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). 2024
e Dlepa"’gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁ{;fr;tsionecu" Y 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 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A This return/report 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 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
SYFAN LOGISTICS WELFARE BENEFIT PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
08/01/2011

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)

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 45-2664830

SYFAN LOGISTICS

P.O. BOX 1294
GAINESVILLE, GA 30503

2C Plan Sponsor’s telephone
number
770-287-8485

2d Business code (see
instructions)
488510

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. 03/12/2025 DENISE NIX
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 (2024)
v. 240311
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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 I 332
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(1) Total number of active participants at the beginning of the plan year ... 6a(1) 332
a(2) Total number of active participants at the end of the plan year ... 63_(2) 382
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 382
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 N General assets of the sponsor 4) M 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
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __4
actuary 4) C (Service Provider Information)
3) D SB (Slngle-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 IlI | 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.) woorvvoeereeeeeeenee e [] Yes |4 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 2024 Form M-1 annual report. If the plan was not required to file the 2024 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

(For

Department of the Treasury
Internal Revenue Service

m 5500)

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

pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

2024

This Form is Open to Public

Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SYFAN LOGISTICS WELFARE BENEFIT PLAN plan number (PN) > 501

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

SYFAN LOGISTICS

D Employer Identification Number (EIN)

45-2664830

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 GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
13-5123390 64246 00056696 382 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid

(b) Total amount of fees paid

70782

15117

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

TURNER WOOD & SMITH INSURANCE

1515 COMMUNITY WAY
GAINESVILLE, GA 30501

(b) Amount of sales and base
commissions paid

Fees and other commissions

paid

(c) Amount

(d) Purpose

(e) Organization code

50786

15117 | FEES

3

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

JAMES R NELLIGAN & ASSOCIATES

1060 BROADWAY
SUITE 400
ALBANY, NY 12204

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

19996

0| N/A

3

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

Schedule A (Form 5500) 2024
v. 240311
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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

(@) 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 ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f
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Part Il | 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 C [X| Vision
e Temporary disability (accident and sickness) Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

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

d [X| Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 399916
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. ......................... 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

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SYFAN LOGISTICS WELFARE BENEFIT PLAN plan number (PN) 3 501

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

SYFAN LOGISTICS

45-2664830

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:

(a) Name of insurance carrier

AFLAC
(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
82-2723296 60380 C2N16 15 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

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

NETPRO FINANCIAL SOLUTIONS LLC

958 MCEVER ROAD
SUITE B3
GAINESVILLE, GA 30504

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1031

0 | N/A

3

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

JENNIFER S CAGLE

958 MCEVER ROAD
SUITE B3
GAINESVILLE, GA 30504

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

309

0| N/A

3

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

Schedule A (Form 5500) 2024
v. 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

MRS. JACKSON BOYUM 2040 SKYLAR LEIGH DRIVE
BUFORD, GA 30518

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
125 o | NA 3

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

CAROLYN D SEGARS 2734 BAYVIEW ROAD
JACKSONVILLE, FL 32210

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
123 0 | N/A 3

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

KIRKLYN SMITH WILSON PO BOX 705
CLERMONT, GA 30527

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
63 0 N/A 3

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

SUSAN REDDOCH BUFFINGTON PO BOX 344
MANCHESTER, GA 31816

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
14 0 | N/A 3

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

ANA MARIE GARCIA SMITH 4504 FAWNIE LANE
KNOXVILLE, TN 37918

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

11 0| N/A 3




Schedule A (Form 5500) 2024

Page2—| 2

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

SCOTT A SMITH

6340 SUGARLOAF PKWY
SUITE 200

DULUTH, GA 30097

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

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

1044 HARBOR RIDGE ROAD
GUNTERSVILLE, AL 35976

Fees and other commissions paid (e)

(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
2 0 | N/A 3

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

726 MEADOWBROOK ROAD
CARROLLTON, GA 30117

(b) Amount of sales and base

Fees and other commissions paid

(e)
Organization
commissions paid (c) Amount (d) Purpose code
1 0 N/A 3
(@) Name and address of the agent, broker, or other person to whom commissions or fees were paid
JAMES D DUDLEY 1355 LYNNFIELD ROAD
SUITE 259
MEMPHIS, TN 38119
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1 0 | N/A 3

RAYMOND L MELVIN

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

1553 NAVIGATOR CIR
DACULA, GA 30019

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

0| N/A

(d) Purpose

(e)
Organization
code

3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

STEVEN WORDERLANDWEHR 1018 HIGHGROVE DR
MONROE, GA 30655

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1 0 | N/A 3

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

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

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

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

(@) 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 ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f
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Part Il | 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 c D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m [X| Other (specify) » WORKSITE BENEFITS

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 15372
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. ......................... 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

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SYFAN LOGISTICS WELFARE BENEFIT PLAN plan number (PN) 3 501

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

SYFAN LOGISTICS

45-2664830

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:

(a) Name of insurance carrier

AFLAC
(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
82-2723296 60380 EZR25 30 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

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

NETPRO FINANCIAL SOLUTIONS LLC

958 MCEVER ROAD
SUITE B3
GAINESVILLE, GA 30504

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2835

0 | N/A

3

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

JENNIFER S CAGLE

958 MCEVER ROAD
SUITE B3
GAINESVILLE, GA 30504

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

908

0| N/A

3

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

Schedule A (Form 5500) 2024
v. 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

