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

Department of the Treasury

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

1210-0089

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

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

This Form is Open to Public

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

employer information in accordance with the form instructions.)

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

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

D Check box if filing under: D Form 5558 |:| automatic extension |:[ the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . . ........................ » D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 501
ACCU-FAB EMPLOYEE BENEFIT PLAN number (PN) »
1c Effective date of plan
02/01/2011
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) 56-1019004
ACCU-FAB, INC.
2C Plan Sponsor’s telephone
number
919-212-6400
801 BEACON LAKE DRIVE 801 BEACON LAKE DRIVE 2d Business code (see
RALEIGH, NC 27610 RALEIGH, NC 27610 instructions)
332300

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. 08/25/2024 MARK COMBS
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 ‘ 139
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) 139
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 0
b Retired or separated participants reCeiving DENETIS .........ouiii i 6b
C Other retired or separated participants entitled to future DENEfitS...........ccviiiiii e 6C
d Subtotal. Add liNes 6a(2), BB, AN BC. ........cc.eeiiiiiiiice et 6d 0
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ococeviiiiiieiiiiecenne. 6e
f o= o (o I g 1=t To B Ty Vo YOS 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 (oo 0] o] (o TN (=) 1 1) O S POPTPO PRSPPSO 9
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 (oo 0] o= (o TN (=) 1 1) S PPOUTPO PR TR PRPPPO 69(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thAN 100Y6 VESTEU ........eveceeieie ettt sttt et sses s ns s et et esses et sns st ens st es st ettt s ense st nsaneans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4D 4E 4H
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 __ 2
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  02/01/2023 and ending  01/31/2024
A Name of plan B Three-digit
ACCU-FAB EMPLOYEE BENEFIT PLAN plan number (PN) » 501

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

ACCU-FAB, IN

C.

56-1019004

D Employer Identification Number (EIN)

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier
PRINCIPAL LIFE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
42-0127290 61271 1136156 0 02/01/2023 01/31/2024

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

(a) Total amount of commissions paid

(b) Total amount of fees paid

10560

7989

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

EBENCONCEPTS COMPANY

15305 DALLAS PARKWAY
STE 800
ADDISON, TX 75001

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

10560

2994 | BONUS

3

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

MOSAIC GROUP SERVICES INC.

PO BOX 2291
DURHAM, NC 27702-2291

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

4111 | OVERRIDE

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

MOSAIC GROUP RESOURCES LLC PO BOX 2291
DURHAM, NC 27702-2291

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 884 | BONUS 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 Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) | D HMO contract k [X| PPO contract

m D Other (specify) P

d D Life insurance
h D Prescription drug

| X Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4)
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3)
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEEMEION ......veveetie ettt ettt ettt ettt eae et et et et eae et etese et ese s eteseetete s etese et ebesseseseesatesseeesensateseas 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 92994
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  02/01/2023 and ending  01/31/2024
A Name of plan B Three-digit

ACCU-FAB EMPLOYEE BENEFIT PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

ACCU-FAB, INC. 56-1019004

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
AETNA LIFE INSURANCE COMPANY OF AMERICA

() 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
06-6033492 60054 0486268 0 02/01/2023 01/31/2024

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

(a) Total amount of commissions paid (b) Total amount of fees paid

0 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

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

Fees and other commissions paid

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

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

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

v. 230707
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4)
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3)
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEEMEION ......veveetie ettt ettt ettt ettt eae et et et et eae et etese et ese s eteseetete s etese et ebesseseseesatesseeesensateseas 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 773827
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  02/01/2023 and ending  01/31/2024
A Name of plan B Three-digit
ACCU-FAB EMPLOYEE BENEFIT PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ACCU-FAB, INC. 56-1019004

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



Schedule C (Form 5500) 2023 Page 2-

(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




Schedule C (Form 5500) 2023

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)

EBENCONCEPTS COMPANY

75-2966596

(b)

(c)

(d)

(€)

(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-.
16 70 CONSULTANT 18000

Yes D No

Yes D No [[

Yes D No D

(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 |:I No D

Yes D No D

Yes D No D

(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)

()

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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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:
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2023 Plan Information Worksheet

Status:

L L R R

Plan Sponsor's Name.
Atcu-Fab, Inc.

Pian Sponsor's Doing Business As Name

Plan Sponsor's Care Of Nama

Plan Spansor's EIN
56-1019004

Ptah Sponsor's Phorie Number
(919) 212-6400

Foreign D

[Plan Sponsor's Mailling Address
801 Beacon Lake Drive:

'Plan Sponsor's Mailing Gity, Province, State 'and ZIP

Raleigh NC 27610

Plan Sponsor's Location Address Foreign E:I
801 Beacon Lake Drive

Plan Sponsor's Lacation City, Provinge, State and ZIP

Raleigh NG 27810

Plan Administrator Information

[X] same as Plan Sponsor

Plan Administrator's Name

Plan Admiinistrator's Care Of Name

Flan Administrator's EIN

Plan Admiristrator's Address. Foreign D

Plan Administrator’s City, Province. State and ZiP

Plan Administrator's Phone Nuriber

Plan Informiation

Plan Name'
Accu-Fab Employee Benefit Plan

Three-digi Plan Number Plan 1.
501

EIN for PEBGC Forms

Business Code: Fi[ing'fb_r _P_lan'-""(ear: OFE Plan E:l

332300 2023

PlanYear  MWDDYYYY MM/DDAYYYY.
Begins 02/01/2023 Ends(01/31/2024
Tax Year MMIDD/YYYY MMW/BDAYYYY
Begins 01/01/2023 Ends12/31/2023

Name Control

Effective Date'of Plan

02/01/2011

Transmitter Information

Transmitter's TIN Transmitter. Control Code {TCC)

Transmitier's Name

Comp_an_y Name

Company Mailing Address

Company City, Provinte, State and ZJP

Foreign L___l

Cortact-Namg

Contact Telephone Number

Contact E-Mail Address

Do NOT File with IRS, DOL or PBGC




Preparer Information

Preparer's.Firm Name

Preparers Address.

Preparers Phone Number

Foreign D

Trust Information

Natne of Trust

Name of Trustee or Custodian

Trust EIN

Trustee's or Custodian's Phone #

Signers, Service Providers and Interested Individuals

] notify
Contact Name

Contact 1D

Coitact Fhone Number

E-Mail Address.

[] Notify

‘Contact Name.

Contact ID

Contact Phone Number

E-Mail Address

] Notiy

Contact Name

‘ContactPhone Number

E-Mail Address

Contact 1D

D_ Notify Contact Phone Number
Contact Name. E-Mail Address
Contact [D

[ Notity

Contact Name

Contact iD

Contact Phone Number

E-Mail Address

[ Notify

Co_n_t_act' Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] oty

Contact Name

Contact 1D

‘Contact Phiona Number

E-Mait Address

77 notity.

Contact Name

Contact [D

Contact Phone Namber

E-Mail Address




Form 5500 Annual Return/Report of Employee Benefit Plan BMEKes, THIDA0
This form is required to be filed for employee benefit plans under sections 104

Baparmant st i Traasiny and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2023
Emngpam:'e%'s'-gm L » Complete all entries in accordance with
g et the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
[ Part | ' Annual Report ldentification Information
For calendar plan year 2023 or fiscal plan year beginning 02/01/2023 and ending 01/31/2024
A This return/report is for: |:| a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)
@ a single-employer plan I:l a DFE (specify)
B This retum/report is: |:| the first return/report E the final return/report
I:l an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe planis a collectively-bargained plan, check here. . .. ... ...ttt e e » D
D Check box if filing under: I:l Form 5558 D automatic extension [l the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. . ..................c.ovu.o » []
| Part |l | Basic Plan Information—enter all requested information
1@ Name of plan ) 1b Three-digit plan
Accu-Fab Employee Benefit Plan number (PN) » | 501
1c Effective date of plan
02/01/2011
2a Plan sponsor's name (emplayer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.Q. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 56-1019004
Accu-Fab, Inc. -
2¢ Plan Sponsor's telephone
number
(919) 212-6400
801 Beacon Lake Drive 2d Business code (see
instructions
Raleigh NC 27610 332300 )
801 Beacon Lake Drive
Raleigh NC 27610
Caution: A penalty for the late or incomplete filing of this returni/report will be d 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 wel% the electronigdversion of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN 072/ o8 26 2eXark combs
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. 230728




Form 5500 {2023}

3c Administratar’s telephone
number

4 ifthe.name andior EIN of the plan sponsor or the plan name has changed since the last returnfreport filed for this plan, |4k EIN
enter the plan sgonsor's name, EIN, the.plan namie and the plan number from the last returnfreport:

a Spansor's narme 4d pn
C Plan Name

5 Total number of participants at the beginning of the. planyear. 5 ’ 139

6  Number of participants as of tha end of the plan- year unless dtherwise stated: {weifare plans complete-only lines Baft),
ﬁa{z}, 6b, 8c,and &d),

a{1) Total number of active participants at the haginning of the Plan YEar ........ceeee oo, : S N Ba(1) 139
a(2) Totel nuimber of active participants at the end of the plan year ...... Cersentsirene e eeeneeeregs e emeperseseses oo 6a(2) 0
b Retiréd or separated participants réceiving benefits.......... enereseeeras forecarr s asiares epreteaieeee el it | BH
c Other refirad grseparated participants entitled to future benefits ... veeeca. TR et sarr st areatts erernas sns e aen | 6Gc
d Subtotal. Add lines 6a(2), 6. and 6c. .. _ — : 6d G
e Deceased participants whose benéficiaries:are receiving or are-entitled to.receive bensfits, Ge
f Total, Add lines 6d and Be. ........... reer ettt ane o &f
) Nuritber of parlimpants with account balances as of the beginning of the plan year (only def ned coniribution. plans 6 {1)
gl complete 1his item).. ... R b ARt SRR T A A LA LA LS e E s e s e e s reasenresmrn sres R 9
(2) Number-of: pamc:pants ‘with-account ba}ances s of the end of the pian year {only det” ned contnbutmn plans
94} compiete this item)  6g(2)
h Number of pariicipants who termmaled employment durmg the. plan year with accrued benefits that were .
1855 HNA 100% VESIE..i1reeerns o iroess s isessemtseermsms et eeemeesseeasgecssessrieeassrossaneees Creasromgubrsees saat et s e samer e e rsenmes apeme e 6h
7  Enter the total niimber of empleyers obligated to contribute 1o the plan fonly muilsemp_loyer plans complete this item)........ 7

8a. If the plan provides pension benefits, enter the applicable pension feature codes from the. List of Flan Characteristics Godas.in the instructions:

b It ihe plan provides welfare benefits, enter the applicable weifare feature codes from 'thg List of Plan Characteristics.Codes in the instraetions:
44 4D 4 4H

9a Plan funding arrangement {check all that apply) 9b Plan benefit arrangement (check all that a_ppiy}
{1} Insurance: (1 ; Insurance
{2} Code section 412(e}(3) insurance coritracts (2) Code section 412{g)(3) _fnsuran_c_e contracts
{3y “Trust (3  Trust
{4} ‘General agsets of the spansor 4 ‘| General agsets of the spansor
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
{n D R {Retirement Plan Information) {1} D H (Fi'nancial Information}

i - I (Financial ition — Smali Pl
) D MBE (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information - Small Flan)

Purchase Plan Actuarial Inforrtation) - signed by the-plan 3) @ A {Insurarice Information} — Nurnber Atfached 2
actuary. (@) Kl G (Service Provider Infarmation)

{3) D SB (Single-Employér Defined Beénefit Plan Actuariat (5} D D (DFE/Participating Plan iriformafion}

_ " Informiztion) - signed by the plan aciuary T S

{4) D DCG (Individual Plan Information} — Number Atiached {6} D G {Financial Transaclion Schedu[e's)_

(5) D MEP (Muiltiple-Employer Retirement Plan information)




Form 5_500_(2'023) Page 3

| Part lll | Form M-1 Compllance Information (to be completed by welfare benefit plans)

11alfthe pian prov:des welfare benafils, was the pian subject todhe Form M-1 filing requirements during the plan year? {See instructions and 29 CFR
25201012} ... i L] YeS A No

If “Yes" is checked, complete lines 11b'and t1e:

11b 1s the plan currently in compliance with the Form M-1 filing requirements? (See instructioris and 28 CFR 2520.1012.) .. - lves {1 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 Formi M-1-annual regort; enter the.
Receipt Corifirmation Code for the most recent Form M-1 that was reduired to'be filed under the Form M-1 ﬂmg requirements. {Failure-to enter a-valid
Receipt Confirmation Gode will subject the Form 5500 fi Ilng to rejection as incomplete.)

Regeipt Confifmatiop Codée




o OMB No. 1210-011¢
(Form 5500) i :

Department of the- Treasury This schedule is required to be-filed under section- 104 of the . 2023
fnternal Revenue Service: Employes Retirement Income Security Act.of 1074 (ERISA).
o fLab . . .
Employes “epéﬁmggfzﬁni;*m inistraition } File as an attachment to Form 5500. _
: orator : : to Publ]
Pension Bencfit Guaranty Corgoration ¥ insurance companies are required to provide the informatiori This Fon;:‘f;,ggf’:n o Public.
pursuant-to ERISA section 103(a)}{2).
For galendar plan year 2023 or fiscal plan year begining 02/01/2023 and ending g1/31/2024
A Name.of plg;;? B Three-digit
Accu-Fab Employee Benefit Plan plan riumber (PN} b 501
C Plan sponsor's name as shown on linie 2a of Form 5500 D Employer Idendification Number (EIN)
Aceu-Fab, Ineg. o
56-1019004

Part1 information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each conltract
on a separate Schedule A. individual contracts grouped:as a unit in Parts )| and Il can be reported.on a single Schedule A,

1 Goverage Information:

{a} Mame of insurancé carfier

Principal Lidfe Insurante Company

Y ONAN {e) Approximate number of ‘Poligy-or contract year
{e) NAIC, {d} Caontract ar e A Lo : _
(b} EIN code identificalion- fivmber persons coverad at end of {f) From (9) To
policy of contract year y
42-0127290 61271 1136156 o) 02/01/2023 01/31/2024

2 insurance fee and commission information. Enter the tota fees and total commissions paid; List in line 3 the agents, brokers, and othér persons in
descending order of the amount paid.. _
-{a) Total amount of commissions gaid- {b) Total amount of fees paid.
10,560 7,983

3 Persons receiving commissions and fess. {Complete as many eniriés as needed to report ail persans),
(2} Name and address of ithe agent, broker, or other person to whom commissions or-fees were paid

EbenConcepts Company
15305 Dallas Parkway

Ste 800
Addison TX 75601
(l) Amount of sales-and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {e} Organization code
140, 564 2,994 |Bohus 3

{a) Name and address of the agent, broker, or other person to. Wwhotn commissions-or fees were paid
Mgsaic Group Rescurces LLC

PO Box 2291
Durham NC. 27702-2291
(b} Amount of sales and base Fees ar_td other cammissions paid .
commissions paig {c) Amount {d) Purpose {e} Organization code
] 384 |Borius 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5506. Scheduie A (Form 5500) 2023

v. 230728




Schedule A {Form 5500) 2023

Page2-[ 77

_ {a) Name and address of the agent, broker, or offer person to whom commissions of fees were paid
Mosaic Group Services Inc.
PO Rox 229%

Purham

{b) Amount of sales and base

NC 27702-2291
Fees and gther commissions paid: {e}
L Crganization

commissions paid e Arnount (d) Purpose " code

b} 4,131 Qverride 3

{a} Name and address of the agent, broker; of other perscn to whom commissions or feés 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 fo whom commissions or fegs were paid
_ S Fees and other commissions paid - (8)
{b) Amount of sales-and base o Orgariization
‘camymissions paid {c) Amount, (d} Purpose cotde
{2) Namg and. address of thé agent, broker, or other derson to whom commissions of fees were paid
_ Fees and.other.commigsions paid o (e}
{b} Amount of sales-and base ) ) ) o Organization
commissions paid. (c} Amount (dy Purpose cods
{a) 'Narhe-and address of thé agent, broker; or ather persen to whom comnilssions or fees were paid
__ Fees and other commissions paid (e)
{b} Amount of sales and base ) o Crganization
tommissions paid {c) Amount {d) Pirpose code




Schedule A {Form 5500) 2023

Page2-[ ]

(8) Namie and. address of the agent, broker, or other person o whoim commissions or fees were paid

Fees and other commissions paid e}

{b) Amount of sales and hase- ) L Organization
commissions paid {c) Amounit (d) Purpose code’

{a}.Name:and address of the agent,_broker, or other person to whom sommissions or fees were paid

Fees and other-commissions paid L I
(b} Amount of sales and base ) ] Organizatian
commissions paid {c} Amnaunt (d) Purpose: code

(a) Name'and address of the-agent, broker, or other person o whom comimissicns of fees were. paid

Fees and other comimnissions paid (e
{B) Amount of sales and base _ N Qrganization
commissions paid {c} Amount {d) Purpose ’ code

(a) Name and address of the agent, broker, or other person fo whor comimissions or fées. were paid

Fegs and-other commissions pald: {€)
{b)- Amiount of sales and base N j Organization
commissions paid (c) Amount _ (d) Purpose code

(a} Name and gddress of the agent, broker, or other.persan.te whom commissions or fees were-paid

_ Fees and other-cormissions. paid {e}
(b) Amouint of sales and base ] Organization
commissions paid {c) Amount (d).Purpose code
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Where |ndlwclual contracts are prowded fhe. entire. group of such individual contracts with each carrier may be treated as a unit for pumoses of

this report.
Current value of plan’s interest under this contract in-the general account at year end ................ rerercacareiamennasrinanne 4
Cument value of plan’s interest under this confract in Separate acCoUNS Bt YEAM N, .. ee.oeoemos oo oot seeerns 5

Gontracts With Alfocated Finds:
&  State the basis of premium tates P

b Premiums pait fo:eamer .. i faeeasieior s et ebas s s e st e et en et S ... |_Bb
C  Premiums due but: unpaid at the end-of the year Gc
d ifthe carer, service, or other. organization incurred any specific costs in connectlon W|lh the acqulsmcn or 6d
retention of the contract or policy, enteramount, ... N arre Rt astseEet e e imbeerie e rasnrsans e smap i esanmnyen
Specily natura of costs’ F
e Type ofcontract (1) :D individual policies 2y D group deferred annuity
{3) D other {specify) P
T if contract purchased, in whole or in part, lo distribite bensfits from a terminating plan; check here b D
Contracts With Unaliocated Funds {Do not include partions of these:contracts maintained in separate accounts)
a8 Type of confiict: [y} D deposit administration {2) D immediate participation guararitee
@) D guaranteed investment. {4} D other ¥
B Batance at the-end of the previous Year ..o eeeeeren, nsermeaeesrearerrrantes pavserararsran s s e [ 7h
G Additions: {1) Contributions deposited-during the year O B £ |
(2) Dividends and credits.........ou.... Ceiriamts e ames sereas s senranens v et b s bnes 7c{2)
{3) Interest credited during the yéar............... erere s e orernmeneennes _ 7c(3)
{4) Transferrad from separate account. | Teid)
{5) Othet (specify below) ........ N it eeernsennaras s en et egreneeni st sen 7c(5)
(3
{B)Total additions ,.............. SRRSO SOOI SIOONOIOUROONY - -1
.d Total of balance and additions {add HNES 7 ANG TE(BY). wcuermrermsiracssscosreisimsmmsasmrarenise e s eres s Y | 7d
€ Deductions:
{1Y Disbursed from fund ta pay benefits or purchase annuitiés diring year T_e (1)
{2) Administration-charge made By 6armier ... bt eee et e i | 1E{2)
{3) Transferréd to separate account....... : 7e(3)
{4} Other (SPeciy DEIOW) . i s sersseeas erenniesarianmnstsnirart et eandtanens 7e{d)
b
{5) Total deductions......... eorb s menbaseradi i ee b et enen e rid bbb ot esbeteEbem st arees e verareraaeensereens rerrerempinmenensie1€(3)
f 'Balance at the end of the current yaar (subtract fing- Te{sj from line ?d} ............................................ e e lneas I 7f
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Bart Il Welfare Bene‘r‘ t Contract lnformat;on
' If more than-one coniract covers the same group of employees.of the same emp{oyer(s) or membérs of the same employee orgamzahons(s)
the information may be-combined for reporting purposes if such contracis arg experience- rated asa unit. Where contracts cover individiat
employees, the entire group of such individual contracts with each carrier may be tréated as a unit for purposes of this report.

8 Benefit and contract type {check all-applicable boxes)

a D talth (other than dental or vision) b Ei Dental c Ei Vision d D Life insurance
e D Temporary disability {accident and sickngss) Ei Long-term disability g D Supplementé__l'unempl_oymen_l h D Prascription drug
D Stop loss (large deductible) ] D HMO-coritract kigl PPO contract !E] Indeminity contract

m D Oiher (specify) ¥

9 Experience-rdted contracts:
a8 Premiums: (1) AMGUNETECEIVED v .vvvusseeesseesienesesaesseerse s evetenmasirennasennesie 9a{1)
(2) Increase {dectease) in amount due but unpaid ... 9a(2)
{3) Increase. (decréase) in unearned Premium rESEIVE ......cc..iveeas vivanecr 9a(3}
(4Y EBrned (1) + (2) - {3]) iernevssiameremssssensa reeeeemmmnt eemeeeres e, . R I 9a(4)
b Benefit charges (1) CIAIMS PAIG...covmwrremsmmsmersivmsivssmssonsisonmsmsniais | GBI} '
(2) Increase-{decrease) in claim resarves... ... ... ; - 9b(2)
(3) Incurred claims (add (1) and {2)) [ 9b(3)
(4} Claims charged........ : . oot | 9b{4)
¢ Remainder of prem;um {1) Relantron charges {on an agerual basis) —
{A} COMMISSIONS .oeveiussanirerarees Sariterves b eeerenarantas b eveeri et s iees et 9c(1)(A)
(B) Administrative service or.otherfees ... e | 9C{1)(B)
(C) Other:specific acquisiion COSIS uum v, RO e e 9c(1)(C)
(D} Other EXPBNSES i.\vvvvunss R, e e b eaE et e ranrs 9c(1)(D)
(E) Taxes....... o e Coomn o enmren e Sc{1}(E}
(F) Charges for risks or offier contmgenc} et eeenessrs e nnes 9c(1)(F)
{G) Other TEtention ChBIGES .. oe o coeceeerseesree i ios s ireesonnans e 1 92(1)(G)
{H) Total retention., .o e mtee e eenieed erenresosd b eeeseevegererest A en et eete e eenentegens B _9e(1i{H)
{2) Dividends or retroactive rate refunds; (These amounts were D paid. in cash or D cred1ted } 9¢(2}
d Status of. polmyhotder reserves at'end of year: {1) Amount held to provide benefits after retirement............... gd{1)
{2} Claim resgrves: st ; - 9d{2)
{3} Other reserves : ; : : 9d{3)
€ Dividends-or retroactive rats réfunds due. (Do not mclude amount entered in line 9¢(2).) e
10 Monexperience-rated caontracts:
a  Total premiums or subscriplion eharges paid to CAMIEr ... S, SRS 10a _ 92, 884
b If the carrer, servige, or other organization incurred any specific Gosts in tonneéction with the acquisition or ]
reterition of the contract or pohcy, other than repoitedl.in Part |, lite 2 above, report-amourit. ........ TR, . {0b.

Specify nature of costs..

| PartIV | Provision of Information

11 _Did the insurance: company fafl to provide any information necessary to complete Schedule A% ............ D Yes |E| No

12 if thé.answer to ling 175 “Yes,” specify the information not provided. b




SCHEDULE A Insurance lnformatton - .
. OMB No. 1210-0110
{Form 5500)
Départment of the Traasury This schedule is required fo be filed under section 104 of the 2023
internal Revenue Service Employeé Retirement Income Security Act of 1974 (ERISA)..
Department of Labo
Eriployes B:r?:ﬁt:;gcﬁntyam:nlnIstralian ] » File as an attachment to Form 5500,
Ronsian Beriefit Guaranty Gomiralion -» Insurance companies are required to provide the information This Forﬂ;spgg?:hto Public
pursuant o ERISA section 103{a)(2). _ S
For:calendar plan year 2023 or fiscal plan year-baginning. 02/01/2023 and ending 0l/31/2024
A Name of plan o B Three-digit.
Accu-Fab Employee Benefit Plan pian number (PN} b 501
C Plan sponsar’s name as shown on line 2a-of Form 5500 D Employer [dentification Number {EfN).
Accu~Fab, Inc.
56-10158004

Parti Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide informalion for sach contract
on a separate Schedule A. Individual contracts grouped as a upit in Parts Il and |1 can. be réported on a 5|ng[e Schiedule A.

1 Coverage. Information:

{a) Name of insurance carrier

Aetna Life Insurance Company of America

g - Approximate number of Policy:ar coritract vear
- (€) NAIC (d} Contract or te)
{b). BIN code identification number persons CDVE’.Ed at _end of {f) From (@ To
- : policy or contract year ;
06-6033492 60054 0486268 ! 02/017/2023 01/31/2024

2 Insurance fee and commission information. Enter-the-fotal fees and lotal commissions paid. List in line 3.the agents, brokers, and other persons | in
‘descending arder of the amount paid.
{a] Tdtal amount of commissions paid (b} Total amount.of fees paid
0 h 0

_ 3 Persons reéceiving commissions and fees. (Complete as many entries as needed to report all persons).
{a) Name and address of the agent, broker, or bther person to whom commissions or fees werg paid

{b) Amount-of sales and base Fees.and othercommissions paid
commissions paid {c} Amount {d} Purpose (e} Organization code

(2} Name and address of the agent, broker, ot offiet person to whom commissions.or fees were paid:

{6} Amount of sales and base Fees and other commis'sibn.s:pald : N .
commissions paid {c) Amaount - {d) Purpose: {é)} Organization code
For Paperwork Reduction Act Notice, see the Instructions for Farm 5500, Schedule A (Form 5500) 2023

v. 230728



_ ScheduleA (Form550092023 . paged[ ]

{a) Name and address of the-agent, broker, or other perscn to whem commissions or fees were paid

] Fees and cther commissions paid ' {e}
(b} Amount of sales and base . _ ] Organization
commissions paid () Amount (d} Purpose- ode

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

_ _ Fees and oftiér commiissions paid {e)
{b} Amount of sales and base L ] . Organization
commiszions paid . {c} Amaunt (d) Purpose tode

{a) Name and addrass. of the agent, broker. or cther persan to whom commissions or fees were paid’

. Fees and other commissions paid {e} .
(i} Amount of sales and base N . ) Organization
comimissions paid {€) Amount (d} Puipose ¢ade.

(a} Name and address of the agent, broker, or other perso_n.io whom.commissions or fees warg paid

Fees and other commissions paid (e)
{b) Amount of sales and base o Organization
‘corhmissions paid (c) Amount (d) Purpose coie -

(a} Name.and address of the agent, brivker, or other person to whom ‘commissions or fees wefe paid

_ Fees and cther commissions paid {e)
{b).Ambunt of sales and base . . DOrgénization
commissions paid. (c) Amount (d)-Purpose code
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{a) Nare and address of the agent, broker, of other person to whom. commissions or fees were paid

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

{a) Name and address of the-agent, broker, or other persen to whom comimissions orfees were paid

. Fees.and other commissions paid {e}
b Amount_of.safes-and.ba_se Ao ) &P Organization
commissions pald {¢) Amaount (d} Purpose- code

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

. . Fees and other commissions paid ' fe}
(%) Amount-of sales and base o Qrganization
commissions paid &} Amount (d) Purpose code:

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

Fiees and olher. commissions paid (e)
{b) Amount of sales and base : ) Organization
commissions paid {c) Amount {d} Purpose code

(a) Name and address of the agent.-brokér, or other person to whar commissions orfees were paid

Fees and other commissions paid )
{b}-Amount of sales and base N ] Organization
cammissions paid (c) Ameunt (d) Purpese code




Schedule A {Form 5500) 2023 Page 3

ment and Annuit;
Where individisal.confracts are prov:ded the entire group of such individual contracts: with each carrier may be treated as a unlt for purposes of

| this report,

4 Current value of plan's interest under this contractin the general account at YEAF BN woees v ne st e . 4
_5 Current value of plan's interest under this contractin separate actounis at year end......, 5
6 Confracts With AIIocated Funds:

a  State the bass of premiimm rates P
B Premiums paid to CAIMEN orereenarns 6b
€ Premiums duebut unpa|d at the end of me year P Bc
d Ifthe cander, service, or other organization incurred any: SpeleIC costs in connection with the acqmsnion or 6d
retention of the contract or policy, enter amount. : .
Specify naturé of costs P
e .'I'_ype.‘df contract: (1) D ind_ividual policies (2} D group deferred annuity
3) D other {specify} P
f If contract purchased, in whole or in part, fo distn"_'ibu"te Be_neﬁts from a terrminating plan, check here 4 D
7 Contracts.With Unallotated Funds (Do riot include porfions of these cantracts mairtained in separate accounts)
a Typeofcontract (1) [ | deposit administration (2) | ] immediate participation guarantee
(3} D -gdaranteed Investment. (4) D other ¥
b Balance at the end-of the Previous VEar ... ... eeeeeieeeeenren rversr et s peretensasternrbreebrnreemre spmerseen . { Th
¢ Additions: {1) Conlributions deposited dunng 1HE YERF woeisiieesieerecane e TC_{“I)
{2) Dividends and £redits......iveeennnncinn. vereminieenieniin e | Te(2)
(3) Interest cradited during the vear............ et e e iereeremeereaseins 7¢(3)
{4} Transferred from separate account : feeni :
(5) Other (specify below)............... breentrerares feviersieareessraers adere e e s s s,
P
{BITOtAl AUUILONS ... e veoseee e eemvescnmm s e reenesr e ssrssass s e . . rremtabeiraniasinnns 7¢(6)
o Toial of balance and addilions {add lines 7b and L1 () OV Cierrsasrastssbritbasaas st tbars seanes | 7d

€. Deduyctions:,
(1) Disbutsed ffom find t6 pay benefits or purchase annuities during year | 7€{1}
{2) Administration charge Made by CaItEr i siimernesssensns Srrevs e 7e(2)
{3) Transferred to ‘$eparate account ; s
{8) OEr (SPECTY BEIOW)..ucruusieersirscciisesecs b arasiane msrone — fretrvmebenians .
4

(5] TOALARAUGHIONS ... ievsosrars e issi it me e e messras s e v s st s 51 RRe 88ttt
T Balance at the end of the current year (subtract line Te(5} from line 7d).....c.....,
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- Partill | Welfare Benefit Contract Information
' If more tharvane cantract covers-the sanie 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 arg- expenence-rated as a unit: Where contracts cover individuat
employees, the entire group of such individial contracts with-each carfier tmay be treated as a unit for purposes: of this report,

'8 Benefit-and contract {ype (chick all appltcab[e boxes)

a @ Health {other than dental or vision) b D Dental ‘c D Vision d D Life insurance
e D Temporary dlsahlhty-(acmdent- a_nd sickness) f D Long-term disabfli_ty g D Supptemental unemployment h [] Prescription drug
i D Stop loss (largs deductible) j D HMO contract k D PP contract i D Indemnity contract
m7] other (specity) b
9 Experience-rated contracts:
A Premiums: {1) AMOUNE FECRIVED .vrviviiisrree it sssisisdecsesiessastensbessssserssnsboesas 8a(1)
(2) Increase (decrease) in amount.dug but UnPald .......vic.uessoasssise 9a(2)
{3) Increase (dectease) in unearned premium reserve ......... rirepeseeeeee 9a(3)
(4 EQrned ({1} + (2)~ (3] cooceeerseemsiostemsvssiasieresmsfosr s sesecsson oreseseesee N —— | 9a(d)
b Benefit charges (1) CIAITS Pait...v.im...ocuivereeeeercrree B B - - )
{2} Increase (decrease) in Claim reServeS.... .. wo... .1 9b(@)
(3} Incurred ciaims {add (f}and (2)) 9b{3}
{4} Claims chargsd ........ : _ 9h{4)
€ Remainder of premium: (1) Retentmn charges (on an accrual baSIS) -
(A COMMISSIONS 11vluoeeiee e eevesies o seensseessaserens rensee e g raeseen | 9e(){A)
{B} Administrative senvice or other fees .............. e rereeeeeneee e . 9(:{1')'(8}
{C) Other specific CUISIION COSIS....vv.vuvereerrescacagrener e sasanssssnnines 9c(1}{C)
{D2) OHNET BXPENISES woirs iomreariveyrssesrerassssses s scrasanssessessseon v 9c{1j{D)
() TAXES et cetremvesiernsissernimsias s asiess s sevecsecmcressarans rsssrmasnisms o bmates 9¢(1)(E)
(F) Charges for risks or other conhngenmes ........... 3o(1)(F)
{3} Other retenl:on charges........ e | 9E(ING)
() TOUB FRIENHON. ... peeveeeasso et coestsmtsesesoesesesnseeses e seeseressae eemseseasraossas s e seesseesmmisesbesereessesenns e re 9¢{1{H)
(2} Dividends or retroactive rate refunds {These amounls werg D paid in cash, or D credlted S RO 9¢(2) '
d Statusof policyholder fesarves.at.and of year: {1y Amount held to prowde benefits after refiremant.. 9d{1)
(2) Claim reserves. : : el BH(Z)
{3) Other reserves . e . —— _ _ 9d{3).
e Dividénds or refroactive rate refunds due, (Do not incluide amount emered in ine 86(2) e roreeerreersenness 9
10 Nonéxperience-rated contracis: _
a Total premiufs or subscription Charges Pait 10 CAMTIBE ... screverrem st ries bt bbb b 10a 773,827
b the carvier, service, or other organization incurred any SDECIf ic costs in connectlon with the acquusttlcn or
retention of the contract or pelicy, other than reported in Part |, line 2 above, report-amount. .. 10b.

Specily nature. of costs.

| PartIv | Provision of Information
11 Did the insurance company fail to provide any information necéssary to complete SchedWe A7 ............. D Yas f}zl No
12 Ifthe-answertc ling 11 is “Yes,” specify the information not provided. »




SCHEDULE C Service Provider Information OMENo. 1210-0110
{Form 5500) _ 2023
Bepartmant of the Treasury This schedule is required to be filed under section 104 of the Employes
Intérnal Revente Sarvice Retirernent income Security Act of 1874 (ERISA).
Department of L abg _ . ) s This Form is Open to Public
Emplayee B:rg:ﬂts ggczﬁlya.,qd;ﬂnist'ralion } File as an attachment to Form. 5500. Inspection.
Pengion Benefit Guaranty Corporation
For calendar plan year 2023 or fiscal plan year beginning P2/01/2023 and ending 01/31/2024
A Name of plan _ B Three-digit
Accu-Fab Emplioyee Benefib Flan plari Aumber (PN) S 501

C Plan sponsor's name as shown o line 2a.0f Form 5500 D Employer I'denti_ﬁcation Number (EIN)
Agcu-Fab, Inc. 56-1019004

| 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, diractly or indirectly, $5,000
or more in'total compensation {j.e.. money cr anything else of meonetary value) in connection with services rendered fo-the plan or the person's position with the-
plan during the plan year. If a person received only eligible indirect corpensation for which the plan réceived the required discidsures, you- are fequired to
answer line 1 but are not required 1o inglude that person when completifig ibe remainder of this Pari..

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes” or "No" to indicate whether you are excluding a person from thé remairidér of this Part because they received only eligitle
indirect cornpensation for which the plan received the required disclosures {seeinstructions for définitions and-conditions).. .. ........... . D Yes E No

b If you answered kne-1a "-"‘_('gs," enter the pame and EIN.or address of sach person providing the required disclosures for the Service praviders who
receivad only efigible ndirect compensation. Complete as'many entries:as needed (see instructions).

(b) Erter name and EIN or dddress of pérson who-provided you disélosures on-eligible indirect compensation

(b) Enter name dnd EIN or atidress of person who pirovided you disclosures onreligible indirect compensation

(b) Enter name and EIN or address.of person who provided you disclosures on-eligible indErec_:tic_qmpen_sation

(b) Enter name and EIN or address of persan who-provided you disclosures on eligibleindirect compensation

ForPaperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule C (Form 5500) 2023

v, 230728




e Sohedule O IEanm BROM NI

(b) Enter name.and EIN or address of parson who provided you'dis_closures an-eligible indirect compensation

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

(b) Enter name and EIN or address of person who-provided yau disclosures on eligible indirecl compensation

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

( b) Enter name-and EIN or addréss of person whio provided you disclosures on éligible irdirect sompensatioh

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

(b) Enter name and EIN of address of person wha provided yous disclosures on eligible indirect compensation

{B) Enter name-and EIN or address-of person who provided you disclosures on eligible indirect compensation




e Schedule G (Fom

2. Information on Other Service Providers Receiving Direct or Indirect Comperisation. Exceptfor those persons for whom you
answered *Yes” to line fa above, complete as marny entries as needed te list each person receiving, directly or indirectly, $5,000 ormare in tota! 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)

EbenConcepts Company

75-2966596
m) | © ) @ N | N )
Senice Relaticnship to Enter-direct Did service provider Did indirect-compensation Enter total indirsct Did the service
Code({s). |employer, smployee | compensation paid receive indirect include eligible indirect compensation received by | provider give you a
organization; or  [birthe plan. i none,} compensation? (sources | compensation, for which the | servige provider excluding formuta instead of
person known to be ‘enter -0, ofher than plan or plan plan received the reguirsd eligible indirect an amaount ar
a party-in-interest 5PONSCF) disclosures? compensation for which you|estimated amount?:
answered "Yes" {o elemant
{f). If none, eénter -0,
TG 70
Consultaat Yes D No Yes [ No[] _Yes.[l No D
186404
(a) Enter narme and EIN or addiess {see instructions)
(b) (©) ) () m | O
Service Relationshipto. | Enlerdirect Did service pravider Bid indirect compensation Enter {otal indirect Did the service
Codefs) [employer, employee | compensation paid receivé indirect include eligibie indirect compensation-réceived by | pravider give you &

organization, or

by the plan. If none,

compensation? {sources

compensation, for which the.

service provider excluding

formiila instead of

person known to be enter -0-, other than plan-or plan plan received therequired | eligible indirect an amount ar
a party-in-interest sponsory disclosures? compensalion for whichyou |estimated amourd?:
answered “Yes"to element
). If none, enter «0-,
Yes [] No ] Yes [} No ] Yes [ ] No []
(@) Entername and EIN or address {ses instructions)
(b) {e} {d) (&) - ® g (h)

Service ‘Relationship fo 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 youa

organization, or
person known to be
-a party-indinterest

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for-which the
plan-received the reduired:
disclosures?

‘service provider exgluding
eligihlesindirect
compehsation for which you
answered “Yes" to element
{f). Ifnone, enter -0-,

formuta instead of
an amount or
estimated-amount?

Yes D No D

Yes D No I]

Yes D Na D




| Part1 |Service Provider Information (¢ontinued)

3. If you reported on lirie 2 receipt of indirect compensation, other than eligible indirect compensation, by -a service provider, and the service provider'is a fiduclary
or provides contract administrater, consulling, 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 sourée for whom the sérvice
pravider gave yau aformiila used to detérmine thie indirect compensation instéad of an-amount or estimated amount.of the indirect compénsation. Complete as

many entries as needed to repart the required information for-sach souree.

{a} Enter service provider hame as it appears on line 2

(b) Service Codes
{see instructions)

() Enter amount of indirect
compgnsation

{d} Enier name and EIN (address} of source of indirect éempensation

() Describie the indirect compenrsation, including any
formula used to determine the service provider's eligibllity
for orthe-amount of the Indirect compensation..

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

{b) Service Codes
(see instructions)

(c) Enter amount of indirect
compeénsation

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

{e) Describe the indirect compensation, including any’
formula used o 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
{se& nstructions)

(c} Enteramount of indirect
compensation

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

(&) Describe the indirect compensation, including any
formula used to determife the service provider's eligibility
for or the amount of the indiréct compensation.




s otheduls G (Form 55

!'_ Partil | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information.fof each serviee provider who failed of 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
" Senvice -
Code(s)

(¢} Bescribe the information that the service. provider failiad or refused to
provide

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

{b} Nature of
Service
Code{s}

{C). Describe the informatian that the service provider failed or refused to
provide

() Enternarme and EIN.or address of service provider (see
instructions)

. {b} Nature of

Service.

{c) Describe the information that the service provider failed or refused to
frovide

dee{’s)

{a) Enter name and EIN or addiess of service provider (see

instructions)

{b} Nature of
Senvice:
Code(s}

(€} Desciibe the information that the service’ provider failed or refused to
provide

(a) Enter name and EIN oraddress of service provider (see
Ingtructions)

(b} Nature of
Service
LCode(s}

(&) Describa tha information that the service pravider failett of refused to
provide

(@) Enter pame and EIN or address of service provider (see
' “instructions)

{h) Nature of
‘Service
Code(s}

{€) Describe the information that the service provider failed or refused to
provide




Schedule C (Forim 5500) 2023

Page 6-{ ]

Partlfl | Termination Information on Accountants and Enrolled Actuaries (see instructions)
{complets as many enfries as needed) '

‘2  Name: b EIN:.
¢ Position;
d  Address: e Telephone:
Explanation:
a MName: b EIN:
€ Position;
d  Address: & Telaphone!
Explanation:
- a_ Name; b Ein:
C  Position: _
d  Address: @ Telephong:
-Explanation:
a Name: b Bl
C  Position:
d Address; € Telephone:
Explanatio_n:
a  Name; ‘b EIN:
C  Position:
d Address: € Telephorie:

Explanation:




