Form 5500

Department of the Treasury

Internal Revenue Service

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

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

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

2023

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning 08/01/2023

and ending  07/31/2024

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

Form 5558

D special extension (enter description)

D Check box if filing under: I:I automatic extension

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

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
UNITED OVERSEAS HOLDINGS, INC. HEALTH AND WELFARE PLAN

1b

Three-digit plan

number (PN) » 501

1c

Effective date of plan
08/01/2006

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

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
UNITED OVERSEAS HOLDINGS INC. THE PIERE HOTEL

THE PIERRE HOTEL

2 EAST 61ST STREET
NEW YORK, NY 10021

2b

Employer Identification
Number (EIN)
47-4914644

2cC

Plan Sponsor’s telephone
number
212-838-8000

2d

Business code (see
instructions)
721110

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. 03/20/2025 JUDITH SARMIENTO
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2023)
v. 230707
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3a Plan administrator's name and address |X| Same as Plan Sponsor 3b Administrator's EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 146
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(l) Total number of active participants at the beginning of the PIan YEAr ..........coociiiiiiiiiiii e 6a(1) 144
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 154
b Retired or separated participants reCeiving DENETIS .........ouiii i 6b 2
C Other retired or separated participants entitled to future DENEfitS...........ccviiiiii e 6C 0
d Subtotal. Add liNes 6a(2), BB, AN BC. ........cc.eeiiiiiiiice et 6d 156
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ococeviiiiiieiiiiecenne. 6e
f o= o (o I g 1=t To B Ty Vo YOS 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 (oo 0] o] (o TN (=) 1 1) O S POPTPO PRSPPSO 9
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 (oo 0] o= (o TN (=) 1 1) S PPOUTPO PR TR PRPPPO 69(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thAN 100Y6 VESTEU ........eveceeieie ettt sttt et sses s ns s et et esses et sns st ens st es st ettt s ense st nsaneans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4E 4D
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
4 General assets of the sponsor 4) General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) D R (Retirement Plan Information) 1) H (Financial Information)
) ) ) ) 2) D I (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached
actuary 4) D C (Service Provider Information)
3) D SB (Smgle—Emponer Defined Benefit Plan Actuarial ®) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A 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). 2023
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning  08/01/2023 and ending  07/31/2024
A Name of plan B  Three-digit
UNITED OVERSEAS HOLDINGS, INC. HEALTH AND WELFARE PLAN plan number (PN) > 501

C Plan sponsor's name as shown on line 2a of Form 5500
UNITED OVERSEAS HOLDINGS INC. THE PIERE HOTEL

D Employer Identification Number (EIN)
47-4914644

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Information:

(@) Name of insurance carrier
HARTFORD LIFE AND ACCIDENT

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
06-0838648 70815 898177G 154 08/01/2023 07/31/2024

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

6332 3600
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
WORLD INS. ASSOCIATES LLC 6851 JERICHO TURNPIKE
SUITE 270
SYOSSET, NY 11791
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
6332 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
PROFESSIONAL GROUP PLANS INC 225 WIRELESS BLVD
2ND FLOOR
HAUPPAUGE, NY 11788
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
3600| FEES 3

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2023

Page 4

Part 1l | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m Other (specify) P ACCIDENTAL DEATH & DISMEMBERMENT, VOLUNTARY LIFE

c D Vision
g D Supplemental unemployment
k D PPO contract

d |[X| Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 0
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3) 0
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEENTON ........vee ettt s et s e ee et en e s et en e s e s et et en et e e es et neen 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 67512
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............c..ccccc..... 10b
Specify nature of costs.
Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes No

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




SCHEDULE A Insurance Information
OMB No. 1210-0110

(Form 5500)

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

For calendar plan year 2023 or fiscal plan year beginning  08/01/2023 and ending  07/31/2024
A Name of plan B  Three-digit

UNITED OVERSEAS HOLDINGS, INC. HEALTH AND WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

UNITED OVERSEAS HOLDINGS INC. THE PIERE HOTEL 47-4914644

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Information:

(@) Name of insurance carrier
UNITEDHEALTHCARE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
36-2739571 79413 365552 112 08/01/2023 07/31/2024

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

72890 0

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

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

NY-GJK INSURANCE AGENCY 100 WOOD AVENUE S
ISELIN, NJ 08830-2727

Fees and other commissions paid

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

49690 3

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

PAUL GLOBAL BENEFITS, INC. PO BOX 95000
LB#1803
PHILADELPHIA, PA 19195-0001

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
23200 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 0
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3) 0
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEENTON ........vee ettt s et s e ee et en e s et en e s e s et et en et e e es et neen 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 1219335
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............c..ccccc..... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

No

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




SCHEDULE A Insurance Information
OMB No. 1210-0110

(Form 5500)

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

For calendar plan year 2023 or fiscal plan year beginning  08/01/2023 and ending  07/31/2024
A Name of plan B  Three-digit

UNITED OVERSEAS HOLDINGS, INC. HEALTH AND WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

UNITED OVERSEAS HOLDINGS INC. THE PIERE HOTEL 47-4914644

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Information:

(@) Name of insurance carrier
UNITEDHEALTHCARE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
36-2739571 79413 921866 207 08/01/2023 07/31/2024

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

7186 0

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

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

PAUL GLOBAL BENEFITS INC 6851 JERICHO TURNPIKE
SUITE 270
SYOSSET, NY 11791-4454

Fees and other commissions paid

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

7186 3

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

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2023 Page 3

Part Il | Investment and Annuity Contract Information

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2023 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 0
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3) 0
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEENTON ........vee ettt s et s e ee et en e s et en e s e s et et en et e e es et neen 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 72035
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............c..ccccc..... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

No

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




SCHEDULE A Insurance Information
OMB No. 1210-0110

(Form 5500)

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

For calendar plan year 2023 or fiscal plan year beginning  08/01/2023 and ending  07/31/2024
A Name of plan B  Three-digit

UNITED OVERSEAS HOLDINGS, INC. HEALTH AND WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

UNITED OVERSEAS HOLDINGS INC. THE PIERE HOTEL 47-4914644

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Information:

(@) Name of insurance carrier
UNITEDHEALTHCARE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
36-2713957 79413 921866 207 08/01/2023 07/31/2024

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

574 0

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

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

PAUL GLOBAL BENEFITS INC 6851 JERICHO TURNPIKE
SUITE 270
SYSOSET, NY 11791-4454

Fees and other commissions paid

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

574 3

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

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2023 Page 3

Part Il | Investment and Annuity Contract Information

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2023 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

d D Life insurance
h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 0
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3) 0
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEENTON ........vee ettt s et s e ee et en e s et en e s e s et et en et e e es et neen 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 5780
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............c..ccccc..... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

No

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




Form 5500 Annual Return/Report of Employee Benefit Plan G
This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Secuwrity Act of 1974 (ERISA) and
“’.7.{’2,.,“'3‘;?2.‘,’.',,‘22 },’::iu;y sectlions 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2023
Department of Labor » Complete all entries in accordance with
E'"”"”:if-.ﬁﬁ?f:ﬁo?”“” the instructions to the Form 5500,
Pension Benafit Guaranty Corporation This Form is Open to Public
Inspection
| Part | | Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning  08/01/2023 andending 07/31/2024
A This returnirepert 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-empleyer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
|:| an amended return/report D a short plan year return/report {less than 12 months)
C Ifthe plan is a collectively-bargained plan, check HBre. . .. . ... ... . e e r [:I
D Check box if filing under: E Form 5558 I:I automatic extension |:| the DFVC program
D special extension (enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here. ... ....................... » D
| Part il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
United Overseas Holdings, Inc. Health and Welfare Plan number (PN) ¢ 501
1c Effective date of plan
08/01/2006
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, stale or province, country, and ZIP or foreign postal code (if foreign, see instructions) 47-4914644
United Overseas Holdings Inc. The Piere Hotel 2c¢ Plan Sponsor's telephone
The Pierre Hotel number
212-838-8000
2 Bast 6lst Street 2d Business code (see
instructions)
721110
New York NY 10021
Caution: A penalty for the late or incomplete filing of this retum/report will be d unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this returnirepert, 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, comrect, and complete,

]

f — f
::s?z: = ~“:ﬁ G\_PRX—:S 03/&70 %,ws JUDITH SARMIENTO
e o T
Signature of plan adm\iﬁ't"s{rator Date ' Enter name of individual signing as plan administrator

SIGN

HERE
s | Signature of employer/plan sponsor ___| Date Enter name of individual signing as employer or plan sponsor

SIGN |

HERE | = —— 5 s =
ke Signature of DFE : - ____| Date _Enter name of individual signing as DFE

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

v. 23007
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3a Plan administrator's name and address El Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
4 |fthe name andfor 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 pian name and the plan number from the tast 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 l46
6  Number of participants as of the end of the plan year unless olherwise stated {welfare plans complete only lines 8a{1},

6a(2), 6b, B¢, and 6d).
a(1) Total number of active participants at the beginning of the plan year ... s 6a(1) 144
a(2) Total number of aclive participants al the end of the PIaN YBAI ... e 8a(2) 154
Retired or separated parlicipants receiving benefits ... | G 2

c Other retired or separated participants entitled to future benefits .. 6¢c 0

d Subtotal. Add lines 6af2), 6b, and Be...........ocoveeeiieee s 6d 156

e Deceased participants whose beneficiaries are receiving or are entitled to recelve benefits. ... | Ge

f Total. Addlines 6d and Be. ..o vverrrrrr s 6f

(1) Number of participants with account balances as of the beginning of the plan year (cnly defined contribution plans 6g(1)
g COMPLEIE HhIS BIM ). et e e e e b e i b reebevr s s r s e e e s e s e et vs s e R b e e AT ab e beaE s eb b e ea g e e b e e s aasaressnsites 9
2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
g( ) COMPIEEE HIS IBIM).......eeiivrsieireis i s e e b rdrae b e b b e bseass e e rs e 440 eea 8 e HAs 20 e e 8 0 1A 8 o8 TS Habasrb s £ eEea R b e s eabe sh b bt sibas 20 bas Eg(Z)
h Number of participants who terminated employment during the ptan year with accrued benefits that were
1855 than T00% VEBIEL. ... iv it ceteeeesacsasmecesssnees socasmescomee s ssesecasmetasesceeesseeacaeasmsce s seemacsseaseressesses 6h

7 Enter the total number of employers obligated to contribute to the plan (enly 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 ptan provides wellare benefils, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

4A 4B 4E 4D

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 confracls 2) Code section 412{e){3) insurance coniracts
(3} Trust 3 Trust
{4) General assets of the sponsor {4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. {See instructions)
a Pension Schedules b General Schedules
(1) D R (Retirement Plan Information) {1) E H (Financial Information)
@ [] ™B (Mutiemployer Defined Benefit Plan and Certain Money @[] 1 (Financial Information - Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) E A (Insurance Information) - Number Attached _ 4
actuary

{3) D $B (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

{4) D C (Service Provider Information)

{5} I:I D (DFE/Participating Plan Information)

4) EI DCG (Individual Plan Information) — Number Attached {6) D G (Financial Transaction Schedules)

(5) D MEP (Multiple-Employer Retrement Plan Information)



Form 5500 (2023) Page 3

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

112 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.) oo [ Y08 No

if*Yes” is checked, complete lines 11k and 11c,

11b Is the plan currently in compliance with the Form M-1 flling requirements? {See instructions and 29 CFR 2520.401-2) ......... []Yes [] No

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

Receipt Confirmation Code.




SCHEDULE A Insurance Information OMB Mo, 12100110

{Form 5500)
Depariment of the Treasury This schedule is required to be filed under section 104 of the
Internal Reverue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Department of Labor .
Empioyes Benefits Security Administration P File as an attachment to Form 5500.

pensicaiBenelitCUBTERtyICOrpeEation » Insurance companies are required to provide the information

- This Form is Open to Public
pursuant to ERISA section 103(a)(2).

Inspection
For calendar plan year 2023 or fiscat plan year beginning  08/01/2023 andending 07/31/2024
A Name of plan B Three-digit
United Overseas Holdings, Inc. Health and Welfare Plan plan number (PN} » 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number {EIN)
United Overseas Holdings Inc. The Piere Hotel 47-4914644

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

1 Coverage Information:

(a) Name of insurance carrier

Hartford Life and Accident

imate number of Policy or contract year
{c) NAIC {d) Contractor RS nS
(b} EIN . g . persons covered at end of
code identification number e (f) From (g) To
06-0838648 70815 898177G 154 08/01/2023 07/31/2024

2 |nsurance fee and commission information. Enter the totai fees and total commigsions paid. List in fine 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
6,332 3,600

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

World Insg. Associates LLC
6851 Jericho Turnpike

Suite 270
Syosset NY 11791
(b) Amount of sales and base Fees and other cemmissions paid
commissions paid {e) Amount {d) Purpose {e) Crganization code

6,332 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Professional Group Plans Inc
225 Wirelegs Blvd

2nd Floor
Hauppauge NY 11788
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Pumose {e} Organization code
Fees
3,600 3
“For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230728



Schedule A (Form 5500) 2023 Page 2 = | ]

(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 commissicns 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, braker, or other person to whom commissions or fees were paid

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

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

Fees and other commissicns paid {e)

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




Schedule A {Form 5500) 2023

Page 3

Part Il | Investment and Annuity Contract Information

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

this report.
4 Current value of plan's interest under this conlract in the general account al year end. .....cccoi @ oonnicannss 4
5 Current value of plan’s interest under this contract in separale accounts at year end...........oocoioviivis s oniresssessiscsncans 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b Premiums paid to carrier .. USSR O OO UO OO ROOUOPRURPPUOPO I - +
€ Premiums due but unpald at lhe end ofthe year... . 6c
d  Ifthe camier, service, or other organization lncurred any specrr c costs in connecticn wnh lhe aoquusullon or 6d
retention of the contract or POLICY, @NIET AMOUNT. ... ... e ceaeees e smemiii b iee s emmeneseeneeens
Specify nature of costs P
e  Type of contract: {1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here [ 2 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: n |:| deposit administration (2} [] immediate participation guarantee
()] |:| guaranteed investment (4) D other P
b Balance atthe end of the PIEVIOUS VBT ...........cc.ueiiiuiiivisiieiiiis s sosess st sisisiossssessessastssssesssissintssatresasssssssasasains I Th 0
€ Additions: (1) Contributions deposited during the year.........o...cocccconeenee. | 76{1)
{2) Dividends and credits...........c.ccceivevimeneneissnseenreinenssmsnses e |1 GLE}
(3) Interest credited during the year il DTN Ry | Tol3)
(4) Transferred from Separate aCCOUNt............ooovoveecereeee oo eeees v | 1GER)
(5) Other (SPECify BEIOW) .......oeieceeciis e e eeme e ee e ee s eee e eeeeee T7¢{b)
»
(BITOAI AAGIIONS..........ooeeececeeieee e ettt eeeeees e era et eee e s e st eesaeea s se e s ses e s eseesaseseesesenseesssssaresssenssnarranans 7c(6) 0
d Total of balance and additions (add NS TH AN TCB)). .....cvvvivriieiinieie e s s sssse st sebs s s sssesanss e | 7d 0
e Deductions:
{1} Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge Made BY CAMIEN........ocoo oo Te(2)
(3) Transferred to separate account ................cccoooiiiiiiiiiieee s 78(3)
{4) Other (SPecify BEIOW) ........ccevevecccecviee s seccesstasree oo csses e eveseeees. | 124}
>
(5) TOMAl ARAUCKIONS. .. ..ot ettt seseae st sesss s easr s et ssebas esatebab £+ Ebs st et ant et as et ek e b esatsebsbeb st srabanasesbens o
f Balance at the end of the current year (sublract line 7e(5) from line 7d) 0




Schedule A (Form 5500} 2023

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

m Other (specify) Paccidental death & dismemberment, voluntary life

9 Experience-rated contracts:

a Premiums; (1) Amount received ...........ooeivvnnns Sa(1}
(2) Increase (decrease) in amount due but unpaid 9a(2)
{3) increase (decrease) in unearned premium rESEMVe..............c.cveeeeveeeee. 9a(3)
(AYEAMNE (1) # {2) = (31 eee e seesess e seee e es e eeeseeees s remeereeess e
b Benefit charges (1) Claims paid......c......cccorecrenncnrinnssivssissne e | 9B(1)
(2) Increase (decrease) in Claim reServes ..o 9h(2)
(3) Incurred claims (A (1) ANA {2])..... ..o et raeaeee st ea e sessaanes sasensresermatesns sassaesesrennasian 9b(3)
{4) Claims charged... 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
{A) Commissions .. 9c{1HA)
{B) Adrmnlstrallve sarvice or olher fees .............................................. 9c(t}B)
(C) Other specific acquisition COSS.............cooeeeieriivnreenn. 9c(1){C}
(D) OINET EXPENSES .......ocovvvrrsies e csssesss s | SGUTHIDY
(E) Taxes... 8c{1YE)
9] Charges for risks ot other contlngenmes 9c{1)(F)
{G) Other retention charges. ... 9c{1)(G)
(M) Total retention... . 9c(1)}(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid 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) CIAIMI FESEIVES .....ivvivc et eire s esas s b seesbaest et b beet st st adabebesseseanat s erebabara s asa b sastebabebebabies " 9d(2)
() Ol TESEIVES 1..ouviviiee ettt e e et et e saeere e s v semesnessse e e sasnensnnees . 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)........oooovvvvervirennnns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAMIBT .. .................ooiiie e enemeneneens 10a 67,512
b  If the canrier, 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. ................coeeee. 10b
Specify nature of costs.
[ PartIv | Provision of Information
11 _Did the insurance company fail to provide any information necessary to complete Schedule A7 ............. D Yes E No

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




SCHEDULE A Insurance Information

OMB No. 1210-0110

{Form 5500)
Depariment of the Traasury This schedule is required fo be filed under section 104 of the
Intemai Revenue Servics Employee Retirement Income Security Act of 1974 (ERISA).
De of Labor
Employee Berf::‘g:::udyﬁu inistrats » File as an attachment to Form 5500,

2023

Pension Benefit Guaranly Corporation P Insurance companies are required to provide the information

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

This Form is Open to Public

Inspection
For calendar plan year 2023 or fiscal plan year beginning  08/01/2023 and ending 07/31/2024
A Name of pfan B Three-digit
United Overseas Holdings, Inc. Health and Welfare Plan plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
United Overseas Holdings Inc. The Piere Hotel 47-4914644

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 || and Il can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carier

UnitedHealthCare Insurance Company

(c) NAIC (d) Contractor {e) Approximate number of Policy or contract year
(b} EIN . / . persons covered at end of
code identification number policy or contract year () From (9} To
36-2739571 79413 365552 112 08/01/2023 07/31/2024

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

72,890

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

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

NY-GJK Insurance Agency
100 Wood Avenue S

Iselin NJ 08830-2727

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

commissions paid {c) Amount {d} Purpose

(e) Crganization code

49,690

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

Paul Global Benefits, Inc.
PC Box 950600

LB#1803
Philadelphia PA 19195-0001
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code
23,200 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230728
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Page 2 —| |

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

Fees and other commissions pad {e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(2) 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 Qrganization
commissions paid (c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid {e)
{b) Amount of sales and base Organization
commissions paid {€) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Qrganization
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 5.




Schedule A (Form 5500) 2023 Page 3

Partll | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual confracts with each camrier 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. ..o 4 —"
§ Current value of plan's interest under this conlract in separate accounts 8t YEar end..... ..........coocoveeeeeeevssiireniennns 5 ]

& Contracts With Alocated Funds:
State the basis of premium rates b

Pramiume paid 10 IR ... ... P P &b
Premiums due but unpaid at the @nd oF TNE YBET ..o e rasasessns s e sass sessane e siee . 6c

if the camier, service, or other orgamization incurred any specific costs in connection with the acquisition or &d
retention of the contract OF POTEY, SIET BIMIOUNL ..o i ees s crbesr e b s sa g s s v eme e s b b sasmanes e beaeas

Specify nature of costs P

an T

e Typeof contract: (1) [ ] individual policies 12) [] group deferred annuity
3) [ other (specify) ¥

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, checkhere [
T Contracts With Unaliocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract (1) [] depost administration 12} [} mmediate participation guarantee
(3) [] guaranteed investment (4) [] other »

b Balance at the end of the previous Wear.......................
€ Additions: {1) Contributions deposited during the year_.... 7e(1)
(2) Dividends and GredRB...............ccooooooovrrooereoeeeeeeemsessoeereeeeeeeeeoereeene s | TC(2)
{3) Interest credited during the YeaM..........oeeiii s |13}
{4) Transterred from separate account 7c{4)

{E}mr{:pmwhhm 7c(5)
»

.| 7b 0

(B)TOUM ABBIORS. ... . ... ..o reeeaemm s resrmeens B sEES e deEEE SRR S 1.~ .- 0
d Total of balance and additions {add knes Tband Tet@). ... .| Td 0
€ Deduclions:
{1) Disbursed from fund to pay benefits or purchase annuities during year Te(1)
(2) Administration charge made by CAIIRr. ... 7e(2)
{3) Transferred to separate acouUnt ... | 1€(3)
{4) Other (specifybelow) ... | Te(d)
b

{8) Tolal deductions... ST TO TS OUUOSORUOUORTOTTOY - &1 | 0
f  Balance al the end of Ihe curent year {uuhrhrant Ime Tm:ﬁll l'mm lme Td}
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Part lil

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 infermation 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)

e I:I Temporary disability (accident and sickness)
i D Stop loss (large deductible)

m I:l Other (specify) P

bD Dental
f D Long-term disability
i D HMO contract

c[] vision
g I:l Supplemental unemployment h D Prescription drug
k D PPO contract

d D Life insurance

| D Indermnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received .................oocoeveeennnn. 9a{1)
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) increase (decrease) in unearned premium reserve.........o.oecreinnrnens a(3)
(81 EAINEA ([1) (21 = (31 rveverrreressoesoemeeesesesemeee e oeee oo oo ees e oo eeeemeeeesces e eeeeeemeeeeceeneetoee ] 9a(4) 0
b Benefit charges (1) ClamS PAI.........cocooovvriereeeeseereeeesss e esserresmsanens 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........ccovevveivivnrineerrceresracrsssenns 9b(2)
(3) Incurred claims (A0 (1) AN (21)...over it ettt st s sstsseane e e s seee ebeabeessebe b emestanansessbenbiban s cressans 9b(3) 0
(A C1aIMS CRAMGEA .. ..ottt e e eiette et e eeraeamaseas b s saeseeesnesseasn sasesaetaiateeatn seemnenee setastan sasen enan 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) —
{A) COMMISSIONS .vovve v 9c{1)(A)
(B) Administrative service or otherfees .............c.cooeeeveeeeecieciee 9¢{1)(B)
(C) Other specific acQUISIION COBS. .........cooirveeriere v 9e{1}(C)
(D) Other @XPENSES .......oooveoeveeeeeecerreecaeceereeeserseeenvennesnenessesnneenenenne | SCCIN{D)
(B} TAXES .. cooioee s 9c{1)(E)
{F) Charges for risks or olher contingencies .................ccoo.coveeecrrcnnen. 9c(1)(F)
{G) Other relention ChaRES ........coovvvivvieiinrcarnisss s sss s 8c(1}G)
(H) TOtal FREBANEN. ......c.vieeeeeceeieiee et earee s s e st s sens srenessnsssrsssssasssssessnssessassssnsnssensssnsnnsenesnrerees | SC(TI{H) 4]
(2) Dividends or retroactive rate refunds. {These amounts were |:| paid in cash, or D credited.) ... 8¢(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 reservas . 9d(3)
@ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......cc.oovvvvveeeeannn.. e
10 Nonexperience-rated contracts:
a Total premiums or SUDSCTPtON ChArges PAIT LG CAITIET .....o.c.evirvsrere e e crreerieerss e srersssete et sessaonsrmsessesssresesess 10a 1,219,335
b If the camier, 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 |, Iine 2 above, report amount. ..............c.c.cocooo.e. 10b

Specify nature of costs.

| Part IV I Provision of Information

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

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




SCHEDULE A Insurance Information oME Noty210.0110

{Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Servica Employee Retirement Income Security Act of 1974 (ERISA). 2023
t of Labor
Empioyse m:” S:mﬂyamrmnislration P File as an attachment to Form 5500,

pensionBeneiitiCuarantylCorporation » Insurance companies are required to provide the information This Form is Open to Public

pursuant to ERISA section 103{(a)(2). tnspecﬁon
For calendar plan year 2023 or fiscal plan year beginning  08/01/2023 andending 07/31/2024
A Nan:le of plan B Three-digit
United Overseas Holdings, Inc. Health and Welfare Plan plan number (PN) » 501
C Plan spensor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN}
United Overseas Holdings Inc. The Piere Hotel 47-4914644

Part | Infermation Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts 11 and [Il can be reported on a single Schedule A.

1 Coverage Information;

{a) Name of insurance carrier

UnitedHealthecare Insurance Company

() EIN {€) NAIC {d) Contract or (e} Approximatednl;m:zr c;f Policy or contract year
. s persons covered at end of
code identification number policy or contract year (f} From (g} Te
36-2739571 79413 821866 207 08/01/2023 07/31/2024

2 Insurance fee and commission infermation. Enler the tolal 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 pald {b) Total amount of fees paid
7,186 0

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

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

Paul Global Benefits Inc
6851 Jericho Turnpike

Suite 270
Syosset NY 11791-4454
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d} Purpose {e) Organization code
7,186 3
{a} Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
cemmissions paid {c) Amount {d) Purpose {e} Organizalion code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule A (Form 5500) 2023

v. 230728
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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 persen to whom commissions or fees were paid
Fees and other commissions paid fe)
{b) Amount of sales and base Organization
commisslons paid (e} 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 hase Qrganization
commissions paid (¢} Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person io whom commissions or fees were paid
Fees and other commissicns 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 Qrganization
commissions paid {c} Amount (d) Purpose code




Schedule A (Form $300) 2023

Page 3

Partll | Investment and Annuity Contract Information

Where individual contracts are provided, the enfire group of such individual contracts with each carrier may be treated se a unit for purpozes of

this report.
4 Current value of plan's interest under this contract in the general account &t YEar end. .o 4
5 Current value of plan's interest under this conlract in separate BCCOUNTS 81 YEBI BN ... ... cooooecovvieeeevs s 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates ¥
b Premiums paid 10 CarHEr ... ooovees e e e &b
€ Premiums due but unpaid at the end of the year ., . 6c
d i the camier, service, nrnhﬂragﬂulbnmmanrmdicmnmnmnwmlhuaoqushbnu 6d
retention of the confract or policy, enter amount., L R e O,
Specify nature of costs B
e Type of contract (1) D individual policies i2) D group deferred annuity
@ [J otner (specify)  »
f i contract purchased, in whole of in part, to distribute benefits from a terminating plan, checkhere  # []
T Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a8 Type of confract: n I:l deposit administration (2) [:] immediate participation guaraniee
(3) [ ] guaranteed investment @) [] other »
b Balance at the end of the previous vear ... 3 7b 0
€ Additions: {1} Contributions deposited d.lﬂng the year..
(2} Dividends and credBE.... ... v s sssstss b ssasis
(3) Interest credited dUrng ThE YEBM..............ooiivveiecorins st is e
(4) Transterred from separate account ...
b
DO T AT BN, v i e e e S e e 2SS b i i 7ciB) 4]
d Total of balance and additions (add lines Tb and TEB)). ... | 1G 0
& Deductions:
{1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2} Adminisiration charge made by CRITIE..... ... Te(2)
{3) Transferred to separate ACCoUnt............cocooorvvveeeeeeeeeeeseesiereneessnsecnene | 1€(3)
{4) Other (Specify BeIOW) ..o | T€(8)
»
{5) Total deductions.... Te{5) o
f  Balance at the end of lhe wnau year gmm ne ms; SEHER Td] ............................................................ 7f 0
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Part HI | 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 I:I Health (other than dental or vision) b @ Dental c I:l Vision d [I Life insurance
e El Temporary disability (accident and sickness) El Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i I:l HMO contract k D PPO contract IU Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOURt received ..........cooovviiiiiiee e 9a{1)
(2) Increase (decrease) in amount due but unpaid...........cccocceevveereeeeennae. 9a(2)
(3) Increase (decrease) in unearned premium reserve.... . 9a(3)
(8) EAINEG ({11 (2) = {30 erreere e eeseseeeeeastee e seeeeeees st e oeem e oesseees e eeee s eceseeesesesesseeeaseeeeseeesmmsesemsesesensesererceas ] 9a(4) 0
b Benefit charges (1} Claims Paid.............cococoooeeeveor e eesseess e e 9h(1)
{2) increase (decrease) in claim rESEIVES .......cccvv v e 9b(2)
{3) Inctrred Claims (AU (1) BN (2)). ... oveececieriaire et sresssscrtesbsss strasssas seasteassratesbarseebsbasseabessses easatrasenstaseas 9h{3) o
(4) ClAIME ChARGEA ... et ie e e et et e e iens eseate et aseasn sans savesees b eeben seessnssstas ssesssanss anbennesnnnsnsess 9b{4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
{AY COMMISBIONS ...ovevvviviiei et 9c(1)(A}
(B) Administrative service or other fees ... 9c(1)(B)
(C) Other specific acquisition costs. .. ... | 9e(1)(C)
(D) Other EXPENSES ......ooooevveeeeeieeeiee et e e eemeeseeene 9c(1)(D}
(E) TAXEB .. oeeeeeeieoee oo rs st st ns s s brress s Sc(1)(E)
(F) Charges for risks or other contingencies................cccccoeeeunee...... | SS(IKF}
(G) Other retention Charges............ovvmvissecssiensesssnassaseissesnes | 9EL1HG}
(H) Total retention ..............oooeiieeee e ac(1){(H) 0
(2) Dividends or retroaclive rate refunds. (These amounts were D paid in cash, orl:l credited.) ... 9c{2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
{2) CIAIM FESBIVES ...ttt eieec e vrevuree s vra s s e e rrssra e er et sm rms s eses e e a1 s v R 1o S g emr e e o5 v e es e e evsenseeseanecrt minrbess 9d(2)
{3) OBNEI TESBIVES ...ooeirrrverevirs s verreresesr s s et ebe e vb et e es st s erss b es e essse bt sabes s b saermabesEeR e e es ebebesss erbeseeeintcares 9d(3)
€ Dividends or retroactive rate refunds due. {Do not include amount entered in line 9¢(2).).........oooveeevevennen.. e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid 1o CAMIET .......c.e.coeiviv i st et ss e sressseres 10a 72,035
b If the carier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, ling 2 above, report amount. .................c.c..... 10b

Specify nature of costs.

[ Partiv | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A7 ........ D Yes

ElNo

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




SCHEDULE A Insurance Information OME Mo 12100110

(Form 5500)
Departmant of tha Treasury This schedule is required to be filed under section 104 of the
intemal Revenua Servica Employee Retirement Income Security Act of 1974 (ERISA). 2023
Dey ofLa
Employee Berp:[::n 3',"“.“, .:odfninisumm P File as an attachment to Form 5500.

L T e e T S P Insurance companies are required to pravide the information This Form is Open to Public

pursuant to ERISA section 103(a)2). Inspection
For calendar plan year 2023 or fiscal plan year beginning  08/01/2023 and ending 07/31/2024
A Name of plan B Three-digit
United Overseas Holdings, Inc. Health and Welfare Plan plan number (PN) b 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
United Overseas Holdings Inc. The Piere Hotel 47-4914644

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

UnitedHealthcare Insurance Company

Approximate number of Policy or contract year
{c} NAIC {d) Contractor (e)
(b) EIN code identification number persans covered at end of {f} From {g) To
policy or contract year
36-2713957 79413 921866 207 08/01/2023 07/31/2024

2 Insurance fee and commission information. Enter the tolal 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

574 0

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

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

Paul Global Benefits Inc
6851 Jericho Turnpike

Suite 270
Sysoset NY 11791-4454
(b) Amount of sales and base Fees and other commissions paid
commissions paid {¢) Amount {d) Purpose {e) Organization code
574 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were pald
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {e} Organizalion code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230728
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{a) Name and address of the agent, breker, or cther 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) Pumpose s

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

Fees and other commissions paid (e}
{b) Amount of sales and base Organization
commissions pald {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 Qrganization
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 QOrganization
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 individual confracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan's interest urder this contract in the generat account at year end 1 4
S Current value of plan's inferest under this confract in separale 3CcoUNIS 31 YEAT BNE. ........ooooovvoocrvressiseesennnen. 5
6 Contracts With Allocated Funds:
a  Stale the basis of premium rates #
B Promiims Pkl GO ... oo oo seesseossssssses s vesssseseessssaes s e R L b i, b |
€ Premiums due but uma:daiﬂ'ﬁendoflhe T R R R T AR L R o e R e P A - 6¢c
d  ifthe camier, service, moﬁragmzaﬁmmwmamspecﬂhmmmumﬂhﬂm&mmﬂﬂona 6d
retention of the coniract or POlICY, SN BIMMOUML ......ocir i iinranr e oeess s sseess e srs b a e s ene et samnes sbed s ssanans
Specify nature of costs ¥
e Typeof contract (1) [ ] individual policies 12) [] group deferred annuity
(3) [] other (specity) ¥
_fifcontract purchased, in whole or in part, to distribute benefits from a teminating plan, check here ¥ D
7T Gnnlild: With Umlocmd Funds {Do not include portions of these contracts mamtained in separale accounts)
a Typeofcontract  {1) [ deposit administration (2) [] immediate participation guarantee
(3) [ ] guaranteed investment 4 [] other ¥
€ Additions: (1) Contributions deposited during ﬂ'll yEar ... e L ) )
{2) Dividends and credh 7e(2)
{3) Inferest credited during the year 7c(3)
{4) Transferred from separate account ... Tc{4)
(B)Total Addions, ..o 0
d Total of halance and addiions {add lines b and rcmj ]
2 Deduclions:
{1} Disbursed from fund to pay benefits or purchase annuilies durirg year Te(1)
{2} Administration charge made by CAMRL..............ooiii e, 7e(2)
{3) Transferred to separale ACCOUNT ... ..o | 1€(3)
{4) Other (specify below) . e | T @A)
13
{5) Total deductions. .. S 7 -1 0
f Balanueat'heendﬂflhe i:l.lTEI'lt year {lublrn’l lmn Tl(ﬁ] I‘mm Enu'nl} T s et e st | T 0
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Part Nl

Welfare Benefit Contract Information

If mere 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 [l Temporary disability (accident and sickness)
i |:| Stop loss (large deductible)
m [] other (specify) ¥

b D Dental
f I:l Long-term disability
] D HMO confract

c El Vision

k D PPQ contract

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

| |:| Indemnity contract

9 Experience-raled contracts:

a Premiums: (1) AMOUNE FEERIVEG .........ceeeveviriesicreee v cesss et esernseas 9a(1)
(2} Increase (decrease) in amount due but unpaid.........c.cccovivverveerieeiennn. 9a(2)
(3) Increase (decrease) in unearned premium rESEIVE...............ccevevveneeee. 9a(3)
(AY EAMNEA (1) # (2) = B0)er. oo eeeeoeeeeeeeeeees e eee s eemoe e eseeeeeseseeceaecenseseeenesenreeemeneeenreseeermenenensceernes 9a(4) 0
b Benefit charges (1) Claims Paid............ooccoveiievninessieseeoeeee oo 9b{1)
{2) Increase (decrease) in claim reserves ... ieeeee e 9b(2)
{3) Incurred claims (A (1) @M {2))........ooooeeeee ettt rae s seest e s e rr s e e sae st aesmeeen sansaanntens s {3) 0
(8) ClAIMSE CRAIGEA. ... e ivirei e ares s s srb et abe s sbeb e bssbeaabe st es b b s s b essrbas 2 rerbabasshe s b b aa b ars sansbbas b e bse bt 9b{4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS ... ooeeeee oot ee e s esmse e ersecneemanens Se{1)(A)
(B) Administrative service or other fees ., 9c(1)}(B)
{C) Other specific acquisition costs.............. oo 9c(1)(C)
(D) OthET 8XPENBES c.....ooveve st essssiss st sas b sas bbb 9c(1)(D)
(E) TAXES...ooeveiiir st cres s sssans e | SCUIE)
(F) Charges for risks or other contingencies.................................... 9c(1)(F)
(G) Other retention Charges ............oooeeoveeeeeeeeee oo oo 9c(1){G)
(H) TOMAI PEEBNNON. ..o s rr v s vr s et br s easrsbs s ares b pe S b e e v A TR e e vas anenTber v s sr e s baas s srrees 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. {These amounts were D paid in cash, or D credited.) .................. 9c{2)
d Status of policyholder reserves at end of year: (1} Amount held to provide benefits after retirement................ 9d(1)
(2) ClaIM TEBBIVES ... oeeviereirist ittt cetast e sassserssbess st sanb et s benmseessnshebasae s ress s sasb s etasasementare consb b ememebamne s mmmnemios 9d(2)
(3) OFNBI FEBEIVES ©.eevieieiieceeitit et eems cee s ee e s e ees eseasesseaseas sessesssem e sessesams s ese s saseassen seassnnsssesseessesesenesssasanssenen 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..............cccevemecrnnns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid 10 CAITIET ..............ccooveiveveieemieemenseerenesseeeeieeeesesseenenseeesses e sresenens 10a 5,780
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the coniract or policy, other than reported in Part |, line 2 above, reportamount. ........................ 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

ENO

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




