMA

{b) EIN {c) NAIG {d) Contract or (8) Approximate number of persons Policy or contract year
code identification number covered at end of policy or contract year i#) From {g)To
63-0103830 [ 55433 [67308-67310 0 01/01/202312/31/2023

2 Insurance fee and commission information. Enter the total fees and tatal commissions paid. List In line 3 the agents, brokers, and other persons
in descending order of the amount paid.

{a} Total amount of commisslons paid {b) Total amount of fees paid
0 300
3 Persons receiving commissions and fees. (Complets as many entries as needed to report all perscns),

{a) Name and address of the agert, broker, or other person to whom commissions or fees were paid
AUTOMOTIVE BENEFITS ASSOCIATION

PQ BOX 562
RKIRKLAND WA 98083
{b) Amaunt of sales and base Fees and other commlissions paid [B) .
o ) Qrganization
commissions paid
{c) Amount | {d) Purpase code
r{EMBERSHIP DUES
300 3
(&) Name and address of the agent, broker, ar other person to whom commissions or fees were paid
{b) Amount of sales and base Fees and other commissions paid (T, X
commissions paid Organization
{c) Amount {d) Purpose code
Far Paparwork Reduction Act Notice, see the instructions for Form 5500. Schedule A (Form 5500)3%9,222
v. 2

318421 11-21-23



Scheduis A (Form 5500) 2023 Page 2~ |

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

(b} Amount of sales and base Faes and other commissions paid Ofga:r;atlon
commissions paid
{e) Amount (d) Purpose code

T
|

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

e
(b) Amount of sales and base Fees and other commissions paid On art'li;ation
commissions paid gcode
{c) Amount {d) Purpose

Lo

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

{b} Amount of sales and base Fees and other commissions paid o (‘jiat'
commissions paid rganld ion
{e) Amount {d} Purpose coae

RSB

(a) Name and address of the agent, broker, or ¢ther person to whom commissions or fess were paid

{b} Amount of sales and base Fees and other commissions paid o ar(-:z)ation
commissions paid g d
{c} Amount {d} Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
)
{b) Amount of sales and base Fass and other commissions paid Orgafmiiation
commissions paid code

{c) Amount {d}) Purpose

219422 11-21-23



Schedule A (Form 5500) 2023

Page 3

Investment and Annuity Contract Information

purposas of this raport,

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

4 Current value of pian's intarest under this contract in the general account at ysar and

5 current value of plan's interest under this contract in separate accounts at vear end

6 Contracts With Allocated Funds:

o 0o

State the basis of premium rates P

Premiurns 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
Type of contract: (1) |:| individual policles
(3 other {spacify) W

(2 D group deferrad annulty

6b
6c

if contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here ... PD

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

Type of contract: (1) deposit administration {2)
@) guaranteed investment (4}

Balance at the end of the previous Year ... e

immediate participation guarantes
other P

f

Additions: {1) Contributions deposited during the year
(2) Dividendsandcredits .
@} Interest oredited duringtheyear ..
(4) Transferred from separate account
(5) Other {specify below)
>

(6) Total additions
Total of balance and additions {add lines 7b and 7c{6))
Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year
{2) Administration charge mades by carrier
{3) Transferred to separate acoount
{4) Qther (specify below)
»

(5} Total deductions
Balance at the end of the current year (subtract fine 7e{§) from line 7d}

318423 11-21-23



Schedule A (Form 5500) 2023 Page 4

‘Partlll.] Welfare Benefit Contract Information
SR e If more than one contract covers the same group of employees of the same employsr(s) or members of the same
amploysa organization(s), the information may be combined for raparting purposes if such contracts are experience-rated
as a unit, Where cantracts cover individual employees, the entire group of such individual contracts with each carrier may be
treated as a unit for purposes of this report.

Benefit and contract type (check all applicable boxes)

a [Xl Health {other than dertal or vision) b E‘ Dental € [X] Vision d| | Lite insurance
e Temporary disability {accident and sickness) f l Long-term disabillity 91 | Suppiemental unemployment h Prescription drug
t Stop loss {large deductible) ] l HMO contract ki | rPo contract | Indemnity contract

M| | Other (specify) P+
9  Experlence-rated contracts:
a Premiums: (1) Amountreceived 9a(1)
(2} Increase (decraase) in amount due but unpaid fa(2)
(3) Increass {decrease) in unearned premium reserve 9a(3)
{4) Earned {{1) + (2) - (3}

b Benefit charges (1) Claims paid ... 9b(1)
(?) Increase {decrease)in claim reserves ... 9b(2]
(3) Incurred claims fadd (Mhand (@) ...,
{4) Claimscharged ............ ... .. e e e e e e e e
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) Commisslons ... 9c()(A)
(B) Administrative service or otherfees 9G(1 )(B)
(C) Other specific acquisition costs .. ... 9c(1)(C)
(D) Other eXpenses ... 9¢(1)(D)

(E) Taxes 9c(1)(E)

(F) Charges for risks or cther contingencies . . . . Sc(1){F)
(G) Otherretentioncharges . ... ... 9c(1)(G)
(H) Totalretention . . | OC{1)(H)
{2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.) 9c(2
d status of policyholder reserves at end of year: (1} Amount held to provide benefits after retirement 9d(1
2) Glaim reserves 9d(2)
(3} Other reserves 9d(3)
€ Dividends or retroactive rate refunds dus. (Bo not includs amount entered in line 9¢{2)) .................. 9e
10 Nonexperience-rated contracts: et T
@ Total premiums or subscription charges paid to carier ... 10a 393,932
b i the carrier, service, or other organization incurred any specific costs in connection with
the acquisition or ratention of the contract or policy, other than reported in Part |, line 2
above, report BMOUNT e, 10b

Specify nature of costs.

[Parti¥] Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? . ... .. | | Yes Kl No
12 |t the answer to line 11 is "Yes, " specify the informatien not provided.,

J1g424 11-21-23



SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500}
5 This schedule is required to be filed under section 104 of the
spariment of the Treasury
intetnal Revenue Setvice Employea Retiremant income Securlty Act of 1974 (ERISA). 2023
Ermployes é’mﬁ;‘”;:"::;;":gmw <vation P File as an attachment to Form 5500.
Torean Benelt Guaranty Corporaton P Insurance companies are required to provide the information This Form is Open to
pursuant to ERISA section 103(a)(2). Public Inspection

£or calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and endin 12/31/2023
A Name of plan B Three-digit

RIDGE COMPANY GROUP HEALTH, DENTAL AND SHORT TERM plan number (PN} _ | 502

C Plan sponsor's name as shown on line 2a of Form 5500 D .E.rr.1ployer It.:lentifi.catic.m Nﬁmbér {EIN) .
THE RIDGE COMPANY 35-0850205

Information Concerning Insurance Gontract Eoverage, '-'ees, and COMMISSIONS  Provids Information for each

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

1 Coverage Intormation:

{a) Name of Insurance carrler

SUN LIFE ASSURANCE COMPANY OF CANADA

(b) EIN {c) NAIC {d) Contract or {e} Approximate number of persons Policy or contract year
code identification number covered at end of policy or contract year {f) From (g} To
|
| 38-1082080 | 80802 944521 1 101/01/2023(12/31/2023

2 |nsurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons
in desgending order of the amount paid,
{a) Total amourt of commissions paid (b) Total amount of fees paid
| 668 0
3 Persons raceiving commissions and fees. (Complete as many entries as needed to report all persons).
{a) Name and address of the agent, broker, or othar parson to wham commissionhs or fees ware paid
DECISELY INSURANCE SERVICES INC
10800 ALPHARETTA HWY SUITE 208 #784

ROSWELL GA 30076
{b) Amount of sales and base Fees and other commissions paid (?) ;
L ) Organization
commissions paid
{c) Amount {d) Purpose code
668

R . RN i R

{a) Nams and addrass of the agent, broker, or other person to whom commissions ar fees were paid

{b) Amount of sales and base Faes and othar commissione paid (‘:') ,
- . Qrganization
commissions paid
{c) Amount {d) Purpose code
For Paperwork Reduction Act Notice, see the instructions for Form 5500. Schedule A (Form 5500) 2023
v. 230728

318421 11-21-23



Scheduls A {Form 5500) 2023

Page 2- I

(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 paid or al&T;ation
commissions paid ¢
(e} Amount {d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees ware paid
{b) Amount of sales and base Fees and other commissions paid (‘.3) .
Organization
commisslons pald cods

{c} Amount {d) Purpose

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

{bY Amount of sales and base
commissions paid

Fees and other commissions paid

{c) Amount {d) Purpose

{e)
Organization
code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

{¢) Amaunt {d} Purposs

(o)
Organization
code

'11_ . IR

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

{b) Amount of sales and base Fees and cther commissions paid

commissions paid
{c) Amount {d) Purpose

(e)
QOrganization
code

J18422 11-21-23



Schedule A (Farm 5500) 2023 Page 3

Part | Investment and Annuity Contract Information

Where individual contracts are provided, the entlrs group of such individual contracts with sach carrier may be treated as a unit for

i purposes of this rapart.
4 Current vajue of plan's Interest under this contract in the genaral account atyearend ..., 4
5 Curent value of plan's interest under this contract in separate accounts atyearend ... 5
6 Contracts With Allocated Funds:
@ State the basis of premium rates I
b Premiums paid to CaMIr | 6b
€ Premiums due but unpaid at the end of theyear ... .. 6c
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
Speclfy nature of costs B
€ Typeof contract: (1) |:| individual policies 2) D group defarred annulty
@ other tspecify)
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here ... DD
7 Contracts With Unallocated Funds (Do nat include portions of these contracts maintained in separate accounts)
a Type of contract: (1) deposit administration @) immediate participation guarantes
3) guaranteed investment ) other
b Belance attheend of the previousyear ..o
C Additions: (1) Contributions deposited during the year ... ..
{2} Dividendsand credits ...
(3) Interest credited duringtheyear . ...
{4) Transterred from separate account
&) Other (specify below)
>
d
€ Deductions:

f

Balance at the end of the current vear (subtract llne FelS) fromline Fa) e,

(1} Dishursed from fund to pay benefits or purchase annuities during year
{2) Administration charge made by carrier
{3} Transferred to separats account
{4} Other (specify balow}
»

(5) Totaldeductions

318423 11-2%-23



Scheduls A (Form 5500) 2023 Page 4

Welfare Benefit Contract Information
If mors than one contract covers the same group of employees of the same employer(s) or members of the same
employea organization(s), the information may be combinad for reporting purposes if such contracts are experience-rated
as a unit. Where contracts cover individual employess, the entire group of such individual contracts with each carrier may be
treated as a unit for purposes of this report.

8  Henefit and contract typa (chack all appiicable boxes)
a I Health (other than dental or vision) b| | Dental €[ | Vision d [ Life insurance
e *E Temporary disability {accident and sickness) f E Longterm disability g1 | Supptermentat unemployment h Prescription drug
i l Stop loss (large deductible) i I HMO contract k PPO contract | Indemnity contract
MX| Other (specify, - DEPENDENT LIFE/AD&D
9 Experience-rated contracts:
a Premiums: (1) Amount received ... 9a(1)
(2} Increase (decrease) inamountdue butunpald Baf2)
{3} Increase {decrease) in unsamed premium reserve 9a(3)
W) Earmed (01 + B2 - B0
b Benefit charges (1) Claims paid ... 9b(1)
@) Increase {decrease)inclaimreserves | 9b(2)
(3) Incurred claims (add {(1)and () ... 8b(3)
(@) Claimscharged ... RUIUROOIN e e s 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A} Commissions . .. U R Sc(i)(A
(B} Administrative service or other fees 9c(1 )(B
{C) Other specific acquisition costs 9e(I)C
(D) Other eXPenSES ... .. ..o 9c(1}{D
(B) TEXES .., 9c(1)M(E)
(Fy Charges for risks or other contingencies ... 93(1)":)
(@) Otherretention charges ... 9c(1)(G)
(H) Total retention 9c{1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) 90(2]
d Status of policyhclder reserves at end of year: (1) Amount held to provide benefits aftar retirement 9d(1)
(2) Clalm raserves B . | 9d2
(3} Other reserves 9d(3
€ Dividands or retroactive rate refunds due, (Do not include amount antarad inling 8a(2)) ... Qe
10 Nonexperience-rated contracts: N A R R
a Total premiums or subscription charges paid to cardier 10a 34,973
b ifthe carrier, service, or other organization incurred any spacific costs in connection with
the acquisition or retention of the contract or policy, other than reported in Part |, line 2
QOVE, FBPOM AMOUNt | | | e 10b

Specify nature of costs.

{PartIV.| Provision of Information

11

Did the insurance company fail to provide any infurmation necessary to complets Schedule A?

12

If the answer to line 11 is "Yes,” specify the information not provided.

318424 11-21-23



Service Provider Affidavit

| certify that | have been specifically authorized in writing by the plan administrator/employer, as applicable, to enter my EFASTZ PIN on this
return/report in order o slectronically submit this return/report. | further certify that: (1) 1 will retain a copy of tha administrator's/employer's specific
written authorization in my records; (2) { have attached to this electronic filing, in addition to any other required schedules or attachments, a trus
and carract PDF copy of the first two pages of the completed Form 5600 or Form 5500-5F retum/report bearing the manual signature of the plar
administrator/employer under penalty of perjury; (3) | advised the pian administrator/employer that by selecting this slectranic signature option the
PDF image of that manual signature will be included with the rest of the return/report posted by the Department of Labor (DOL) on the intsmet for
public disciesure; and {(4) | will communicate to the plan administrator/employer any inguiries and information that | receive from EFASTZ, DOL, IRS
or PBGC regarding this annual return/report.

j/%vﬁdw” 7/30/24 STEPHEN J BEASY

Signature of service provider (optiol’\a’l) Date Enter name of individual signing as service provider

3185691
04-B1-23



