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
the instructions to the Form 5500.

Employee Benefits Security
Administration

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 05/01/2023

and ending  04/30/2024

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
WKW FLEXIBLE BENEFIT PLAN

1b Three-digit plan

number (PN) » 501

1c Effective date of plan
04/01/2007

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)

City or town, state or province, countg, and ZIP or foreign postal code (i
WKW NORTH AMERICA HOLDING, INC.

103 PARKWAY EAST
PELL CITY, AL 35125

2b Employer Identification
Number (EIN)
f foreign, see instructions) 20-5268658

2C Plan Sponsor’s telephone
number
205-338-4242

2d Business code (see
instructions)
336300

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. 01/28/2025 DEAN SHASKA
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2023)

v. 230707




Form 5500 (2023) Page 2

3a Plan administrator's name and address |X| Same as Plan Sponsor 3b Administrator's EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 620
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) 620
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 510
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 510
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ococeviiiiiieiiiiecenne. 6e
f o= o (o I g 1=t To B Ty Vo YOS 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 (oo 0] o] (o TN (=) 1 1) O S POPTPO PRSPPSO 9
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 (oo 0] o= (o TN (=) 1 1) S PPOUTPO PR TR PRPPPO 69(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thAN 100Y6 VESTEU ........eveceeieie ettt sttt et sses s ns s et et esses et sns st ens st es st ettt s ense st nsaneans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4D 4E 4Q 4B 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) C (Service Provider Information)
3) D SB (Smgle—Emponer Defined Benefit Plan Actuarial ®) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2023

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning  05/01/2023 and ending  04/30/2024
A Name of plan B Three-digit
WKW FLEXIBLE BENEFIT PLAN plan number (PN) » 501

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

WKW NORTH

AMERICA HOLDING, INC.

20-5268658

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(@) Name of insurance carrier
PRINCIPAL LIFE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
42-0127290 61271 1017860 608 05/01/2023 04/30/2024

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

18208

2753

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

BALDWIN KRYSTYN SHERMAN PARTNERS

4211 W BOY SCOUT BLVD STE 800

TAMPA, FL 33607

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

18208

0| BONUS

3

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

WATCHTOWER BENEFITS LLC

306 W ERIE STREET
SUITE 300
CHICAGO, IL 60654

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2753 | SERVICE FEE

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
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Part Il | Investment and Annuity Contract Information

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b Dental (o3 D Vision
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) | D HMO contract k [X| 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 165608
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............c..ccccc..... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

No

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




SCHEDULE A Insurance Information
OMB No. 1210-0110

(Form 5500)

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

For calendar plan year 2023 or fiscal plan year beginning  05/01/2023 and ending  04/30/2024
A Name of plan B Three-digit

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

WKW NORTH AMERICA HOLDING, INC. 20-5268658

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
UNITED HEALTHCARE 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
36-2739571 79413 744182 484 05/01/2023 04/30/2024

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

4868 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

BALDWIN KRYSTYN SHERMAN PARTNERS 4211 W BOY SCOUT BLVD STE 800
TAMPA, FL 33607

Fees and other commissions paid

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

4868 0| BONUS 3

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental (o3 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 [X| 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 48680
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 requ

ired 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  05/01/2023 and ending  04/30/2024
A Name of plan B Three-digit
WKW FLEXIBLE BENEFIT PLAN plan number (PN) » 501

C Plan sponsor’s name as shown on line 2a of Form 5500
WKW NORTH AMERICA HOLDING, INC.

D Employer Identification Number (EIN)
20-5268658

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

LINCOLN NATIONAL 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
35-0472300 65675 SA3-850-291751 510 05/01/2023 04/30/2024

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

10266

2588

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

BALDWIN KRYSTYN SHERMAN PARTNERS

SuU
TA

4211 WEST BOY SCOUT BLVD

ITE 800
MPA, FL 33607

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

10266

593

SUPPLEMENTAL COMPENSATION

3

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

WATCHTOWER TECHNOLOGIES

227 W MONROE STREET

SuU

ITE 5200

CHICAGO, IL 60606

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1995

SUPPLEMENTAL COMPENSATION

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 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 |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 161632
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 requ

ired 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  05/01/2023 and ending  04/30/2024
A Name of plan B Three-digit
WKW FLEXIBLE BENEFIT PLAN plan number (PN) » 501

C Plan sponsor’s name as shown on line 2a of Form 5500
WKW NORTH AMERICA HOLDING, INC.

D Employer Identification Number (EIN)
20-5268658

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

LINCOLN NATIONAL 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
35-0472300 65675 GF3-850-291751 427 05/01/2023 04/30/2024

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

5067

1332

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

BALDWIN KRYSTYN SHERMAN PARTNERS

SuU
TA

4211 WEST BOY SCOUT BLVD

ITE 800
MPA, FL 33607

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

5067

412

SUPPLEMENTAL COMPENSATION

3

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

WATCHTOWER TECHNOLOGIES

227 W MONROE STREET

SuU

ITE 5200

CHICAGO, IL 60606

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

920

SUPPLEMENTAL COMPENSATION

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 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 76641
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 requ

ired 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  05/01/2023 and ending  04/30/2024
A Name of plan B Three-digit
WKW FLEXIBLE BENEFIT PLAN plan number (PN) » 501

C Plan sponsor’s name as shown on line 2a of Form 5500
WKW NORTH AMERICA HOLDING, INC.

D Employer Identification Number (EIN)
20-5268658

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

LINCOLN NATIONAL 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
35-0472300 65675 GD3-850-291751 257 05/01/2023 04/30/2024

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

578

1031

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

BALDWIN KRYSTYN SHERMAN PARTNERS

SuU
TA

4211 WEST BOY SCOUT BLVD

ITE 800
MPA, FL 33607

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

578

458

SUPPLEMENTAL COMPENSATION

3

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

WATCHTOWER TECHNOLOGIES

227 W MONROE STREET

SuU

ITE 5200

CHICAGO, IL 60606

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

573

SUPPLEMENTAL COMPENSATION

3

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

Schedule A (Form 5500) 2023
v. 230707



Schedule A (Form 5500) 2023 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2023 Page 3

Part Il | Investment and Annuity Contract Information

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2023 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE 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 51893
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  05/01/2023 and ending  04/30/2024
A Name of plan B Three-digit
WKW FLEXIBLE BENEFIT PLAN plan number (PN) » 501

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

WKW NORTH

AMERICA HOLDING, INC.

20-5268658

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

THE LINCOLN NATIONAL 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
35-0472300 65676 CI-000000000301 115 05/01/2023 04/30/2024

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

9535

2628

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

NATIONAL ENROLLMENT SERVICES

666 DUNDEE ROAD
#1603
NORTHBROOK, IL 60062

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

5721

962 | BROKER BONUS

3

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

BALDWIN KRYSTYN SHERMAN PARTNERS

4211 WEST BOY SCOUT BLVD
SUITE 900
TAMPA, FL 33607

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3814

160| BROKER BONUS

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

306 W ERIE STREET
3RD FL
CHICAGO, IL 60654

WATCHTOWER BENEFITS

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code

791

OVERRIDE

3

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

NFP INSURANCE SERVICES INC

1250 S CAPITAL OF TX HWY
BLDG 2 SUITE 125
AUSTIN, TX 78746

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(€)
Organization
code

715

BROKER BONUS

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
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(€)
Organization
code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code




Schedule A (Form 5500) 2023 Page 3

Part Il | Investment and Annuity Contract Information

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2023 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X| Other (specify) P CRITICAL ILLNESS

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 57402
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  05/01/2023 and ending  04/30/2024
A Name of plan B Three-digit
WKW FLEXIBLE BENEFIT PLAN plan number (PN) » 501

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

WKW NORTH

AMERICA HOLDING, INC.

20-5268658

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

THE LINCOLN NATIONAL 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
35-0472300 65676 ACC-00000000300 212 05/01/2023 04/30/2024

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

5268

1821

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

NATIONAL ENROLLMENT SERVICES

666 DUNDEE ROAD
#1603
NORTHBROOK, IL 60062

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3161

660 | BROKER BONUS

3

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

BALDWIN KRYSTYN SHERMAN PARTNERS

4211 WEST BOY SCOUT BLVD
SUITE 900
TAMPA, FL 33607

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2107

110| BROKER BONUS

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

306 W ERIE STREET
3RD FL
CHICAGO, IL 60654

Schedule A (Form 5500) 2023

WATCHTOWER BENEFITS

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code

560

OVERRIDE

3

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

NFP INSURANCE SERVICES INC

1250 S CAPITAL OF TX HWY
BLDG 2 SUITE 125
AUSTIN, TX 78746

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(€)
Organization
code

491

BROKER BONUS

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
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(€)
Organization
code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code




Schedule A (Form 5500) 2023 Page 3

Part Il | Investment and Annuity Contract Information

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2023 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X| Other (specify) » ACCIDENT

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 40724
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  05/01/2023 and ending  04/30/2024
A Name of plan B Three-digit
WKW FLEXIBLE BENEFIT PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
WKW NORTH AMERICA HOLDING, INC. 20-5268658

Part | | Service Provider Information (see instructions)

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

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

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

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2023
v. 230707



Schedule C (Form 5500) 2023 Page 2-

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

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

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

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

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

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

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

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




Schedule C (Form 5500) 2023

Page 3 -

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

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

BLUE CROSS AND BLUE SHIELD OF AL

(e)

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

compensation, for which the

()
Did indirect compensation
include eligible indirect

plan received the required
disclosures?

(@)

Enter total indirect
compensation received by
service provider excluding

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

352

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes No D

Yes No [[

Yes D No

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

(e)

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

(f)

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

Enter total indirect
compensation received by
service provider excluding

eligible indirect

(f). If none, enter -0-.

compensation for which you
answered “Yes” to element

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes |:I No D

Yes D No D

Yes D No D

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

63-0103830
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,|c
person known to be enter -0-.
a party-in-interest
13 N/A 248354
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid

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

enter -0-.

by the plan. If none,

(e)

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

(f)

Did indirect compensation

@)

Enter total indirect

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-.

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

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

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

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

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

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

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

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

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

4

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

a__ Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a_ Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Form 5500 Annual Return/Report of Employee Benefit Plan OME Nos. 12100110
This form is required to be filed for employee benefit plans under sections 104

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2023

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 Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning 05/ 01/ 2023 andending 04/ 30/ 2024
A This return/report is for: D a multiemployer plan D a multlple-'employt.er p!an (Filers check!ng this box must pr.owde 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. . .. ............ . e » D
D Check box if filing under: D Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . ........................ » [[
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
VKW FLEXI BLE BENEFI T PLAN number (PN) » | 501
1c Effective date of plan
04/ 01/ 2007
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) 20-5268658
VWKW NORTH AMERI CA HOLDI NG, | NC. 2C Plan Sponsor’s telephone
number
205- 338-4242
103 PARKVWAY EAST 2d Business code (see
instructions)
336300
PELL A TY AL 35125

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 1/28/2025
Sien Deawn. Slaska /28/ Dean Shaska
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. 2300728



Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Form 5500 (2023) Page 2
3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 620
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 plan Year ... 6a(1) 620
a(2) Total number of active participants at the end of the plan Year ..o, 6a(2) 510
b Retired or separated participants reCeiViNg DENETIS .........ciiiiuiiiei e e e s e e e e st e e e e snnreeeesannes 6b 0
Cc Other retired or separated participants entitled to future DENEfits ... 6c 0
d Subtotal. Add lINES BA(2), BB, BNG BC.........ceeveeeirerereiteiereeteeeteeteteeteeeteetete et et eteetesestessesestessetesaseetesseseesesessensasessesesesnsans 6d 510
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ccccoeiiiinin e, 6e
f Total. Add INES BA AN BE. .......ccucuiiiiii i bbb 6f
1 Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6a(l
g( ) (olol00] o] (= (a1 S (=T 1 ) PP PUPPUTRUPPPPN g( )
2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
g( ) (oToTa0] o] L= (=R (0 SN =T o ) SRR 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
€SS thaN 1005 VESEEU. ... eesiie it s eet e st s stesstes et ees et et esesses st es st en st ensstens st ens et ens et ons et et es et ens et ens et ensessnsencsen st ensstansssneas 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4D 4E 4Q 4B 4F 4H
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) E Insurance
2) I Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
) Trust 3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) D 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 @ D ( )
Purchase Plan Actuarial Information) - signed by the plan (3) @ A (Insurance Information) — Number Attached _ 7
actuary 4) IE C (Service Provider Information)
3) D SB (Sln.gle-Em-poner 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)

® ]

MEP (Multiple-Employer Retirement Plan Information)



Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Form 5500 (2023) Page 3
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.) evvoereeereenren e, [] Yes X No

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

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... |:| Yes 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




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

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 Lab .
Employee B;ﬁ;ﬁt?ggcﬁritya,&z;‘linistration » 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 05/ 01/ 2023 andending 04/ 30/ 2024
A Name of plan B Three-digit
WKW FLEXI BLE BENEFI T PLAN plan number (PN) [3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VKW NORTH AMERI CA HOLDI NG, | NC. 20- 5268658
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:

(a) Name of insurance carrier

Principal Life Insurance Conpany

(e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or
(b) EIN code identification number pegzﬁgjg?\cli:ﬁ?ai ;e/ggrof (f) From (g) To
42-0127290 61271 1017860 608 05/ 01/ 2023 04/ 30/ 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

18, 208 2,753

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

BALDW N _KRYSTYN SHERVAN PARTNERS
4211 W BOY SCOUT BLVD STE 800

TAMPA FL 33607

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

18, 208 0 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Wat cht ower Benefits LLC
306 WErie Street

Sui te 300
Chi cago IL 60654
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
service fee
0 2,753 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230728
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Schedule A (Form 5500) 2023 Page 2 —

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

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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Schedule A (Form 5500) 2023 Page 3

Partll | Investment and Annuity Contract Information

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

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

5 Current value of plan’s interest under this contract in separate accounts at Year €nd............ccovvevvvvvrscesenssnennns 5

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

D Premiums PAI0 10 CATIET ............viueeeieeeceeeeeceee ettt ettt a et en et es st en st seneneesesnes 6b
C  Premiums due but unpaid at the end Of the YA .......c..coiiiiiiii e 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 POIICY, ENEN AMOUNL..........coiiiiiiii ittt e e seb e e e e e snbeee e e snnees
Specify nature of costs P
e 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 4 [[
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
©) D guaranteed investment (4) D other P
b  Balance at the end of the PrEVIOUS YEAI ..............ccccccveueeeeeeeeeeeeeeeeeee e | 7b
C  Additions: (1) Contributions deposited during the year............ccccccovvverennns 7c(1)
(2) DIVIeNds @Nd CrEOILS. .........c.cvveeeeieeeeeeeeeeeeeee e 7¢c(2)
(3) Interest credited dUrng the YEar............ccceveeveeveeeeeeeeeeeee s 7¢(3)
(4) Transferred from SeParate aCCOUNt ...........c.cvovvivevereeeresererseeeeeeeseeesenees 7c(4)
(5) Other (SPECIY DEIOW) ........c.ovevreeieieseeeeeeeeeee e en e 7¢(5)
4
(B) TOLAI AUUIEONS. ... ceses et es e st s e s8££ bbbt 7¢(6)
d Total of balance and additions (add [iNES 7B aNd 7C(6)). .......ccevevvrverereieereeieieeeeseeee ettt eeeresenenenesesenenenenenenans | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(3) Transferred to separate account .. | 7e(3)
(4) Other (SPECITY DEIOW) .........ceiveviveeeesesteeee e r e 7e(4)
4
(5) TOLAI ARAUCHIONS. .......cocvovvececeeeeeccee et es st s ettt sseae et en et et es s se st et esens et e s s s e st et s e set e s et ensnaeaesennestesnas 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from Ne 7d) ..........ccocoevereereririiererecserereseenenneas | 7f
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Schedule A (Form 5500) 2023

Page 4

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b B Dental

e D Temporary disability (accident and sickness)

i D Stop loss (large deductible) j D HMO contract
m [ ] other (specify) »

f [ ] Long-term disability

C D Vision

k @ PPO contract

d D Life insurance

g D Supplemental unemployment  h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........couiiiiiiieiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccoovvveeeerinnenn. 9a(2)
(3) Increase (decrease) in unearned pPremium reSErVe.........coccueeveeerneenns 9a(3)
(8) EAINEA (1) + (2) = (3))-rvvvvveerrrerrssseeseeeseseeeseseesesseeseseesessesseseee s eeses s eessesseee s sessseeeesesssssee | 9a(4) 0
b Benefit charges (1) ClaimSs PaId...........cccoeeviriviveriiireeeieeee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ............c.ccevveeeevieieresieesieeanns 9b(2)
(3) Incurred claims (Add (1) @NA (2)).....cveiveiieeiireiere ettt ettt et e st e e bessete st e s ebe st eseabe st eresbesea 9b(3) 0
(4) ClAIMS CRAIGEU .......iviiviieeiiieeete ettt ettt ettt et e e ae et se e b et et e et e se e b et ese et e b ebe st ese et e s ebe st eseabe s eresteneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt en e aeanenas 9c(1)(A)
(B) Administrative service or other fees............ccoevveeerevevesieesenenns 9¢(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OhEr EXPENSES ...evvivireieiierierierieriesiestestessesssasaeseessesseseessessessessanns 9¢(1)(D)
(E) TAXES ...eovnveeeeeeeeeeeeeeee s ene st nes et 9¢c(1)(E)
(F) Charges for risks or other contingencies..............ccocvvvvverveurnenn. 9¢c(1)(F)
(G) Other retention Charges.........cceoiueeeiieeiiie e 9c(1)(G)
L) LI E= T C10=1 01 oo FO TR 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....coevueennne 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 .......euvvieiieietetete et et ettt eae et et ete et ete et e e ete et ese et e et ese et essete st ese et essebe st eseebe s ebesteseebe s ebesteseabessarestesea 9d(2)
(3) OFNEI TESEIVES ...ttt ittt stttk b bttt e b b e bt e bt e h £ e Rt e Rt e e e et e e bt e bt e b e e b e e bt eh e es b ea b e b e ebeebeebeebeentene e e e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......c..cccevcveveernnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CATIEr ..........cccoiiiiiiie i 10a 165, 608
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ................c......... 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 If the answer to line 11 is “Yes,” specify the information not provided. »




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

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 Lab .
Employee B;ﬁ;ﬁt?ggcﬁritya,&z;‘linistration » 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 05/ 01/ 2023 andending 04/ 30/ 2024
A Name of plan B Three-digit
WKW FLEXI BLE BENEFI T PLAN plan number (PN) [3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VKW NORTH AMERI CA HOLDI NG, | NC. 20- 5268658
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:

(a) Name of insurance carrier

United Heal thcare I nsurance Conpany

(e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or
(b) EIN code identification number pegzﬁgjg?\cli:ﬁ?ai ;e/ggrof (f) From (g) To
36- 2739571 79413 744182 484 05/ 01/ 2023 04/ 30/ 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

4,868 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

BALDW N _KRYSTYN SHERVAN PARTNERS
4211 W BOY SCOUT BLVD STE 800

TAMPA FL 33607

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

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

bonus

4, 868 0 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. 230728



Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023 Page 2 —

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

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




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023 Page 3

Partll | Investment and Annuity Contract Information

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

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

5 Current value of plan’s interest under this contract in separate accounts at Year €nd............ccovvevvvvvrscesenssnennns 5

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

D Premiums PAI0 10 CATIET ............viueeeieeeceeeeeceee ettt ettt a et en et es st en st seneneesesnes 6b
C  Premiums due but unpaid at the end Of the YA .......c..coiiiiiiii e 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 POIICY, ENEN AMOUNL..........coiiiiiiii ittt e e seb e e e e e snbeee e e snnees
Specify nature of costs P
e 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 4 [[
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
©) D guaranteed investment (4) D other P
b  Balance at the end of the PrEVIOUS YEAI ..............ccccccveueeeeeeeeeeeeeeeeeee e | 7b
C  Additions: (1) Contributions deposited during the year............ccccccovvverennns 7c(1)
(2) DIVIeNds @Nd CrEOILS. .........c.cvveeeeieeeeeeeeeeeeeee e 7¢c(2)
(3) Interest credited dUrng the YEar............ccceveeveeveeeeeeeeeeeee s 7¢(3)
(4) Transferred from SeParate aCCOUNt ...........c.cvovvivevereeeresererseeeeeeeseeesenees 7c(4)
(5) Other (SPECIY DEIOW) ........c.ovevreeieieseeeeeeeeeee e en e 7¢(5)
4
(B) TOLAI AUUIEONS. ... ceses et es e st s e s8££ bbbt 7¢(6)
d Total of balance and additions (add [iNES 7B aNd 7C(6)). .......ccevevvrverereieereeieieeeeseeee ettt eeeresenenenesesenenenenenenans | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(3) Transferred to separate account .. | 7e(3)
(4) Other (SPECITY DEIOW) .........ceiveviveeeesesteeee e r e 7e(4)
4
(5) TOLAI ARAUCHIONS. .......cocvovvececeeeeeccee et es st s ettt sseae et en et et es s se st et esens et e s s s e st et s e set e s et ensnaeaesennestesnas 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from Ne 7d) ..........ccocoevereereririiererecserereseenenneas | 7f




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023

Page 4

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b D Dental

e D Temporary disability (accident and sickness)

i D Stop loss (large deductible) j D HMO contract
m [ ] other (specify) »

f [ ] Long-term disability

C @ Vision

k @ PPO contract

d D Life insurance

g D Supplemental unemployment  h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........couiiiiiiieiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccoovvveeeerinnenn. 9a(2)
(3) Increase (decrease) in unearned pPremium reSErVe.........coccueeveeerneenns 9a(3)
(8) EAINEA (1) + (2) = (3))-rvvvvveerrrerrssseeseeeseseeeseseesesseeseseesessesseseee s eeses s eessesseee s sessseeeesesssssee | 9a(4) 0
b Benefit charges (1) ClaimSs PaId...........cccoeeviriviveriiireeeieeee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ............c.ccevveeeevieieresieesieeanns 9b(2)
(3) Incurred claims (Add (1) @NA (2)).....cveiveiieeiireiere ettt ettt et e st e e bessete st e s ebe st eseabe st eresbesea 9b(3) 0
(4) ClAIMS CRAIGEU .......iviiviieeiiieeete ettt ettt ettt et e e ae et se e b et et e et e se e b et ese et e b ebe st ese et e s ebe st eseabe s eresteneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt en e aeanenas 9c(1)(A)
(B) Administrative service or other fees............ccoevveeerevevesieesenenns 9¢(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OhEr EXPENSES ...evvivireieiierierierieriesiestestessesssasaeseessesseseessessessessanns 9¢(1)(D)
(E) TAXES ...eovnveeeeeeeeeeeeeeee s ene st nes et 9¢c(1)(E)
(F) Charges for risks or other contingencies..............ccocvvvvverveurnenn. 9¢c(1)(F)
(G) Other retention Charges.........cceoiueeeiieeiiie e 9c(1)(G)
L) LI E= T C10=1 01 oo FO TR 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....coevueennne 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 .......euvvieiieietetete et et ettt eae et et ete et ete et e e ete et ese et e et ese et essete st ese et essebe st eseebe s ebesteseebe s ebesteseabessarestesea 9d(2)
(3) OFNEI TESEIVES ...ttt ittt stttk b bttt e b b e bt e bt e h £ e Rt e Rt e e e et e e bt e bt e b e e b e e bt eh e es b ea b e b e ebeebeebeebeentene e e e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......c..cccevcveveernnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CATIEr ..........cccoiiiiiiie i 10a 48, 680
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ................c......... 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 If the answer to line 11 is “Yes,” specify the information not provided. »




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

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 Lab .
Employee B;ﬁ;ﬁt?ggcﬁritya,&z;‘linistration » 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 05/ 01/ 2023 andending 04/ 30/ 2024
A Name of plan B Three-digit
WKW FLEXI BLE BENEFI T PLAN plan number (PN) [3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VKW NORTH AMERI CA HOLDI NG, | NC. 20- 5268658
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:

(a) Name of insurance carrier

Li ncol n National Life Insurance Conpany

(e) Approximate number of Policy or contract year
(b) EIN (c) ’\(;AIC id (dt)_f'Cc;'ntract orb persons covered at end of fE T
code identification number policy or contract year (f) From (g) To
35- 0472300 65675 SA3- 850- 291751 510 05/ 01/ 2023 04/ 30/ 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

10, 266 2,588

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

Bal dwi n Kr%styn Sherman Partners
4211 West Boy” Scout Bl vd

Suite 800
Tanpa FL 33607

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

commissions paid (c) Amount (d) Purpose (e) Organization code
suppl enental conpensati on

10, 266 593 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
WAt cht ower Technol ogi es
227 W Monroe Street

Suite 5200
Chi cago IL 60606
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
suppl ement al conpensati on
0 1, 995 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230728



Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023 Page 2 —

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

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




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023 Page 3

Partll | Investment and Annuity Contract Information

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

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

5 Current value of plan’s interest under this contract in separate accounts at Year €nd............ccovvevvvvvrscesenssnennns 5

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

D Premiums PAI0 10 CATIET ............viueeeieeeceeeeeceee ettt ettt a et en et es st en st seneneesesnes 6b
C  Premiums due but unpaid at the end Of the YA .......c..coiiiiiiii e 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 POIICY, ENEN AMOUNL..........coiiiiiiii ittt e e seb e e e e e snbeee e e snnees
Specify nature of costs P
e 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 4 [[
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
©) D guaranteed investment (4) D other P
b  Balance at the end of the PrEVIOUS YEAI ..............ccccccveueeeeeeeeeeeeeeeeeee e | 7b
C  Additions: (1) Contributions deposited during the year............ccccccovvverennns 7c(1)
(2) DIVIeNds @Nd CrEOILS. .........c.cvveeeeieeeeeeeeeeeeeee e 7¢c(2)
(3) Interest credited dUrng the YEar............ccceveeveeveeeeeeeeeeeee s 7¢(3)
(4) Transferred from SeParate aCCOUNt ...........c.cvovvivevereeeresererseeeeeeeseeesenees 7c(4)
(5) Other (SPECIY DEIOW) ........c.ovevreeieieseeeeeeeeeee e en e 7¢(5)
4
(B) TOLAI AUUIEONS. ... ceses et es e st s e s8££ bbbt 7¢(6)
d Total of balance and additions (add [iNES 7B aNd 7C(6)). .......ccevevvrverereieereeieieeeeseeee ettt eeeresenenenesesenenenenenenans | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(3) Transferred to separate account .. | 7e(3)
(4) Other (SPECITY DEIOW) .........ceiveviveeeesesteeee e r e 7e(4)
4
(5) TOLAI ARAUCHIONS. .......cocvovvececeeeeeccee et es st s ettt sseae et en et et es s se st et esens et e s s s e st et s e set e s et ensnaeaesennestesnas 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from Ne 7d) ..........ccocoevereereririiererecserereseenenneas | 7f




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023

Page 4

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b D Dental

e D Temporary disability (accident and sickness)

i D Stop loss (large deductible) j D HMO contract
m [ ] other (specify) »

f [ ] Long-term disability

C D Vision

k D PPO contract

d IE Life insurance

g D Supplemental unemployment  h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........couiiiiiiieiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccoovvveeeerinnenn. 9a(2)
(3) Increase (decrease) in unearned pPremium reSErVe.........coccueeveeerneenns 9a(3)
(8) EAINEA (1) + (2) = (3))-rvvvvveerrrerrssseeseeeseseeeseseesesseeseseesessesseseee s eeses s eessesseee s sessseeeesesssssee | 9a(4) 0
b Benefit charges (1) ClaimSs PaId...........cccoeeviriviveriiireeeieeee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ............c.ccevveeeevieieresieesieeanns 9b(2)
(3) Incurred claims (Add (1) @NA (2)).....cveiveiieeiireiere ettt ettt et e st e e bessete st e s ebe st eseabe st eresbesea 9b(3) 0
(4) ClAIMS CRAIGEU .......iviiviieeiiieeete ettt ettt ettt et e e ae et se e b et et e et e se e b et ese et e b ebe st ese et e s ebe st eseabe s eresteneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt en e aeanenas 9c(1)(A)
(B) Administrative service or other fees............ccoevveeerevevesieesenenns 9¢(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OhEr EXPENSES ...evvivireieiierierierieriesiestestessesssasaeseessesseseessessessessanns 9¢(1)(D)
(E) TAXES ...eovnveeeeeeeeeeeeeeee s ene st nes et 9¢c(1)(E)
(F) Charges for risks or other contingencies..............ccocvvvvverveurnenn. 9¢c(1)(F)
(G) Other retention Charges.........cceoiueeeiieeiiie e 9c(1)(G)
L) LI E= T C10=1 01 oo FO TR 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....coevueennne 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 .......euvvieiieietetete et et ettt eae et et ete et ete et e e ete et ese et e et ese et essete st ese et essebe st eseebe s ebesteseebe s ebesteseabessarestesea 9d(2)
(3) OFNEI TESEIVES ...ttt ittt stttk b bttt e b b e bt e bt e h £ e Rt e Rt e e e et e e bt e bt e b e e b e e bt eh e es b ea b e b e ebeebeebeebeentene e e e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......c..cccevcveveernnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CATIEr ..........cccoiiiiiiie i 10a 161, 632
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ................c......... 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 If the answer to line 11 is “Yes,” specify the information not provided. »




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

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 Lab .
Employee B;ﬁ;ﬁt?ggcﬁritya,&z;‘linistration » 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 05/ 01/ 2023 andending 04/ 30/ 2024
A Name of plan B Three-digit
WKW FLEXI BLE BENEFI T PLAN plan number (PN) [3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VKW NORTH AMERI CA HOLDI NG, | NC. 20- 5268658
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:

(a) Name of insurance carrier

Li ncol n National Life Insurance Conpany

(e) Approximate number of Policy or contract year
(b) EIN (c) ’\(;AIC id (dt)_f'Cc;'ntract orb persons covered at end of fE T
code identification number policy or contract year (f) From (g) To
35- 0472300 65675 GF3-850- 291751 427 05/ 01/ 2023 04/ 30/ 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

5, 067 1,332

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

Bal dwi n Kr%styn Sherman Partners
4211 West Boy” Scout Bl vd

Suite 800
Tanpa FL 33607

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

commissions paid (c) Amount (d) Purpose (e) Organization code
suppl enental conpensati on

5, 067 412 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
WAt cht ower Technol ogi es
227 W Monroe Street

Suite 5200
Chi cago IL 60606
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
suppl ement al conpensati on
0 920 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230728
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Schedule A (Form 5500) 2023 Page 2 —

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

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




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023 Page 3

Partll | Investment and Annuity Contract Information

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

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

5 Current value of plan’s interest under this contract in separate accounts at Year €nd............ccovvevvvvvrscesenssnennns 5

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

D Premiums PAI0 10 CATIET ............viueeeieeeceeeeeceee ettt ettt a et en et es st en st seneneesesnes 6b
C  Premiums due but unpaid at the end Of the YA .......c..coiiiiiiii e 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 POIICY, ENEN AMOUNL..........coiiiiiiii ittt e e seb e e e e e snbeee e e snnees
Specify nature of costs P
e 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 4 [[
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
©) D guaranteed investment (4) D other P
b  Balance at the end of the PrEVIOUS YEAI ..............ccccccveueeeeeeeeeeeeeeeeeee e | 7b
C  Additions: (1) Contributions deposited during the year............ccccccovvverennns 7c(1)
(2) DIVIeNds @Nd CrEOILS. .........c.cvveeeeieeeeeeeeeeeeeee e 7¢c(2)
(3) Interest credited dUrng the YEar............ccceveeveeveeeeeeeeeeeee s 7¢(3)
(4) Transferred from SeParate aCCOUNt ...........c.cvovvivevereeeresererseeeeeeeseeesenees 7c(4)
(5) Other (SPECIY DEIOW) ........c.ovevreeieieseeeeeeeeeee e en e 7¢(5)
4
(B) TOLAI AUUIEONS. ... ceses et es e st s e s8££ bbbt 7¢(6)
d Total of balance and additions (add [iNES 7B aNd 7C(6)). .......ccevevvrverereieereeieieeeeseeee ettt eeeresenenenesesenenenenenenans | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(3) Transferred to separate account .. | 7e(3)
(4) Other (SPECITY DEIOW) .........ceiveviveeeesesteeee e r e 7e(4)
4
(5) TOLAI ARAUCHIONS. .......cocvovvececeeeeeccee et es st s ettt sseae et en et et es s se st et esens et e s s s e st et s e set e s et ensnaeaesennestesnas 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from Ne 7d) ..........ccocoevereereririiererecserereseenenneas | 7f




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023

Page 4

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b D Dental

e D Temporary disability (accident and sickness)

i D Stop loss (large deductible) j D HMO contract
m [ ] other (specify) »

f [X Long-term disability

C D Vision

k D PPO contract

d D Life insurance

g D Supplemental unemployment  h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........couiiiiiiieiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccoovvveeeerinnenn. 9a(2)
(3) Increase (decrease) in unearned pPremium reSErVe.........coccueeveeerneenns 9a(3)
(8) EAINEA (1) + (2) = (3))-rvvvvveerrrerrssseeseeeseseeeseseesesseeseseesessesseseee s eeses s eessesseee s sessseeeesesssssee | 9a(4) 0
b Benefit charges (1) ClaimSs PaId...........cccoeeviriviveriiireeeieeee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ............c.ccevveeeevieieresieesieeanns 9b(2)
(3) Incurred claims (Add (1) @NA (2)).....cveiveiieeiireiere ettt ettt et e st e e bessete st e s ebe st eseabe st eresbesea 9b(3) 0
(4) ClAIMS CRAIGEU .......iviiviieeiiieeete ettt ettt ettt et e e ae et se e b et et e et e se e b et ese et e b ebe st ese et e s ebe st eseabe s eresteneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt en e aeanenas 9c(1)(A)
(B) Administrative service or other fees............ccoevveeerevevesieesenenns 9¢(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OhEr EXPENSES ...evvivireieiierierierieriesiestestessesssasaeseessesseseessessessessanns 9¢(1)(D)
(E) TAXES ...eovnveeeeeeeeeeeeeeee s ene st nes et 9¢c(1)(E)
(F) Charges for risks or other contingencies..............ccocvvvvverveurnenn. 9¢c(1)(F)
(G) Other retention Charges.........cceoiueeeiieeiiie e 9c(1)(G)
L) LI E= T C10=1 01 oo FO TR 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....coevueennne 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 .......euvvieiieietetete et et ettt eae et et ete et ete et e e ete et ese et e et ese et essete st ese et essebe st eseebe s ebesteseebe s ebesteseabessarestesea 9d(2)
(3) OFNEI TESEIVES ...ttt ittt stttk b bttt e b b e bt e bt e h £ e Rt e Rt e e e et e e bt e bt e b e e b e e bt eh e es b ea b e b e ebeebeebeebeentene e e e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......c..cccevcveveernnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid to CAMMET ..............cco.cueveueeeeeeeeeeeeeseeeeseeee s eses e enesereesereeseneas 10a 76, 641
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ................c......... 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 If the answer to line 11 is “Yes,” specify the information not provided. »




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

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 Lab .
Employee B;ﬁ;ﬁt?ggcﬁritya,&z;‘linistration » 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 05/ 01/ 2023 andending 04/ 30/ 2024
A Name of plan B Three-digit
WKW FLEXI BLE BENEFI T PLAN plan number (PN) [3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VKW NORTH AMERI CA HOLDI NG, | NC. 20- 5268658
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:

(a) Name of insurance carrier

Li ncol n National Life Insurance Conpany

(e) Approximate number of Policy or contract year
(b) EIN (c) ’\(;AIC id (dt)_f'Cc;'ntract orb persons covered at end of fE T
code identification number policy or contract year (f) From (g) To
35- 0472300 65675 GD3- 850- 291751 257 05/ 01/ 2023 04/ 30/ 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

578 1,031

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

Bal dwi n Kr%styn Sherman Partners
4211 West Boy” Scout Bl vd

Suite 800
Tanpa FL 33607

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

commissions paid (c) Amount (d) Purpose (e) Organization code
suppl enental conpensati on

578 458 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
WAt cht ower Technol ogi es
227 W Monroe Street

Suite 5200
Chi cago IL 60606
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
suppl ement al conpensati on
0 573 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230728
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Schedule A (Form 5500) 2023 Page 2 —

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

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




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023 Page 3

Partll | Investment and Annuity Contract Information

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

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

5 Current value of plan’s interest under this contract in separate accounts at Year €nd............ccovvevvvvvrscesenssnennns 5

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

D Premiums PAI0 10 CATIET ............viueeeieeeceeeeeceee ettt ettt a et en et es st en st seneneesesnes 6b
C  Premiums due but unpaid at the end Of the YA .......c..coiiiiiiii e 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 POIICY, ENEN AMOUNL..........coiiiiiiii ittt e e seb e e e e e snbeee e e snnees
Specify nature of costs P
e 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 4 [[
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
©) D guaranteed investment (4) D other P
b  Balance at the end of the PrEVIOUS YEAI ..............ccccccveueeeeeeeeeeeeeeeeeee e | 7b
C  Additions: (1) Contributions deposited during the year............ccccccovvverennns 7c(1)
(2) DIVIeNds @Nd CrEOILS. .........c.cvveeeeieeeeeeeeeeeeeee e 7¢c(2)
(3) Interest credited dUrng the YEar............ccceveeveeveeeeeeeeeeeee s 7¢(3)
(4) Transferred from SeParate aCCOUNt ...........c.cvovvivevereeeresererseeeeeeeseeesenees 7c(4)
(5) Other (SPECIY DEIOW) ........c.ovevreeieieseeeeeeeeeee e en e 7¢(5)
4
(B) TOLAI AUUIEONS. ... ceses et es e st s e s8££ bbbt 7¢(6)
d Total of balance and additions (add [iNES 7B aNd 7C(6)). .......ccevevvrverereieereeieieeeeseeee ettt eeeresenenenesesenenenenenenans | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(3) Transferred to separate account .. | 7e(3)
(4) Other (SPECITY DEIOW) .........ceiveviveeeesesteeee e r e 7e(4)
4
(5) TOLAI ARAUCHIONS. .......cocvovvececeeeeeccee et es st s ettt sseae et en et et es s se st et esens et e s s s e st et s e set e s et ensnaeaesennestesnas 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from Ne 7d) ..........ccocoevereereririiererecserereseenenneas | 7f




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023

Page 4

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b D Dental

e E Temporary disability (accident and sickness)

i D Stop loss (large deductible) j D HMO contract
m [ ] other (specify) »

f [ ] Long-term disability

C D Vision

k D PPO contract

d D Life insurance

g D Supplemental unemployment  h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........couiiiiiiieiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccoovvveeeerinnenn. 9a(2)
(3) Increase (decrease) in unearned pPremium reSErVe.........coccueeveeerneenns 9a(3)
(8) EAINEA (1) + (2) = (3))-rvvvvveerrrerrssseeseeeseseeeseseesesseeseseesessesseseee s eeses s eessesseee s sessseeeesesssssee | 9a(4) 0
b Benefit charges (1) ClaimSs PaId...........cccoeeviriviveriiireeeieeee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ............c.ccevveeeevieieresieesieeanns 9b(2)
(3) Incurred claims (Add (1) @NA (2)).....cveiveiieeiireiere ettt ettt et e st e e bessete st e s ebe st eseabe st eresbesea 9b(3) 0
(4) ClAIMS CRAIGEU .......iviiviieeiiieeete ettt ettt ettt et e e ae et se e b et et e et e se e b et ese et e b ebe st ese et e s ebe st eseabe s eresteneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt en e aeanenas 9c(1)(A)
(B) Administrative service or other fees............ccoevveeerevevesieesenenns 9¢(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OhEr EXPENSES ...evvivireieiierierierieriesiestestessesssasaeseessesseseessessessessanns 9¢(1)(D)
(E) TAXES ...eovnveeeeeeeeeeeeeeee s ene st nes et 9¢c(1)(E)
(F) Charges for risks or other contingencies..............ccocvvvvverveurnenn. 9¢c(1)(F)
(G) Other retention Charges.........cceoiueeeiieeiiie e 9c(1)(G)
L) LI E= T C10=1 01 oo FO TR 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....coevueennne 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 .......euvvieiieietetete et et ettt eae et et ete et ete et e e ete et ese et e et ese et essete st ese et essebe st eseebe s ebesteseebe s ebesteseabessarestesea 9d(2)
(3) OFNEI TESEIVES ...ttt ittt stttk b bttt e b b e bt e bt e h £ e Rt e Rt e e e et e e bt e bt e b e e b e e bt eh e es b ea b e b e ebeebeebeebeentene e e e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......c..cccevcveveernnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CATIEr ..........cccoiiiiiiie i 10a 51, 893
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ................c......... 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 If the answer to line 11 is “Yes,” specify the information not provided. »




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

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 05/ 01/ 2023 andending 04/ 30/ 2024
A Name of plan B Three-digit
WKW FLEXI BLE BENEFI T PLAN plan number (PN) [3 501

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

WKW NORTH AMERI CA HOLDI NG, | NC. 20- 5268658
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:

(a) Name of insurance carrier

The Lincoln National Life Insurance Conpany

(e) Approximate number of Policy or contract year
(b) EIN (c) ’\(;AIC id (dt)_f'Cc;'ntract orb persons covered at end of fE T
code identification number policy or contract year (f) From (g) To
35- 0472300 65676 Cl - 000000000301 115 05/ 01/ 2023 04/ 30/ 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
9, 535 2,628

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

Nat i onal Enrol | ment Services
666 Dundee Road

#1603
Nor t hbr ook L 60062
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
br oker bonus
5,721 962 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Bal dwi n Krystyn Shernman Partners
4211 West Boy Scout Bl vd

Suite 900
Tanpa FL 33607

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

br oker bonus

(b) Amount of sales and base
commissions paid

3,814 160 3
Schedule A (Form 5500) 2023
v. 230728

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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Schedule A (Form 5500) 2023 Page 2 —

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

Wat cht ower Benefits
306 WErie Street

3rd FI
Chi cago IL 60654
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
override
0 791 3

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

NFP | nsurance Services |nc
1250 S Capital of TX Hwy
Bldg 2 Suite 125

Austin TX 78746
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
br oker bonus
0 715 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)

Organization
code

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




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023 Page 3

Partll | Investment and Annuity Contract Information

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

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

5 Current value of plan’s interest under this contract in separate accounts at Year €nd............ccovvevvvvvrscesenssnennns 5

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

D Premiums PAI0 10 CATIET ............viueeeieeeceeeeeceee ettt ettt a et en et es st en st seneneesesnes 6b
C  Premiums due but unpaid at the end Of the YA .......c..coiiiiiiii e 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 POIICY, ENEN AMOUNL..........coiiiiiiii ittt e e seb e e e e e snbeee e e snnees
Specify nature of costs P
e 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 4 [[
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
©) D guaranteed investment (4) D other P
b  Balance at the end of the PrEVIOUS YEAI ..............ccccccveueeeeeeeeeeeeeeeeeee e | 7b
C  Additions: (1) Contributions deposited during the year............ccccccovvverennns 7c(1)
(2) DIVIeNds @Nd CrEOILS. .........c.cvveeeeieeeeeeeeeeeeeee e 7¢c(2)
(3) Interest credited dUrng the YEar............ccceveeveeveeeeeeeeeeeee s 7¢(3)
(4) Transferred from SeParate aCCOUNt ...........c.cvovvivevereeeresererseeeeeeeseeesenees 7c(4)
(5) Other (SPECIY DEIOW) ........c.ovevreeieieseeeeeeeeeee e en e 7¢(5)
4
(B) TOLAI AUUIEONS. ... ceses et es e st s e s8££ bbbt 7¢(6)
d Total of balance and additions (add [iNES 7B aNd 7C(6)). .......ccevevvrverereieereeieieeeeseeee ettt eeeresenenenesesenenenenenenans | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(3) Transferred to separate account .. | 7e(3)
(4) Other (SPECITY DEIOW) .........ceiveviveeeesesteeee e r e 7e(4)
4
(5) TOLAI ARAUCHIONS. .......cocvovvececeeeeeccee et es st s ettt sseae et en et et es s se st et esens et e s s s e st et s e set e s et ensnaeaesennestesnas 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from Ne 7d) ..........ccocoevereereririiererecserereseenenneas | 7f
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Part lll | Welfare Benefit Contract Information
If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b D Dental

e D Temporary disability (accident and sickness)

i D Stop loss (large deductible) j D HMO contract
m [X| Other (specify) Pcritical illness

f [ ] Long-term disability

C D Vision

k D PPO contract

d D Life insurance

g D Supplemental unemployment  h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........couiiiiiiieiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccoovvveeeerinnenn. 9a(2)
(3) Increase (decrease) in unearned pPremium reSErVe.........coccueeveeerneenns 9a(3)
(8) EAINEA (1) + (2) = (3))-rvvvvveerrrerrssseeseeeseseeeseseesesseeseseesessesseseee s eeses s eessesseee s sessseeeesesssssee | 9a(4) 0
b Benefit charges (1) ClaimSs PaId...........cccoeeviriviveriiireeeieeee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ............c.ccevveeeevieieresieesieeanns 9b(2)
(3) Incurred claims (Add (1) @NA (2)).....cveiveiieeiireiere ettt ettt et e st e e bessete st e s ebe st eseabe st eresbesea 9b(3) 0
(4) ClAIMS CRAIGEU .......iviiviieeiiieeete ettt ettt ettt et e e ae et se e b et et e et e se e b et ese et e b ebe st ese et e s ebe st eseabe s eresteneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt en e aeanenas 9c(1)(A)
(B) Administrative service or other fees............ccoevveeerevevesieesenenns 9¢(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OhEr EXPENSES ...evvivireieiierierierieriesiestestessesssasaeseessesseseessessessessanns 9¢(1)(D)
(E) TAXES ...eovnveeeeeeeeeeeeeeee s ene st nes et 9¢c(1)(E)
(F) Charges for risks or other contingencies..............ccocvvvvverveurnenn. 9¢c(1)(F)
(G) Other retention Charges.........cceoiueeeiieeiiie e 9c(1)(G)
L) LI E= T C10=1 01 oo FO TR 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....coevueennne 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 .......euvvieiieietetete et et ettt eae et et ete et ete et e e ete et ese et e et ese et essete st ese et essebe st eseebe s ebesteseebe s ebesteseabessarestesea 9d(2)
(3) OFNEI TESEIVES ...ttt ittt stttk b bttt e b b e bt e bt e h £ e Rt e Rt e e e et e e bt e bt e b e e b e e bt eh e es b ea b e b e ebeebeebeebeentene e e e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......c..cccevcveveernnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid to CAMMET ..............cco.cueveueeeeeeeeeeeeeseeeeseeee s eses e enesereesereeseneas 10a 57, 402
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ................c......... 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 If the answer to line 11 is “Yes,” specify the information not provided. »
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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 05/ 01/ 2023 andending 04/ 30/ 2024
A Name of plan B Three-digit
WKW FLEXI BLE BENEFI T PLAN plan number (PN) [3 501

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

WKW NORTH AMERI CA HOLDI NG, | NC. 20- 5268658
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:

(a) Name of insurance carrier

The Lincoln National Life Insurance Conpany

(e) Approximate number of Policy or contract year
(b) EIN (c) ’\(;AIC id (dt)_f'Cc;'ntract orb persons covered at end of fE T
code identification number policy or contract year (f) From (g) To
35- 0472300 65676 ACC- 00000000300 212 05/ 01/ 2023 04/ 30/ 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
5, 268 1, 821

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

Nat i onal Enrol | ment Services
666 Dundee Road

#1603
Nor t hbr ook L 60062
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
br oker bonus
3,161 660 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Bal dwi n Krystyn Shernman Partners
4211 West Boy Scout Bl vd

Suite 900
Tanpa FL 33607

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

br oker bonus

(b) Amount of sales and base
commissions paid

2,107 110 3
Schedule A (Form 5500) 2023
v. 230728

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

Wat cht ower Benefits
306 WErie Street

3rd FI
Chi cago IL 60654
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
override
0 560 3

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

NFP | nsurance Services |nc
1250 S Capital of TX Hwy
Bldg 2 Suite 125

Austin TX 78746
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
br oker bonus
0 491 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)

Organization
code

(b) Amount of sales and base
commissions paid (c) Amount (d) Purpose
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Schedule A (Form 5500) 2023 Page 3

Partll | Investment and Annuity Contract Information

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

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

5 Current value of plan’s interest under this contract in separate accounts at Year €nd............ccovvevvvvvrscesenssnennns 5

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

D Premiums PAI0 10 CATIET ............viueeeieeeceeeeeceee ettt ettt a et en et es st en st seneneesesnes 6b
C  Premiums due but unpaid at the end Of the YA .......c..coiiiiiiii e 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 POIICY, ENEN AMOUNL..........coiiiiiiii ittt e e seb e e e e e snbeee e e snnees
Specify nature of costs P
e 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 4 [[
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
©) D guaranteed investment (4) D other P
b  Balance at the end of the PrEVIOUS YEAI ..............ccccccveueeeeeeeeeeeeeeeeeee e | 7b
C  Additions: (1) Contributions deposited during the year............ccccccovvverennns 7c(1)
(2) DIVIeNds @Nd CrEOILS. .........c.cvveeeeieeeeeeeeeeeeeee e 7¢c(2)
(3) Interest credited dUrng the YEar............ccceveeveeveeeeeeeeeeeee s 7¢(3)
(4) Transferred from SeParate aCCOUNt ...........c.cvovvivevereeeresererseeeeeeeseeesenees 7c(4)
(5) Other (SPECIY DEIOW) ........c.ovevreeieieseeeeeeeeeee e en e 7¢(5)
4
(B) TOLAI AUUIEONS. ... ceses et es e st s e s8££ bbbt 7¢(6)
d Total of balance and additions (add [iNES 7B aNd 7C(6)). .......ccevevvrverereieereeieieeeeseeee ettt eeeresenenenesesenenenenenenans | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(3) Transferred to separate account .. | 7e(3)
(4) Other (SPECITY DEIOW) .........ceiveviveeeesesteeee e r e 7e(4)
4
(5) TOLAI ARAUCHIONS. .......cocvovvececeeeeeccee et es st s ettt sseae et en et et es s se st et esens et e s s s e st et s e set e s et ensnaeaesennestesnas 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from Ne 7d) ..........ccocoevereereririiererecserereseenenneas | 7f
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Part lll | Welfare Benefit Contract Information
If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b D Dental

e D Temporary disability (accident and sickness)

i D Stop loss (large deductible) j D HMO contract
m [X Other (specify) Pacci dent

f [ ] Long-term disability

C D Vision

k D PPO contract

d D Life insurance

g D Supplemental unemployment  h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........couiiiiiiieiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccoovvveeeerinnenn. 9a(2)
(3) Increase (decrease) in unearned pPremium reSErVe.........coccueeveeerneenns 9a(3)
(8) EAINEA (1) + (2) = (3))-rvvvvveerrrerrssseeseeeseseeeseseesesseeseseesessesseseee s eeses s eessesseee s sessseeeesesssssee | 9a(4) 0
b Benefit charges (1) ClaimSs PaId...........cccoeeviriviveriiireeeieeee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ............c.ccevveeeevieieresieesieeanns 9b(2)
(3) Incurred claims (Add (1) @NA (2)).....cveiveiieeiireiere ettt ettt et e st e e bessete st e s ebe st eseabe st eresbesea 9b(3) 0
(4) ClAIMS CRAIGEU .......iviiviieeiiieeete ettt ettt ettt et e e ae et se e b et et e et e se e b et ese et e b ebe st ese et e s ebe st eseabe s eresteneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt en e aeanenas 9c(1)(A)
(B) Administrative service or other fees............ccoevveeerevevesieesenenns 9¢(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OhEr EXPENSES ...evvivireieiierierierieriesiestestessesssasaeseessesseseessessessessanns 9¢(1)(D)
(E) TAXES ...eovnveeeeeeeeeeeeeeee s ene st nes et 9¢c(1)(E)
(F) Charges for risks or other contingencies..............ccocvvvvverveurnenn. 9¢c(1)(F)
(G) Other retention Charges.........cceoiueeeiieeiiie e 9c(1)(G)
L) LI E= T C10=1 01 oo FO TR 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....coevueennne 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 .......euvvieiieietetete et et ettt eae et et ete et ete et e e ete et ese et e et ese et essete st ese et essebe st eseebe s ebesteseebe s ebesteseabessarestesea 9d(2)
(3) OFNEI TESEIVES ...ttt ittt stttk b bttt e b b e bt e bt e h £ e Rt e Rt e e e et e e bt e bt e b e e b e e bt eh e es b ea b e b e ebeebeebeebeentene e e e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......c..cccevcveveernnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid to CAMMET ..............cco.cueveueeeeeeeeeeeeeseeeeseeee s eses e enesereesereeseneas 10a 40, 724
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ................c......... 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 If the answer to line 11 is “Yes,” specify the information not provided. »
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SCHEDULE C Service Provider Information OM 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).
Department of Lab -
Employee Bonefts ggczrityaAg:ninistration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation InsPeCtlon'
For calendar plan year 2023 or fiscal plan year beginning 05/ 01/ 2023 and ending 04/ 30/ 2024
A Name of plan B Three-digit
VWKW FLEXI BLE BENEFI T PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VWKW NORTH AMERI CA HOLDI NG, | NC. 20- 5268658

| 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).. . . ............ |:| Yes B No

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2023
v. 230728
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Schedule C (Form 5500) 2023 Page 2-

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

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

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

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

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

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

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

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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Schedule C (Form 5500) 2023

Page3-[ |

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

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

BLUE CROSS AND BLUE SHI ELD OF AL

63-0103830

(b)
Service
Code(s)

13

(c)
Relationship to
employer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

()
Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
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-.
N A
Yes@ NOI:I Yesg NOI:I Yes[l No@
248, 354 352

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:| No |:|

Yes |:| No |:|

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

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

()

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

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

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

(a) Enter service provider name as it appears on line 2 (b) Service Codes (¢) 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 (¢) 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 (¢) 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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Schedule C (Form 5500) 2023 Page 6 -

| 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 (b) Nature of | (€) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)
(a) Enter name and EIN or address of service provider (see (b) Nature of | (€) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)
(a) Enter name and EIN or address of service provider (see (b) Nature of | (€) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)
(a) Enter name and EIN or address of service provider (see (b) Nature of | (€) 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 (b) Nature of | (€) 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 (b) Nature of | (€) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)
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Schedule C (Form 5500) 2023 Page7-[ |

Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many entries as needed)

a Name: b EIN:

C Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: e Telephone:

Explanation:
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Form 5500 Annual Return/Report of Employee Benefit Plan OME Nos. 12100110
This form is required to be filed for employee benefit plans under sections 104

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2023

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 Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning 05/ 01/ 2023 andending 04/ 30/ 2024
A This return/report is for: D a multiemployer plan D a multlple-'employt.er p!an (Filers check!ng this box must pr.owde 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. . .. ............ . e » D
D Check box if filing under: D Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . ........................ » [[
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
VKW FLEXI BLE BENEFI T PLAN number (PN) » | 501
1c Effective date of plan
04/ 01/ 2007
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) 20-5268658
VWKW NORTH AMERI CA HOLDI NG, | NC. 2C Plan Sponsor’s telephone
number
205- 338-4242
103 PARKVWAY EAST 2d Business code (see
instructions)
336300
PELL A TY AL 35125

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 1/28/2025
Sien Deawn. Slaska /28/ Dean Shaska
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. 2300728
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Form 5500 (2023) Page 2
3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 620
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 plan Year ... 6a(1) 620
a(2) Total number of active participants at the end of the plan Year ..o, 6a(2) 510
b Retired or separated participants reCeiViNg DENETIS .........ciiiiuiiiei e e e s e e e e st e e e e snnreeeesannes 6b 0
Cc Other retired or separated participants entitled to future DENEfits ... 6c 0
d Subtotal. Add lINES BA(2), BB, BNG BC.........ceeveeeirerereiteiereeteeeteeteteeteeeteetete et et eteetesestessesestessetesaseetesseseesesessensasessesesesnsans 6d 510
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ccccoeiiiinin e, 6e
f Total. Add INES BA AN BE. .......ccucuiiiiii i bbb 6f
1 Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6a(l
g( ) (olol00] o] (= (a1 S (=T 1 ) PP PUPPUTRUPPPPN g( )
2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
g( ) (oToTa0] o] L= (=R (0 SN =T o ) SRR 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
€SS thaN 1005 VESEEU. ... eesiie it s eet e st s stesstes et ees et et esesses st es st en st ensstens st ens et ens et ons et et es et ens et ens et ensessnsencsen st ensstansssneas 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4D 4E 4Q 4B 4F 4H
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) E Insurance
2) I Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
) Trust 3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) D 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 @ D ( )
Purchase Plan Actuarial Information) - signed by the plan (3) @ A (Insurance Information) — Number Attached _ 7
actuary 4) IE C (Service Provider Information)
3) D SB (Sln.gle-Em-poner 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)

® ]

MEP (Multiple-Employer Retirement Plan Information)
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Form 5500 (2023) Page 3
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.) evvoereeereenren e, [] Yes X No

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

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... |:| Yes 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




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

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 Lab .
Employee B;ﬁ;ﬁt?ggcﬁritya,&z;‘linistration » 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 05/ 01/ 2023 andending 04/ 30/ 2024
A Name of plan B Three-digit
WKW FLEXI BLE BENEFI T PLAN plan number (PN) [3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VKW NORTH AMERI CA HOLDI NG, | NC. 20- 5268658
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:

(a) Name of insurance carrier

Principal Life Insurance Conpany

(e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or
(b) EIN code identification number pegzﬁgjg?\cli:ﬁ?ai ;e/ggrof (f) From (g) To
42-0127290 61271 1017860 608 05/ 01/ 2023 04/ 30/ 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

18, 208 2,753

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

BALDW N _KRYSTYN SHERVAN PARTNERS
4211 W BOY SCOUT BLVD STE 800

TAMPA FL 33607

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

18, 208 0 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Wat cht ower Benefits LLC
306 WErie Street

Sui te 300
Chi cago IL 60654
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
service fee
0 2,753 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230728
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Schedule A (Form 5500) 2023 Page 2 —

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

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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Schedule A (Form 5500) 2023 Page 3

Partll | Investment and Annuity Contract Information

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

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

5 Current value of plan’s interest under this contract in separate accounts at Year €nd............ccovvevvvvvrscesenssnennns 5

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

D Premiums PAI0 10 CATIET ............viueeeieeeceeeeeceee ettt ettt a et en et es st en st seneneesesnes 6b
C  Premiums due but unpaid at the end Of the YA .......c..coiiiiiiii e 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 POIICY, ENEN AMOUNL..........coiiiiiiii ittt e e seb e e e e e snbeee e e snnees
Specify nature of costs P
e 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 4 [[
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
©) D guaranteed investment (4) D other P
b  Balance at the end of the PrEVIOUS YEAI ..............ccccccveueeeeeeeeeeeeeeeeeee e | 7b
C  Additions: (1) Contributions deposited during the year............ccccccovvverennns 7c(1)
(2) DIVIeNds @Nd CrEOILS. .........c.cvveeeeieeeeeeeeeeeeeee e 7¢c(2)
(3) Interest credited dUrng the YEar............ccceveeveeveeeeeeeeeeeee s 7¢(3)
(4) Transferred from SeParate aCCOUNt ...........c.cvovvivevereeeresererseeeeeeeseeesenees 7c(4)
(5) Other (SPECIY DEIOW) ........c.ovevreeieieseeeeeeeeeee e en e 7¢(5)
4
(B) TOLAI AUUIEONS. ... ceses et es e st s e s8££ bbbt 7¢(6)
d Total of balance and additions (add [iNES 7B aNd 7C(6)). .......ccevevvrverereieereeieieeeeseeee ettt eeeresenenenesesenenenenenenans | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(3) Transferred to separate account .. | 7e(3)
(4) Other (SPECITY DEIOW) .........ceiveviveeeesesteeee e r e 7e(4)
4
(5) TOLAI ARAUCHIONS. .......cocvovvececeeeeeccee et es st s ettt sseae et en et et es s se st et esens et e s s s e st et s e set e s et ensnaeaesennestesnas 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from Ne 7d) ..........ccocoevereereririiererecserereseenenneas | 7f
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Schedule A (Form 5500) 2023

Page 4

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b B Dental

e D Temporary disability (accident and sickness)

i D Stop loss (large deductible) j D HMO contract
m [ ] other (specify) »

f [ ] Long-term disability

C D Vision

k @ PPO contract

d D Life insurance

g D Supplemental unemployment  h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........couiiiiiiieiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccoovvveeeerinnenn. 9a(2)
(3) Increase (decrease) in unearned pPremium reSErVe.........coccueeveeerneenns 9a(3)
(8) EAINEA (1) + (2) = (3))-rvvvvveerrrerrssseeseeeseseeeseseesesseeseseesessesseseee s eeses s eessesseee s sessseeeesesssssee | 9a(4) 0
b Benefit charges (1) ClaimSs PaId...........cccoeeviriviveriiireeeieeee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ............c.ccevveeeevieieresieesieeanns 9b(2)
(3) Incurred claims (Add (1) @NA (2)).....cveiveiieeiireiere ettt ettt et e st e e bessete st e s ebe st eseabe st eresbesea 9b(3) 0
(4) ClAIMS CRAIGEU .......iviiviieeiiieeete ettt ettt ettt et e e ae et se e b et et e et e se e b et ese et e b ebe st ese et e s ebe st eseabe s eresteneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt en e aeanenas 9c(1)(A)
(B) Administrative service or other fees............ccoevveeerevevesieesenenns 9¢(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OhEr EXPENSES ...evvivireieiierierierieriesiestestessesssasaeseessesseseessessessessanns 9¢(1)(D)
(E) TAXES ...eovnveeeeeeeeeeeeeeee s ene st nes et 9¢c(1)(E)
(F) Charges for risks or other contingencies..............ccocvvvvverveurnenn. 9¢c(1)(F)
(G) Other retention Charges.........cceoiueeeiieeiiie e 9c(1)(G)
L) LI E= T C10=1 01 oo FO TR 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....coevueennne 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 .......euvvieiieietetete et et ettt eae et et ete et ete et e e ete et ese et e et ese et essete st ese et essebe st eseebe s ebesteseebe s ebesteseabessarestesea 9d(2)
(3) OFNEI TESEIVES ...ttt ittt stttk b bttt e b b e bt e bt e h £ e Rt e Rt e e e et e e bt e bt e b e e b e e bt eh e es b ea b e b e ebeebeebeebeentene e e e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......c..cccevcveveernnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CATIEr ..........cccoiiiiiiie i 10a 165, 608
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ................c......... 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 If the answer to line 11 is “Yes,” specify the information not provided. »
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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 Lab .
Employee B;ﬁ;ﬁt?ggcﬁritya,&z;‘linistration » 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 05/ 01/ 2023 andending 04/ 30/ 2024
A Name of plan B Three-digit
WKW FLEXI BLE BENEFI T PLAN plan number (PN) [3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VKW NORTH AMERI CA HOLDI NG, | NC. 20- 5268658
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:

(a) Name of insurance carrier

United Heal thcare I nsurance Conpany

(e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or
(b) EIN code identification number pegzﬁgjg?\cli:ﬁ?ai ;e/ggrof (f) From (g) To
36- 2739571 79413 744182 484 05/ 01/ 2023 04/ 30/ 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

4,868 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

BALDW N _KRYSTYN SHERVAN PARTNERS
4211 W BOY SCOUT BLVD STE 800

TAMPA FL 33607

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

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

bonus

4, 868 0 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. 230728
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Schedule A (Form 5500) 2023 Page 2 —

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

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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Schedule A (Form 5500) 2023 Page 3

Partll | Investment and Annuity Contract Information

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

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

5 Current value of plan’s interest under this contract in separate accounts at Year €nd............ccovvevvvvvrscesenssnennns 5

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

D Premiums PAI0 10 CATIET ............viueeeieeeceeeeeceee ettt ettt a et en et es st en st seneneesesnes 6b
C  Premiums due but unpaid at the end Of the YA .......c..coiiiiiiii e 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 POIICY, ENEN AMOUNL..........coiiiiiiii ittt e e seb e e e e e snbeee e e snnees
Specify nature of costs P
e 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 4 [[
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
©) D guaranteed investment (4) D other P
b  Balance at the end of the PrEVIOUS YEAI ..............ccccccveueeeeeeeeeeeeeeeeeee e | 7b
C  Additions: (1) Contributions deposited during the year............ccccccovvverennns 7c(1)
(2) DIVIeNds @Nd CrEOILS. .........c.cvveeeeieeeeeeeeeeeeeee e 7¢c(2)
(3) Interest credited dUrng the YEar............ccceveeveeveeeeeeeeeeeee s 7¢(3)
(4) Transferred from SeParate aCCOUNt ...........c.cvovvivevereeeresererseeeeeeeseeesenees 7c(4)
(5) Other (SPECIY DEIOW) ........c.ovevreeieieseeeeeeeeeee e en e 7¢(5)
4
(B) TOLAI AUUIEONS. ... ceses et es e st s e s8££ bbbt 7¢(6)
d Total of balance and additions (add [iNES 7B aNd 7C(6)). .......ccevevvrverereieereeieieeeeseeee ettt eeeresenenenesesenenenenenenans | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(3) Transferred to separate account .. | 7e(3)
(4) Other (SPECITY DEIOW) .........ceiveviveeeesesteeee e r e 7e(4)
4
(5) TOLAI ARAUCHIONS. .......cocvovvececeeeeeccee et es st s ettt sseae et en et et es s se st et esens et e s s s e st et s e set e s et ensnaeaesennestesnas 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from Ne 7d) ..........ccocoevereereririiererecserereseenenneas | 7f




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023

Page 4

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b D Dental

e D Temporary disability (accident and sickness)

i D Stop loss (large deductible) j D HMO contract
m [ ] other (specify) »

f [ ] Long-term disability

C @ Vision

k @ PPO contract

d D Life insurance

g D Supplemental unemployment  h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........couiiiiiiieiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccoovvveeeerinnenn. 9a(2)
(3) Increase (decrease) in unearned pPremium reSErVe.........coccueeveeerneenns 9a(3)
(8) EAINEA (1) + (2) = (3))-rvvvvveerrrerrssseeseeeseseeeseseesesseeseseesessesseseee s eeses s eessesseee s sessseeeesesssssee | 9a(4) 0
b Benefit charges (1) ClaimSs PaId...........cccoeeviriviveriiireeeieeee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ............c.ccevveeeevieieresieesieeanns 9b(2)
(3) Incurred claims (Add (1) @NA (2)).....cveiveiieeiireiere ettt ettt et e st e e bessete st e s ebe st eseabe st eresbesea 9b(3) 0
(4) ClAIMS CRAIGEU .......iviiviieeiiieeete ettt ettt ettt et e e ae et se e b et et e et e se e b et ese et e b ebe st ese et e s ebe st eseabe s eresteneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt en e aeanenas 9c(1)(A)
(B) Administrative service or other fees............ccoevveeerevevesieesenenns 9¢(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OhEr EXPENSES ...evvivireieiierierierieriesiestestessesssasaeseessesseseessessessessanns 9¢(1)(D)
(E) TAXES ...eovnveeeeeeeeeeeeeeee s ene st nes et 9¢c(1)(E)
(F) Charges for risks or other contingencies..............ccocvvvvverveurnenn. 9¢c(1)(F)
(G) Other retention Charges.........cceoiueeeiieeiiie e 9c(1)(G)
L) LI E= T C10=1 01 oo FO TR 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....coevueennne 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 .......euvvieiieietetete et et ettt eae et et ete et ete et e e ete et ese et e et ese et essete st ese et essebe st eseebe s ebesteseebe s ebesteseabessarestesea 9d(2)
(3) OFNEI TESEIVES ...ttt ittt stttk b bttt e b b e bt e bt e h £ e Rt e Rt e e e et e e bt e bt e b e e b e e bt eh e es b ea b e b e ebeebeebeebeentene e e e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......c..cccevcveveernnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CATIEr ..........cccoiiiiiiie i 10a 48, 680
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ................c......... 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 If the answer to line 11 is “Yes,” specify the information not provided. »




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

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 Lab .
Employee B;ﬁ;ﬁt?ggcﬁritya,&z;‘linistration » 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 05/ 01/ 2023 andending 04/ 30/ 2024
A Name of plan B Three-digit
WKW FLEXI BLE BENEFI T PLAN plan number (PN) [3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VKW NORTH AMERI CA HOLDI NG, | NC. 20- 5268658
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:

(a) Name of insurance carrier

Li ncol n National Life Insurance Conpany

(e) Approximate number of Policy or contract year
(b) EIN (c) ’\(;AIC id (dt)_f'Cc;'ntract orb persons covered at end of fE T
code identification number policy or contract year (f) From (g) To
35- 0472300 65675 SA3- 850- 291751 510 05/ 01/ 2023 04/ 30/ 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

10, 266 2,588

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

Bal dwi n Kr%styn Sherman Partners
4211 West Boy” Scout Bl vd

Suite 800
Tanpa FL 33607

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

commissions paid (c) Amount (d) Purpose (e) Organization code
suppl enental conpensati on

10, 266 593 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
WAt cht ower Technol ogi es
227 W Monroe Street

Suite 5200
Chi cago IL 60606
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
suppl ement al conpensati on
0 1, 995 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230728
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Schedule A (Form 5500) 2023 Page 2 —

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

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




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023 Page 3

Partll | Investment and Annuity Contract Information

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

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

5 Current value of plan’s interest under this contract in separate accounts at Year €nd............ccovvevvvvvrscesenssnennns 5

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

D Premiums PAI0 10 CATIET ............viueeeieeeceeeeeceee ettt ettt a et en et es st en st seneneesesnes 6b
C  Premiums due but unpaid at the end Of the YA .......c..coiiiiiiii e 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 POIICY, ENEN AMOUNL..........coiiiiiiii ittt e e seb e e e e e snbeee e e snnees
Specify nature of costs P
e 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 4 [[
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
©) D guaranteed investment (4) D other P
b  Balance at the end of the PrEVIOUS YEAI ..............ccccccveueeeeeeeeeeeeeeeeeee e | 7b
C  Additions: (1) Contributions deposited during the year............ccccccovvverennns 7c(1)
(2) DIVIeNds @Nd CrEOILS. .........c.cvveeeeieeeeeeeeeeeeeee e 7¢c(2)
(3) Interest credited dUrng the YEar............ccceveeveeveeeeeeeeeeeee s 7¢(3)
(4) Transferred from SeParate aCCOUNt ...........c.cvovvivevereeeresererseeeeeeeseeesenees 7c(4)
(5) Other (SPECIY DEIOW) ........c.ovevreeieieseeeeeeeeeee e en e 7¢(5)
4
(B) TOLAI AUUIEONS. ... ceses et es e st s e s8££ bbbt 7¢(6)
d Total of balance and additions (add [iNES 7B aNd 7C(6)). .......ccevevvrverereieereeieieeeeseeee ettt eeeresenenenesesenenenenenenans | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(3) Transferred to separate account .. | 7e(3)
(4) Other (SPECITY DEIOW) .........ceiveviveeeesesteeee e r e 7e(4)
4
(5) TOLAI ARAUCHIONS. .......cocvovvececeeeeeccee et es st s ettt sseae et en et et es s se st et esens et e s s s e st et s e set e s et ensnaeaesennestesnas 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from Ne 7d) ..........ccocoevereereririiererecserereseenenneas | 7f




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023

Page 4

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b D Dental

e D Temporary disability (accident and sickness)

i D Stop loss (large deductible) j D HMO contract
m [ ] other (specify) »

f [ ] Long-term disability

C D Vision

k D PPO contract

d IE Life insurance

g D Supplemental unemployment  h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........couiiiiiiieiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccoovvveeeerinnenn. 9a(2)
(3) Increase (decrease) in unearned pPremium reSErVe.........coccueeveeerneenns 9a(3)
(8) EAINEA (1) + (2) = (3))-rvvvvveerrrerrssseeseeeseseeeseseesesseeseseesessesseseee s eeses s eessesseee s sessseeeesesssssee | 9a(4) 0
b Benefit charges (1) ClaimSs PaId...........cccoeeviriviveriiireeeieeee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ............c.ccevveeeevieieresieesieeanns 9b(2)
(3) Incurred claims (Add (1) @NA (2)).....cveiveiieeiireiere ettt ettt et e st e e bessete st e s ebe st eseabe st eresbesea 9b(3) 0
(4) ClAIMS CRAIGEU .......iviiviieeiiieeete ettt ettt ettt et e e ae et se e b et et e et e se e b et ese et e b ebe st ese et e s ebe st eseabe s eresteneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt en e aeanenas 9c(1)(A)
(B) Administrative service or other fees............ccoevveeerevevesieesenenns 9¢(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OhEr EXPENSES ...evvivireieiierierierieriesiestestessesssasaeseessesseseessessessessanns 9¢(1)(D)
(E) TAXES ...eovnveeeeeeeeeeeeeeee s ene st nes et 9¢c(1)(E)
(F) Charges for risks or other contingencies..............ccocvvvvverveurnenn. 9¢c(1)(F)
(G) Other retention Charges.........cceoiueeeiieeiiie e 9c(1)(G)
L) LI E= T C10=1 01 oo FO TR 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....coevueennne 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 .......euvvieiieietetete et et ettt eae et et ete et ete et e e ete et ese et e et ese et essete st ese et essebe st eseebe s ebesteseebe s ebesteseabessarestesea 9d(2)
(3) OFNEI TESEIVES ...ttt ittt stttk b bttt e b b e bt e bt e h £ e Rt e Rt e e e et e e bt e bt e b e e b e e bt eh e es b ea b e b e ebeebeebeebeentene e e e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......c..cccevcveveernnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CATIEr ..........cccoiiiiiiie i 10a 161, 632
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ................c......... 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 If the answer to line 11 is “Yes,” specify the information not provided. »




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

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 Lab .
Employee B;ﬁ;ﬁt?ggcﬁritya,&z;‘linistration » 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 05/ 01/ 2023 andending 04/ 30/ 2024
A Name of plan B Three-digit
WKW FLEXI BLE BENEFI T PLAN plan number (PN) [3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VKW NORTH AMERI CA HOLDI NG, | NC. 20- 5268658
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:

(a) Name of insurance carrier

Li ncol n National Life Insurance Conpany

(e) Approximate number of Policy or contract year
(b) EIN (c) ’\(;AIC id (dt)_f'Cc;'ntract orb persons covered at end of fE T
code identification number policy or contract year (f) From (g) To
35- 0472300 65675 GF3-850- 291751 427 05/ 01/ 2023 04/ 30/ 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

5, 067 1,332

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

Bal dwi n Kr%styn Sherman Partners
4211 West Boy” Scout Bl vd

Suite 800
Tanpa FL 33607

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

commissions paid (c) Amount (d) Purpose (e) Organization code
suppl enental conpensati on

5, 067 412 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
WAt cht ower Technol ogi es
227 W Monroe Street

Suite 5200
Chi cago IL 60606
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
suppl ement al conpensati on
0 920 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230728
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Schedule A (Form 5500) 2023 Page 2 —

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

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




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023 Page 3

Partll | Investment and Annuity Contract Information

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

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

5 Current value of plan’s interest under this contract in separate accounts at Year €nd............ccovvevvvvvrscesenssnennns 5

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

D Premiums PAI0 10 CATIET ............viueeeieeeceeeeeceee ettt ettt a et en et es st en st seneneesesnes 6b
C  Premiums due but unpaid at the end Of the YA .......c..coiiiiiiii e 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 POIICY, ENEN AMOUNL..........coiiiiiiii ittt e e seb e e e e e snbeee e e snnees
Specify nature of costs P
e 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 4 [[
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
©) D guaranteed investment (4) D other P
b  Balance at the end of the PrEVIOUS YEAI ..............ccccccveueeeeeeeeeeeeeeeeeee e | 7b
C  Additions: (1) Contributions deposited during the year............ccccccovvverennns 7c(1)
(2) DIVIeNds @Nd CrEOILS. .........c.cvveeeeieeeeeeeeeeeeeee e 7¢c(2)
(3) Interest credited dUrng the YEar............ccceveeveeveeeeeeeeeeeee s 7¢(3)
(4) Transferred from SeParate aCCOUNt ...........c.cvovvivevereeeresererseeeeeeeseeesenees 7c(4)
(5) Other (SPECIY DEIOW) ........c.ovevreeieieseeeeeeeeeee e en e 7¢(5)
4
(B) TOLAI AUUIEONS. ... ceses et es e st s e s8££ bbbt 7¢(6)
d Total of balance and additions (add [iNES 7B aNd 7C(6)). .......ccevevvrverereieereeieieeeeseeee ettt eeeresenenenesesenenenenenenans | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(3) Transferred to separate account .. | 7e(3)
(4) Other (SPECITY DEIOW) .........ceiveviveeeesesteeee e r e 7e(4)
4
(5) TOLAI ARAUCHIONS. .......cocvovvececeeeeeccee et es st s ettt sseae et en et et es s se st et esens et e s s s e st et s e set e s et ensnaeaesennestesnas 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from Ne 7d) ..........ccocoevereereririiererecserereseenenneas | 7f




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023

Page 4

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b D Dental

e D Temporary disability (accident and sickness)

i D Stop loss (large deductible) j D HMO contract
m [ ] other (specify) »

f [X Long-term disability

C D Vision

k D PPO contract

d D Life insurance

g D Supplemental unemployment  h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........couiiiiiiieiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccoovvveeeerinnenn. 9a(2)
(3) Increase (decrease) in unearned pPremium reSErVe.........coccueeveeerneenns 9a(3)
(8) EAINEA (1) + (2) = (3))-rvvvvveerrrerrssseeseeeseseeeseseesesseeseseesessesseseee s eeses s eessesseee s sessseeeesesssssee | 9a(4) 0
b Benefit charges (1) ClaimSs PaId...........cccoeeviriviveriiireeeieeee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ............c.ccevveeeevieieresieesieeanns 9b(2)
(3) Incurred claims (Add (1) @NA (2)).....cveiveiieeiireiere ettt ettt et e st e e bessete st e s ebe st eseabe st eresbesea 9b(3) 0
(4) ClAIMS CRAIGEU .......iviiviieeiiieeete ettt ettt ettt et e e ae et se e b et et e et e se e b et ese et e b ebe st ese et e s ebe st eseabe s eresteneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt en e aeanenas 9c(1)(A)
(B) Administrative service or other fees............ccoevveeerevevesieesenenns 9¢(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OhEr EXPENSES ...evvivireieiierierierieriesiestestessesssasaeseessesseseessessessessanns 9¢(1)(D)
(E) TAXES ...eovnveeeeeeeeeeeeeeee s ene st nes et 9¢c(1)(E)
(F) Charges for risks or other contingencies..............ccocvvvvverveurnenn. 9¢c(1)(F)
(G) Other retention Charges.........cceoiueeeiieeiiie e 9c(1)(G)
L) LI E= T C10=1 01 oo FO TR 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....coevueennne 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 .......euvvieiieietetete et et ettt eae et et ete et ete et e e ete et ese et e et ese et essete st ese et essebe st eseebe s ebesteseebe s ebesteseabessarestesea 9d(2)
(3) OFNEI TESEIVES ...ttt ittt stttk b bttt e b b e bt e bt e h £ e Rt e Rt e e e et e e bt e bt e b e e b e e bt eh e es b ea b e b e ebeebeebeebeentene e e e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......c..cccevcveveernnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid to CAMMET ..............cco.cueveueeeeeeeeeeeeeseeeeseeee s eses e enesereesereeseneas 10a 76, 641
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ................c......... 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 If the answer to line 11 is “Yes,” specify the information not provided. »




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

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 Lab .
Employee B;ﬁ;ﬁt?ggcﬁritya,&z;‘linistration » 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 05/ 01/ 2023 andending 04/ 30/ 2024
A Name of plan B Three-digit
WKW FLEXI BLE BENEFI T PLAN plan number (PN) [3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VKW NORTH AMERI CA HOLDI NG, | NC. 20- 5268658
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:

(a) Name of insurance carrier

Li ncol n National Life Insurance Conpany

(e) Approximate number of Policy or contract year
(b) EIN (c) ’\(;AIC id (dt)_f'Cc;'ntract orb persons covered at end of fE T
code identification number policy or contract year (f) From (g) To
35- 0472300 65675 GD3- 850- 291751 257 05/ 01/ 2023 04/ 30/ 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

578 1,031

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

Bal dwi n Kr%styn Sherman Partners
4211 West Boy” Scout Bl vd

Suite 800
Tanpa FL 33607

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

commissions paid (c) Amount (d) Purpose (e) Organization code
suppl enental conpensati on

578 458 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
WAt cht ower Technol ogi es
227 W Monroe Street

Suite 5200
Chi cago IL 60606
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
suppl ement al conpensati on
0 573 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230728



Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023 Page 2 —

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

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




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023 Page 3

Partll | Investment and Annuity Contract Information

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

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

5 Current value of plan’s interest under this contract in separate accounts at Year €nd............ccovvevvvvvrscesenssnennns 5

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

D Premiums PAI0 10 CATIET ............viueeeieeeceeeeeceee ettt ettt a et en et es st en st seneneesesnes 6b
C  Premiums due but unpaid at the end Of the YA .......c..coiiiiiiii e 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 POIICY, ENEN AMOUNL..........coiiiiiiii ittt e e seb e e e e e snbeee e e snnees
Specify nature of costs P
e 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 4 [[
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
©) D guaranteed investment (4) D other P
b  Balance at the end of the PrEVIOUS YEAI ..............ccccccveueeeeeeeeeeeeeeeeeee e | 7b
C  Additions: (1) Contributions deposited during the year............ccccccovvverennns 7c(1)
(2) DIVIeNds @Nd CrEOILS. .........c.cvveeeeieeeeeeeeeeeeeee e 7¢c(2)
(3) Interest credited dUrng the YEar............ccceveeveeveeeeeeeeeeeee s 7¢(3)
(4) Transferred from SeParate aCCOUNt ...........c.cvovvivevereeeresererseeeeeeeseeesenees 7c(4)
(5) Other (SPECIY DEIOW) ........c.ovevreeieieseeeeeeeeeee e en e 7¢(5)
4
(B) TOLAI AUUIEONS. ... ceses et es e st s e s8££ bbbt 7¢(6)
d Total of balance and additions (add [iNES 7B aNd 7C(6)). .......ccevevvrverereieereeieieeeeseeee ettt eeeresenenenesesenenenenenenans | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(3) Transferred to separate account .. | 7e(3)
(4) Other (SPECITY DEIOW) .........ceiveviveeeesesteeee e r e 7e(4)
4
(5) TOLAI ARAUCHIONS. .......cocvovvececeeeeeccee et es st s ettt sseae et en et et es s se st et esens et e s s s e st et s e set e s et ensnaeaesennestesnas 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from Ne 7d) ..........ccocoevereereririiererecserereseenenneas | 7f




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023

Page 4

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b D Dental

e E Temporary disability (accident and sickness)

i D Stop loss (large deductible) j D HMO contract
m [ ] other (specify) »

f [ ] Long-term disability

C D Vision

k D PPO contract

d D Life insurance

g D Supplemental unemployment  h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........couiiiiiiieiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccoovvveeeerinnenn. 9a(2)
(3) Increase (decrease) in unearned pPremium reSErVe.........coccueeveeerneenns 9a(3)
(8) EAINEA (1) + (2) = (3))-rvvvvveerrrerrssseeseeeseseeeseseesesseeseseesessesseseee s eeses s eessesseee s sessseeeesesssssee | 9a(4) 0
b Benefit charges (1) ClaimSs PaId...........cccoeeviriviveriiireeeieeee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ............c.ccevveeeevieieresieesieeanns 9b(2)
(3) Incurred claims (Add (1) @NA (2)).....cveiveiieeiireiere ettt ettt et e st e e bessete st e s ebe st eseabe st eresbesea 9b(3) 0
(4) ClAIMS CRAIGEU .......iviiviieeiiieeete ettt ettt ettt et e e ae et se e b et et e et e se e b et ese et e b ebe st ese et e s ebe st eseabe s eresteneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt en e aeanenas 9c(1)(A)
(B) Administrative service or other fees............ccoevveeerevevesieesenenns 9¢(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OhEr EXPENSES ...evvivireieiierierierieriesiestestessesssasaeseessesseseessessessessanns 9¢(1)(D)
(E) TAXES ...eovnveeeeeeeeeeeeeeee s ene st nes et 9¢c(1)(E)
(F) Charges for risks or other contingencies..............ccocvvvvverveurnenn. 9¢c(1)(F)
(G) Other retention Charges.........cceoiueeeiieeiiie e 9c(1)(G)
L) LI E= T C10=1 01 oo FO TR 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....coevueennne 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 .......euvvieiieietetete et et ettt eae et et ete et ete et e e ete et ese et e et ese et essete st ese et essebe st eseebe s ebesteseebe s ebesteseabessarestesea 9d(2)
(3) OFNEI TESEIVES ...ttt ittt stttk b bttt e b b e bt e bt e h £ e Rt e Rt e e e et e e bt e bt e b e e b e e bt eh e es b ea b e b e ebeebeebeebeentene e e e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......c..cccevcveveernnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CATIEr ..........cccoiiiiiiie i 10a 51, 893
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ................c......... 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 If the answer to line 11 is “Yes,” specify the information not provided. »




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

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 05/ 01/ 2023 andending 04/ 30/ 2024
A Name of plan B Three-digit
WKW FLEXI BLE BENEFI T PLAN plan number (PN) [3 501

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

WKW NORTH AMERI CA HOLDI NG, | NC. 20- 5268658
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:

(a) Name of insurance carrier

The Lincoln National Life Insurance Conpany

(e) Approximate number of Policy or contract year
(b) EIN (c) ’\(;AIC id (dt)_f'Cc;'ntract orb persons covered at end of fE T
code identification number policy or contract year (f) From (g) To
35- 0472300 65676 Cl - 000000000301 115 05/ 01/ 2023 04/ 30/ 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
9, 535 2,628

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

Nat i onal Enrol | ment Services
666 Dundee Road

#1603
Nor t hbr ook L 60062
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
br oker bonus
5,721 962 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Bal dwi n Krystyn Shernman Partners
4211 West Boy Scout Bl vd

Suite 900
Tanpa FL 33607

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

br oker bonus

(b) Amount of sales and base
commissions paid

3,814 160 3
Schedule A (Form 5500) 2023
v. 230728

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



Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023 Page 2 —

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

Wat cht ower Benefits
306 WErie Street

3rd FI
Chi cago IL 60654
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
override
0 791 3

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

NFP | nsurance Services |nc
1250 S Capital of TX Hwy
Bldg 2 Suite 125

Austin TX 78746
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
br oker bonus
0 715 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)

Organization
code

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




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023 Page 3

Partll | Investment and Annuity Contract Information

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

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

5 Current value of plan’s interest under this contract in separate accounts at Year €nd............ccovvevvvvvrscesenssnennns 5

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

D Premiums PAI0 10 CATIET ............viueeeieeeceeeeeceee ettt ettt a et en et es st en st seneneesesnes 6b
C  Premiums due but unpaid at the end Of the YA .......c..coiiiiiiii e 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 POIICY, ENEN AMOUNL..........coiiiiiiii ittt e e seb e e e e e snbeee e e snnees
Specify nature of costs P
e 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 4 [[
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
©) D guaranteed investment (4) D other P
b  Balance at the end of the PrEVIOUS YEAI ..............ccccccveueeeeeeeeeeeeeeeeeee e | 7b
C  Additions: (1) Contributions deposited during the year............ccccccovvverennns 7c(1)
(2) DIVIeNds @Nd CrEOILS. .........c.cvveeeeieeeeeeeeeeeeeee e 7¢c(2)
(3) Interest credited dUrng the YEar............ccceveeveeveeeeeeeeeeeee s 7¢(3)
(4) Transferred from SeParate aCCOUNt ...........c.cvovvivevereeeresererseeeeeeeseeesenees 7c(4)
(5) Other (SPECIY DEIOW) ........c.ovevreeieieseeeeeeeeeee e en e 7¢(5)
4
(B) TOLAI AUUIEONS. ... ceses et es e st s e s8££ bbbt 7¢(6)
d Total of balance and additions (add [iNES 7B aNd 7C(6)). .......ccevevvrverereieereeieieeeeseeee ettt eeeresenenenesesenenenenenenans | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(3) Transferred to separate account .. | 7e(3)
(4) Other (SPECITY DEIOW) .........ceiveviveeeesesteeee e r e 7e(4)
4
(5) TOLAI ARAUCHIONS. .......cocvovvececeeeeeccee et es st s ettt sseae et en et et es s se st et esens et e s s s e st et s e set e s et ensnaeaesennestesnas 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from Ne 7d) ..........ccocoevereereririiererecserereseenenneas | 7f




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

Schedule A (Form 5500) 2023

Page 4

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b D Dental

e D Temporary disability (accident and sickness)

i D Stop loss (large deductible) j D HMO contract
m [X| Other (specify) Pcritical illness

f [ ] Long-term disability

C D Vision

k D PPO contract

d D Life insurance

g D Supplemental unemployment  h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........couiiiiiiieiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccoovvveeeerinnenn. 9a(2)
(3) Increase (decrease) in unearned pPremium reSErVe.........coccueeveeerneenns 9a(3)
(8) EAINEA (1) + (2) = (3))-rvvvvveerrrerrssseeseeeseseeeseseesesseeseseesessesseseee s eeses s eessesseee s sessseeeesesssssee | 9a(4) 0
b Benefit charges (1) ClaimSs PaId...........cccoeeviriviveriiireeeieeee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ............c.ccevveeeevieieresieesieeanns 9b(2)
(3) Incurred claims (Add (1) @NA (2)).....cveiveiieeiireiere ettt ettt et e st e e bessete st e s ebe st eseabe st eresbesea 9b(3) 0
(4) ClAIMS CRAIGEU .......iviiviieeiiieeete ettt ettt ettt et e e ae et se e b et et e et e se e b et ese et e b ebe st ese et e s ebe st eseabe s eresteneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt en e aeanenas 9c(1)(A)
(B) Administrative service or other fees............ccoevveeerevevesieesenenns 9¢(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OhEr EXPENSES ...evvivireieiierierierieriesiestestessesssasaeseessesseseessessessessanns 9¢(1)(D)
(E) TAXES ...eovnveeeeeeeeeeeeeeee s ene st nes et 9¢c(1)(E)
(F) Charges for risks or other contingencies..............ccocvvvvverveurnenn. 9¢c(1)(F)
(G) Other retention Charges.........cceoiueeeiieeiiie e 9c(1)(G)
L) LI E= T C10=1 01 oo FO TR 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....coevueennne 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 .......euvvieiieietetete et et ettt eae et et ete et ete et e e ete et ese et e et ese et essete st ese et essebe st eseebe s ebesteseebe s ebesteseabessarestesea 9d(2)
(3) OFNEI TESEIVES ...ttt ittt stttk b bttt e b b e bt e bt e h £ e Rt e Rt e e e et e e bt e bt e b e e b e e bt eh e es b ea b e b e ebeebeebeebeentene e e e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......c..cccevcveveernnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid to CAMMET ..............cco.cueveueeeeeeeeeeeeeseeeeseeee s eses e enesereesereeseneas 10a 57, 402
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ................c......... 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 If the answer to line 11 is “Yes,” specify the information not provided. »




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

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 05/ 01/ 2023 andending 04/ 30/ 2024
A Name of plan B Three-digit
WKW FLEXI BLE BENEFI T PLAN plan number (PN) [3 501

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

WKW NORTH AMERI CA HOLDI NG, | NC. 20- 5268658
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:

(a) Name of insurance carrier

The Lincoln National Life Insurance Conpany

(e) Approximate number of Policy or contract year
(b) EIN (c) ’\(;AIC id (dt)_f'Cc;'ntract orb persons covered at end of fE T
code identification number policy or contract year (f) From (g) To
35- 0472300 65676 ACC- 00000000300 212 05/ 01/ 2023 04/ 30/ 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
5, 268 1, 821

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

Nat i onal Enrol | ment Services
666 Dundee Road

#1603
Nor t hbr ook L 60062
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
br oker bonus
3,161 660 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Bal dwi n Krystyn Shernman Partners
4211 West Boy Scout Bl vd

Suite 900
Tanpa FL 33607

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

br oker bonus

(b) Amount of sales and base
commissions paid

2,107 110 3
Schedule A (Form 5500) 2023
v. 230728

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

Wat cht ower Benefits
306 WErie Street

3rd FI
Chi cago IL 60654
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
override
0 560 3

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

NFP | nsurance Services |nc
1250 S Capital of TX Hwy
Bldg 2 Suite 125

Austin TX 78746
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
br oker bonus
0 491 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)

Organization
code

(b) Amount of sales and base
commissions paid (c) Amount (d) Purpose
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Partll | Investment and Annuity Contract Information

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

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

5 Current value of plan’s interest under this contract in separate accounts at Year €nd............ccovvevvvvvrscesenssnennns 5

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

D Premiums PAI0 10 CATIET ............viueeeieeeceeeeeceee ettt ettt a et en et es st en st seneneesesnes 6b
C  Premiums due but unpaid at the end Of the YA .......c..coiiiiiiii e 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 POIICY, ENEN AMOUNL..........coiiiiiiii ittt e e seb e e e e e snbeee e e snnees
Specify nature of costs P
e 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 4 [[
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
©) D guaranteed investment (4) D other P
b  Balance at the end of the PrEVIOUS YEAI ..............ccccccveueeeeeeeeeeeeeeeeeee e | 7b
C  Additions: (1) Contributions deposited during the year............ccccccovvverennns 7c(1)
(2) DIVIeNds @Nd CrEOILS. .........c.cvveeeeieeeeeeeeeeeeeee e 7¢c(2)
(3) Interest credited dUrng the YEar............ccceveeveeveeeeeeeeeeeee s 7¢(3)
(4) Transferred from SeParate aCCOUNt ...........c.cvovvivevereeeresererseeeeeeeseeesenees 7c(4)
(5) Other (SPECIY DEIOW) ........c.ovevreeieieseeeeeeeeeee e en e 7¢(5)
4
(B) TOLAI AUUIEONS. ... ceses et es e st s e s8££ bbbt 7¢(6)
d Total of balance and additions (add [iNES 7B aNd 7C(6)). .......ccevevvrverereieereeieieeeeseeee ettt eeeresenenenesesenenenenenenans | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(3) Transferred to separate account .. | 7e(3)
(4) Other (SPECITY DEIOW) .........ceiveviveeeesesteeee e r e 7e(4)
4
(5) TOLAI ARAUCHIONS. .......cocvovvececeeeeeccee et es st s ettt sseae et en et et es s se st et esens et e s s s e st et s e set e s et ensnaeaesennestesnas 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from Ne 7d) ..........ccocoevereereririiererecserereseenenneas | 7f
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Part lll | Welfare Benefit Contract Information
If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b D Dental

e D Temporary disability (accident and sickness)

i D Stop loss (large deductible) j D HMO contract
m [X Other (specify) Pacci dent

f [ ] Long-term disability

C D Vision

k D PPO contract

d D Life insurance

g D Supplemental unemployment  h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........couiiiiiiieiieee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccoovvveeeerinnenn. 9a(2)
(3) Increase (decrease) in unearned pPremium reSErVe.........coccueeveeerneenns 9a(3)
(8) EAINEA (1) + (2) = (3))-rvvvvveerrrerrssseeseeeseseeeseseesesseeseseesessesseseee s eeses s eessesseee s sessseeeesesssssee | 9a(4) 0
b Benefit charges (1) ClaimSs PaId...........cccoeeviriviveriiireeeieeee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ............c.ccevveeeevieieresieesieeanns 9b(2)
(3) Incurred claims (Add (1) @NA (2)).....cveiveiieeiireiere ettt ettt et e st e e bessete st e s ebe st eseabe st eresbesea 9b(3) 0
(4) ClAIMS CRAIGEU .......iviiviieeiiieeete ettt ettt ettt et e e ae et se e b et et e et e se e b et ese et e b ebe st ese et e s ebe st eseabe s eresteneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt en e aeanenas 9c(1)(A)
(B) Administrative service or other fees............ccoevveeerevevesieesenenns 9¢(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OhEr EXPENSES ...evvivireieiierierierieriesiestestessesssasaeseessesseseessessessessanns 9¢(1)(D)
(E) TAXES ...eovnveeeeeeeeeeeeeeee s ene st nes et 9¢c(1)(E)
(F) Charges for risks or other contingencies..............ccocvvvvverveurnenn. 9¢c(1)(F)
(G) Other retention Charges.........cceoiueeeiieeiiie e 9c(1)(G)
L) LI E= T C10=1 01 oo FO TR 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....coevueennne 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 .......euvvieiieietetete et et ettt eae et et ete et ete et e e ete et ese et e et ese et essete st ese et essebe st eseebe s ebesteseebe s ebesteseabessarestesea 9d(2)
(3) OFNEI TESEIVES ...ttt ittt stttk b bttt e b b e bt e bt e h £ e Rt e Rt e e e et e e bt e bt e b e e b e e bt eh e es b ea b e b e ebeebeebeebeentene e e e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......c..cccevcveveernnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid to CAMMET ..............cco.cueveueeeeeeeeeeeeeseeeeseeee s eses e enesereesereeseneas 10a 40, 724
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ................c......... 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 If the answer to line 11 is “Yes,” specify the information not provided. »




Docusign Envelope ID: B623DA1A-639A-4D7D-82E1-5F7ED1FC2159

SCHEDULE C Service Provider Information OM 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).
Department of Lab -
Employee Bonefts ggczrityaAg:ninistration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation InsPeCtlon'
For calendar plan year 2023 or fiscal plan year beginning 05/ 01/ 2023 and ending 04/ 30/ 2024
A Name of plan B Three-digit
VWKW FLEXI BLE BENEFI T PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VWKW NORTH AMERI CA HOLDI NG, | NC. 20- 5268658

| 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).. . . ............ |:| Yes B No

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

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

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

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

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

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

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

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

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

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

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

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

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

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

BLUE CROSS AND BLUE SHI ELD OF AL

63-0103830

(b)
Service
Code(s)

13

(c)
Relationship to
employer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

()
Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
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-.
N A
Yes@ NOI:I Yesg NOI:I Yes[l No@
248, 354 352

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:| No |:|

Yes |:| No |:|

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

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

()

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

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

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

(a) Enter service provider name as it appears on line 2 (b) Service Codes (¢) 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 (¢) 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 (¢) 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 (b) Nature of | (€) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)
(a) Enter name and EIN or address of service provider (see (b) Nature of | (€) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)
(a) Enter name and EIN or address of service provider (see (b) Nature of | (€) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)
(a) Enter name and EIN or address of service provider (see (b) Nature of | (€) 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 (b) Nature of | (€) 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 (b) Nature of | (€) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)
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Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many entries as needed)

a Name: b EIN:

C Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: e Telephone:

Explanation:




