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).

OMB Nos. 1210-0110
1210-0089

2023

» 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

01/01/2023 and ending  12/31/2023

A This return/report is for:

a single-employer plan
D the first return/report

B This return/report is:

D an amended return/report

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

D Check box if filing under: Form 5558

D a multiemployer plan

D a multiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)
D a DFE (specify)

D the final return/report

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

|:| 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 501
PROFESSIONAL ELECTRIC PRODUCTS COMPANY WELFARE BENEFIT PLAN number (PN) »
1c Effective date of plan
01/01/2015
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, coung%, and ZIP or foreign postal code (if foreign, see instructions) 34-1018087
PROFESSIONAL ELECTRIC PRODUCTS CO.
2C Plan Sponsor’s telephone
number
440-946-3790
33210 LAKELAND BLVD. 2d Business code (see
EASTLAKE, OH 44095 instructions)
423600

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. 08/12/2024 DONALD HAINES JR.
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




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 ‘ 241
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) 241
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 248
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 248
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
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) 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
(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

OMB No. 1210-0110

2023

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
PROFESSIONAL ELECTRIC PRODUCTS COMPANY WELFARE BENEFIT PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
PROFESSIONAL ELECTRIC PRODUCTS CO.

D Employer Identification Number (EIN)
34-1018087

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

METROPOLITAN 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
13-5581829 65978 5369737 248 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

16931

4626

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

BOON CHAPMAN BENEFIT ADMIN

PO BOX 9201

AU

STIN, TX 78766-9201

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

14914

3361

COMMISSIONS AND FEES

5

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

THE FEDELI GROUP INC

5005 ROCKSIDE RD STE 500
INDEPENDENCE, OH 44131-6827

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2017

LIFE AND DISABILITY INSURANCE

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

GIS BENEFITS INC 422 WAPONSEE ST
MORRIS, IL 60450-2215

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 1265 | SUPPLEMENTAL COMPENSATION 3

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

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

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

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

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

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

(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) 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 99310
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
(Form 5500)

OMB No. 1210-0110

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
PROFESSIONAL ELECTRIC PRODUCTS COMPANY WELFARE BENEFIT PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
PROFESSIONAL ELECTRIC PRODUCTS CO.

D Employer Identification Number (EIN)
34-1018087

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
METROPOLITAN LFE 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
13-5581829 35978 5949235 231 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

14251 5268
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
THE FEDELI GROUP INC 5005 ROCKSIDE RD STE 500
INDEPENDENCE, OH 44131-6827
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
10024 9| ADMIN FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
GIS BENEFITS INC 422 WAUPONSEE ST
MORRIS, IL 60450-2215
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
4227 o| COMMISSIONS 3

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

BOON CHAPMAN BENFITS ADMIN PO BOX 9201
AUSTIN, TX 78766-9201

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
4227 | ADMIN FEES 5

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

GIS BENEFITS INC 422 WAUPONSEE ST
MORRIS, IL 60450-2215

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 1032 | SUPPLEMENTAL COMPENSATION 3

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

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

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

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

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

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

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

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

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 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) » ADD

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 96183
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

PROFESSIONAL ELECTRIC PRODUCTS COMPANY WELFARE BENEFIT PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

PROFESSIONAL ELECTRIC PRODUCTS CO. 34-1018087

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

CIGNA
() 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
59-1031071 67369 00635096 232 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

89043 3200

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

THE FEDELI GROUP 5005 ROCKSIDE RD 5TH FLOOR SUITE 5
INDEPENDENCE, OH 44131

Fees and other commissions paid

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

89043 3200 | INSURANCE 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




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 D Dental (o3 D 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 FECEIVET ........cveverivrrieeiiriieseeeseesies e 9a(1) 1184746
(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) 1184746
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1) 1153564
(2) Increase (decrease) in Claim rESEIVES ...........ccceveveveereeeeieeeeeeeeseeneneas 9b(2) 8705
(3) Incurred claims (Add (1) AN (2)).....veerverererieeeceeeeee e s eeeeae e te s e s e ae e st esesssseseseseses s ssassssesesssseesesaesesassnnes 9b(3) 1162269
(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........c.coovevvvveveeeieeeeeeneeeeens 9¢c(1)(B) 124697
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(E) TAXES 1.vuveveeeeeereteeeteeeeeseeie et ee st es sttt s et ses et en s eaee 9c(1)(E) 18044
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI TEEEIMTION .......ocvcvesicvteeeiete ettt ettt s et s st s a et s et s et se st s s s et st s s et st s s b s st s e s nees 9c(L)(H) 142741
(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) ClAIM FESEIVES .....o.viviiitiaietete ettt ettt ettt ettt et et et ese et e b et e s e se et et e e e b ebe et et e s et e b e b et ese e s et et et ese b et ess st ebe s ebesesnerin 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 596139
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.ccceeenes 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
(Form 5500)

OMB No. 1210-0110

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
PROFESSIONAL ELECTRIC PRODUCTS COMPANY WELFARE BENEFIT PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
PROFESSIONAL ELECTRIC PRODUCTS CO.

D Employer Identification Number (EIN)
34-1018087

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
METROPOLITAN 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
13-5581829 65978 0213971 62 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

1615 374
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
THE FEDELI GROUP 5005 ROCKSIDE RD STE 500
INDEPENDENCE, OH 44131-6827
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1292 0| COMMISSIONS 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
GIS BENEFITS INC 422 WAUPONSEE ST
MORRIS, IL 60450-2215
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
323 0| COMMISSIONS AND SUPP COMP 3

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

BOON CHAPMAN BENEFIT ADMINISTRATORS PO BOX 9201
AUSTIN, TX 78766-9201

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 291 | ADMIN FEES 3

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

GIS BENEFITS INC 422 WAUPONSEE ST
MORRIS, IL 60450-2215

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 83 | SUPPLEMENTAL COMP 3

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

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

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

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

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

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




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 D Dental (o3 D 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) 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 7763
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
(Form 5500)

OMB No. 1210-0110

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
PROFESSIONAL ELECTRIC PRODUCTS COMPANY WELFARE BENEFIT PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
PROFESSIONAL ELECTRIC PRODUCTS CO.

D Employer Identification Number (EIN)
34-1018087

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
METROPOLITAN 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
13-5581829 65978 0213970 95 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

4285 983
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
THE FEDELI GROUP INC 5005 ROCKSIDE RD STE 500
INDEPENDENCE, OH 44131-6827
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
3428 0| COMMISSIONS AND COMP 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
GIS BENEFITS INC 422 WAUPONSEE ST
MORRIS, IL 60450-2215
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
857 0| COMMISSIONS AND COMP 3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

BOON CHAPMAN BENEFIT ADMIN PO BOX 9201
AUSTIN, TX 78766-9201

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 769 | FEES 3

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

GIS BENEFITS INC 422 WAUPONSEE ST
MORRIS, IL 60450-2215

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 214 | SUPPLEMENTAL COMP 3

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

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

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

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

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

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




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
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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 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) 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 20617
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 C Service Provider Information OMB No. 12100110

(Form 5500) 2023

Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab: .
Employee B:r?:fzgggcﬂrnyaAg:ninistranon P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspect|on.
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
PROFESSIONAL ELECTRIC PRODUCTS COMPANY WELFARE BENEFIT PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
PROFESSIONAL ELECTRIC PRODUCTS CO. 34-1018087

Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . . .. .......... D Yes
No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2023
v. 230707
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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Page 3 -

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you

answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

FEDELI GROUP

5005 ROCKSIDE RD #500
INDEPENDENCE, OH 44131

(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
22 INSURANCE 99310
AGENT Yes D No Yes D No [[ Yes D No D
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
Yes[l NOD YesD No[l YesD NO|:|
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) () (9) (h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

compensation received by
service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

provider give you a
formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) service Codes (C) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4

Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a__ Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a_ Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




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

i ] ) 1210-
This form is required to be filed for employee benefit plans under sections 104 linea
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Department of the Treasury

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 202 3
Emﬁgpggfgzg‘eg{s'-gz‘c’[m » Complete all entries in accordance with
P yAdministration Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
! Part | i Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending 12/31/2023
A This return/report 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.)
[x] a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
|:| 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. . .............. . i i e > D
D Check box if filing under: EI Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. . ..................... ... » D
| Part il ] Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
PROFESSIONAL ELECTRIC PRODUCTS COMPANY WELFARE BENEFIT PLAN number (PN) » 501
1c Effective date of plan
01/01/2015
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) 34-1018087
Professional Electric Products Co. 2c Plan Sponsor’s telephone
number
440-946-3790
33210 Lakeland Blvd. 2d Business code (see
instructions)
423600
Eastlake OH 44095

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.

sgfsﬁd/éA ﬁ‘&d é X/Z?Aﬁ,ﬂ/ Donald Haines Jr.

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

7

SIGN
HERE x T
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE "o Ak
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. 2300728
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3a Plan administrator's name and address BI Same as Plan Sponsor 3b Administrator’s EIN
3¢ 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 | 241
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢c, and 6d).
a(1) Total number of active participants at the beginning of the plan year .............c.ccooiiiiiiiiiii 6a(1) 241
a(2) Total number of active participants at the end of the plan Year .............ccccorriiiniiccc 6a(2) 248
Retired or separated participants receiving Benefits ...........c.oiiiiiiiiiii e e 6b 0
c Other retired or separated participants entitled to future benefits ............cooeiiiiiiiii e 6¢C 0
d Subtotal. Add liNes Ba(2), B, AN BC............ceiuiiirieiitiieiie ettt e ettt b st et e st bt s e eb et b e s ene e 6d 248
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... 6e
f QL 5= X 1o I TS T I T T -SSR 6f
1 Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6a(1
g(1) [eTeTaaT o1 = S (T ESTN ) (=Y o o OSSPSR PSRPRPRNE g(1)
2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
a(2) [oTeTaaT o1 =Y SR (T ESTN 1 (=Y o OSSPSRt 29(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
€55 than 100% VESEA. ... ... eeee et eet ettt cees et eet s et eeseecees st emse s et es st emses et emsesemssescsenscsensemsesensesenseessssnsesnsenesensensctanse 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
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) Insurance
(2) I Code section 412(e)(3) insurance contracts (2) Code section 412(e)(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)
a Pension Schedules b General Schedules
(1) |:| R (Retirement Plan Information) (1) D H (Financial Information)
) ) ) ) (2) I (Financial Information — Small Plan)
(2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan (3) A (Insurance Information) — Number Attached _ 5
actuary (4) C (Service Provider Information)

(3) |:| SB (Single-Employer Defined Benefit Plan Actuarial (5)
Information) - signed by the plan actuary
(4) |:| DCG (Individual Plan Information) — Number Attached (6)

(5) |:| MEP (Multiple-Employer Retirement Plan Information)

O O XX

D (DFE/Participating Plan Information)

G (Financial Transaction Schedules)
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| Partlll | 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.) weoovvereeerrcvemereenenenneneenn || Yes No

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

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

11¢ 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 i
Insurance Information OME No. 12160110
(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
PROFESSIONAL ELECTRIC PRODUCTS COMPANY WELFARE BENEFIT plan number (PN) > 501
PLAN
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Professional Electric Products Co. 34-1018087
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 1l and |l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Metropolitan Life Insurance Company

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year

b) EIN . e d at end of

(b) code identification number pe;ﬁg; g;)zs:ﬁrait ;?garo (f) From (g) To
13-5581829 65978 5369737 248 01/01/2023 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
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid
16,931 4,626

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

Boon Chapman Benefit Admin
PO Box 9201

Austin TX 78766-9201

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

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

14,914 3,361 5

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
The Fedeli Group Inc
5005 Rockside Rd Ste 500

Independence OH 44131-6827

Fees and other commissions paid

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

Life and Disability Insurance

2,017 0 3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023
v. 230728
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

GIS Benefits Inc
422 Waponsee St

Morris IL 60450-2215
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
Supplemental Compensation
0 1,265 3

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

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

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

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

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

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

(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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Partll | 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.............coceveveverevevevereveversneraenes 4

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

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

D Premiums Paid 10 CATIEE ........c.ouiiieieee ettt ettt ee et e et e et eesse e et en s e ee et nen e teeees 6b

Premiums due but unpaid at the end of the Year............cooui e 6¢c

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

retention of the contract or policy, enter amMOUNt..............cooiiii i 6d
Specify nature of costs P
e Type of contract: (1) |:| individual policies 2) I:I 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 > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration (2) |:| immediate participation guarantee
3) I:I guaranteed investment (4) I:I other P
b Balance at the end of the PreVIOUS VBT .........c.ccucueueieuerieeieetetieecteteteeeteeesaeteseeecaetesese et tseetesesssaesessnsetsssnssaessssneees | 7b
C  Additions: (1) Contributions deposited during the year.............c.cc.ccceun.... 7c(1)
(2) DIVIAENdS aNd CTEAILS..........oueeeeeeeeeeeeeeeeeeee e eee e eeeneeeen 7¢c(2)
(3) Interest credited during the year.... . 7¢(3)
(4) Transferred from separate aCCOUNt...........ccccceveveeveeevceeeeeeeeeae e 7¢c(4)
(5) Other (SPECITY DEIOW) .......ce.viveeceeeeeeeeeeeeeeees e 7¢(5)
4
(B)TOLAI AAUIHONS. ... ..ot e e een s eeese e et es s eneeneesneeesneee s e enae e essseeenesenessessenenssneenesenen 7¢(6)
d Total of balance and additions (add iNes 7b and 7€(6)). ........ccevevererererecreieeeeetee e tes ettt enesae s eneeeanas | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Garmier...........ccc.cceveveveveeereeeeeee e 7¢(2)
(3) Transferred to separate aCCOUNT ............cccvueveeeeeeeeeeeee e 7¢(3)
(4) Other (SPECITY DEIOW) ........cuivvieeeeeeeeeeeeeeeeeree s eee s es e 7e(4)
4
(5) TOtAl AEAUGHIONS. .......ecvuviecectieeecee ettt ettt es st es st s e s et et esss st es s s e bt ens et besse s et ssnsetesenae st ensntebasenses 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from ine 7d).............cococoovueeurueeeeeeeeeeeeereeerereren. | 7f




Schedule A (Form 5500) 2023 Page 4

Part lll | 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 x| Dental c EI Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i I:I Stop loss (large deductible) j D HMO contract k |:| PPO contract | D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

@ Premiums: (1) AMouNnt reCeIVEM .........ccouiiriiiiiriiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid..........cccceevviirieeiieenns 9a(2)
(3) Increase (decrease) in unearned premium reserve.............o.oceveveneene. 9a(3)
(4) EQINEA ((1) F (2) = (B)):+ereeueereereereerueeeseeseeseeseeseesseeeeeseeseeseeseeseesssssessessenseasessessessessesssssessessessessessessessessessesseses 9a(4) 0
b Benefit charges (1) Claims Paid............cceueveveeeeeverseeeesieeeeeeseeeeeeeeeeeeeieens 9b(1)
(2) Increase (decrease) in Claim rESEIVES ...........cccoevevvrieieeeieeseieieveseenns 9b(2)
(3) Incurred claims (Add (1) AN (2))....cvveeveeeeereeeeeeeeeeeesee s seeseeeeeseeesseseesese s sses e se s seeneseesessesseneseeneenesesnesnanes 9b(3) 0
(4) ClaIMS CRAMGEM ... c.eiteiiiitiitieieeteeie ettt ettt ettt ettt e et et e ebe et et et et et et e st eaeeneeaeeaeene e e eneeneeneeneeneeneeneeneeneeneeneans 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......veveviaeiievceeceieee ettt ee et en et aeaeas 9¢c(1)(A)
(B) Administrative service or other fees ...........ccovevveeriiriiieeseisneneen. 9¢c(1)(B)
(C) Other specific acquisition costs .. 1 9¢c(1)(C)
(D) OthEr EXPENSES ....veveeirereeiieeieesieeereeseeereesteesaesseessee e enneseesseeneas 9c(1)(D)
LS LI G T OO 9c(1)(E)
(F) Charges for risks or other contingencies..............cccovevevneeninnene. 9c(1)(F)
(G) Other retention Charges...........cc.oceeveeeveeueeeeeeeeeeeeeeeeseseeeseeeeneens 9¢c(1)(G)
(H) TOMAI TEIENEON........eetieieeeee ettt ettt et ettt et e ettt e e e tese et eaeete e eaeesesessesessensesessesessese s eaensesensesseeeneane 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....ccccueenneee. 9¢(2)
a Status of poiicyhoider reserves at end of year: (1) Amount heid to provide benefits after retirement................ 9d(1)
(2) ClAIM FESEIVES .......veeveveeeeeeteeeeteee et ete et ete et eaeeaese et eteete e et easeteseesesesenseseeseasesesssess et ensesessesensesesesensesensesens 9d(2)
(B) OLNET TESEIVES .......eveveeeeeeteeeteee ettt et et te ettt ese et eae et e eeetetes et eseeseaeesesssess et ensesesssensesensesesssnnsesens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......cccocvviieiieennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIET ...........ccccvveieiieeeeeeeeeeeiere e 10a 99,310
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. ............c.cccceceeee 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

EINO

12 If the answer to line 11 is “Yes,” specify the information not provided. 4




SCHEDULE A i
Insurance Information OME No. 12160110
(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
PROFESSIONAL ELECTRIC PRODUCTS COMPANY WELFARE BENEFIT plan number (PN) > 501
PLAN
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Professional Electric Products Co. 34-1018087
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 1l and |l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Metropolitan Lfe Insurance Company

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year

b) EIN . e d at end of

(b) code identification number pe;ﬁg; g;)zs:ﬁrait ;?garo (f) From (g) To
13-5581829 35978 5949235 231 01/01/2023 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
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid
14,251 5,268

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

The Fedeli Group Inc
5005 Rockside Rd Ste 500

Independence OH 44131-6827

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

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

10,024 9 3

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

GIS Benefits Inc
422 Wauponsee St

Morris IL 60450-2215
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
Commissions
4,227 0 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230728
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Boon Chapman Benfits Admin
PO Box 9201

Austin TX 78766-9201
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
Admin Fees
4,227 5

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

GIS Benefits Inc
422 Wauponsee St

Morris IL 60450-2215
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

Supplemental Compensation

0 1,032 3

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

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

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

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

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

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




Schedule A (Form 5500) 2023 Page 3

Partll | 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.............coceveveverevevevereveversneraenes 4

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

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

D Premiums Paid 10 CATIEE ........c.ouiiieieee ettt ettt ee et e et e et eesse e et en s e ee et nen e teeees 6b

Premiums due but unpaid at the end of the Year............cooui e 6¢c

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

retention of the contract or policy, enter amMOUNt..............cooiiii i 6d
Specify nature of costs P
e Type of contract: (1) |:| individual policies 2) I:I 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 > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration (2) |:| immediate participation guarantee
3) I:I guaranteed investment (4) I:I other P
b Balance at the end of the PreVIOUS VBT .........c.ccucueueieuerieeieetetieecteteteeeteeesaeteseeecaetesese et tseetesesssaesessnsetsssnssaessssneees | 7b
C  Additions: (1) Contributions deposited during the year.............c.cc.ccceun.... 7c(1)
(2) DIVIAENdS aNd CTEAILS..........oueeeeeeeeeeeeeeeeeeee e eee e eeeneeeen 7¢c(2)
(3) Interest credited during the year.... . 7¢(3)
(4) Transferred from separate aCCOUNt...........ccccceveveeveeevceeeeeeeeeae e 7¢c(4)
(5) Other (SPECITY DEIOW) .......ce.viveeceeeeeeeeeeeeeeees e 7¢(5)
4
(B)TOLAI AAUIHONS. ... ..ot e e een s eeese e et es s eneeneesneeesneee s e enae e essseeenesenessessenenssneenesenen 7¢(6)
d Total of balance and additions (add iNes 7b and 7€(6)). ........ccevevererererecreieeeeetee e tes ettt enesae s eneeeanas | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Garmier...........ccc.cceveveveveeereeeeeee e 7¢(2)
(3) Transferred to separate aCCOUNT ............cccvueveeeeeeeeeeeee e 7¢(3)
(4) Other (SPECITY DEIOW) ........cuivvieeeeeeeeeeeeeeeeeree s eee s es e 7e(4)
4
(5) TOtAl AEAUGHIONS. .......ecvuviecectieeecee ettt ettt es st es st s e s et et esss st es s s e bt ens et besse s et ssnsetesenae st ensntebasenses 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from ine 7d).............cococoovueeurueeeeeeeeeeeeereeerereren. | 7f




Schedule A (Form 5500) 2023 Page 4

Part lll | 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 I:I Dental c I:I Vision d @ Life insurance
e @ Temporary disability (accident and sickness)  f @ Long-term disability g D Supplemental unemployment  h D Prescription drug
i I:I Stop loss (large deductible) j D HMO contract k |:| PPO contract | D Indemnity contract

m [x| Other (specify) PADD

9 Experience-rated contracts:

@ Premiums: (1) AMouNnt reCeIVEM .........ccouiiriiiiiriiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid..........cccceevviirieeiieenns 9a(2)
(3) Increase (decrease) in unearned premium reserve.............o.oceveveneene. 9a(3)
(4) EQINEA ((1) F (2) = (B)):+ereeueereereereerueeeseeseeseeseeseesseeeeeseeseeseeseeseesssssessessenseasessessessessesssssessessessessessessessessessesseses 9a(4) 0
b Benefit charges (1) Claims Paid............cceueveveeeeeverseeeesieeeeeeseeeeeeeeeeeeeieens 9b(1)
(2) Increase (decrease) in Claim rESEIVES ...........cccoevevvrieieeeieeseieieveseenns 9b(2)
(3) Incurred claims (Add (1) AN (2))....cvveeveeeeereeeeeeeeeeeesee s seeseeeeeseeesseseesese s sses e se s seeneseesessesseneseeneenesesnesnanes 9b(3) 0
(4) ClaIMS CRAMGEM ... c.eiteiiiitiitieieeteeie ettt ettt ettt ettt e et et e ebe et et et et et et e st eaeeneeaeeaeene e e eneeneeneeneeneeneeneeneeneeneeneans 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......veveviaeiievceeceieee ettt ee et en et aeaeas 9¢c(1)(A)
(B) Administrative service or other fees ...........ccovevveeriiriiieeseisneneen. 9¢c(1)(B)
(C) Other specific acquisition costs .. 1 9¢c(1)(C)
(D) OthEr EXPENSES ....veveeirereeiieeieesieeereeseeereesteesaesseessee e enneseesseeneas 9c(1)(D)
LS LI G T OO 9c(1)(E)
(F) Charges for risks or other contingencies..............cccovevevneeninnene. 9c(1)(F)
(G) Other retention Charges...........cc.oceeveeeveeueeeeeeeeeeeeeeeeseseeeseeeeneens 9¢c(1)(G)
(H) TOMAI TEIENEON........eetieieeeee ettt ettt et ettt et e ettt e e e tese et eaeete e eaeesesessesessensesessesessese s eaensesensesseeeneane 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....ccccueenneee. 9¢(2)
a Status of poiicyhoider reserves at end of year: (1) Amount heid to provide benefits after retirement................ 9d(1)
(2) ClAIM FESEIVES .......veeveveeeeeeteeeeteee et ete et ete et eaeeaese et eteete e et easeteseesesesenseseeseasesesssess et ensesessesensesesesensesensesens 9d(2)
(B) OLNET TESEIVES .......eveveeeeeeteeeteee ettt et et te ettt ese et eae et e eeetetes et eseeseaeesesssess et ensesesssensesensesesssnnsesens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......cccocvviieiieennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIET ...........ccccvveieiieeeeeeeeeeeiere e 10a 96,183
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. ............c.cccceceeee 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

EINO

12 If the answer to line 11 is “Yes,” specify the information not provided. 4




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

OMB No. 1210-0110

2023

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
PROFESSTIONAL ELECTRIC PRODUCTS COMPANY WELFARE BENEFIT plan number (PN) > 501

PLAN

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

Professional Electric Products Co.

D Employer Identification Number (EIN)

34-1018087

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 1l and |l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Cigna
Approximate number of Policy or contract year
(c) NAIC (d) Contract or ©
b) EIN . e d at end of
(b) code identification number pe;ﬁg; g;)zs:ﬁrait ;?garo (f) From (g) To
59-1031071 67369 00635096 232 01/01/2023 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
descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

89,043

3,200

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

The Fedeli Group

5005 Rockside Rd 5th Floor Suite 5

Independence OH 44131
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
Insurance
89,043 3,200 3

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

Fees and other commissions paid

(b) Amount of sales and base
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. 230728
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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




Schedule A (Form 5500) 2023 Page 3

Partll | 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.............coceveveverevevevereveversneraenes 4

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

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

D Premiums Paid 10 CATIEE ........c.ouiiieieee ettt ettt ee et e et e et eesse e et en s e ee et nen e teeees 6b

Premiums due but unpaid at the end of the Year............cooui e 6¢c

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

retention of the contract or policy, enter amMOUNt..............cooiiii i 6d
Specify nature of costs P
e Type of contract: (1) |:| individual policies 2) I:I 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 > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration (2) |:| immediate participation guarantee
3) I:I guaranteed investment (4) I:I other P
b Balance at the end of the PreVIOUS VBT .........c.ccucueueieuerieeieetetieecteteteeeteeesaeteseeecaetesese et tseetesesssaesessnsetsssnssaessssneees | 7b
C  Additions: (1) Contributions deposited during the year.............c.cc.ccceun.... 7c(1)
(2) DIVIAENdS aNd CTEAILS..........oueeeeeeeeeeeeeeeeeeee e eee e eeeneeeen 7¢c(2)
(3) Interest credited during the year.... . 7¢(3)
(4) Transferred from separate aCCOUNt...........ccccceveveeveeevceeeeeeeeeae e 7¢c(4)
(5) Other (SPECITY DEIOW) .......ce.viveeceeeeeeeeeeeeeeees e 7¢(5)
4
(B)TOLAI AAUIHONS. ... ..ot e e een s eeese e et es s eneeneesneeesneee s e enae e essseeenesenessessenenssneenesenen 7¢(6)
d Total of balance and additions (add iNes 7b and 7€(6)). ........ccevevererererecreieeeeetee e tes ettt enesae s eneeeanas | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Garmier...........ccc.cceveveveveeereeeeeee e 7¢(2)
(3) Transferred to separate aCCOUNT ............cccvueveeeeeeeeeeeee e 7¢(3)
(4) Other (SPECITY DEIOW) ........cuivvieeeeeeeeeeeeeeeeeree s eee s es e 7e(4)
4
(5) TOtAl AEAUGHIONS. .......ecvuviecectieeecee ettt ettt es st es st s e s et et esss st es s s e bt ens et besse s et ssnsetesenae st ensntebasenses 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from ine 7d).............cococoovueeurueeeeeeeeeeeeereeerereren. | 7f




Schedule A (Form 5500) 2023 Page 4

Part lll | 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 I:I Dental c I:I Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i I:I Stop loss (large deductible) j D HMO contract k |:| PPO contract | D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEM ........ccvverecereiceee e 9a(1) 1,184,746
(2) Increase (decrease) in amount due but unpaid..........cccceevviirieeiieenns 9a(2)
(3) Increase (decrease) in unearned premium reserve.............o.oceveveneene. 9a(3)
(4) EQINEA ((1) F (2) = (B)):+ereeueereereereerueeeseeseeseeseeseesseeeeeseeseeseeseeseesssssessessenseasessessessessesssssessessessessessessessessessesseses 9a(4) 1,184,746
b Benefit charges (1) Claims Paid............cceueveveeeeeverseeeesieeeeeeseeeeeeeeeeeeeieens 9b(1) 1,153,564
(2) Increase (decrease) in Claim rESEIVES ..........veurererreeereeresereeeireneeeens 9b(2) 8,705
(3) Incurred claims (Add (1) AN (2))....cvveeveeeeereeeeeeeeeeeesee s seeseeeeeseeesseseesese s sses e se s seeneseesessesseneseeneenesesnesnanes 9b(3) 1,162,269
(4) ClaIMS CRAMGEM ... c.eiteiiiitiitieieeteeie ettt ettt ettt ettt e et et e ebe et et et et et et e st eaeeneeaeeaeene e e eneeneeneeneeneeneeneeneeneeneeneans 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......veveviaeiievceeceieee ettt ee et en et aeaeas 9¢c(1)(A)
(B) Administrative service or other fees ...........coocuvvvvrervrrrerreresienns 9¢c(1)(B) 124,697
(C) Other specific acquisition costs .. 1 9¢c(1)(C)
(D) OthEr EXPENSES ....veveeirereeiieeieesieeereeseeereesteesaesseessee e enneseesseeneas 9c(1)(D)
LS LI G T OO 9c(1)(E) 18,044
(F) Charges for risks or other contingencies..............cccovevevneeninnene. 9c(1)(F)
(G) Other retention Charges...........cc.oceeveeeveeueeeeeeeeeeeeeeeeseseeeseeeeneens 9¢c(1)(G)
(H) TOTAI FEIENHON ...ttt ettt ee et ee e s s s s sseasaeeeaseeesaneeeseneeeeesenensannasananaens 9c¢(1)(H) 142,741
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....ccccueenneee. 9¢(2)
a Status of poiicyhoider reserves at end of year: (1) Amount heid to provide benefits after retirement................ 9d(1)
(2) ClAIM FESEIVES .......veeveveeeeeeteeeeteee et ete et ete et eaeeaese et eteete e et easeteseesesesenseseeseasesesssess et ensesessesensesesesensesensesens 9d(2)
(B) OLNET TESEIVES .......eveveeeeeeteeeteee ettt et et te ettt ese et eae et e eeetetes et eseeseaeesesssess et ensesesssensesensesesssnnsesens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......cccocvviieiieennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIET ...........ccccvveieiieeeeeeeeeeeiere e 10a 596,139
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. ............c.cccceceeee 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

EINO

12 If the answer to line 11 is “Yes,” specify the information not provided. 4




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

OMB No. 1210-0110

2023

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
PROFESSTIONAL ELECTRIC PRODUCTS COMPANY WELFARE BENEFIT plan number (PN) > 501

PLAN

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

Professional Electric Products Co.

D Employer Identification Number (EIN)

34-1018087

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 1l and |l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Metropolitan Life Insurance Company

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year

b) EIN . e d at end of

(b) code identification number pe;ﬁg; g;)zs:ﬁrait ;?garo (f) From (g) To
13-5581829 65978 0213971 62 01/01/2023 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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

1,615

374

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

The Fedeli Group
5005 Rockside Rd Ste 500

Independence

OH

44131-6827

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1,292

0

Commissions

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

GIS Benefits Inc
422 Wauponsee St

Morris

IL

60450-2215

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

323

0

Commissions and Supp Comp

3

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

Schedule A (Form 5500) 2023
v. 230728



Schedule A (Form 5500) 2023 Page 2 —

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

Boon Chapman Benefit Administrators
PO Box 9201

Austin TX 78766-9201
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
Admin Fees
0 291 3

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

GIS Benefits Inc
422 Wauponsee St

Morris IL 60450-2215
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

Supplemental COmp

0 83 3

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

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

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

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

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

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




Schedule A (Form 5500) 2023 Page 3

Partll | 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.............coceveveverevevevereveversneraenes 4

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

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

D Premiums Paid 10 CATIEE ........c.ouiiieieee ettt ettt ee et e et e et eesse e et en s e ee et nen e teeees 6b

Premiums due but unpaid at the end of the Year............cooui e 6¢c

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

retention of the contract or policy, enter amMOUNt..............cooiiii i 6d
Specify nature of costs P
e Type of contract: (1) |:| individual policies 2) I:I 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 > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration (2) |:| immediate participation guarantee
3) I:I guaranteed investment (4) I:I other P
b Balance at the end of the PreVIOUS VBT .........c.ccucueueieuerieeieetetieecteteteeeteeesaeteseeecaetesese et tseetesesssaesessnsetsssnssaessssneees | 7b
C  Additions: (1) Contributions deposited during the year.............c.cc.ccceun.... 7c(1)
(2) DIVIAENdS aNd CTEAILS..........oueeeeeeeeeeeeeeeeeeee e eee e eeeneeeen 7¢c(2)
(3) Interest credited during the year.... . 7¢(3)
(4) Transferred from separate aCCOUNt...........ccccceveveeveeevceeeeeeeeeae e 7¢c(4)
(5) Other (SPECITY DEIOW) .......ce.viveeceeeeeeeeeeeeeeees e 7¢(5)
4
(B)TOLAI AAUIHONS. ... ..ot e e een s eeese e et es s eneeneesneeesneee s e enae e essseeenesenessessenenssneenesenen 7¢(6)
d Total of balance and additions (add iNes 7b and 7€(6)). ........ccevevererererecreieeeeetee e tes ettt enesae s eneeeanas | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Garmier...........ccc.cceveveveveeereeeeeee e 7¢(2)
(3) Transferred to separate aCCOUNT ............cccvueveeeeeeeeeeeee e 7¢(3)
(4) Other (SPECITY DEIOW) ........cuivvieeeeeeeeeeeeeeeeeree s eee s es e 7e(4)
4
(5) TOtAl AEAUGHIONS. .......ecvuviecectieeecee ettt ettt es st es st s e s et et esss st es s s e bt ens et besse s et ssnsetesenae st ensntebasenses 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from ine 7d).............cococoovueeurueeeeeeeeeeeeereeerereren. | 7f




Schedule A (Form 5500) 2023 Page 4

Part lll | 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 I:I Dental c I:I Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i I:I Stop loss (large deductible) j D HMO contract k |:| PPO contract | D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

@ Premiums: (1) AMouNnt reCeIVEM .........ccouiiriiiiiriiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid..........cccceevviirieeiieenns 9a(2)
(3) Increase (decrease) in unearned premium reserve.............o.oceveveneene. 9a(3)
(4) EQINEA ((1) F (2) = (B)):+ereeueereereereerueeeseeseeseeseeseesseeeeeseeseeseeseeseesssssessessenseasessessessessesssssessessessessessessessessessesseses 9a(4) 0
b Benefit charges (1) Claims Paid............cceueveveeeeeverseeeesieeeeeeseeeeeeeeeeeeeieens 9b(1)
(2) Increase (decrease) in Claim rESEIVES ...........cccoevevvrieieeeieeseieieveseenns 9b(2)
(3) Incurred claims (Add (1) AN (2))....cvveeveeeeereeeeeeeeeeeesee s seeseeeeeseeesseseesese s sses e se s seeneseesessesseneseeneenesesnesnanes 9b(3) 0
(4) ClaIMS CRAMGEM ... c.eiteiiiitiitieieeteeie ettt ettt ettt ettt e et et e ebe et et et et et et e st eaeeneeaeeaeene e e eneeneeneeneeneeneeneeneeneeneeneans 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......veveviaeiievceeceieee ettt ee et en et aeaeas 9¢c(1)(A)
(B) Administrative service or other fees ...........ccovevveeriiriiieeseisneneen. 9¢c(1)(B)
(C) Other specific acquisition costs .. 1 9¢c(1)(C)
(D) OthEr EXPENSES ....veveeirereeiieeieesieeereeseeereesteesaesseessee e enneseesseeneas 9c(1)(D)
LS LI G T OO 9c(1)(E)
(F) Charges for risks or other contingencies..............cccovevevneeninnene. 9c(1)(F)
(G) Other retention Charges...........cc.oceeveeeveeueeeeeeeeeeeeeeeeseseeeseeeeneens 9¢c(1)(G)
(H) TOMAI TEIENEON........eetieieeeee ettt ettt et ettt et e ettt e e e tese et eaeete e eaeesesessesessensesessesessese s eaensesensesseeeneane 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....ccccueenneee. 9¢(2)
a Status of poiicyhoider reserves at end of year: (1) Amount heid to provide benefits after retirement................ 9d(1)
(2) ClAIM FESEIVES .......veeveveeeeeeteeeeteee et ete et ete et eaeeaese et eteete e et easeteseesesesenseseeseasesesssess et ensesessesensesesesensesensesens 9d(2)
(B) OLNET TESEIVES .......eveveeeeeeteeeteee ettt et et te ettt ese et eae et e eeetetes et eseeseaeesesssess et ensesesssensesensesesssnnsesens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......cccocvviieiieennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIET ...........ccccvveieiieeeeeeeeeeeiere e 10a 7,763
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. ............c.cccceceeee 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

EINO

12 If the answer to line 11 is “Yes,” specify the information not provided. 4




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

OMB No. 1210-0110

2023

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 12/31/2023
A Name of plan B Three-digit
PROFESSIONAL ELECTRIC PRODUCTS COMPANY WELFARE BENEFIT plan number (PN) > 501

PLAN

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

Professional Electric Products Co.

D Employer Identification Number (EIN)

34-1018087

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 1l and |l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Metropolitan Life Insurance Company

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year

b) EIN . e d at end of

(b) code identification number pe;ﬁg; g;)zs:ﬁrait ;?garo (f) From (g) To
13-5581829 65978 0213970 95 01/01/2023 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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

4,285

983

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

The Fedeli Group Inc
5005 Rockside Rd Ste 500

Independence OH

44131-68

27

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3,428

Commissions and Comp

0

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

GIS Benefits Inc
422 Wauponsee St

Morris IL

60450-2215

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

857

Commissions and Comp

0

3

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

Schedule A (Form 5500) 2023
v. 230728



Schedule A (Form 5500) 2023 Page 2 —

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

Boon Chapman Benefit Admin
PO Box 9201

Austin TX 78766-9201
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
Fees
0 769 3

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

GIS Benefits Inc
422 Wauponsee St

Morris IL 60450-2215
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

Supplemental Comp

0 214 3

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

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

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

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

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

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




Schedule A (Form 5500) 2023 Page 3

Partll | 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.............coceveveverevevevereveversneraenes 4

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

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

D Premiums Paid 10 CATIEE ........c.ouiiieieee ettt ettt ee et e et e et eesse e et en s e ee et nen e teeees 6b

Premiums due but unpaid at the end of the Year............cooui e 6¢c

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

retention of the contract or policy, enter amMOUNt..............cooiiii i 6d
Specify nature of costs P
e Type of contract: (1) |:| individual policies 2) I:I 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 > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration (2) |:| immediate participation guarantee
3) I:I guaranteed investment (4) I:I other P
b Balance at the end of the PreVIOUS VBT .........c.ccucueueieuerieeieetetieecteteteeeteeesaeteseeecaetesese et tseetesesssaesessnsetsssnssaessssneees | 7b
C  Additions: (1) Contributions deposited during the year.............c.cc.ccceun.... 7c(1)
(2) DIVIAENdS aNd CTEAILS..........oueeeeeeeeeeeeeeeeeeee e eee e eeeneeeen 7¢c(2)
(3) Interest credited during the year.... . 7¢(3)
(4) Transferred from separate aCCOUNt...........ccccceveveeveeevceeeeeeeeeae e 7¢c(4)
(5) Other (SPECITY DEIOW) .......ce.viveeceeeeeeeeeeeeeeees e 7¢(5)
4
(B)TOLAI AAUIHONS. ... ..ot e e een s eeese e et es s eneeneesneeesneee s e enae e essseeenesenessessenenssneenesenen 7¢(6)
d Total of balance and additions (add iNes 7b and 7€(6)). ........ccevevererererecreieeeeetee e tes ettt enesae s eneeeanas | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Garmier...........ccc.cceveveveveeereeeeeee e 7¢(2)
(3) Transferred to separate aCCOUNT ............cccvueveeeeeeeeeeeee e 7¢(3)
(4) Other (SPECITY DEIOW) ........cuivvieeeeeeeeeeeeeeeeeree s eee s es e 7e(4)
4
(5) TOtAl AEAUGHIONS. .......ecvuviecectieeecee ettt ettt es st es st s e s et et esss st es s s e bt ens et besse s et ssnsetesenae st ensntebasenses 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from ine 7d).............cococoovueeurueeeeeeeeeeeeereeerereren. | 7f




Schedule A (Form 5500) 2023 Page 4

Part lll | 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 I:I Dental c I:I Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i I:I Stop loss (large deductible) j D HMO contract k |:| PPO contract | D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

@ Premiums: (1) AMouNnt reCeIVEM .........ccouiiriiiiiriiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid..........cccceevviirieeiieenns 9a(2)
(3) Increase (decrease) in unearned premium reserve.............o.oceveveneene. 9a(3)
(4) EQINEA ((1) F (2) = (B)):+ereeueereereereerueeeseeseeseeseeseesseeeeeseeseeseeseeseesssssessessenseasessessessessesssssessessessessessessessessessesseses 9a(4) 0
b Benefit charges (1) Claims Paid............cceueveveeeeeverseeeesieeeeeeseeeeeeeeeeeeeieens 9b(1)
(2) Increase (decrease) in Claim rESEIVES ...........cccoevevvrieieeeieeseieieveseenns 9b(2)
(3) Incurred claims (Add (1) AN (2))....cvveeveeeeereeeeeeeeeeeesee s seeseeeeeseeesseseesese s sses e se s seeneseesessesseneseeneenesesnesnanes 9b(3) 0
(4) ClaIMS CRAMGEM ... c.eiteiiiitiitieieeteeie ettt ettt ettt ettt e et et e ebe et et et et et et e st eaeeneeaeeaeene e e eneeneeneeneeneeneeneeneeneeneeneans 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......veveviaeiievceeceieee ettt ee et en et aeaeas 9¢c(1)(A)
(B) Administrative service or other fees ...........ccovevveeriiriiieeseisneneen. 9¢c(1)(B)
(C) Other specific acquisition costs .. 1 9¢c(1)(C)
(D) OthEr EXPENSES ....veveeirereeiieeieesieeereeseeereesteesaesseessee e enneseesseeneas 9c(1)(D)
LS LI G T OO 9c(1)(E)
(F) Charges for risks or other contingencies..............cccovevevneeninnene. 9c(1)(F)
(G) Other retention Charges...........cc.oceeveeeveeueeeeeeeeeeeeeeeeseseeeseeeeneens 9¢c(1)(G)
(H) TOMAI TEIENEON........eetieieeeee ettt ettt et ettt et e ettt e e e tese et eaeete e eaeesesessesessensesessesessese s eaensesensesseeeneane 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....ccccueenneee. 9¢(2)
a Status of poiicyhoider reserves at end of year: (1) Amount heid to provide benefits after retirement................ 9d(1)
(2) ClAIM FESEIVES .......veeveveeeeeeteeeeteee et ete et ete et eaeeaese et eteete e et easeteseesesesenseseeseasesesssess et ensesessesensesesesensesensesens 9d(2)
(B) OLNET TESEIVES .......eveveeeeeeteeeteee ettt et et te ettt ese et eae et e eeetetes et eseeseaeesesssess et ensesesssensesensesesssnnsesens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......cccocvviieiieennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIET ...........ccccvveieiieeeeeeeeeeeiere e 10a 20,617
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. ............c.cccceceeee 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

EINO

12 If the answer to line 11 is “Yes,” specify the information not provided. 4




SCHEDULE C Service Provider Information OMB No. 12100110
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2023
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee Beer?eaf:tsmggczrityamoi)ninistration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
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
PROFESSIONAL ELECTRIC PRODUCTS COMPANY WELFARE BENEFIT plan number (PN) > 501
PLAN
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Professional Electric Products Co. 34-1018087

| Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . ............. D Yes No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2023
v. 230728
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

FEDELI GROUP

5005 ROCKSIDE RD #500

INDEPENDENCE

OH

44131

(b) (c)

(d)

(e)

(f)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
22 (f). If none, enter -0-.
INSURANCE
AGENT Yes D No E Yes D No D Yes D No D
99,310

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

(b) (c)

Service Relationship to
Code(s) |employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:| No D

Yes |:| No D

Yes |:| No D

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

(b) (c)

Service Relationship to
Code(s) |employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:| No D

Yes |:| No D

Yes D No |:|
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service

provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
nter name an address) of source of indirect compensation €) Describe the indirect compensation, including any
d) Ent d EIN (add f f indirect i D ibe the indirect tion, includi

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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| Part Il | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide
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Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:

Explanation:




- 5558 Application for Extension of Time OMB No. 1645-1610
(Rev. January 2024) To File Certain Employee Plan Returns

File With IRS Onl
Department of the Treasury Go to www.irs.gov/Form5558 for the latest information. y

Internal Revenue Service
Identification

A Name of filer, plan administrator, or plan sponsor (see instructions) B  Employer identification number (EIN)

Professional Electric Products Co. 34-1018087
Number, street, and room or suite no. (If a P.O. box, see instructions.)

33210 Lakeland Blvd.

City or town, state, and ZIP code
Eastlake, OH 44095

C Name of plan D  Three-digit plan number (PN)
PROFESSIONAL ELECTRIC PRODUCTS COMPANY WELFARE BENEFIT PLAN 501

E Plan year end date
12/31/2023

IZIdI Extension of Time To File Form 5500 Series, and/or Form 8955-SSA

1 [ Check this box if you are requesting an extension of time on line 2 to file the first Form 5500 series return/report for the plan listed
in Part I, item C, above.

2 | request an extension of time until 10 /15 /2024 to file Form 5500 series. See instructions.

3 | request an extension of time until 10 /15 /2024 to file Form 8955-SSA. See instructions.

The application is automatically approved to the date shown on line 2 and/or line 3 (above) if (a) the Form 5558 is filed on or before
the normal due date of Form 5500 series, and/or Form 8955-SSA for which this extension is requested; and (b) the date on line 2
and/or line 3 (above) is not later than the 15th day of the 3rd month after the normal due date.

For Privacy Act and Paperwork Reduction Act Notice, see instructions. Cat. No. 12005T Form 5558 (Rev. 1-2024)



