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

Department of the Treasury

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

1210-0089

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

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning 07/01/2023 and ending  06/30/2024
A This returnireport is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

D Check box if filing under: D Form 5558 |:| automatic extension |:[ the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . . ........................ » D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 501
DIAMOND DRUGS INC HEALTH PLAN number (PN) »
1c Effective date of plan
07/01/2014
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) 25-1378278
DIAMOND DRUGS INC
2C Plan Sponsor’s telephone
number
724-349-1111
645 KOLTER DR 645 KOLTER DR 2d Business code (see
INDIANA, PA 15701-3570 INDIANA, PA 15701-3570 instructions)
446110

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. 01/29/2025 DENISE GROMLEY
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 ‘ 1163
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) 1163
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 1169
b Retired or separated participants reCeiving DENETIS .........ouiii i 6b
C Other retired or separated participants entitled to future DENEfitS...........ccviiiiii e 6C
d Subtotal. Add liNes 6a(2), BB, AN BC. ........cc.eeiiiiiiiice et 6d 1169
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 1169
(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
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 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  07/01/2023 and ending  06/30/2024
A Name of plan B Three-digit

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

DIAMOND DRUGS INC 25-1378278

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
HIGHMARK INC

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
23-1294723 54771 010301505 1169 07/01/2023 06/30/2024

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

0 301202

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

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

Fees and other commissions paid

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

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

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2023 Page 3

Part Il | Investment and Annuity Contract Information

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4)
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3)
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEEMEION ......veveetie ettt ettt ettt ettt eae et et et et eae et etese et ese s eteseetete s etese et ebesseseseesatesseeesensateseas 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 421088
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  07/01/2023 and ending  06/30/2024
A Name of plan B Three-digit

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

DIAMOND DRUGS INC 25-1378278

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
HIGHMARK INC

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
23-1294723 52771 010301505 1153 07/01/2023 06/30/2024

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

0 119886

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

HIGHMARK INC 120 5TH AVE
PITTSBURGH, PA 15222

Fees and other commissions paid

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

119886

(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




Schedule A (Form 5500) 2023 Page 4

Part 1l | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

9 Experience-rated contracts:

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

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE C Service Provider Information OMB No. 12100110

(Form 5500) 2023

Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab: .
Employee B:r?:fzgggcﬂrnyaAg:ninistranon P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspect|on.
For calendar plan year 2023 or fiscal plan year beginning  07/01/2023 and ending  06/30/2024
A Name of plan B Three-digit
DIAMOND DRUGS INC HEALTH PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
DIAMOND DRUGS INC 251378278

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)

HIGHMARK INC

23-1294723

120 FIFTH AVE
PITTSBURGH, PA 15222

(b)

(c)

(d)

(€)

(f)

(@)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?

answered “Yes” to element
(f). If none, enter -0-.
121349 NONE 24239

Yes D No

Yes D No [[

Yes D No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:I No D

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

()

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

@)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D




Schedule C (Form 5500) 2023 Page 4 -

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.




Schedule C (Form 5500) 2023

Page 5 -

‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

a__ Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a_ Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




Form 5500 Annual Return/Report of Employee Benefit Plan OM8 Nes, 1210 - 0110
This form is requiréd to be filed for employee benefit plans under sections 104 1210- 0088

Cepartmont of tha *reesury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
P —r—T T sections 6057(b) and 6058(a) of the Intema! Revenue Code (the Code). 2023
Emgbﬁ?mshmfl:;m"’ P Complete all entries in accordance with
Fronston Bomoi Gum anty Corporation the instructions to the Form 5500, This Form is Open to

Public Inspection

[PartT ] Annual Report [dentification Information
For calendar plan year 2023 or fiscal plan year beginning 07/01/2023 and ending 06/30/2024
A This retum]report is for; U a multiemployer plan |_| a multiple-employer plan (Fifers check!ing this box must provide participating
employer information in accordance with the form instructions.)
E a single-employer plan a DFE {specify)

B This retum/report is: l the first return/report the final retum/report

an amended retum/report a short plan year retum/report (less than 12 months
C Ifthe plan is a collectivaly-bar ained plan, CRBCK NEIE . i et e e aese e s s sren s s mmenensneeas »
D Check box it filing under: QH Form 5558 D automatic extension the DFVC program

special extension (enter descriptioﬁ)

If this Is a retroactively adopted plan permitted by SECURE Act section 201, checkhere . ... » rl
ﬁ’art |j Basic Plan Information . enter all requested informatlon i
1a Name of plan 7 ) T Three-digit
DIAMOND DRUGS, INC. GROUP HEALTH PLAN plan number (PN) B 501
1¢ Effective date of plan
07/01/2014
2a Plan sponsor's name (employer, if for a single-empluyer plan) 2b Employer Identification Number (EIN)
Mailing address (include roam, apt., suite no. and street, or P.0. Box) 25-1378278
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions} Plan Sponsor s telephone number
DIAMOND DRUGS, INC. ’724 349 1111
2d Busmess code (see instructions)
446110

645 KOLTER DRIVE
INDIANA PA 15701

Caution: A penalty for the late or incomplete filing of this returnlreport will be assessed unless reasonable cause is astablished.

Undir penaltiss of porjury and othar ponaltion sat (orth in the Insuctions, | declare that ) hnvu oxsmined this retumhupm Including accompanying cchedules, and hmonts, as wel
as tha clectonic vorsion of thia return/report, and ta the best of my knowledge and belief, [t Is use, correct, and camplste,
s6dl \ Nome IO S i A
HERE Sl A DENISE GROMLEY
Signature of plan administrator \ Date Entef name of individual signing as plan administrator
S'E‘;'g ’YQM.M @\NJ\ S . |DENISE GROMLEY
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE . — e
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Form 5500 {2023)

v. 230728

318401 11-21-23

1

15380128 135666 W16950 2023.05040 DIAMOND DRUGS, INC. W16950_1



Form 5500 {2023) Page 2

3a Plan administrator's name and address [X] Same as Pian Sponsor 3b Administrator's EIN

3¢ Administrator's telephone number

4 |f the name and/or EIN of the plan sponsor or the plan name has changed since the last retum/report filed for this plan,

enter the plan sponsor's name, EIN, the plan name and the plan number from the last retum/report:
@ Sponsor's name
C Plan Name

4b EIN

4d P

5  Total number of participants at the beginning of the plan year 5 1 . 163
6  Numberof part’iclpants 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{1) Total number of active participants at the beginning of the planyear ... .. |63 1,163
a(2) Total number of active participants at the end of the PIaN YOI __............oooooroeoeeoeeeeveveerissrissassseseensinsones | OBAZ 1,169
b Retired or separated participants receiving benefits e |00
C QOther retired or separated participants entitled to future benef ts 6¢c
d Subtotal. AdG ines Ba(2) 6B, BNGBC ||| ..., .o e e 6d 1,169
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits be
T Total. AdG fiN@S 6 BN B ____.._.............ooooiooiroooeooeooceeeeeesssssssssseess s s s assessss e rs e 6f
q {1) Number of participants with account balances as of the beginning of the plan year {only defined contribution
plans complete this item} . 69(1)
(2) Number of participants wath account baiances as of the end of the plan year (omy def ned contrtbutlort plans
complete this item) 29{2)
h Number of participants who termmated employmant durmg the plan year wuth accrued beneﬁts that were
less than 100% vested . 6h
7 Enter the total number c\‘ employers obhgated to contnbute to the plan (only multlemployer plans complete
this kerm) 7

8a Ifthe plan provides pension banef ts enter the apphcabte pension feature codes from the Llst of Plan Gharactenstlcs 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
93 Plan tunding arrangement {check all that apply) 9D Plan benefit arrangement (check all that appty)
{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} Geanaral assets of the sponsor

10 Checkall applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached.

{See instructions)

8 Pension Schedules b General Schedules
{1) R (Retirement Plan Information) {1) H  (Financial Information)
{2) MB (Multiemployer Defined Benefit Plan and Certain Money 2) | {Financial Information - Small Plan}
Purchase Plan Actuarial Information) - signed by the plan (3 A
actuary (@) C  (Service Provider Information)
(3} D SB {Single-Employer Defined Benefit Plan Actuarial (5} D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6} G (Financial Transaction Schedules}

(4) DCG {individua!l Plan Information) - Number Attached
{5) MEP {Muttiple-Employer Retirement Plan Information)

318402 11-21-23

2
15380128 135666 W165950

2023.05040 DIAMOND DRUGS,

INC.

(Insurance Information) - Number Attached 2

W16950_1



Form 5500 (2023) Page 3

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

11a if the ptan provides welfare benefits, was the plan su%ect to the Form M-1 filing requirements during the plan year? {See instructions and 29

CFR2520.101-2) ... Yes No

If "Yes" is checked complete lines 11b and 11c¢.
11b Is the plan currentlv in comphance with the Form M-1 filing requirements? (See instructions and 23 CFR 2520.101-2) . U Yes I I No

11¢ Enter the Receipt Confirmation Gode 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 filad 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

318403 11-21-23

15380128 135666 W16950 2023.05040 DIAMOND DRUGS, INC. W16950_1



SCHEDULE A
(Form 5500)

Depariment of the Troasury
Inteenial Revenue Sorvice

Department of Labor

Employea Benefits Socwrlty Administration

Fonsion Henelil Guaranty Gorpornison

Insurance Information

This schedule is required to be filed under section 104 of the i
Employee Retirement Income Security Act of 1974 (ERISA). 2023

pursuant to ERISA section 103(a}2).

OMB No. 1210-0110

P File as an attachment to Form 5500. ,
P tnsurance companias are required to provide the information This Form is Open to

Public Inspection

For calendar plan year 2023 or fiscal plan year beginning 07/01/

2023 and endin

06/30/2024

A Name of plan

DIAMOND DRUGS,

INC. GROUF HEALTH PLAN

B Threedigit
plan number (PN} 501

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

DIAMOND DRUGS

INC.

D Employer Identification Number (EIN)

25-1378278

Partl Information Goncerning Insurance GContract Coverage, Fees, and COMMISSIONS Provide information for sach

contract on a separate Schedule A, Individual contracts grouped as a unit in Parts [l and lll can be reported on a single Schedule A,

1 Coverage Information:

{a} Name of insurance carrier

' HIGHMARK, INC.
{b) EIN {c) NAIC (d} Contract or (e} Approximate number of persons Policy or céntram year
code identification number covered at end of policy or contract year (f) From {q)To
23-1294723 | 54771 [010-301505 1169 [07/01/2023/06/30/2024

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 feas paid

0 301,202
3 Persons receiving commissions and fees. (Complete as many entries as needed to raport all persons).
{a) Name and address of the agent, broker, or other person to whom commissions or fees ware paid
HIGHMAREK, INC.
120 5TH AVENUE
PITTSBURGH PA 15222
(b) Amount of sales and base Fees and other commissions paid (?) )
_ . R . QOrganization
commissions paid
{c) Amount (d) Purposa code
301,202 5

{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

{e)

Qrganization

commissions paid
_ P () Amount (d) Purpose cods
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023
v, 230728

J18421 11-21-23

15380128 135666 W16950

4

2023.05040 DIAMOND DRUGS, INC. W16950_1



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

(e}

{b} Amount f:l §ales ar?: base Fees and other commissions paid Organization
commissions pa! (¢) Amount (d) Purpose code
] I
{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 ()
ssi id - Qrganization
commissions pai
P {c) Amount (d) Purpose code
! j
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amou;“ of sales and base . Fees and other commissions paid te}
ot id Organization
commissions pal
() Amount {d) Purpose code
! }
{a) Name and address of the agent, broker, or other person to whom commissions or fees wera paid
(b) Amount of sales and base Fees and other commissions paid (e)
issi id - QOrganization
commissions pai
{c] Amount {d) Purpose code
i ]
_(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 ‘_) i
- . Qrganization
commissions paid coda
(¢) Amount _{d} Purpose
318422 11-21-23
5 .
W1l6950_1
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Schedula A (Form §500) 2023 Page 3

Partll Investment and Annuity Contract Information

Whaere 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 Currant value of plan's interest under this contract in the general accountatyearend ... 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
8 State the basis of premium rates P
. b Premiums paid to carrier . oo eenersene e eeeerierenne | O
€ Premiums due but unpaid at the end of lhe yaar 6c
d 1t the carrier, service, or other organization in¢urred any speclf' c costs In connacnon wnh
the acquisition or retention of the contract or policy, enteramount ., 6d
Specify nature of costs_ I
€ Typeof contract: (1) D individual policies {2 D group deferred annuity
3) other (specity)
f 1f contract purchased, in whole or in part, to distribute benefits from a terminating plan, checkhere ... PD
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract: (1) deposit administration @ immediate participation guarantee
3) guaranteed investment 4 cther P
b Balance at the end of the previous year ... et st ae e et aeaae st b [ 7b
C Additions: (1) Contributions deposited during lhe YOl 7¢(1) !
(2) Oividendsandcredits | ...,
{3) interest credited duringtheyear | ...
{(4) Transferred from separate account
(5) Other (specify below) .
»
{6) Total additions .._......... OO 4. .- 0
d Total of batance and addltnons (add Imes 7b and 7c(6)) ........................... S £ I 7d
€ Deductions: :
(1) Disbursed from fund to pay benefits or purchase annulties during year 7e(1) {
(2} Administration charge made by Carmier ... _........c.ccoouorrronnn Te(2)
(3) Transferred to separateaceount ... [7e(3)
{4) Other (specify beIOW) ..., .....c....vrvrrcmrene 7e(4)
>
(5) Total deductions ____ ... eeeeeeeeeessneenereeereeseeesessnrennnes 1€48) 0
f Balance at the end of the current year (subtract Ilne 7e(5) irom 1|ne Td) ................................................ I 71
318423 11.21.23
6
15380128 135666 W16950 2023.05040 DIAMOND DRUGS, INC. W1l6950_1



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 organization{s), the information may he 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 Xl pental c E Vision d{ [ Life insurance
e Temporary disahility (accident and sickness) f Long-term disability g l Supplemental unemployment h Prescription drug
i Stop loss {large deductible) i HMO contract k . PPOQ contract | Indemnity contract
M| | Other {specify)
9  Experience-rated contracts:
a Premiums: (1) Amount received ... 9a(1)
(2} Increase (decrease) in amount due but unpald ________________________ 9a(2)
{3) Increase (decrease) in uneamed premium reserve 9a(3)
(4) EBMEA {{1) 120 (3} ooorossos oo serses e smesrsasssisp e | 9804)
b Benefit charges (1) Claims paid ________._.....occcccoorrrvvcrrrrrnn. | IP(1)
{2) Increase (decrease)in claimreserves . ... 9b(2)
(3) Incurred c1aims (add (1 ANG (21 ........cccoooovresoee oo resrirssncssinens e IOAS)
{4) Claims charged .. 9b(4)
€ Remainder of premium: (1) Retentlon charges {on an accrual basis) ~
A Commissions _......... OO & [+ 1) | o)
(B} Administrative service or other fees I &2 <1 ah ] (=)
(C) Other specific acquisition costs ... | SC(1NC)
(D) ) Other expensas 9c(1}(D}
() Taxes . .. SSTTO .- ) [ L)
{F} Charges for nsks or other contlngenmes _______ N e 9¢(1}{R)
(G) Other retention Charges ..................c..ccoooreeeeerererrerireris 9¢c(1)(G)
(H) Total retention ............. et 9c(1}(H)
{2) Dividends or retroactive rate refunds ('I'hese amounts were D pald in cash or cradited.) 90(2]
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits atter retirement 9d(1)
() Claim resarves e | 20(2)
(@) Otherreserves .. .. e, | 9d13)
€ Dividends or retroactive rate refunds due (Do not mclude amount emered in Ilne 9c[2] ) .................. e
10 Nonexperience-rated contracts; !
@ Total premiums or subscription charges paid 10 CaMer ... 10a 421,088
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
BDOVE, (OPOM AMOUNY e e e 10b

Specify nature of costs.

[Part IV] ~ Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Scheduls A?
12 It the answer to line 11 is "Yes,* specify the information not provided. P>

..................... HYes NND

3148424 11-21.23
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SCHEDULE A Insurance Information OMB No. 1240:0110
(Form 5500)

This schedule is required to be filed under section 104 of the

[ 1t the T
.f.‘f.;‘,’.'f.f‘.?l&m s::nﬁy Employee Retirement Income Security Act of 1974 (ERISA). 2023
Employes é‘;ﬁ;m;:;‘:'i;“:;'mhm“m . P File as an attachment to Form 5500,
Foraon Benat Guaianty Coporation P Insurance companies are requirad to provide the information This Form is Open to

pursuant to ERISA section 103(a}(2). Public Inspection

For calendar plan year 2023 or fiscal plan ysar beginaing 07/01/2023 and endin 06/30/2024

A Name of plan B Threedigit

DIAMOND DRUGS, INC. GROUP HEALTH PLAN plan number (PN} 501

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

DIAMOND DRUGS, INC. 25-1378278

I Part| Tnformation Concerning Insurance Contract GCoverage, rees, and GOMMISSIONS Provide information for each

contract on a separate Schedule A, Individual contracts grouped as a unit in Parts |l and Ill can be reported on a single Schedule A,
1 Coverage Information:

{a) Name of insurance carrier

HIGEMARK, INC.

(b) EIN {c) NAIC {d) Contract or {e) Approximate number of persons Policy or contract year
code identification number covared at end of pcolicy or contract year {f] From {a} To
23-1294723 | 52771 1010-301505 1153 07/01/2023[06/30/2024

2 nsurance fee and commission information. Enter the total foes and total commissions paid. List in line 3 the agents, brokers, and other persons
in descending order of the amount paid,
{a) Total amount of commissions paid {b) Total amount of fees paid
1] 119,886
3 Persons receiving commissions and fees. {Complate 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
HIGHMARK, INC.
120 5TH AVENUE

PITTSBURGH PA 15222
(b) Amount of sales and base Fees and other commissions paid o t?) .
commissions paid rganization
(c) Amount {d) Purpose code
119,886 5

(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 (?' .
o . Organization
commissions paid d
{c} Amount {d) Purpose code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A {Form 5500) 2023
v. 230728

318421 11-21.23
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Schedute A (Form 5500) 2023 Page 2- [ |

{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 o (?l i
commissions paid rganization
{c} Amount {d) Purpose code
i i
{a} Name and addrass of the agent, broker, or other person to whom commissions or fess were paid
{b) Amount of sales and base Feas and other commissions paid {?) .
ol . Crganization
commissions paid
{c) Amount (d) Purpose code
! |
{a) Name and address of the agent, broker, or other person 1o whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid (?' .
. ’ QOrganization
commissions paid od
(¢} Amount (d} Purpose code
i {
{0} 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 <) .
Lo . Organization
commissions paid od
{c) Amount {d) Purpose code
i ¢
{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 Organization
{c) Amount _{d) Purpose code
318422 112123
9
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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 repant.

4 Current value of plan's interest under this contract in the general accountatysarend ... 4
5 Current value of plan's interast under this contract in separate accountsatyearend ..o 5
6 Contracts With Allocated Funds:

a State the basis of premium rates P
b Premiums paid to carrier . T s | BB
€ Premiums due but unpald at the end of the ysar 6¢
d If the carrier, service, or other organization incurrad any specific costs in connection with
the acquisition or retention of the contract or policy, enter amMount ..., 6d
Specity nature of costs
€ Type of contract: (1} D individua! policies {2) D group defarred annuity
(3} D other (specity) P
f It contract purchased, in whole or in pari, o distribute benefits from a terminating plan check here ... )D
T Contracts With Unallocated Funds (Do net include portions of these contracts maintained in separate accounts)
A Type of contract: (1) deposit administration (2} immediate participation guarantes
3) guaranteed investment {4) other P
b Balance attheend of the previousyear ..., e e { 7b
C Additions: (1) Contributions deposited during the year 7c(1) 1
(2) Dividends and Gredits ..............cooerserreriecscrsnrscsccsresens | LCAR) ,
(3) Interest credited duringthe year ... | JEE) }
(4) Transferred from separate aCCOUN ... ..oo.oooooceroerresrrree, | LCAR)
(5} Other (specify BOIOW) ... oo 7¢(5) 1
" |
!
(6) Totaladditions . ... oo es oo e e 7¢(6) 0
¢t Total of balance and additions (add lines 7b and 7¢(B)) ...........ccoo....eerreerrriecccennn: [ 7d
€ Deductions: . |
(1) Disbursed from fund to pay benefits or purchase annulties during year .. Te(1)
(2) Administration charge made by Carmier | ... |LCL2)
{3) Transferred to separate acCOUNt ... ... ... 7e(3)
(4) Other (specify below) ... Te(d)
>
(B) Tt ABOUCHIONS _.........\.v.vooveooeooseeoosoe oo aceosesoss e 7e(5) 0
f Balance at the end of the current year {subtract line_7e(5} from line T g I If-

318423 11-21-23 ;
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Schedule A (Form 5500) 2023 _ Pags 4

Partlll [ Welfare Benefit Contract Information

1f more than one contract covers the same group of employees of the same employer(s} or members of the same

employee organization{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 raport.

8  Benefit and contract type {check ali applicable boxes)

a Health {other than dental or vision} b| | pental €| 1 Vision d! [ Lite insurance
€ | | Temporary disability (accident and sickness) f Long-term disability 9| | Supplemental unemployment h| | prescription drug
i Stop loss {large deductible) J HMO contract k PPQ contract I Indemnity contract

M| | Other (specify) I

9  Experience-rated contracts:
a Premiums: {1) Amount received _.___.......... v, 8201)
{2) Increase (decrease) in amount due but unpald %y
(3} Increase {decrease) in uneamed premium reserve 93(3)
(@) EAMOd {{1) + (20 - (1) eoveororrerree oo oeeeeeeess e .| 90(4)
b Bensfit charges (1) Glaims pald .___...........ccoovrevrorrsroscr | 90{1)
{2) Increase (decrease) in claimreserves ... 9b(2)
(3) Incurred Glaims (add {1) ARG (2] .........c..cooeeooee oo ssssisssisessoneess | O0{8)
(4) Claims charged .. 9b(4)
€ Remainder of premium: (1) Ratentlon chargas (on an accrual basns) -
() Commissions ... e, | SCUHAY
(B) Administrative service or other Ieas L Ee)(B)
(C) Other specific acquisition costs ... | IC(1)C)
(D) Other expenses | 9c(1){D)
Y TSSO 517 L) | (=)
{F) Charges for risks or other contingencies | ... Sc(1}F)
(G} Other retention Charges ... . . . . . ... 9c(14G)
(H} Total retention ............. e Sc(1)(H)
(2) Dividends or retroactive rata refunds (Thesa amounts were D pald in cash or credited.) 90(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirament 9d(1)
(2) CIaim [BSBIVES oo seeesssesreseessreeessesesesssssesssessssssreeressneeesrs | D)
(3) Otherreserves . .. 9d(3)
€ Dividends or retroactive rate refunds due (Do not mcfuda amoum entered in I!ne 9c(2) ) .................. Se
10 Nonexperience-rated contracts: 1
a Total pramiums or subscription charges paid t0 CAIMIBI ___............c..coooooereecorrreeeereesereeeesr e 10a
b 1t the carmier, 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
ADOVe, 18POM BMOUNE e e et 10b

Specify nature of costs.

[PartIV[ Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Scheduls A?
12 if the answer to line 11 is "Yes," specify the information not provided. P

..................... ”Yes [XI No

218424 11-21-23
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SCHEDULEC
(Form 5500) Service Provider Information OMB No. 12100110
Doperimont of tha Treas
M‘m:al R;w:ue Swi;y This schedule is required to be filed under section 104 of the 2023
Dopartment of Labor Employes Retirement income Security Act of 1974 (ERISA).
Employeo Bonalits Socurity Administ ati This Form is Open to
Penaion Benefit Guaranty Corporation | 4 File_ as an attachment to Form 5500. Public Inspection,
For calendar plan year 2023 or fiscal plan year beginning 07/01/2023 and ending 06/30/2024
A Name of plan B Threedigit
DIAMOND DRUGS, INC. GROUP HEALTH PLAN plan number PN) | 501
i
C Pian sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
DIAMOND DRUGS, INC. 25-1378278

[Part || Service Provider Information {see instructions)
You must complete this Part, in accordance with the Instruciioﬁs, to report the information required for each person who received, directly or
indirectly, $5,000 or more in total compensaticn (i.e., money or anything else of monetary value) in connection with services rendered to the plan or
the person’s position with the pfan during the plan year. If a person received only eligible indirect compensation for which the plan received the
required disclosures, you are required tc answer line 1 but are not required to include that person when complsting 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 dafinitions and conditions) Yes D No

b If you answered line 12 "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. Complate as many entries as needed (see instructions).

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

b ]
{b} Enter name and EIN or address of person who provided you disclosures on eligible indirect compansation

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

I

i
{b} Enter name and EIN or address of person who provided you disclosurgs on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule C (Form 5500} 2023

v. 230728

318451 11-21-23
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Schedute C (Ferm 5500} 2023 Page 2 - l

(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 parson 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 disclosuras on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosuras on eligible indirect compeansation

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

318452 11-21-23
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Page 3 - |

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom
you answered "Yes" to line 1a on page 1, 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

Schedule C (Form 5500} 2023

the plan year. (See instructions).

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

15380128 135666 W16950

2023.0504¢C DIAMOND DRUGS,

14

INC.

HIGHMARK, INC. 23-1294723
120 FIFTH AVENUE
PITTSBURGH PA 15222
®) © (d) (€} 3G 9 )
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Codels) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formuta instead
person known to be | plan. if none, {sources other compensation, for eligible indiract of an amount or
a party-in-interest enter 0-. than plan or which the plan compensation for which you | - getimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
12 WONE
13 24,239, Yes D no [ ves [] NoD ves [] NoD
49
] !
(a) Enter nama and EIN or address {see instructions)

) ) (d) e} M _ )
Service Relationship to Enter direct Did service provider Did inglrej:t Enter tqta1 indirect Did the service
Code(s) | employer, employee | compensaticon raceive indirect compensation include | compensation received by provider give you

organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
parson known to be | plan. If nane, {sources other compensation, for eligible indirect of an amount or
a partyin-interest anter -, than plan or which the plan compensation for which you | gstimated amount?
" plan sponsor) received the answered “Yes® to element
required disclosures? {f), If none, enter -0-.
Yes D NoD Yes D NoD Yes I:l NoD
I
(a) Enter name and EIN or address (see instructions)

b) © &) () G — ")
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Codels) | employer, employes | compensation receive indirect compensation include | compansation received by provider give you

organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan, If none, {sources other compensation, tor eligible indirect of an amount ¢r
a party-in-interest entar Q- than plan or which the plan compensation for which you | ggtimated amount?
plan sponsor) received the answered "Yes® to element
required disclosures? (). }f none, enter -0-,
Yes D NoD Yes D Nol:l Yes [:I NoD
218453 11-24-23
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Summary Annual Report
for

Diamond Drugs, Inc. Group Health Plan

This is a summary of the annual report for the Diamond Drugs, Inc. Group Health Plan,
{(Employer Identification No. 25-1378278, Plan No. 501) for the period July 1, 2023 to
June 30, 2024. The annual report has been filed with the Employee Benefits Security
Administration, as required under the Employee Retirement Income Security Act of
1974 (ERISA). -

BASIC FINANCIAL STATEMENT
YOUR RIGHTS TO ADDITIONAL INFORMATION

You have the right to receive a copy of the full annual report, or any part thereof, on
request. The items listed below are included in that report:

1. Insurance information including sales commissions paid by insurance
carriers.

To obtain a copy of the full annual report, or any part thereof, write or call the office of

Denise D. Gromley

645 Kolter Drive

indiana, PA 15701

25-1378278 (Employer |dentification Number)
724-349-1111

The charge to cover copying costs will be $1 for the full report, or $0 per page for any
part thereof. i

You also have the right to receive from the plan administrator, on request and at no
charge, a statement of the assets and liabilities of the plan and accompanying notes, or
a statement of income and expenses of the plan and accompanying notes, or both. If
you request a copy of the full annual report from the plan administrator, these two
statements and accompanying notes will be included as part of that report. The charge
to cover copying costs given above does not include a charge for the copying of these
portions of the report because these portions are furnished without charge.

You also have the legally protected right to examine the annual report at the main office
of the plan:

and at the U.S. Department of Labor in Washington, D.C., or to obtain a copy from the
U.S. Department of Labor upon payment of copying costs. Requests to the Department
should be addressed to: U.S. Department of Labor, Employee Benefits Security
Administration, Public Disclosure Room, 200 Constitution Avenue, NW, Suite N-1513,
Washington, D.C. 20210.




PAPERWORK REDUCTION ACT STATEMENT

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons
are required to respond to a collection of information unless such collection displays a
valid Office of Management and Budget (OMB) control number. The Department notes
that a Federal agency cannot conduct or sponsor a collection of information unless it is
approved by OMB under the PRA, and displays a currently valid OMB control number,
and the public is not required to respond to the collection of information unless it
displays a currently valid OMB control number. See 44 U.S.C. 3507. Also,
notwithstanding any other provisions of law, no person shall be subject to penalty for
failing to comply with a collection of information if the collection of information does not
display a currently valid OMB control number. See 44 U.S.C. 3512,

The public reporting burden for this collection of information is estimated to average less
than one minute per notice (approximately 3 hours and 11 minutes per plan). Interested
parties are encouraged to send comments regarding the burden estimate or any other
aspect of this collection of information, including suggestions for reducing this burden, to
the U.S. Department of Labor, Office of the Chief Information Officer, Attention:
Departmental Clearance Officer, 200 Constitution Avenue, N.W., Room N-1301,
Washington, DC 20210 or email DOL_PRA_PUBLIC@dol.gov and reference the OMB
Control Number 1210 0040

3

OMB Control Number 1210-0040 (expires 03/31/2026)
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