V C SMITH LLC

1352 HARVARD RD NE
ATLANTA, GA 30306

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
131 o | NIA 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
MRS JACKSON BOYUM 2040 SKYLAR LEIGH DRIVE
BUFORD, GA 30518
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
68 0 | N/A 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
RONALD E KIRKLAND 1044 HARBOR BRIDGE ROAD
GUNTERSVILLE, AL 35976
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
38 0 N/A 3
(@) Name and address of the agent, broker, or other person to whom commissions or fees were paid
GEORGE LEE WASHINGTON 1755 N BROWN ROAD
SUITE 262
LAWRENCEVILLE, GA 30043
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
37 0 | N/A 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
SCOTT A SMITH 6340 SUGARLOAF PKWY
SUITE 200
DULUTH, GA 30097
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
36 0 | N/A 3




Schedule A (Form 5500) 2024 Page2—| 2

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

1755 N BROWN ROAD
SUITE 262

LAWRENCEVILLE, GA 30043

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
23 o | NIA 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
BRENDA J MCGINNIS 1279 APOLLO ROAD
ARAB, AL 35016
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
10 0 | N/A 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
DAVID G CHAVIERS 949 SKYHAVEN DRIVE
BOAZ, AL 35956
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
8 0 N/A 3
(@) Name and address of the agent, broker, or other person to whom commissions or fees were paid
LAVANDA LYNN SCARLETT 3619 SHADY OAK TRAIL
GAINESVILLE, GA 30506
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
7 0 | N/A 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
STEVEN VORDERLANDWEHR 1018 HIGHGROVE DRIVE
MONROE, GA 30655
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
4 0 | N/A 3




Schedule A (Form 5500) 2024

Page2—-| 3

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

LEE RYAN MCGRAW 726 MEADOWBROOK ROAD
CARROLLTON, GA 30117

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
o | N/A 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
AUSTIN J RICE 205 PERSIMMON TRL
WOODSTOCK, GA 30188
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 4 | FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
KATIE D ALEXANDER PO BOX 71071
NEWNAN, GA 30271
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 4 FEES 3
(@) Name and address of the agent, broker, or other person to whom commissions or fees were paid
DUSTIN ROBERT JOHNSON 745 W BROMPTON AVE
APT 1
CHICAGO, IL 60657
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
3 0 | N/A 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
JAMES D DUDLEY 1355 LYNNFIELD ROAD
SUITE 259
MEMPHIS, TN 38119
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
3 0 | N/A 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

RAYMOND L MELVIN 1553 NAVIGATOR CIRCLE
DACULA, GA 30019

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1 0 | N/A 3

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

TARRAH SMITHSON 2145 SAULS PL
ALPHARETTA, GA 30004

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1 0 | N/A 3

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

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

(@) 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) 2024 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 ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f
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Part Il | 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 c D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m [X| Other (specify) » WORKSITE BENEFITS

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 27519
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. ......................... 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

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SYFAN LOGISTICS WELFARE BENEFIT PLAN plan number (PN) 3 501

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

SYFAN LOGISTICS

D Employer Identification Number (EIN)
45-2664830

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

LIBERTY NATIONAL LIFE INSURANCE COMPANY

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
63-0124600 65331 65679 56 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

28264

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

WILLIAM LACOUNT

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose (e) Organization code

8731

N/A

3

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

CRAIG WILSON

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose (e) Organization code

6932

N/A

3

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

Schedule A (Form 5500) 2024
v. 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

JESSICA DILLARD

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
4284 0 | N/A 3

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

ALEXANDER SHIVERS

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
3818 0 | N/A 3

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

RANDY REEVES

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1391 0 N/A 3

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

TIM ADERHOLT

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
712 0 | N/A 3

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

KEVIN REEVES

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

709 0| N/A 3




Schedule A (Form 5500) 2024 Page2—| 2

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

STEVEN TOOMBS

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

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

OMAR BETANCUR

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
443 0 | N/A 3

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

COREY HULSEY

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
190 0 N/A 3

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

KAYNA CLEMONS
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
148 0 | N/A 3

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

DARREN ALEXANDER

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

98 0| N/A 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

CORRIE HILL
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
81 o | N/A 3

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

MELISSA STEGING

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
45 0 | N/A 3

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

ERIN GIBSON
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
8 0 N/A 3

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

STEVEN GAITHER

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
6 0 | N/A 3

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

JASON EVERETT

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

4 0| N/A 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

MARY GUTIERREZ

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

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

KARYN MAYNARD

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

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

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

(@) 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 ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f
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Part Il | 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 c D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m [X| Other (specify) » WORKSITE BENEFITS

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 17176
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. ......................... 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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁtrsnggczrityaAg:ninis\ra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SYFAN LOGISTICS WELFARE BENEFIT PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

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)
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) 2024
v. 240311
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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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Page3-[ 1 |

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)

HEALTHGRAM, INC

(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?

(9)

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

Yes D No D

Yes D No D

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

(e)

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

()

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

(9)

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?

56-1449504
(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
12 TPA 136991
TURNER, WOOD & SMITH
20-1489174
(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
22 AGENT 111720

Yes D No

Yes D No D

Yes D No D

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

HEALTH PARTNERS NETWORK LLC

(d)

Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)
Did service provider
receive indirect

other than plan or plan
sponsor)

compensation? (sources

(f)
Did indirect compensation
include eligible indirect

plan received the required
disclosures?

compensation, for which the

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

(). 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?

58-2131807
(b) (c)

Service Relationship to

Code(s) |employer, employee
organization, or

person known to be
a party-in-interest
12 N/A

7248

Yes D No

Yes D No D

Yes D No D
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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)

CAREOPERATIVE, LLC

(h)

(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?

(9)

Enter total indirect
compensation received by
service provider excluding

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

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

Yes D No

Yes D No D

Yes D No D

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

(h)

(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?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

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

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

Yes D No

Yes D No D

Yes D No D

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

(h)

20-8981027
(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
12 N/A 4820
CIGNA CORPORATION
59-1031071
(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
12 N/A 4365
FIRST HEALTH
20-1736473
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid

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

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

(e)
Did service provider
receive indirect

other than plan or plan
sponsor)

compensation? (sources

(f)
Did indirect compensation
include eligible indirect
compensation, for which th
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

e

(). If none, enter -0-.

compensation for which you
answered “Yes” to element

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

12

N/A

11

Yes D No

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
nter name an address) of source of indirect compensation escribe the indirect compensation, including any
d) Ent d EIN (add f f indirect ti e) D ibe the indirect tion, includi

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) 2024

Page5-| 1

‘ 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.

() 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

() 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

() 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

() 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

() 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 EHElos iR
This form is required to be filed for employee benefit plans under sections 104
Department of the Treasury and 406§ of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intemal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 20 2 4
qui":g‘gzg;g;‘-ggga " » Complete all entries in accordance with
i yAdmmis“aﬁon Y the instructions to the Form 5500.
Pension Benefit Guaranly Corporation This Form is Open to Public
Inspection
Part]l | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This returnireport is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating
’ employer information in accordance with the form instructions.)
[g] a single-employer plan D a DFE (specify)
B This return/report is: |:| the first return/report D the final return/report
|:| an amended return/report |:| a short plan year return/report (less than 12 months)
C Ifthe planis a collectively-bargained plan, check here. . ... ... . . . . . e » D
D Check box if filing under: D Form 5558 [:] automatic extension |:| the DFVC program
|:| special extension (enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here. .. ..o, » |:|
| Part Il [ Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
Syfan Logistics Welfare Benefit Plan number (PN) » 501
1c Effective date of plan
08/01/2011
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 45-2664830
Syfan Logistics 2C Plan Sponsor's telephone
number
770-287-8485
P.O. Box 1294 2d Business code (see
instructions)
. . 488510
Gainesville GA 30503

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 D_D/(m_\ p \/U\L 2)} | 7_}]_§ Denise Nix
HERE +
Signature of plan administra}or 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 6500 (2024)

v. 240311
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3a Plan administrator's name and address @ Same as Plan Sponsor

3b Administrator's EIN

3¢ Administrator’s telephone

number
4 \fthe 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:

@ Sponsor's name 4d PN

C Plan Name
5§  Total number of participants at the beginning of the plan year 5 | 332
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¢c, and €d).

a(1) Total number of active participants at the beginning of the PIAN YEAT ...........o.ocveeeevoeecereeeeeeeee e eeeeeeeseeeees s eeerereres 6a(1) 332

a(2) Total number of active participants at the end 0f the PlaN YEAr ... s 6a(2) 382

b Retired or separated participants receiving benefits......................... (S« svmersentsresennat st srea b renanatasess san e LR ve e e eE e 6b 0

c Other retired or separated participants entitled to future benefits............ccocvvviiiiicoiiiccii i | BC 0

d Subtotal. Add lINES Ba(2), 61, AN BC. ..........covieeriieieeieiiees ettt a st et etneaser s eeeennerneeenre s 6d 382

e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..............c..cccoveeveervirnnnnnn. 6e

f Total. Add lines 6d and 6e. . B A A R s AR s e e e s Coeisovoi 6f

(1) Number of partlcrpants with account balances as of the beglnnlng of the plan year (only defined contribution plans 6g(1)
g complete this item)... o PO 9
(2) Number of parﬂcnpants with account balances as of the end of the plan year (only defined contribution plans
9 complete this item)... SO - |6q(2
|99
h Number of parﬂcnpants who termlnated employment durlng the plan year wnh accrued benefts that were
less than 100% vested .. ... | 6h

7  Enter the total number of employers obllgated to conlrlbute to the plan (only multlemployer plans complete thls |tem) ........ 7

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

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

4A 4B 4D 4E 4F 4H 4Q

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) I Code section 412(e)(3) insurance contracts
(3) Trust (3) l 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) n D H (Financial Information)
2 I (Financial Information — Small Plan
(2) I:l MB (Multiemployer Defined Benefit Plan and Certain Money 2 D ( ) 7
Purchase Plan Actuarial Information) - signed by the plan 3) E] A (Insurance Information) — Number Attached _ =
actuary (4) Bl C (Service Provider Information)

(3) I:l SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

(5) D D (DFE/Participating Plan Information)

(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.) coocevcvriviiicnniiiescsiie oo || YES No

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

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... [Jves [] No

11¢ Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual repon, 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
(Form 5500)

OMB No. 1210-0110

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). 2024
Department of Labor R
Employee Benefits Security Administralion D File as an attachment to Form 5500.

Fension BensfitfCuarantyjCorporation » 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 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit

Syfan Logistics Welfare Benefit Plan plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

Syfan Logistics 45-2664830

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 Parls |l and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

The Guardian Life Insurance Company of America

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(8} EiN code identification number persons coverEdiatend of (f) From (g) To
policy or contract year
13-5123390 64246 00056696 382 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid (b) Total amount of fees paid
70,782 15,117

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
Turner Wood & Smith Insurance
1515 Community Way

Gainesville GA 30501
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
fees
50,786 15,117 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
James R Nelligan & Associates
1060 Broadway

Suite 400
Albany NY 12204
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organizalion code
n/a
19,996 0 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311
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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 e

{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 ol

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

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

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

Fees and other commissions paid (e)

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




Schedule A (Form 5500) 2024 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 ........ccocoorecieniircsnnis e 4

5 Current value of plan's interest under this contract in separate accounts at year €nd.................ccovevvvevereveereerrercuraenen. 5

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

b  Premiums paid to carrier . 6b
C  Premiums due but unpald at the end of HNE VAN ..vc sttt et sttt eeben et 6¢c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €Nter aMOUNL. ..ottt e aess s sss e
Specify nature of costs P
€ Type of contract: (1) |:| individual policies (2) D group deferred annuity
3) |:| other (specify) P
f  Ifcontract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: N D deposit administration 2) D immediate participation guarantee
(3) D guaranteed investment (4) D other P
b Balance at the end of the previous year... o B 1 )
C  Additions: (1) Contributions deposited durung the year .. | Te(1)
(2) Dividends and Credits ..........coovciveiiiciiiionicriniieoieesensenessessnsessessesseeesnennes | 1€{2)
(3) Interest credited during the Year ............cccccvvveiicsrorecnvoiresnsceneennennns | 1C(3)
(4) Transferred from separate account.. 7c(4)
(5) Other (Specify DEIOW) .........coevivieriereeiereet et 7¢(5)
4
(6)Total additions... OO { * ()
d Total of balance and addmons (add I|nes 7b and 7c(G)) | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7¢e(1)
(2) Administration charge made by Carmier ...........c.cccooerovvevronvenerssreeiene. |_1€(2)
(3) Transferred to separate acCOUNt .............coovvviriiivorsrrrensrerenene. | 1€(3)
(4) Other (SPECIY DEIOW) .......o..cvvcvriricsicriesiinesieieiessnsessenssseeessesesnneneinene | 1€(4)
4
(5) TOMAI AEAUCHIONS..........vevvvecrerseeeiereiseeess st sess s st ettt s s 7e(5)
f Balance at the end of the current year (sublract line 7e(5) from line 7d)... 7f




Schedule A (Form 5500) 2024 Page 4

Part il | 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 [x] Dental c [ vision d [¥] Life insurance
e B] Temporary disability (accident and sickness) @ Long-term disability g |:| Supplemental unemployment h |:| Prescription drug
|:| Stop loss (large deductible) i |:| HMO contract k |:| PPO contract ID Indemnity contract

m [x] Otner (specify) PAD&D

9 Experience-rated contracts:

A Premiums: (1) AMOUNE TECEIVEM .......viveeeeeeeesiecsseseeseees e ssese s ee s 9a(1)
(2) Increase (decrease) in amount due but unpaid............ccccoeeieeicienie. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..............covovocvuecuen. 9a(3)
Y T N R 1 X ) O e 0
b Benefit charges (1) Claims paid............ . 9b(1)
(2) Increase (decrease) in Claim reServes ...........occeiiiiiioeiiaieieecinnns 9b(2)
(3) Incurred claims (dd (1) AN (2))....c.cii ittt eb s et s ettt es e eb e e et enbhe e abea s ene 9b(3) 0
(4) Claims charged ... i 9h(4)
C Remainder of premium: (1) Retent|on charges (on an accrual baS|s) --
(A) Commissions ................ s || DEKTIEAY
(B) Admlmstratlve service or other fees .............................................. 9¢(1)(B)
(C) Other specific acquisition COStS .........ccovurvecreciinirscrivcricriisniies | 9C(1)C)
(D) Other expenses . e————————— - ) [(8)]
(E) TAXES ..ecovecreiereeesseeis st esisses s st s e 9c(1XE)
(F) Charges for risks or other contingencies............cccovcecrnvenee | IE(1)(F)
(G) Other retention Charges ...........oo.cowsreereresserienmssersessssencesesnneeenns | 9C(ING)
(H) Total retention . .. ceerrereieeenens | 9C(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were I:l pald in cash, or|:| credited. ) .................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) Claim reserves . 9d(2)
(3) Other reserves.. i . 9d(3)
€ Dividends or retroactlve rate refunds due (Do not |nc|ude amount entered in Ime 9c{2) ) .............................. 9¢
10 Nonexperience-rated contracts:
@ Total premiums or subscription Charges Paitl 0 CAITIET ... ....ocovovoeeveeiiescs s iessesss oot ersesssemensseene s emenesens 10a 399,916
b Ifthe 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...........ccccoeenenen, 10b
Specify nature of costs.
| PartiV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. H Yes Ig No

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




SCHEDULE A Insurance Information
(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).

Department of Labor

Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporalion

pursuant to ERISA section 103(a)(2).

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Syfan Logistics Welfare Benefit Plan plan number (PN) 3 501

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

D Employer Identification Number (EIN)

Syfan Logistics 45-2664830
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 |1 and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

AFLAC
(c) NAIC (d) Contract or {e) Approximate number of Policy or contract year
{b) EIN . A - persons covered at end of
code identification number policy or contract year (f) From (g) To
82-2723296 60380 C2N1e6 15 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

{b) Total amount of fees paid

1,687

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

Netpro Financial Solutions LLC
958 McEver Road

Suite B3
Gainesville GA 30504
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
n/a
1,031 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Jennifer S Cagle
958 McEver Road
Suite B3
Gainesville GA 30504
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organization code
n/a
309 0 3

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

Schedule A (Form 5500) 2024

v. 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Mrs. Jackson Boyum
2040 Skylar Leigh Drive

Buford GA 30518
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose code
n/a
125 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Carolyn D Segars
2734 Bayview Road
Jacksonville FL 32210
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose e
n/a
123 0 3

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

Kirklyn Smith Wilson

PO Box 705
Clermont GA 30527
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose <iids
n/a
63 0 3

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

Susan Reddoch Buffington

PO Box 344
Manchester GA 31816
Fees and other commissions paid {e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose e
n/a
14 0 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Ana Marie Garcia Smith
4504 Fawnie Lane
Knoxville TN 37918
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
11 0 3




Schedule A (Form 5500) 2024 Page 2 — |

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

Scott A Smith
6340 Sugarloaf Pkwy

Suite 200
Duluth GA 30097
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
5 0 3

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

Ronald E Kirkland
1044 Harbor Ridge Road

Guntersville AL 35976
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
n/a
2 0 3

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

Lee Ryan McGraw
726 Meadowbrook Road

Carrollton GA 30117
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
1 0 3

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

James D Dudley
1355 Lynnfield Road

Suite 259
Memphis TN 38119
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose e
n/a
1 0 3

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

Raymond L Melvin,
1553 Navigator Cir

Dacula GA 30019
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose -
n/a




Schedule A (Form 5500) 2024 Page 2 —|

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

Steven Worderlandwehr
1018 Highgrove Dr

Monroe GA 30655
Fees and other commissions paid (e)
(b} Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose dode
n/a
1) 0 3

(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 (¢) Amount (d) Purpose

(e)
Organization
code

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

Fees and other commissions paid

(b) Amount of sales and base
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

Fees and other commissions paid

(b) Amount of sales and base

(e)

Organization

commissions paid {c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or olher 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 e




Schedule A (Form 5500) 2024 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 ..., 4
5 Current value of plan's interest under this contract in separate accounts at year end...........ccccovvveciviiiininisinincnsieiein 5

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

b Premiums paid to carrier . et et 6b
C  Premiums due but unpald at the end of BN YRAT ...ttt s 6¢c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or POlCY, ENEN AMOUNL. .........c.eieiii it ecs s i saese s ess s s e e sresssesseeeeenssnssersensensiannes
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 > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (@) |:| deposit administration (2) |:| immediate participation guarantee
(3) I:I guaranteed investment (4) D other b
b Balance at the end of the Previous YEar.................curiiiriiiisiiiiessssssissoseisssesessiesssse s csesecessmesinsssecesisecesecscene | D)
C  Additions: (1) Contributions deposited dunng the year .........cocvenieecinrnnns 7c(1)
(2) Dividends and Credits ............ccoomveeeree s et ree et nen s e, 7c¢c(2)
(3) Interest credited AUNG the YEAT .....c...ovvveeeeeeere oo eeeeesee e eeseenesen s 7¢(3)
(4) Transferred from separate account............ccccoiveveveeeeecereeeesesrereeenes | ()
(5) Other (SPeCify DEIOW) .......oeovecveevrecesscessscrees s siesesenssssenesnasssenesesseseee | LC(B)
>
(6)Total additions.. .. 1c(B)
d Total of balance and addltlons (add I|nes 7b and 7c(6)). OO N £
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier...........ccccvcvvecriecierivecnirina | 1€(2)
(3) Transferred to separate ACCOUNL.............ccovvverecsesrsnssssssesssassesmssscnees | 1E(S)
(4) Other (specify below) 7e(4)
>
(5) Total deductions................ L ey e e s |- & |
f Balance at the end of the current year (suhtract I|ne ?0(5} from I|ne Td} | 7f




Schedule A (Form 5500) 2024 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 ali applicable boxes)

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

m@ Other (specify) Pworksite benefits

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 unearned premium reserve ... 9a(3)
{4) EArNEd ((1) + {2) = (3))-rrevreoeeeeeeeeeereeeeeeeeseresseeesseeeeeses e ses i eseesnesensens T 0
b Benefit charges (1) CIAIMS PRI ..........oveeverreeerieeereeer oo 9b(1)
(2) Increase (decrease) in Claim reSErVes ............cccevveveuvvieecisiec e 9b(2)
(3) Incurred claims (8AA (1) BNG (2))....c. o vererr e eesss s st eresssssssssse et sssss st essns et sesseneseesessteasnns 9b(3) 0
(4) Claims charged 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) Commissions ................ BTSRRI I 1+ § 179
(B) Administrative service or other fees 9c(1)}(B)
(C) Other specific acqUISHION COSS .......cocvviveirrverirerrsccirrnn. | 9C(1XC)
(D) Other eXPenSes ...........o.cccueeeeieiveeeeeeeeisneneecsensievensensineneriniee. | 9C(1)XD)
(E) Taxes .. ST L~ 0 [1 =Y
(F) Charges for nsks or other contmgenmes ....................................... 9c(1)(F)
(G) Other retention charges.. 9¢(1)(G)
(H) Total retention..........cccocevmrirrecnnn. v | 9€(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D pa|d in cash, orD credited. ) .................. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves.. . = 9d(3)
€ Dividends or retroactlve rate refunds due (Do not mclude amount entered in I|ne BcIZ} } 9e
10 Nonexperience-rated contracts:
@ Total premiums or subscription Charges Paid t0 CAITIET..............c.cccrvveireviie it cesis ettt eeen e 10a 15,372
b Ifthe 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..ccco...a. 10b

Specify nature of costs.

| PartIV | 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
Inlernal Revenue Service

Department of Labor
Employee Benefits Securily Administration

Pension Benefit Guaranty Corporalion

Insurance Information

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

> File as

» Insurance compan

an attachment to Form 5500.

ies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Syfan Logistics Welfare Benefit Plan plan number (PN) > 501

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

Syfan Logistics

D Employer Identification Number (EIN)

45-2664830

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 |Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

AFLAC
(c) NAIC (d) Contract or {e) Approximate number of Policy or contract year
(b) EIN code identification number persons CoNeISd SHend of (f) From (g) To
policy or contract year
82-2723296 60380 EZR25 30 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

4,117

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

Netpro Financial Solutions LLC

958 McEver Road

Suite B3
Gainesville GA 30504
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code

2,835

n/a

0

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

Jennifer S Cagle
958 McEver Road

Suite B3
Gainesville GA 30504
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
n/a
908 0 3

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

Schedule A (Form 5500) 2024
v. 240311
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(a) Name and address of the agent. broker, or other person to whom commissions or fees were paid

V C Smith LLC
1352 Harvard Rd NE

Atlanta GA 30306
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose e
n/a
131 0 3

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

Mrs Jackson Boyum
2040 Skylar Leigh Drive

Buford GA 30518
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
68 0 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Ronald E Kirkland
1044 Harbor Bridge Road
Guntersville AL 35976
Fees and other commissions paid (e)
(b} Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
38 0 3

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

George Lee Washington
1755 N Brown Road

Suite 262
Lawrenceville GA 30043
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
37 0 3

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

Scott A Smith
6340 Sugarloaf Pkwy

Suite 200
Duluth GA 30097

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount (d) Purpose

(e)
Organization
code

n/a

36 0




Page2—! |

Schedule A (Form 5500) 2024

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

Pearlean Washington
1755 N Brown Road

Suite 262
Lawrenceville GA 30043
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose oo
n/a
23 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Brenda J McGinnis
1279 Apollo Road
Arab AL 35016
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose oy
n/a
10 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
David G Chaviers
949 Skyhaven Drive
Boaz AL 35956
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (¢} Amount (d) Purpose code
n/a
8 0 3

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

Lavanda Lynn Scarlett
3619 Shady Oak Trail

Gainesville GA 30506
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
n/a
7 0 2
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Steven Vorderlandwehr
1018 Highgrove Drive
Monroe GA 30655
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose code
n/a
3




Schedule A (Form 5500) 2024 Page 2 -—|

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

Lee Ryan McGraw
726 Meadowbrook Road

Carrollton GA 30117
Fees and other commissions paid {(e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
4 0 3

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

Austin J Rice
205 Persimmon Trl

Woodstock GA 30188
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
fees
0 4 3

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

Katie D Alexander
PO Box 71071

Newnan GA 30271
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
fees
0 4 3

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

745 W Brompton Ave

Apt 1
Chicago IL 60657
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
3 0 3

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

James D Dudleg
1355 Lynnfield Road

Suite 259
Memphis TN 38119
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Raymond L Melvin
1553 Navigator Circle

Dacula GA 30019
Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose shida
n/a
1 0 3

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

Tarrah Smithson
2145 Sauls Pl

Alpharetta GA 30004
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
1 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
(a) Name and address of the agent. broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization

commissions paid (c) Amount (d) Purpose

code
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Partll | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individuat 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 accouUNt at YEar nd ............c..ccooroovvreveeovocsrrereecenen, 4

§ Current value of plan’s interest under this contract in separate accounts at Year €Nd..........ccccoiveiiiiiiiiiiiaiiniiiniineins 5

6 Contracts With Allocated Funds:

a State the basis of premium rates P
b  Premiums paid to carrier . R 6b
C  Premiums due but unpald at the end of TNE YRAM. ...ttt e it e e e neere e 6¢c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, eNter AMOUNL. ..ot ca e
Specify nature of costs P
e Type of contract: (1) |:| individual policies 2) D group deferred annuity
@) [] other (specity) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end of the previous year... | 7b
C  Additions: (1) Contributions deposited durlng the Year .......ccevveveeveeenins 7c(1)
(2) Dividends and credits...........co..ceveerveecerveeeereinnne. e | 7c(2)
(3) Interest credited during the year 7¢(3)
(4) Transferred from separate aCCOUNt...........coorvvvvvcrrenicsiarcarienneanvecenns | 1C{4)
(5) Other (SPECIFY DEIOW) ....vevveriiirecrinscresenserensirsienessesensessesessssesseenenienceees | 1C{D)
4
(6)Total additions... TR R e, TGLO)
d Total of balance and addmons (add Ilnes 7b and 7c(6)) I 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmer ............c.ccivrreersemsenenennne | 1€(2)
(3) Transferred to separate aCCOUNL............cccvmvmrrrcrmrceermnmmemsesieisecsinsioniens | 1€(3)
(4) Other (SPECify DEIOW) ........cvurvicrireiearseisrinsecreessensissesiseneseseeemeeeneseeeeee | 1€(4)
4
(5) Total deductions... Y { -1 (<) |
f Balance at the end of the current year (subtract Ilne 79(5} from Ilne ?d) S N 4 i
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Part Il

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) bD Dental c|:| Vision d D Life insurance
e |:| Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
|:| Stop loss (large deductible) i D HMO contract k D PPO contract | D Indemnity contract

m@ Other (specify) Pworksite benefits

9 Experience-rated contracts:
a Premiums: (1) AMOUNt TECEIVET ......ccieiiiieiiiicicirirsreres e ses e 9a(1)
(2) Increase (decrease) in amount due but unpald 9a(2)
(3) Increase (decrease) in unearned premium reserve ................occc.ocouu... 9a(3)
(4) EQrNed ({1) + {2) = (B)).-cuemeuemmreeseeriomsriesiaesessssesscessessinssasisssasssesssessiessseserstesssnsasssssans | 9a(4) 0
b Benefit charges (1) ClAIMS PRI, ...o...veeveeerr oo erresseereesesseeeensesreeserss 9b(1)
(2) Increase (decrease) in ClaIM FESEIVES .........occvveevrirreveeeiesrseecrnneesinns 9b(2)
(3) Incurred claims (add (1) and (2)) 9h(3) 0
(4) Claims charged ... 9b(4)
C Remainder of premium: (1) Retentlon charges (on an accrual basns) --
(A) COMMISSIONS ....vcvvvirreriiiiieeiee ettt ettt sa e 9c{1)(A)
(B) Administrative service or other fees.............coooevvieveecvciceees 9¢(1)(B)
(C) Other specific aCqUISIION COSES .........ooorrviieriiesecssinrerieneees | 9G(1)NC)
(D) OB @XPEMSES .....c.vvcverveirieaeiessiessieessensesseseasessesesieess st sesneies 9¢(1)(D)
(E) Taxes .. 9c(1)(E)
(F) Charges for rlsks or other contmgenmes [ — L ) ()
(G) Other retention charges 9¢(1)(G)
(H) Total retention .. S - [ D ()] 0
(2) Dividends or retroactive rate refunds (These amounts were D pald in cash, or|_—_| credited. ) .................. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement .. 9d(1)
(2) Claim reserVes it i e e R S e e e s 9d(2)
(3) Other reserves.. 2 9d(3)
€ Dividends or retroactlve rate refunds due (Do not include amount entered in I|ne 9c{2] ) 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAITIE ..........c.ccouieuiiiiierees et eesises e eeas b eemsaesais 10a 27,519
b Ifthe 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............cc...cccceean 10b
Specify nature of costs.
| PartIV | 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. »




SCHEDULE A
(Form 5500)

Department of lhe Treasury
Intemal Revenue Service

Depariment of Labor
Employee Benefils Security Administration

Pension Benefil Guaranty Corporalion

Insurance Information

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

D File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Syfan Logistics Welfare Benefit Plan plan number (PN) > 501

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

Syfan Logistics

D Employer Identification Number (EIN})

45-2664830

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 Il can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

Liberty National Life Insurance Company

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
{b) EIN . A : persons covered at end of
code identification number BolS#.or contract §ia (f) From (g9) To
63-0124600 65331 65679 56 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

28,264

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

William Lacount

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

{c) Amount

(d) Purpose

(e) Organization code

8,731

n/a

0

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

Craig Wilson

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(¢) Amount

{d) Purpose

(e) Organization code

6,932

n/a

0

3

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page 2 —| |

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

Jessica Dillard

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
4,284 0 3

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

Alexander Shivers

Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose P
n/a
3,818 0 3

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

Randy Reeves

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
1,391 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Tim Aderholt
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
712 0 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Kevin Reeves
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose code
n/a
709 0 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Steven Toombs

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
658 0 3

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

Omar Betancur

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
n/a
443 0 3

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

Corey Hulsey

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
190 0 3

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

Kayna Clemons

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
148 0 3

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

Darren Alexander

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

98 0 3
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{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Corrie Hill

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
81 0 3

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

Melissa Steging

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
45 0 3

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

Erin Gibson

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
8 0 3

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

Steven Gaither

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
n/a
6 0 3

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

Jason Everett

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Mary Gutierrez

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
n/a
3 0 3

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

Karyn Maynard

Fees and other commissions paid (e}
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
3 0 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 Sode

(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 -
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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 .......cc....cociveeviiciiiieniiniiiiieen 4
5 Current value of plan's interest under this contract in separate accounts at yearend.............occcciiiiiiiinin 5
6 Contracts With Allocated Funds:
@ State the basis of premium rates P
b Premiums paid to carrier . 6b
C  Premiums due but unpald at the end of the year... 6c

d Ifthe carrier, service, or other organization mcurred any specﬁ'c costs in connection with the acqmsmon or 6d
retention of the contract or policy, enter amount. .

Specify nature of costs P

€ Type of contract: (1) |:| individual policies (2) D group deferred annuity
(3) D other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
& Type of contract: 1) D deposit administration (2) |:| immediate participation guarantee
(3) D guaranteed investment (4) |_—_| other P

b Balance at the end Of the PrEVIOUS YEAT ........c.v..cvveevveeeervsrovreeeeeeeereeeeseeeereceseeeeenseesseseemnesseseseeseeeseseemneseenessenessse | 7b
C  Additions: (1) Contributions deposited durmg the year 7c(1)

(2) Dividends and Credits .............ooverreereiviescsresoineiasesieeenenseoeeeeeeeenee. | 1€{2)

(3) Interest credited dUring the YEAF ............ccueveveiveveeeeeeeeereeeeee e 7c(3)

(4) Transferred from separate account. 7¢c(4)

(5) Other (SPeCify DRIOW) .........c.cvvviricrreeriaresreroseenene 7¢(5)

»

(BYTOMAI AAGIEIONS ...t e en et ettt et et et an bt es et e eetemeeseere v 1€(B)
d Total of balance and additions (add liNes 7B and 7C(B)). ................ovooocooormoecrosrecerorseosereeeeeeeseesesseommsessscssesscsseeeee | 10
€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year | 7€(1)

(2) Administration charge made by Carmier.............cccooveveoressessersersreseens | 1€{2)

(3) Transferred t0 SEPArate ACCOUNL..........ccovveveeveiveeeeceeeeeeeeeeee e 7¢(3)

(4) Other (SPeCify BEIOW) ........vvrvveieiiiciieseisies et ees e eseeeneeneeenene | 1€(4)

4

(5) Total deductions... e - .-
f Balance at the end of lhe current year {sublract Ilne 70{5} from Ilne ?d) 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)

e [I Temporary disability (accident and sickness)
i D Stop loss (large deductible)
m @ Other (specify) Pworksite benefits

b D Dental

f [] Long-term disability
j D HMO contract

c D Vision d |:| Life insurance
g D Supplemental unemployment  h |:| Prescription drug

k D PPO contract | D Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) AMount reCeiVed ............ccveevemreceesresisrerseseeseneans 9a(1)
(2) Increase (decrease) in amount due but unpaid............c.cocceverieviinnn 9a(2)
(3) Increase (decrease) in unearned premium reserve 9a(3)
(4) Earned ((1) + (2) = (3))veeveeeererereereoeeeremseeeresesmsessen .| 9a(4) 0
b Benefit charges (1) Claims paid..........ccoeivvorrorriion 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cocueeovvereeeeereeereeeereseeans 9b(2)
(3) Incurred claims (add (1) and (2))..........cccccvviiriianenn. 9b(3) 0
(4) Claims Charged ... ....iiiiiiiiiii ittt s 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS .......oieeviieeeiirieeier ettt et ene e 9c(1)(A)
(B) Administrative service or other fees - . | 9c(1)B)
(C) Other specific acquisition Costs ...........cccccivcvcicrecieiiicieienene. | 3C(INC)
(D) Other expenses . 9c(1)(D)
(2 RIS 9c(1)(E)
(F) Charges for risks or other contingencies...............ooovvocenn. | 9¢(1)(F)
(G) Other retention charges 9¢c(1)(G)
(H) TOAI FRIEMTION ...ttt sttt e n e ns s eme e s et sries 9c(1}(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were I:l paid in cash, or|:| credited.).................. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) ClAIM TESBIVES .......oevieiieieii ettt ettt et ee et te v e e eee s e et e e eee e s os s ee e 9d(2)
(3) Other reSerVes . ... cuuswsmaiitisimn s siaid e i e T e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line OB{2).) i 9¢
10 Nonexperience-rated contracis:
a Total premiums or subscription charges Paid t0 CAMTIET.............oooviiiierieeeiee oot eeee e 10a 17,176
b Ifthe 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...ccc......... 10b
Specify nature of costs.
| PartIv | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............ D Yes Ig No

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




SCHEDULE C Service Provider Information CITE] ERPATRAL
(Form 5500) 2024
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 0
Inlernal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab: -
Employee B:r?:fitg‘ggcgrityaAg:ninislration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefil Guaranty Corporation Inspection.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Nameofplan . B Three-digit
Syfan Logistics Welfare Benefit Plan plan number (PN) [ 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Syfan Logistics 45-2664830

| Part1 [ 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).. ... ........... DYes I}__(]
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) 2024
v. 240311
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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)

Healthgram, Inc 56-1449504
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes" to element
12 (f). If none, enter -0-.
TPA
YesD NOEI Yes|:| NoD YesD No|:|
136,991
(@) Enter name and EIN or address (see instructions)
Turner, Wood & Smith 20-1489174
(b) (c) (d) (e) " ~(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
22 (f). If none, enter -0-.
agent
YesD No YesD Nol:l Yes|:| Nol:l
111,720

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

Health Partners Network LLC

58-2131807

(b)
Service
Code(s)

12

(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?

n/a

7,248

Yes |:| No @

Yes |:| No |:|

Yes D 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).

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

Careoperative, LLC 20-8981027
(b) (c) (d) (e) () (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
12 (f). Ifnone, enter -0-.
n/a
YesD No@ YesD NoD Yes|:| No|:|
4,820
(a) Enter name and EIN or address (see instructions)
Cigna Corporation 59-1031071
(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered "Yes" to element
(f). If none, enter -0-.
12
n/a
YesD No@ YesD No|:| Yes|:| NOD
4,365
(a) Enter name and EIN or address (see instructions)
First Health 20-1736473
(b) (c) (d) (e) ) (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?
12 answered “Yes” to element

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

n/a

11

Yes D No @

Yes D No |:|

Yes |:| No |:|
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] Part | ]Service Provider Information (continued)

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

many entries as needed to report the required information for each source.

(@) 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.

(@) 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.

(@) Enter service provider name as it appears on line 2 (b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider's 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)

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

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

(b) Nature of
Service
Code(s)

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

(@) 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

(@) 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




Schedule C (Form 5500) 2024 Page 7-[ |

Partlll | 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:




