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

Department of the Treasury X
Internal Revenue Service sections 6057(b) and 6058(a) of

Department of Labor » Complete all entries in accordance with

Employee Benefits Security

Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

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

the Internal Revenue Code (the Code). 2023

This Form is Open to Public
Inspection

Part | | Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning 06/01/2023

and ending  05/31/2024

A This return/report is for: D a multiemployer plan

a single-employer plan

B This return/report is: D the first return/report
D an amended return/report

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

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

D the final return/report

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

D Check box if filing under: D Form 5558 |:| automatic extension |:[ the DFVC program
D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
MICRONICS GROUP BENEFIT PLAN

1b Three-digit plan

number (PN) » 502

1c Effective date of plan
06/01/2018

2a Plan sponsor's name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

Citg or town, state or province, count%, and ZIP or foreign postal code (i
MICRONICS ENGINEERED FILTRATION GROUP, INC.

1201 RIVERFRONT PARKWAY
SUITE A
CHATTANOOGA, TN 37402

2b Employer Identification
Number (EIN)
f foreign, see instructions) 27-0441416

2C Plan Sponsor’s telephone
number
423-698-8988

2d Business code (see
instructions)
541990

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. 11/27/2024 BRENDA WESTPHAL
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2023)

v. 230707




Form 5500 (2023) Page 2

3a Plan administrator's name and address |X| Same as Plan Sponsor 3b Administrator's EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN 27.0
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report: 7-0441471
a Sponsor's name MICRONICS FILTRATION HOLDINGS, INC. 4d PN
502
C PlanName \,-2oNICS ANCILLARY PLANS
5  Total number of participants at the beginning of the plan year 5 ‘ 386
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) 386
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 409
b Retired or separated participants reCeiving DENETIS .........ouiii i 6b 0
C Other retired or separated participants entitled to future DENEfitS...........ccviiiiii e 6C 0
d Subtotal. Add liNes 6a(2), BB, AN BC. ........cc.eeiiiiiiiice et 6d 409
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ococeviiiiiieiiiiecenne. 6e
f o= o (o I g 1=t To B Ty Vo YOS 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 (oo 0] o] (o TN (=) 1 1) O S POPTPO PRSPPSO 9
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 (oo 0] o= (o TN (=) 1 1) S PPOUTPO PR TR PRPPPO 69(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thAN 100Y6 VESTEU ........eveceeieie ettt sttt et sses s ns s et et esses et sns st ens st es st ettt s ense st nsaneans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4Q 4F 4H
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
4 General assets of the sponsor 4) General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) D R (Retirement Plan Information) 1) D H (Financial Information)
) ) ) ) 2) D I (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached
actuary 4) D C (Service Provider Information)
3) D SB (Smgle—Emponer Defined Benefit Plan Actuarial ®) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

(5) D MEP (Multiple-Employer Retirement Plan Information)
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Part Ill | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woooverneeereerinenenee e [] Yyes [X No

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

2023

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning  06/01/2023 and ending  05/31/2024
A Name of plan B Three-digit
MICRONICS GROUP BENEFIT PLAN plan number (PN) » 502

C Plan sponsor’s name as shown on line 2a of Form 5500
MICRONICS ENGINEERED FILTRATION GROUP, INC.

27-0441416

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(@) Name of insurance carrier

BLUECROSS BLUESHIELD OF TENNESSEE INC

() 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
62-0427913 54518 143396 282 06/01/2023 05/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

117613

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

JAMES PHILLIPS

3400 OVERTON PARK DRIVE SE

SUITE 300
ATLANTA, GA 30339

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

106875

0| N/A

3

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

SARA LYNCH

605 CHESTNUT ST LIBERTY TOWER

SUITE 500
CHATTANOOGA, TN 37402

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

8741

o| N/A

3

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

Schedule A (Form 5500) 2023
v. 230707
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

STEPHEN LUNCEFORD P O BOX 211486
COLUMBIA, SC 29221

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1817 0 | N/A 3

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

ROBERT HUFFAKER JR 736 MARKET STREET
SUITE 1000
CHATTANOOGA, TN 37402

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
180 0 | N/A 3

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

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

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

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

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

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




Schedule A (Form 5500) 2023 Page 3

Part Il | Investment and Annuity Contract Information

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2023 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 0
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3) 0
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEENTON ........vee ettt s et s e ee et en e s et en e s e s et et en et e e es et neen 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 2576286
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............c..ccccc..... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2023

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning  06/01/2023 and ending  05/31/2024
A Name of plan B Three-digit
MICRONICS GROUP BENEFIT PLAN plan number (PN) » 502

C Plan sponsor’s name as shown on line 2a of Form 5500
MICRONICS ENGINEERED FILTRATION GROUP, INC.

27-0441416

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(@) Name of insurance carrier
AMERICAN UNITED LIFE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
35-0145825 60895 G00623792 409 06/01/2023 05/31/2024

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

(a) Total amount of commissions paid

(b) Total amount of fees paid

19665

5236

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

MCGRIFF INSURANCE SERVICES

736 BROAD STREET
SUITE 100
CHATTANOOGA, TN 37402

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

16423

5236

ADDITIONAL COMPENSATION PAID

3

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

MARSH MCLELLAN AGENCY LLC

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3242

o| N/A

3

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

Schedule A (Form 5500) 2023
v. 230707
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2023 Page 3

Part Il | Investment and Annuity Contract Information

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2023 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X| Other (specify) P AD&D

d |X| Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 0
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3) 0
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEENTON ........vee ettt s et s e ee et en e s et en e s e s et et en et e e es et neen 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 263709
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




i OME Nos. 1210-0110
Form 5500 Annual Return/Report of Employee Benefit Plan 12100110
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
R debuied ot sections 6057(b) and 6058(a) of the Internal Revenue Cads (the Cods). 2023
£ ﬁepamgﬂn* gf '-;bgﬁ » Complete all entries in accordance with
kol the Instructions to the Form 5500,
Pengion Banefit Guaranty Corporation This Form Is Open to Public
Inspection
-
| Eartﬁ@ Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning  ~ 06/01/2023 and ending 05/31/2024
A This returmireport is for: D a multtiemployer plan D a multiple-employer plan {Filers checkfng this box must prlowde participating
employer information in accordance with the form instructions.)
| a single-employer plan D a DFE (spacify)
B This returnireport Is: D the first return/report D the final return/report
D an amended retum/report D a short plan year returnfreport (less than 12 months)
C Ifthe plan s a collectively-bargained plan, ChECK hEre. . ..o ovn vt ie it et e a e annan s » |:|
D Check box if fillng under; D Form 5558 |:| aufomatic extension |:| the DFVC program
D special extension (enter description)
E Ifthis is a retroactively adopted plan permitied by SECURE Act section 201, check here. . .. .......veeeurvrennenn » D
|ZPartil | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
Micronics Group Benefit Plan number (PN) » 502
1c Effective date of plan
06/01/2018
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) 27-0441416
Micronics Engineered Filtration Group, Inc. 2¢ Plan Sponsor's telephone
number
423-698-8988
1201 RIVERFRONT PARKWAY 2d _Bufiﬂegs c‘;de (see
insiructions
SUITE A 541990
CHATTANOQOGA TN 37402 e
i
2E
Ero- 1
Caution: A penalty for the [ate or incomplete flling of this return/report will be as d unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this returnireport, 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 complate.

?T%\ Q_,O \\\Zﬂr ZL} BRENDA WESTPHAL
" } ] )
T Date Enter name of individual signing as plan administrator
- Signature of employer/plan sponsor Date Enter name of individual signing as empleyer or plan sponsor
Slgnature of BFE Date Enter name of individual signing as DFE
For Paperwork Reductlon Act Notice, see the Instructions for Form 5500, Form 5500 {2023)

v. 2300728




Form 5500 (2023) Page 2
3a Pian administrator's name and address EI Same as Plan Sponsor 3b Administrator's EIN

3¢ Administrator’s telephone
number

4 Ifthe name and/or EIN of the ptan sponsor or the plan hame has changed since the last returnfreport filed for this plan, |[4b EIN
enter the plan sponsoi's name, EIN, the plan name and the plan number from the last returnfreport: 27-0441471

a Sponsor's nameMICRONICS FILTRATION HOLDINGS, INC. 4d PN
C Plan Name MICRONICS ANCILLARY PLANS

502

8  Total number of participants at the beginning of the plan year

6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a{2), 6h, 6c, and 6d).

a(1) Total number of active participants at the beginning of the plan year rrrrsssaren b

a(2) Total number of active participants at the end of the plan year ........

Retired or separated participants recsiving benefits .........ccccceene.... "

Other retired or separated participants entitled to future benefits ..o,
Subtotal. Add lines 6a(2), Bb, and BC.........cccvnninnne
Deceased participants whose beneficiaries are receiving or are entitled 1o receive benefits. ... i e
Total. Add lines 6d 8Nd B8........cccciiiivcrcrssrr s s

1 Number of participants with account balances as of the begmnmg ofthe plan year (only defined contribution plans 6g(1)
g( ) COMPIELE TS EM) curiiessiranrnnninr e s e 10040 s R R0 E U8 10448000000k a0 50448404 bommmimba sudabmsnnmnbdbtbbnssits g

(2) Number of participants with account balances as of the end of the plan year (only defi ned conh'lhution plans

- 0o o0

complete this fem)....cvvns s Eg(z)
h Number of participants who terminated emiployment during the plan year wx:h accrued beneﬁts that were
less than 100% VeS8, .. ..couerersemresstesiemscossemsnseessseessemsessmsemssssrssseeas | 6h
7 Enter the fotal number of employers obligated to contribute to the plan {only mulhemp]oyer plans complele thlS ttem) ........ 7

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

b it the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characleristics Codes in the Instructions:
4A 4B 4D 4E 40Q 4F 4H

9a Plan funding arrangement {check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance {n Insurance
(2) Code section 412(e}(3} insurance contracts {2) Cade section 412(e)(3) insurance contracts
(3) Trust 3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicatad, enter the number attached. (See instructions)
& Penslon Schedules b General Schedules
(1) D R (Relirement Plan Information) (1) D H (Financia! Information)
(2 [] MB (Multiemployer Defined Benefit Plan and Certain Money @[] 1 (Financlal nformation — Smalh Plan)
Purchase Plan Actuarial Information) - signed by the plan 3) k| A (nsurance tnformation) — Number Attached _2
actuary @) [] © (serice Provider Information)

(3) |:| SB (Single-Employer Defined Benefit Pian Actuarial
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)

{5) D D (DFE/Paricipating Plan Information)




Form 5500 (2023) Page 3 - _

@Eﬁﬂilllr | 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 20 CFR
25201012 soeerenssssssssssnesnsresancreneeins ] YES No

{f “Yes” is checked, complete lines 11b and 11¢.

11b Is the plan cumently In compliance with the Form M-1 filing requirements? (See instructlons and 29 CFR 2520.101-2.} .......... [Jves [] No

11¢ Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required to file the 2023 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confimation Code will subject the Form §500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information

OMB No. 1210-0110

(Form 5500)
Departmant of the Treasury This schedule is required to be filed under section 104 of the
Intemnal Ravenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Department of Lab
Employae Be:sams ;:cgﬁty Azrmlnlstramn » File as an attachment to Form 5500.
Pension Henafit Guaranty Cosporation » 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  06/01/2023 andending 05/31/2024
| A Name of plan B Three-digit

Micronics Group Benefit Plan

plan number (PN)
—

== W E L
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Micronics Engineered Filtration Group, Inc. 27-0441416

Zipart] | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each cantract
Hosba on a separate Schedule A. Individual contracts grouped as a unit in Paits Il and |l can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance camier

BLUECROSS BLUESHIELD OF TENNESSEE INC

{(e) Approximate number of Palicy or contract year
(b) EIN (e) NAIC {d) Contract or persons covered at end of
code identification number bolicy or contract year {f} From {q) To
62-0427913 54518 143396 282 06/01/2023 05/31/2024

2 Insurance fee and commission information. Enler the total fees and total commissions pald. Listin 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
117,613 0

3 _Persons receiving commissions and fees. (Complete as many entrles as needed to report all persons).
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

James Phillips
3400 OVERTON PARK DRIVE SE

SUITE 300
ATLANTA GA 30339
; (b) Amount of sales and base Fees and other cormmissions paid
| commissions pald {c) Amount (d} Pumpose {e) Organlzation code
n/a
106,875 0 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Sara Lynch
605 Chestnut St Liberty Tower
Suite 500
Chattancoga TN 37402
{b} Amount of sales and base Fees and other commissions paid
commisslons paid {c) Amount {d) Purpose () Organization code
n/a
8,741 0 3
For Paperwork Reduction Act Notice, see the instructions for Form 5500. Schedule A {Form 5500) 2023

v. 230728




Schedule A {Form 5500) 2023 Page 2 —| S

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

Stephen Lunceford
P O BOX 211486

COLUMBIA sC 29221
Fees and other commissions paid (e)
{b} Amount of sales and base Organization
commissions paid {¢) Amount (d} Purpose code
n/a
1,817 0 3
T o TR 7 TR - & e T " AT+ R~ Tt SR B BCELITET v v I + 1Ly it §. " e o
{a} Name and address of the agent, braker, or other person to whom commissions or fees were pald
Robert Huffaker Jr
736 Market Street
Suite 1000
Chattanooga ™ 37402
Fees and other commissions paid {e)
{b} Amount of sales and base Organization
commissions paid (c) Amount (d} Purpose code
n/a
180 0 3
SRR T 17 AT S A S DS ool * il st b g+ B e T ] IR 4 CRSSRESELGT ¢ DY M- oA e R0 TR e & 3 BSDT
{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 Crganization
commissions paid {c} Amount (d} Pumpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were pald
Fees and other commissions paid {e}
{b) Amount of sales and base Organization
commissions pald (e} Amount (d} Purpose code
(z) Name and address of the agent, broker, or other person to whom commisslons or fees were paid
Fees and other commissions pald {e)
{b) Amount of sales and base N Organizatlon
commissions paid (c) Amount {d) Purpose code




Schedule A (Form 5500) 2023 Page 3

] Where indlvidual coniracts are provided, the entire group of such Individua! contracts with each carrier may be treated as a unit for purposes of

* Part lls,%l Investment and Annuity Confract Information
this report.

4 Current value of plan's interest under this contract in the general account at year end........ooviniinins 4
5 Current value of plan’s interest under this coniract in separate accounts at year end..... 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Pald 10 CRITIEE i isss s seessessssssares s imsssssssssssssressssesersssssssessesates 6b
C  Premiums due but unpaid at the end of the year ..., 6c
d  Ifthe camier, service, or other organization incurred any specific costs in connectlon with the acquisition or 6d

retention of the contract or policy, enter amount.

Specify nature of costs P

e Typeofcontract: (1) [ ] individual policies @ [] aroup deferred annuity
3 [] other (specify) P

f  If contract purchased, in whole ot in part, to distribute benefits from a terminating plan, check here » D

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract (1) D deposit administration ] [l immediate participation guarantee

(3) D guaranteed investment {4} D cther P

b Balance at the end of the previous year........

€ Additions: (1) Contributions deposited during the Year......eemnnes |_7€(1)
(2} DivIdends and GEHS.....ceuvesrverserversssiiinasesssesessssasssssates e | TC(2)
(3) Interest credited during the year............ou... S i )
(4) Transferred from saparate acCOUNt ... o | TC(4)
{5) Other (SPecify DEIOW) ....vcveeccereeriiiiiessinssssssssarmnscrssssessnssssssesssssses
» .

(6)Total additionS......cericrmsnmsrnn e s

d Total of balance and additions {add lines 7b and 7c{8)}. ...........

€ Deductions:

(1) Disbursed from fund o pay benefits or purchase annuities during year

(2) Adminisiration charge made by carvier.....

(3) Transferred to separate acCoUNt .. e

(4) Other (specify BRIOW) ... s

)

{5) Total dedUCHIONS. ... it ianiseniisia et rceestmes e e tee s neessmnetrne syt .
f  Balance at the end of the current year (subtract line Te{5} from line 7d)........
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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-raled as a unit, Where contracts cover individuai
*| employees, the entire group of such individual contracts with each carrier may he treated as a unit for purposes of this report.

8 Benefit and contract type {check all applicable boxes)

a @ Health (cther than dental or visicn) b @ Dental CEI Vislon d D Life Insurance

e |:| Temporary disability (accident and sickness) T I:I Long-term disability g D Supplementai unemployment  h D Prescription drug
i D Stop loss {large deductible} ] D HMO contract kD PPO confract ||:| Indemnity contract
m [ | Other (specify) »

9 Experience-rated contracts:

5

& Premiums: (1) Amount received .. 9a{1) 5:?
(2) Increase (decrease) In amount due but unpald rverisieeesirssmeesenee | 98{2) ?};,
(3) Increase (decrease) in unearnad PrEMILM fESEIVE.....ov.rvvrmerrvemrseserenree | 98(3) 8
(4) Earned {{1) + {2) - (BD--vrrrmmrmmmmmiscimnesssmimssnnn e l 9ai4) 0
b Benefit charges (1) Clalms paid..........cooocevvveeeeeressressorssonemssrsnsrssmsssmssnseses | 9B{1) EA
(2) Increase (decrease) in Clalm FESBIVES ..........cccovererenerrmrersrerissssassssserere | SD{2) - i@
(3) Incurred claims (add (1) and (2)).ccvccrverrnrinnirnniersesseriee “ 9h({3} 0
(4) Claims charged... LA LRk s hde s bt sy eaenr TR . verneenenns | 9h{4)
G Remainder of premium (1) Retentlon charges (on an accrual basis) -
(A) COMMISSIONS .vveereereresrressrsreeserversrvens 9c(1)(A)
(B} Administrative service or other fees........ . | 9¢(N)(B)
{C) Other specific acquisition Costs..........ccerrrcrrcmrsrvrevienas e | 9e(1)(C)
{D) Oher BXPENSES ....vvonrsvnersrenrsssssssssssss e rerssssssansssssssssesssrsnensenees | SECTHDY
I T . oo | 9c{INE)
) Charges for rlsks or other cuntmgenc:es e 1 9c{1)(F)
{G) Other retention charges.....u........ reervrereeresarertas Ic(1)(G)
{H) Total retention... 9c{1)}(H) 0
(2) Dividends or retroachve rate refunds (These amounts were [:l paid in cash, or D credited, ) 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retitement. ..., 9d(1)
(2) Claim reserves .. v e 9d(2)
(3) Other reserves .. ettsbeb bty e oA e E b A bbb rbnran ke eem manmnnerrasrens 9d(3)
€ Dividends or retroaclwe rate refunds due (Do not irlclude amount entered in line 9c(2) Jaririrmrsireneriiassrssasssn 9e
10 Nonexperience-rated contracts: -
a Total premiums or subscription charges pald to carrier ........ . " 10a 2,576,288
b Ifthe carler, service, or other organization incurred any specific costs in connection with the acquisition or
relention of the contract or policy, other than reported in Part |, line 2 above, report amount. ..........vevereereesrs 10b
Specify nature of costs.
[ PartIv | Provision of Information
11 Did the insurance company fail o provide any information necessary to complete Schedule A7 ............. D Yes El No
12 Ifthe answer to line 11 is “Yes," specify the Information not provided. »




SCHEDULE A Insurance Information OMB No. 12100110

(Form 5§500)
Deparimant of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Servica Employee Retirement Income Security Act of 1974 (ERISA). 2023
Employee S:ﬁ:}ﬁ;“;ﬂiﬂﬂ‘fiﬁ;maﬁm ) Flle as an attachment to Form §500.
Pension Benafit Guaranty Corporation } Insurance companies are required to provide the information This Form Is Open to Public
pursuant to ERISA section 103{(a)(2}. Inspectlon

For calendar plan year 2023 or fiscal plan year beginning  06/01/2023 andending  05/31/2024
A Name of plan B Three-digit

Micronies Group Benefit Plan plan number (PN) >

&,

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

Micronics Engineered Filtration Group, Inc. 27-0441416

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

1 Coverage Information:

{a) Name of insurance carrier

American United Life Insurance Company

Approximate number of Paolicy or contract year
{c) NAIC {d) Contract or (8]
{b) EIN Mg persons covered at end of
code identification number policy or contract year () From {g) To
35-0145825 60895 G00623792 409 06/01/2023 05/31/2024

2 Insurance fee and commission information. Enter the totai fees and total commissions paid. Listin 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
19,665 5,236

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

MCGRIFF INSURANCE SERVICES
736 BROAD STREET

SUITE 100
CHATTANGCOGA TN 37402
{b) Amount of sales and base Fees and other commissions paid
commissions pald {c) Amount {d) Purpose {e) Organization code
ADDITIONAL COMPENSATION PAID
16,423 5,234 3
Ao 2 PR i S _ v e R 2 s I L i Frb 2 i, VT SRR - R S A S R

{a) Name and address of the agent, broker, or other person fo whom commissions or fees were paid
Marsh McLellan Agency LLC

{b) Amount of sales and base Fees and other commissions paid
commissions paid {¢) Amount {d) Pumpose {e) Organization code
n/a
3,242 0 3
For Paperwork Reduction Act Notlce, see the Instructions for Form 5500. Schedule A (Form 5500} 2023

v. 230728
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Schedule A (Form 5500) 2023

{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) Pupose code
{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 Crganization
commissions paid {c) Amount (d) Purpose cade
B Gl ATt AU "X oot ol oo ety e, SRR, - S ~ PR b s T e 3 AT 8 ! dheplds @ SREPRAPPPRRT v o T IR R L S e b B ool

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

Fees and other cornmissions paid {e}
{b) Amaunt of sales and base Organization
commissions paid {c) Amount (d} Furpose code
1 R sttt o R R I e R T L S I o S My D TV |
{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) Pupose 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) Amount {d) Pumpose

code
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Investment and Annuity Contract Information

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

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

................. 4
5§ Current value of plan's interest under this contract in separate accounts at YEar BNd.....v.rissmsm s b
6 Contracits With Allocated Funds:
a State the basis of premium rates »
b Premiums paid 10 CAMIEN v.vvmrrrmsinerssrnisiinie: et ety e | BB
C  Premiums dus but unpaid at the end of the year..........cveennesmenn. 6c
d Ifthe canier, service, or other organization incurred any specific costs in connection W|th the aoqu151tlon or 6d
retention of the contract or pollcy, enter amount..........cccevcceninnen. "

Specify nature of costs P

e Type of contract: (1) [I individual policies (2) D group deferred annuity
(3) [] other (specify) »

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallacated Funds (Do not include portions of these contracts maintalned In separate accounts)

a Type of contract: (1 D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4 D other b
b Balance at the end of the previous year...

G Additions: (1) Contributions deposited durmg the year...
(2) Dividends and credits.......ccoiiiiinine
(3) Interest credited during the year...............
(4) Transferred from separate account........
(5) Other {specify below) .....ccceiiiniiininns
| 4

(B)Total additions.
d Total of balance and additions (add Iines 7b and 7c(8)). .
€ Deductions:

(1) Disbursed from fund to pay benefils or purchase annuities during year

(2) Administration charge made by carrier.

(3) Transferred to separate account...........

(4) Other {specify below}.........co.0orvrvvren

»

(5) Total deductions... -
f Balance attheend of the current year (subtract line 73(5) from line Td)
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“Part ]il%
el

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
A 1.f.4 employees, the entire group of such individual contracts with each carrler may be treated as a unit for purposes of this report.
8 Benefit and contract type (check all applicable boxes)
a |:| Health (other than dental or vision) b I:l Dental c D Vision d Ig Life insurance
e @ Temporary disability (accident and sickness) @ Long-temn disabllity g D Supplemental unemployment  h D Prescription drug
I [] Stop loss (targe deductible) § [] HMO contract k[] PPo contract I[] indemnity contract
m[x] Other (specify) PAD&D .
9 Experience-rated contracis:
a Premiums: (1) Amount received .......... 9a(1)
(2) Increase {decrease) in amount due but unpaid........cccrrerrceccrnririennns 9a(2)
(3) Increase (decrease) In unearned Premitim reSeIVE.. v eerreerierersnnes 9a(3)
(4) Earned ({1) + {2) - (3]} rreninnreen “ “ Certresteseeeemeeeenearseas | saf4)
b Benefit charges (1) Claims paid........ . - 9b{1)
(2) Increase {decrease) in claim reserves rrasersararsarraae s arsases 9b(2)
(3) Incurred claims (add (1) and {2)}..... " - e bt 9b(3)
(4) Claims charged........ccveeeiinnnns reeeveerevennreresrenrens 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basls) “j@v “?
{A) COMMISSIONS .ovvvvvivissrns et s saras ac({1){A) = 7
{B) Admlmstral:ve service or olher fees rrveererererasraseeartrasens ac(1)}B) .
(C) Other specific acquisition costs - )] (5] f&
(D) Olher expenses ......ou.uve ceeesrsseneraseresesssnenens 9c(1){(D) - 4
{E} Taxes... cererneens | FEUINE) .
i3] Charges for rlsks or other COMINGBNTIBS servnrresivesnesssnsnesseereens | SCEIHF) ; oy
{G) Other retention Charges........cccoovcvreccernnerer s massrreresieesnssn Sc{1)(G) SR Te L
{H) Total retention.....cisien e sesssssscerascrsnesnsassesmsssstenens 9c{1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash or|:| cred:ted ) .................. 9c{2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefils after retirement a9d{1)
(2) Claim reserves .........oveiee rrrvasaeensrersreseaaaras . 9d(2)
. (3) Other reserves .......... " 9d(3)
€ Dividends or retroactlva rate refunds due. (Do not mclude amounl eniered 1] Ime 96(2)) Se
10 Nonexperience-rated contracts: e
4 Total premiums or subscription charges paid to carrier . Crtre s 10a 26 3 709
b ifthe carier, 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 1, line 2 above, report amount. .....ooeveeevniennes 10b

Specify nature of costs.

%ﬁéﬁilg\l@ﬂ Provision of Information
11 Did the insuranca company fail to provide any information necessary to complete Schedule A?............. [l Yes EI No
12 ifthe answer to line 11 is “Yes,” specify the information not provided. F




