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 01/01/2023 and ending  12/31/2023
A This returnireport is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

D Check box if filing under: 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 001
CAGUAS HR - RESOURCES, CORP. RETIREMENT AND SAVINGS PLAN number (PN) »
1c Effective date of plan
01/01/2010
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) 66-0737653
CAGUAS HR - RESOURCES, CORP.
2C Plan Sponsor’s telephone
number
ROBERTO GONZALEZ SALA 787-746-1688
PO BOX 1778 PO BOX 1778 2d Business code (See
CAGUAS, PR 00726 CAGUAS, PR 00726 instructions)
812990

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. 10/06/2024 ROBERTO GONZALEZ SALA
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 10/06/2024 ROBERTO GONZALEZ SALA
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2023)

v. 230707
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3a Plan administrator's name and address D Same as Plan Sponsor 3b Administrator's EIN
66-0737653
CAGUAS HR - RESOURCES, CORP. . )
ROBERTO GONZALEZ SALA 3c f“ﬂm‘gtrators telephone

PO BOX 1778

CAGUAS, PR 00726 787-746-1688

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 ‘ 21
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) 21
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 18
b Retired or separated participants reCeiving DENETIS .........ouiii i 6b 2
C Other retired or separated participants entitled to future benefits 6C 4
d Subtotal. Add iNES 6a(2), B, ANG BC. ......cueiueteiieieirieieeieeiei ettt et et e e ae e e ete e e be e esebe e e be st as et et ebeseasesenseeeneseesens 6d 24
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ococeviiiiiieiiiiecenne. 6e 0
f o= o (o I g 1=t To B Ty Vo YOS 6f 24
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1) 0
9 (oo 0] o] (o TN (=) 1 1) O S POPTPO PRSPPSO 9
) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 COMPIELE thiS IEIM) ....vviiietieiiteti ettt ettt ettt bbbt et e b et e e b e ss e b et e s e b e ss e b eb e b et e ss et et e s et ese st et e b e b esessebensasereseerens 69(2) 0
h Number of participants who terminated employment during the plan year with accrued benefits that were
155 thAN 1000 VESEA .......resieesesseiestisesesssesseesssessssseeessenssessee st et st eeseesensaeens st seseteeens et ees et ae et et ees et ettt et et ens st s et snp et anseeas 6h 0
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:
2G 2 2E

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) 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) R (Retirement Plan Information) 1) D H (Financial Information)
) ) ) ) 2) 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 __ 1
actuary 4) C (Service Provider Information)
3) D SB (Single—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 [] Yes [] No

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

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

11c Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required to file the 2023 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2023 or fiscal plan year beginning  01/01/2023 and ending ~ 12/31/2023
A Name of plan B Three-digit

CAGUAS HR - RESOURCES, CORP. RETIREMENT AND SAVINGS PLAN plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

CAGUAS HR - RESOURCES, CORP. 66-0737653

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
EMPOWER ANNUITY 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
84-0467907 68322 511832-P1 1 01/01/2023 12/31/2023

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

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

273 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

HUMBERTO TORRES BURGOS LINCOLN FINANCIAL SECURITIES
121 RODRIGO DE TRIANA ST 2ND FLOOR
SAN JUAN, PR 00918

Fees and other commissions paid

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

273 3

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

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

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

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

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

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

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

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

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

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

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

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

this report.

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

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

................................................ 4 29909
5 Current value of plan’s interest under this contract in separate accounts at year end......................cccococvevererevereenennn. 5 0
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 6d
retention of the contract or PoliCy, ENEr AMOUNL. ........oiiiiiiiiie it
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) D guaranteed investment 4 other » GROUP ANNUITY CONTRACT
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens 7b 24629
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1) 5269
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2) 0
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3) 331
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4) 0
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5) 0
4
(B)TOLAI AUTITIONS ... vevrvse ettt ettt 7c(6) 5600
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et 7d 30229
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 0
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2) 321
(3) Transferred to separate account . 7e(3) 0
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4) 0
4
(5) TOLAl AEAUGHONS ........ocvoceeeeceee et s s et nse s st s s s 7e(5) 321
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans 7f 29908
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Part 1l | 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 d D Life insurance
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) | D HMO contract k D PPO contract I D Indemnity contract

m D Other (specify) P

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
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
CAGUAS HR - RESOURCES, CORP. RETIREMENT AND SAVINGS PLAN plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CAGUAS HR - RESOURCES, CORP. 66-0737653

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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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)

EMPOWER ANNUITY INSURANCE COMPANY

8515 EAST ORCHARD ROAD
GREENWOOD VILLAGE, CO 80111

(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-.
64 RECORDKEEPER 10894 0
Yes NOD Yes No[[ Yes N0|:|
(a) Enter name and EIN or address (see instructions)
CRS CPA PSC 151 TETUAN STREET
OLD SAN JUAN
SAN JUAN, PR 00901
(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-.
13 CONTRACT 272
ADMIN Yes |:I No Yes D No D Yes D No D
(a) Enter name and EIN or address (see instructions)
LINCOLN FINANCIAL SECURITIES PO BOX 2201
FORT WAYNE, IN 46801
(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

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)

include eligible indirect
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?

55

BROKER
ADVISER

Yes No D

Yes D No

5163

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
LINCOLN FINANCIAL SECURITIES 55 5163
(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.

EMPOWER ANNUITY INSURANCE 8515 EAST ORCHARD ROAD OTHER COMMISSIONS
COMPANY GREENWOOD VILLAGE, CO 80111
(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:




SCHEDULE | Financial Information—Small Plan OMB No. 1210-0110

(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), and section 6058(a) of the } ] ]
5 Internal Revenue Code (the Code). This Form is Open to Public
epartment of Labor .
Employee Benefits Security Administration Inspection

» File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

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

CAGUAS HR - RESOURCES, CORP. RETIREMENT AND SAVINGS PLAN plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CAGUAS HR - RESOURCES, CORP. 66-0737653

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule | if you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

| Part | ‘Small Plan Financial Information

Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar
benefit at a future date. Include all income and expenses of the plan including any trust(s) or separately maintained fund(s) and any payments/receipts to/from
insurance carriers. Round off amounts to the nearest dollar.

1 Plan Assets and Liabilities: (a) Beginning of Year (b) End of Year
@ TOtal Plan @SSELS.....c.cvevvieeecececeiee e ettt la 521082 594706
D Total plan laDIlIES ..........cveveiveeeeeeeeeeeeee e eeeen 1b 0 0
C Net plan assets (subtract line 1b from line 1a) ..........cccccoeevveineens 1c 521082 594706
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYELS ..ottt 2a(1) 20968
(2)  PArtiCIPANTS ....veeeeeeeeeeeceee et 2a(2) 41935
(3) Others (including rollOVErS) .........coccveeiiiieeiiiie e 2a(3) 0
b Noncash contributions 2b 0
C OthEr INCOME ..ottt 2c 59084
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢) ............... 2d 121987
€ Benefits paid (including direct rollovers) ............ccccoevevevsvevnienens 2e 37327
f  Corrective distributions (see iNStrUCtioNSs)...........cccccevveveevrveererrennns 2f 0
g Certain deemed distributions of participant loans
(SEE INSIIUCHIONS) ...v.veveveveceveeeeeeeecee e tesee e st st eneeseneeen 29 0
h Administrative service providers (salaries, fees, and
commissions) .. | 2h 11036
| OthEr @XPENSES ........oeveceecereieeees et e e 2i 0
| Total expenses (add lines 2e, 2f, 2g, 2h, and 2i)..........ccce.eveene.. 2j 48363
K Net income (loss) (subtract line 2j from line 2d) .. 2k 73624
| Transfers to (from) the plan (see iNStructions).............c..ccceevrunen. 21 0

3 Specific Assets: If the plan held assets at any time during the plan year in any of the following categories, check “Yes” and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assets of more than one plan on a
line-by-line basis unless the trust meets one of the specific exceptions described in the instructions.

Yes No Amount
a  Partnership/joint VENTUIe INTEIESES ........eiiiiiii it 3a X
D EMPIOYEr FEAI PrOPEILY ......oecvveceeeeeeeeeeeeeee et 3b X
C Real estate (other than employer real Property) ........coceeeereereiieeeiniee e 3c X
O EMPIOYEE SECUMLIES ....o.vovecveeeceieeceeecee ettt en e 3d X
€ PartiCIPANT IOANS ......c.viveeeietcieiete ettt ettt ettt ettt et s et e et t e s etese st et st eseeeetenes 3e X
f  Loans (other than to PArtiCIDANTS) ..........cccrueuevereeereeeeeeeieeee s e ee s en s 3f X
g Tangible Personal PrOPEILY.........ccoiiieiiiiireeie et 3g X
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule | (Form 5500) 2023

v. 230707
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‘ Part Il |C0mp|iance Questions
4 During the plan year: Yes No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.) ......... 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of plan year or classified during the year as uncollectible? Disregard participant loans
secured by the participant’s account balance. ...........cccooiiiiiiiiiiii e 4b X
C Were any leases to which the plan was a party in default or classified during the year as
UNCOIIECHDIE? ...ttt st 4c X
d Were there any nonexempt transactions with any party-in-interest? (Do not include
transactions reported ON NG 4a.) .......c.coiiiiiiiieere e 4d
€ Was the plan covered by a fidelity DONA? ..........coooiiiiiiiic e de
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was
caused by fraud or diShONESLY? ........coooiiiiiiiii e Af X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser? ...........ccoeveveeviiniieceenns 4q X
h Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser? ...... 4h X
i Did the plan at any time hold 20% or more of its assets in any single security, debt,
mortgage, parcel of real estate, or partnership/joint venture interest?..........ccccvvveviveeneenneenn. 4 X
j Were all the plan assets either distributed to participants or beneficiaries, transferred to
another plan, or brought under the control of the PBGC? ..........ccooiiiiiiininienineeee s 4 X
K Are you claiming a waiver of the annual examination and report of an independent qualified
public accountant (IQPA) under 29 CFR 2520.104-467 If “No,” attach an IQPA’s report or
2520.104-50 statement. (See instructions on waiver eligibility and conditions.) ............c.cocovrereene. 4k X
| Has the plan failed to provide any benefit when due under the plan? ..........c..ccccocevevererecnnnn 4 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29
CFR 2520.101-3.) 1ovoveeeeeeeieseseeseessesses e ssessess s s s s e ssssssss s s e ssessesssss st essessanssnsens e seensansan s 4m X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or
one of the exceptions to providing the notice applied under 29 CFR 2520.101-3.............c....... 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year

5b If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and
INSTIUCTIONS.) ..ottt b e bt e e bt e e et e bt s e bt e bt e eeb e e bt e s en e e bt e san e e nbeesanees D Yes D No D Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year




SCHEDULE R Retirement Plan Information
(Form 5500)

Department of the Treasury

6058(a) of the Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security Administration

This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

OMB No. 1210-0110

2023

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
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
CAGUAS HR - RESOURCES, CORP. RETIREMENT AND SAVINGS PLAN plan number
(PN) » 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CAGUAS HR - RESOURCES, CORP. 66-0737653
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1 0
INSETUCTIONS ...ttt ettt ettt ettt
2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the
two payors who paid the greatest dollar amounts of benefits):
EIN(s): 66-6032317
Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.
3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3 2
DL L PP PP PRPPRPRPPN
Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or

ERISA section 302, skip this Part.)

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?.......cccoeveevene.
If the plan is a defined benefit plan, go to line 8.

5  If a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month

) [] Yes No [] na

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding
deficiency not waived) ...................................................................................................................................
b  Enter the amount contributed by the employer to the plan for this plan year

C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ Negative amOUNL) ...........uiviiiiiiiie e

If you completed line 6c¢, skip lines 8 and 9.

7  Will the minimum funding amount reported on line 6¢ be met by the funding deadline?.................ccccccocevevenne.n.

Day Year
6a 20968
. 6b 20968
. 6C 0

[] ves [] No [] A

o]

If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree With the CRANGE? ..ot

[] ves [] No [] A

Part Ill Amendments

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate

boX. If N0, ChECK the “NO” DOX.....cccciiiiiiei it D Increase D Decrease D Both D No
| Part IV | ESOPSs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.
10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.............. D Yes D No
11 a Doesthe ESOP hold any Preferfed STOCK? ............c.coueuiueeeeeeeeteeeeeeeeeeeeee e e e et e s es e e et ee e eeeseneeee e et ee s een s s eseesaeaeeeeneens D Yes D No
b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No
(See instructions for definition of “Dack-t0-back” [0AN.) ............ciiiiiiiiii e
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market? .............ccocooveveeicceceeerereeeeeenn. D Yes D No

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

Schedule R (Form 5500) 2023
v. 230707
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest contributors (measured in dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):
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14  Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:

a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: D last contributing employer D alternative D reasonable approximation (see 14a
instructions for required attaChMENL) ........c.uiiiiiiiiceee e e et e e s e e e ta e e e snsaeeesnneeeensaeeennneeens

b The plan year immediately preceding the current plan year. D Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment)

C The second preceding plan year. D Check the box if the number reported is a change from what was 14c
previously reported (see instructions for required attaChMENt).......c.oiiiiiiiiiiii e

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year 15a

b The corresponding number for the second preceding plan year 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year .........cccccocviiiiiieiniiiennieeenns 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such withdrawn employers

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attachment

| PartVI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such
participants and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding
supplemental information to be included as an attachment

19 If the total number of participants is 1,000 or more, complete lines (a) and (b):
a  Enter the percentage of plan assets held as:
Public Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets: %
High-Yield Debt: % Real Assets: % Cash or Cash Equivalents: % Other: %
b  Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
|:| 0-5 years D 5-10 years D 10-15 years D 15 years or more

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? D Yes D No
b Ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:
Yes.

[

D No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. Other. Provide explanation.

| Part VIl | IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules?[ | Yes [ ] No

21b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

D Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

[] N

22 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter __ / _/
(MM/DD/YYYY) and the Opinion Letter serial number




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110
1210-0089
This form is required to be filed for employee benefit plans under sections 104
Department of the Treasury and 406§ of the Employee Retirement Income Security Act of 1974 (ERISA) and
Interal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 20 2 3
. Dlepa"ge’“ (f’If Lgb‘” " » Complete all entries in accordance with
e et the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part| | Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending 12/31/2023
A This returnireport is for: |:| a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)
El a single-employer plan |:| a DFE (specify)
B This return/report is: |:| the first return/report |:| the final return/report
D an amended return/report l:l a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. . . ... ... ... ... ... .o i > D
D Check box if filing under: El Form 5558 D automatic extension D the DFVC program
|:| special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. . ......................... 3 D
I Part Il ] Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
CAGUAS HR - RESOURCES, CORP. RETIREMENT AND number (PN) » 001
SAVINGS PLAN 1c Effective date of plan
01/01/2010
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, count nd ZIP or foreign postal code (if foreign, see instructions) 66-0737653
CAGUAS HR - RESOURCES, R
2c Plan Sponsor's telephone
number

ROBERTO GONZALEYZ SALA (787)746-1688

PO BOX 1778 2d Business code (see
instructions
CAGUAS PR 00726-1778 812990 :

PO BOX 1778

CAGUAS PR 00726-1778

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 forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachgﬂ,egs as well as th /ppiy;rs'}: of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

Sllaihé ////% / /47/7/,77 ROBERTO GONZALEZ SALA

Slg.réure oLp!ﬁn ad/mstrzna/ C Date Enter name of individual signing as plan administrator

/«9/ Z ¢~ [ROBERTO GONZALEZ SALA

SIGN
HERE
r/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
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3b Administrator's EIN

3a Plan administrator's name and address D Same as Plan Sponsor
CAGUAS HR - RESOURCES, CORP. 66-0737653
3¢ Administrator's telephone
number
ROBERTO GONZALEZ SALA (787)746-1688
PO BOX 1778
CAGUAS PR 00726-1778
4 Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EN
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
€ Plan Name
5  Total number of participants at the beginning of the plan year 5 | 21
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, ¢, and 6d).
a(1) Total number of active pariicipants at the beginning of INe PIan YEAr ... s 6a(1) 21
a(2) Total number of active participants al the end of the PIAN YEAR ... e 6a(2) 18
b Retired or separated participants receiving benefits 6b 2
C Other reftired or separated participants entitied to future benefits ... Bc 4
d Subtotal, Add Hnes 8a(2), 8D, AN BC. ..ottt s 6d 24
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... Be 0
f Total. A INES B AN BR. ......cciiesrieceeirreriesicne e rems o sas st s s sh s s s b e s b bemeasrsrnensssen s e b e b e e st s b e b s e b et am s T e emnasssreneac 6f 24
1 Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g9(1)
a(1} COMPIELE THIS BN ..ererurcrereteririresr ettt e et e st s e ems s ns e e e ks ke b ehad eas s b e A Er R e e e R e R R e b e st et n e e 9 0
(2) Number of participants with account balances as of the end of the ptan year (only defined contribution plans
9 COMPIELE TS TEIMY ..ocveeniiriririiti e reesesssesss e e ee e s e s eas et s st s b ebe s be b e b e se s s memeneen e e esbb s A b e ke ba bR AL e b st e tan s b e rbnte s _6_9(2) 0
h Number of participants who terminated employment during the plan year with accrued benefits that were
1G5 HNAN T00% VESIEO cooorios o ovt1issisessessesssssss et se8shas 88 b8r8 s ESEE S 88481 e bt 6h 0
7 Enter the total number of employers obligated {o contribute to the plan {only multiemployer plans complete this item)........ 7
8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2G 2J 2E
b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) K| insurance 1 Insurance
(2} l Code section 412{e}(3} insurance contracts {2) Code section 412(e)(3) insurance contracis
(3) K| Trust 3) Trust
(4} I 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 insfructions)
a Pension Schedules b General Schedules
M K R (Retirement Plan Information) ) [] H (Financial Information)
. 2 i i ion —
{2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ E' I (Financial Information — Small Plan) 1
Purchase Plan Actuarial Information) - signed by the plan (3 A (Insurance Information) — Number Attached
actuary @ [ c© (serice Provider Information)

(3) D SB (Singte-Employer Defined Benefit Pian Actuarial
Information) - signed by the plan actuary

{5) D D (DFE/Pariicipating Plan Infermation)

(4} D DCG ({Individual Flan information) - Number Attached (6) D G (Financial Transaction Schedules)

{5) D MEP (Mulliple-Employer Retirement Plan Information)
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| Part lll | 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
2520.107-2) oo vnnnennes L] 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 2520.9101-2.) oo DYes D 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 Farm 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.)

Receipl Confirmalicn Code







SCHEDULE A Insurance Information
OMB No. 1210-0110

(Form 5500)
Department of tha Treasury This schedule is required to be filed under section 104 of the 2023
fntenal Revenue Service Employee Retirernent income Security Act of 1974 (ERISA).

Depariment of Labor
Emplayee Benefits Security Administration

» File as an attachment to Form 5500,

This Form is Open to Public

Pension Benefit Guaranly Corporation P Insurance companies are required to provide the information Inspection
pursuant to ERISA section 103{a)(2).
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
CAGUAS HR - RESOURCES, CORP. RETIREMENT AND olan number (PN) » 001
SAVINGS PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CAGUAS HR - RESOURCES, CORP.
66~0737653
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Information:

{a) Name of insurance carrier

EMPOWER ANNUITY INSURANCE COMPANY OF AMERICA

Approximate number of Policy or contract year
(€} NAIC (d) Contract or (e) ? rumber o

b} EIN code identification number pe;iﬁg: g? zﬁ:ﬁrait )?Saro (f) From (g9) To
84-0467907 08322 511832-pP1 1 01/01/2023 12/31/2023

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

descending order of the amoun! paid.
{a) Total amount of commissions paid {b) Total amount of fees paid

273 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report ali persons).
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
HUMBERTO TORRES BURGOS
LINCOLN FINANCIAL SECURITIES
121 RODRIGO DE TRIANA ST 2ND FLOOR

SAN JUAN PR 00918
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code
273 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 §500. Schedule A (Form 5500) 2023
v. 230728
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{a) Name and address of the agent, broker, or other person to whom gommissions or fees were paid

Fees and other commissions paid {e)
{p) Amount of sales and base QOrganization
commissions paid {c) Amount {d) Purposg 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 QOrganization
commissions paid (c) Amounl (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 QOrganization
{c} Amount (d)} Purpose code

commissicns paid

{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 Organization
commissions paid {c) Amount {d) Pupose code

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

(b) A ¢ of sal Fees and other commissions paid (e)
maount of sales and base Qrganization
commissicns paid (c) Amount (d} Purpose 8 code
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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 (€) 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 fo 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

PartIl- | iInvestment and Annuity Contract information
Where individual contracts are provided, the entire group of such individual coniracts with each carrier may be reated 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 ....o.ovseeees e oosseeen 4 29,909
5 Current value of plan’s interest under this contract in separate accounts at year end...........cuinieeeeses e 5 0

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

B Premiums Pait 1D GAITIET ......oerrvesarrsresssresssscossresssese e eesesss sessta s a8 885 S8R S s s s 6h
¢ Premiums due but unpaid at the end of the year 6¢
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter AMOUNE. ... e
Specify nature of costs P
e Type of contract: (1) D individual policies {2) D group deferred annuity
(3 D other {specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracls maintained in separate accounts)
a  Type of contract: N |:| deposit administration (2) |:| immediate participation guarantee
{3) D guaranteed investment 4) EI other P GROUP ANNUITY CONTRACT
b Balance at the end of the PIEVIOUS YBAF ...... oo isnsorsrses sibsss s sasanssspor s bbb enr s syt s | 7b 24,629
C  Additions: (1) Contributions deposited during the Year ... | 16(1)} 5,269
(2) DIVIENGS BN CIEHES ... evvvrrersseeerenesessemasessreesssees r e estess st sssssssss s asseens 7e(2) 0
(3) interest credited during the year..... e | 7e{3) 331
(4) Transferred fTom SEPArate ACCOUNE .......rreeverevseeemsces e rrecacans 7c{4) 0
(5} OET {SPECHY DEIOW) 1vvvrvsevreeeeervsrssseesesesssensessssessssessssssrsssessesssssnnsessaces 7c{5) 0
b
(BYTOIAL AUARIGNS ........ovevceeeosceesvsessssesssasssssee s s s pesssas cesessse e e e s s e AR AR 1 80 7¢{6) 5,600
d Total of balance and additions (add Hnes 7H and TE{B]). ....cocvreenerirreininsserereres s sz oo smemssss s | 7d 30,229
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 0
(2) Administration charge Made by CAITIET......owrmeersessisssssmererreeennnes | TE(2) 321
(3) Transferred t0 SEPArate ACEOUNE .........ccvviviiveirrrresinisrinsissssessesesessessees 7e(3) 0
{4) OHNET (SPECITY DEIOW) coeveevevr oo eeeees e s et s s ssssss s eresssssseesassrens nresen 7e(4) 0
4 o
{5) TOMAI BBAUCHONS .......voeeeivivviuersriessasscaesaesesesese s rmesssserassesesse reanas ssesesessiessase e scsssssesmmssncaesemmsssammmennenscnsassnsoas 7e{5) 321
f Balance at the end of the current year (subtract line 7e{5) from N8 Td).......c.occccriirrriveiriricccssrersierimresecrsesreeans | 7f 29,908
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Part lIf | 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 crganizations(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 cf] vision d[] Life insurance
e D Temporary disabilify (accident and sickness) D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i [] stop loss (large deductible) i [] HMO contract k[] PPO contract 1[] indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) Amount received .........covermrnereneers 9a(1)
(2} Increase (decrease) in amount due but unpaid 9a(2)
(3} Increase (decrease) in uneamed Premium IESEIVE ........ccrrmrreecrnrenes 9a(3)
=TT T 4 ) O OO ] Sa(4)
b Benefit charges (1) CIaIMS Paid...........cccoeeveererreeeereerereees et sersnnse e gb(1)
(2) Increase (decrease) in claim reserves.... 9b(2)
(3) Incurred claims (B (13 ANU {2)) ..v..viomeeeee e crereeeeaseeresscerreraeseeresestesmrmeeenessesetessstarmessaseseesenessenssnrenan 9b(3)
{4) ClAIMIS CREIGE........covieiceeemeeeerereeeetcteseeeeresteeereeaebsenesteseeseseassrsensasansesessess srrsenensassssssensernrasasssessenesssnesremmras 9b{4)
€ Remainder of premium: {1) Retention charges (on an accrual basis) —
(A} COMMISSIONS .1.vivvivivirecsereenienissaseesess s seseese e be s esesasassesereresnssessns Sc({1)}(A)
(B) Administrative service or other fees ... .. | 8c(1)(B)
{C) Other Specific ACqUISTHON COSES.....vrrrivre rvrieessrrrs s rresssserrerserrrns 9¢(1)(C)
(D) CHNEE BXPENSES cvvvvvvcevrrssrrsasovesssrrsrssesssesssssssssssserssessssssstsssersases 9c(1)(D)
{E) TEXES ... eeveeeeeeeoereeeeeeeees e cesnsersesrersesseeerreneeeenseossesesrsnsesnerneseere | SCCIE)
{F) Charges for risks or other contingencies ..........ccceeeveevvecvneenns, 9c(1)(F)
{G) Other retention charges........coovveveevaecnee 9c(1)G)
{HY TOMAI TEEENEION.......cvoveceeeeeeiis bt ctesesc st er e s etess bt ab et et estreses e babatass e ar e s s assss s bsaes b baasasabebebebbsnrbera 9c(1)(H)
{2) Dividends or refroactive rate refunds. {These amounts were |:| paid in cash, or |:| credited.).........ccceen 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after refirement... " 9d(1)
{2) ClaITE TESBIVES ..cueevivreveeiereeeeeeteseeeeretesserrenssssssesasssseansssessesesesssrssnrsassesessesssnrssenearassssesestesserenn siaseseseneasenn 9d(2)
(B) OB FEBBIVES 11vemevirereenreeemeaspsereeseaesmreataasesesereeaseetemsase e taneatsemsasaten s s et et ea et rasasan steat s rerasasatesbsatassbaatsenn 9d(3)
€ Dividends or refroactive rate refunds due. (Do not include amount entered in line 8¢(2).}.cc.oovveeevvrnreeeeenn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMIBI. ...ttt eeen e e reeen 10a
b I 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. ... 10b

Specify nalure of costs.

| PartiV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes P—(l No

12 Ifthe answer fo line 11 is “Yes,” specify the information not provided. P







SCHEDULE C Service Provider Information OMB No. 1210.0110

(Form 5500) 2023
Depariment of the Treasury This schedule is required to be filed under section 104 of the Employee
Internat Revenue Service Retirement Income Security Act of 1974 (ERISA).
Depariment of Lab . This Form is Open to Public
Employee B:r?:ﬁtgggczri1yaA§;qinis1ra|ion } File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation

For calendar plan year 2023 or fiscal plan year beginning 01/01/2G23 and ending 12/31/2023
A Name of plan B Three-digit
CAGUAS HR - RESQURCES, CORP. RETIREMENT AND plan number (PN) b 001
SAVINGS PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 C Employer Identification Number (EIN)
CAGUAS HR - RESQURCES, CORP. 66-0737653

| Part] | Service Provider Information (see instructions)

You rmust complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectiy, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to {he 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 {o
answer line 1 bul 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 lhis Part because they received only eligible
indirect compensation for which the plan received the required disclosures {see instructions for definitions and conditions)

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 addrass of person wha 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 mame 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 persan who provided you disclosures on eligibte 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 efigible indirect compensation

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

(i)) 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 ling 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in tolal 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)

CRS CPA PSC

151 TETUAN STREET
OLD SAN JUAN

SAN JUAN PR 00801
(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
person known to be
a party-in-interest

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

compensation? (sources
other than plan or plan
SpONSoT)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

13

CONTRACT ADMIN

272

Yes D No E'

Yes D No D

Yes [| Nof]

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

EMPOWER ANNUITY INSUGRANCE COMPANY

8515 EAST ORCHARD ROAD

GREENWOCD VILLAGE CO 80111
(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 | formuta 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 youjestimated amount?
answered “Yes” to element
{f}. Ifnone, enter -0-.
64
RECORDKEEPER Yes E] No |:| Yes EI No D Yes @ No |:|
10, 894 0

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

LINCOLN FINANCIAL SECURITIES

PO BOX 2201
FORT WAYNE IN 46801
(b) (c) (d) (e) ) g ()
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
person known to be
a party-in-interest

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

compensation? (sources
other than pian or plan
SpONSor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

5%

BROKER ADVISER

Yes EI No |:|

Yes D No E}

5,163

Yes D No E




Schedule C (Form 5500) 2023

Page 4 -

I Part | ]Service Provider Information {continued)

3. ifyou 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
{see instructions)

{c)} Enter amount of indirect
compensation

LINCOLN FINANCIAL SECURITIES

55

5,163

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

(e} Describe the indirect compensation, including any
formuta used to determine the service provider's eligibility
for or the amount of the indirect compensation.

EMPCWER ANNUITY INSUGRANCE COMPANY

8515 EAST ORCHARD ROAD

GREENWOOD VILLAGE CC 8011l

OTHER COMMISSIONS

(a) Enter service provider name as it appears on ling 2

{b) Service Codes
(see instructions)

(c) Enter amount of indirect
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 efigibility
for or the amount of the indirect compensation.

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

{b) Service Godes
(see instructions)

{c) Enter amount of indirect
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 informatian 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 (b) Nature of | (C) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

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

(b) Nature of
Service
Code(s)

(€) 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)

{¢) 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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“Partll | Termination Information on Accountants and Enrolled Actuaries (see instructions}
{complete as many entries as needed)
a Name: b EIN:
C  Position:
d Address: e Telephore:
Explanation:
a Name: b EIN:
C  Position:
d  Address: e Telephone:
Explanation:
a Name: b EIN:
€ Paosition:
d Address: e Telephone:
Explanation:
a Name b EN:
C  Position:
d Address: € Telephone:
Explanation:
a  Name: b EIN:
C  Position:
d  Address: @ Telephone:

Exptanation:




SCHEDULE i Financial Information—Small Plan OME No. 1210-0110
(Form 5500)
bepariment af the Treasury This schedule is required to be fited under section 104 of the Employee 2023
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
r———TyT Internal Revenue Code (the Code). This Form is Open to Public
Employee Benefils Security Administration b File as an attachment to Form 5500. Inspection
Fension Benefit Guaranly Corperation
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending 12/31/2023
A Name of pian B Three-digit
CAGUAS HR - RESQURCES, CORP. RETIREMENT AND plan number (PN) 001

SAVINGS PLAN

C Plan spensor's name as shown on line 2a of Form 5500
CAGUAS HR -~ RESQURCES, CORP.

66-0737653

D Employer Identification Number (EIN}

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may alsc complete Schedule | if you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

[Partl |Smali Plan Financial Information

Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar
benefit at a future date. Include all income and expenses of the plan inciuding any trust{s) or separately maintained fund(s) and any payments/receipts to/ffrom

insurance carriers. Round off amounts to the nearest dollar.

1 Plan Assets and Liabilities: (a) Beginning of Year {b) End of Year
@ Total Plan ASSetS . .coveeiveee et e e 1a 521,082 594,706
b Total plan Babilfties ... ..........ocererrcreceeeeeeeneeee et e 1b 0 0
C Net plan assets (sublract line 1b from line 1a)......evveceeeieriicsiveane 1c 521,082 594,706
2 Income, Expenses, and Transfers for this Plan Year: {a) Amount {b) Total
a Contributions received or receivable:
(1) EMPIOYRTS ..ottt ermene e eeren 2a(1) 20,968
(2)  PACIPAMS....eeeceeereee i sssis s sseesssssesssssssssssssssssesssssonss | 28(2) 41,934
(3) Others (including rollOVErs)........ccvurmrvrrevriese s e ceerre s 2a(3) Qg _
B NONCASH CONMBULONS. ........ecomm oo eeerem oo ecesss s st st e 2b *
© O IMCOMIE 1oviieiieercm e e e oe e e e e e e e it s e s s s s s mmmmaia st e s s s e mnns 2c 59,084
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢) ..........co. 2d 121,987
€ Benefils paid (including direct rollovers) ..........coveceiineicinnnens | 20 37,327
f Corrective distributions (see instructions) 2f Q
g Certain deemed distribulions of participant loans
(SEE INSWUGHONS) 1.eeceeerivereceieereescee st ersees s s ses st ereanasbenreas 29 a
h Administrative service providers (salaries, fees, and
COMMISSIONS}.......cccceev. 2h 11,034
| OINBr BXPEMSES. ..correeesrirrrereresrerresseassseacssanmseeseastsrmsssssmresseserenes 2i 0
j Total expenses (add lines 2e, 2f, 2g, 2h, and 20 ...c.ereeirnviirerens 2§ 48,363
k Net income (loss) (subtract line 2j from ine 2d)........oruervrreessroreoss 2k 73,624
| Transfers lo {from) the plan (see INStructions) ......ccoveierrncirnenes 21 0
3  Specific Assets: Ifthe plan held assets at any time during the plan year in any of the following categories, check "Yes” and enter the cument value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan's interest in a commingled trust containing the assels of more than one plan on a
line-by-line basis unless the trust meets one of the specific exceptions described in the instructions.
Yes No Amount
a Partnership/joint venture interests ... 3a X
D EMPIOYEr raI PIrOPEILY ... .eeeeeeceeeeeeeenees st rerene st sersansssss e s s se st snmrasssnss 3b X
C Real estate (other than employer real Property) ...c.ocveoereveree e 3c ¥
o Employer securities... 3d X
€ PArtCIPANE IOBMS 1r.vvovereeceeee e et tecerseessssesssse s semenn e b sb et st ana s sar s esrrasr s s ersasss s niansssses 3e X
f  Loans (other than 10 PArHCIPANES) ...eceerrieer e ieras bbb erenas s af X
g Tangible personal BTOPEILY ... ot s et s 3g X

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

Schedule 1 (Form 5500} 2022
v, 230728



Schedule | (Form 5500) 2023 Page 2- |

l Part Il ICompliance Questions

4  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027 Continue to answer “Yes" for any prior year faifures until
fully corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program.) ......... | 4a X
b Were any loans by the plan or fixed income obligations dug the plan in default as of the
close of plan year or classified during the year as uncollectible? Disregard participant loans
secured by the participant's account balance. ... e 4b X
C Were any leases 1o which the plan was a party in default or classified during the year as
UNGONECHDIE? +..oovveouarevsvseasnneersssseresessoeesesssssoessssss s sessss s sessses s ssbss s rmssss s ssnssssanas 4c %
d Were there any nonexempt transactions with any party-in-interest? (Do not include
transactions reported 0N NG 4a.) ... 4d X
Was the plan covered by a fidelity Dond? ....ovvmrve e e 4e X
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was
€aused by fraud OF BISNONESIY? ....vv.cvirrrescersissenssee v receasesacnmsesseesanmrccacsmesseeservommesissisestassns af X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser? ... s 4g X
h Did the plan receive any noncash coniributions whose value was neither readily :
determinable on an established market nor set by an independent third party appraiser? ......| 4h X
i Did the plan at any time hold 20% or more of its assets in any single security, debt,
mortgage, parcel of real estate, or partnership/joint venture interest? ..o 4i X
j Were ali the plan assets either distributed to participants or beneficiaries, transferred to
another plan, or brought under the control of the PBGC? ... s 4i X
K Are you claiming a waiver of the annual examination and report of an independent qualified
public accountant (IQPA) under 28 CFR 2520.104-457 If “No,” attach an IQPA's report or
2520.104-50 statement. {See instructions on waiver eligibility and conditions.} .....ccovvverieeciieeenes 4k X
I Has the plan failed to provide any benefit when due under the plan? .........ccoeoiiniicerninnnns 41 X
m [f this is an individual account plan, was there a blackout peried? (See instructions and 29
CFR 2520.1073. 11evterviiceiacasssestsss e isssssssssessssssosssessresassses s e enssesas s esbasssessentassses s sassssesseces 4m X
n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or
one of the exceptions to providing the notice applied under 29 CFR 2520.101-3...........cceeeeee. 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ |:| Yes E No

if “Yes,” enter the amount of any plan assets that reverted to the employer this year

5b 1§, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of ptan(s}

5b(2) EIN(s)

5b{3) PN(s}

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and
INSITUCHONS.) 1oevrtiar e i i e b s s LSS b S b bbb e b et ada B bbb bbb bbb |:| Yes D No |:| Mot determined

If “Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year




SCHEDULE R Retirement Plan Information OME No. 1210-0110
(Form 5500) 2023
Depariment of the Treasury This schedule‘is required to be filed ynder sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Securily Act of 1974 (ERISA) and section
Deparimentof Labor 6058(a) of the Internal Revenue Code {the Code). This For:rl;si,s Og-en to Public
Employee Benefits Security Administralicn } File as an attachment to Form 5500. pection.
Pension Benefit Guiraranty Corporation
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
CAGUAS HR - RESOURCES, CORP. RETIREMENT AND plan number
SAVINGS PLAN (PN) b 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CAGUAS HR - RESQURCES, CORP.
66-0737653
[ Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1  Total value of distributions paid in property other than in cash or the forms of property specified in the 1
L] (11 o Lo 3L O P OO 0
2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the
two payors who paid the greatest dollar amounts of benefits):
EIN(s): 66-6032317
Profit-sharing plans, ES0Ps, and stock bonus plans, skip line 3.
3 MNumber of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3 2
WAL 1\ reemeeeeeieeuetetesreatearacecesseneeseameeeesesene et eems et entsr et e ne e e e easert ey em et en s CE et essementen 44 Lekie e s cemene b er etk b s

ERISA section 302, skip this Part.)

Part If Funding Information (if the plan is not subject to the minimum funding requirements of seclion 412 of the Internal Revenue Code or

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d{2)7 ....ccwrmirarienns D Yes
If the plan is a defined benefit plan, go to line 8.

5  if a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling lefter granting the waiver. Date: Month Day

BNO

Year

[] na

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this pan year {include any prior year accumulated funding 6a
EAICIENICY MO WAIVEH) ... ceeeeeeeeeeeessasseeeesssees s eneessessssseseeeees e esmmaee AR b ks cct 20,968
b Enter the amount contributed by the employer to the plan for this plan Year ...........coenevccmmrncncrnnns &b 20,968
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount} ... e 6c e
If you completed line 6¢, skip lines 8 and 9.
7 Wil the minimum funding amount reported on line 6c be met by the funding deadling? ... ervvvrerreeeeennnee, D Yes D No D N/A

8 If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling leter, dees the plan sponsor or plan D Y
administrator agree with the ChaNGET ...t et b es

[] ne

[] na

| Part lll 1Amendments

9 ifthis is a defined benefit pension plan, were any amendments adepted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate
box. If N0, Check the NO" BOX.......o e cvssssss s s s smn s s rae st

D Increase DDecrease [:] Both

[] No

[ PartIV | ESOPSs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Intemal Revenue Code, skip this Part,

10  wWere unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? .............

D Yes

DNo

11 2  Does the ESOP oI @ny Preferret SIOCK? ........ovuevvcerveeeereeeee s ebeaise e sasassssses s sess e e s ses s ssesasna s st st amtmemeen b eneets

b Ifthe ESOP has an outstanding exempt loan with the empleyer as lender, is such loan part of a “back-to-back” loan'?
(See instructions for definition of “back-to-baCK” 108M.) .. oo e s

D Yes
[l Yes

[] wo
DNO

42 Does the ESOP hold any stock that is not readily tradable on an established securifies market? ...

[] Yes

[] Mo

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

Schedule R (Form 5500) 2623

v. 230728



Schedule R {(Form 5500) 2023 Page 2 - | |

[ "Partv | Additional information for Multiemployer Defined Benefit Pension Plans

13  Enter the following information for each employer that (1) confributed more than 5% of total contributions to the plan during the plan year or {2) was one of
the top-ten highest contributors {measured in dollars). See insfructions. Complete as many entries as needed fo report ail applicable employers.

a Name of contributing employer

b _ EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.} Month Day Year

e  Contribution rate information (If more than one rate applies, check this box [:] and see instructions regarding required attachment. Othenwise,

complete lines 13e(1} and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unitmeasure:l] Hourly D Weekly |:| Unit of production |:| Other (specify):

a Name of contributing employer

o

EIN ¢ Dollar amount contributed by employer

d Date collective bargaining agreement expires (/f employer contributes under more than one colfective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (/f more than one rate applies, check this box D and see instructions regarding required attachmenl. Othemwise,

complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents}

(2) Base unit measure:D Hourly H Weekly D Unit of production H Other (specify):

a Name of contributing employer

=2

EIN € Daollar amount contributed by employer

d Pate collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box |:|
and see instructions regarding required attachment. Otherwise, enter the applicable date.} Month Day Year

€ Contribution rate information (if more than one rate applies, check this box |:| and see instructions regarding required atfachment, Qtherwise,
complete lines 13e(1) and 13e(2).)
(1) Caontribution rate (in dollars and cents)
(2) Base unit measure: [] Hourly [_] Weekly D Unit of production D Other (specify):

d Name of contributing employer

o

EIN ¢ Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer confributes under more than one collective bargaining agreement, check box |:|
and see instructions regarding required attachment. Othenwise, enter the applicable date.} Moanth Day Year

e Contribution rate information (if more than one rate applies, check this box ]:] and see insfructions regarding required attachment. Othemwise,

complete lines 13e{1) and 13e(2).}
(1)  Confribution rate {in dollars and cents})

(2) Base unitmeasure:D Hourly D Weekly D Unit of production ﬂ Other (specify):

a4  Name of contributing employer

=2

EIN G Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable dafe.) Month Bay Year

e  Contribution rate information (if more than one rafe applies, check this box |:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2}.)
(1) Contribution rate (in doliars and cents)

(2) Baseunitmeasure:[ | Hourly  [] weekly  [] Unitofproduction  [] Other (specify):

a  Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d  Date coltective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instruclions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required aftachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Confribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D QOther (specify):




Schedule R (Form 5500) 2023 Page 3

14  Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contribuling employer is no longer making contributions to the plan for:

a The current plan year. Check the box to indicate the counting method used o determine the number of
inactive participants: D last contribufing employer [:l alternative |:| reasonable approximation (see 14a
instructions for required attAChIMIENE)........ccoo e e s e di s b s be e e aermeemeennesrenne

b The plan year immediately preceding the current plan year. D Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment)..........ccoceeveeveeieeiccceecveneone

€ The second preceding plan year. D Check the box if the number reported is a change from what was 14c
previously reported {see instructions for required attachment)...........ccceeeiiiiiii st mreneeneas

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan Year...........oocovo..... 15a

b The comresponding number for the second preceding Plan Year ... 15b

16 information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year ........cccooeveeeceecenncncnnnn, 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such Withdrawn EmMI D oY IS oo o oot iesacaes e e eceearnaees e seseecassaneseaesesrssrnnars

17 Iif assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attaChENt. ... .. o e v rrr v et s e g b anaas

| Part VI | Additional Information for Single-Employer and Muitiemployer Defined Benefi{ Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part} of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental
information to be included a5 an AHACKMENE. ... o e e S r e et e na s e s e st e e et aRee e e b ere e ebessatebaseas

19  If the total number of pariicipants is 1,000 or more, complete lines (a) and (b)
a2  Enter the percentage of plan assets held as:
Public Eguity: % Private Equity: % Investment-Grade Debt and Inierest Rate Hedging Assets: %
High-Yieid Debt: % Reai Assets: % Cash or Cash Equivalents: % Other: %

b Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
D 0-5 years |:| 5-10 years D 10-15 years I:l 15 years or more

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a s the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? D Yes |:| No
b ifline 20ais "Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

[] Yes.

|:| No. Reporting was waived under 28 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required confribution
were made by the 30th day after the due date.

|:| No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.,

|:| No. Other. Provide explanation

[Part VIl | IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules? [0 ves |:| No

21b |fthis is a Code section 401({k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k){(3) and 401(m}(2).

D Design-based safe harbor method
[] “Prior year” ADP test
D “Current year' ADP test

[] wa

22 If the plan sponsor is an adopter of a pre-approved plan thal received a favorable IRS Opinion Letter, enter the date of the Opinion Letter
(MM/DD/YYYY) and the Opinion Letter serial number .







-n 5558 Application for Extension of Time OMB No. 1545-1610
(Rev. January 2024) To File Certain Employee Plan Returns

Department of the Treasury P Go to www.irs.gov/Form5558 for the latest information. File With IRS Only
Internal Revenue Service

1y Identification
A Name of filer, plan administrator, or plan sponsar (see instructions)

B Employer Identification Number (EIN})

CAGUAS HR - RESOURCES, CORP. 66-0737653

D Number, Street, and rocm or suite no. {if a P.O. box, see instructions)

PO BOX 1778

City or town, state, and ZIF code
CAGUAS PR 00726-1778 S
¢ Name of Plan CAGUAS HR - RESQURCES, CORP. RETIREMENT AND D Three-digit plan number (PN}
SAVINGS PLAN 001
E Plan Year End Date
1213162023 :
Ehdll Extension of Time to File Form 5500 Series, and/or Form 8955-SS8A

D 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

1
in Part |, C above.

2 lrequest an extension of time until 10/ 15/_2024 to file Form 5500 series. See instructions.

3 Irequestan 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 s 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 (Rav. 1-2024)






