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

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2022

Department of Labor » Complete all entries in accordance with

Employee Benefits Security

Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2022 or fiscal plan year beginning 11/01/2022 and ending  10/31/2023
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a list of

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

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

D Check box if filing under: D Form 5558 D automatic extension |:| the DFVC program

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan

SHERRILLS FORD TERREL FIRE AND RESCUE EMPLOYEE BENEFIT PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
11/01/2022

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

2b Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 45-5787292

SHERRILLS FORD TERREL FIRE AND RESCUE

4011 SLANTING BRIDGE RD
SHERRILLS FORD, NC 28673

2C Plan Sponsor’s telephone
number
828-478-2131

2d Business code (see
instructions)

624200

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.

I—SIIIEGR'\IIE Filed with authorized/valid electronic signature. 04/10/2025 RICK DAVIS
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 (2022)
V. 220413
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3a Plan administrator's name and address BI 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 ‘ 34
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢c, and 6d).
a(1) Total number of active participants at the beginning of the PlIan YEar ..............cccoceveievcueveceesecescee e 6a(1) 34
a(2) Total number of active participants at the end of the PIaN YEAr .............cccooiuiiiiiieiiieieieeeeeeee e 6a(2) 40
b Retired or separated participants reCeiVINg DENEFILS ...............couiuiueueeeeieeeeeceee e eeeeens 6b
C Other retired or separated participants entitled to future Denefits............coccuiiiieiiii e 6c
d  Subtotal. Add lINES BA(2), B, NG BC............eeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeeeeeeeeeeesee s s eeeseeeeees e e se s sees s eeseeseseeesessessesseseeseeseenereeeeen 6d 40
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........ccccoecveiiiiiieiccne s 6e
T Total. A lINES BA @NA BE. ..........eevcvvieceeeieceete ettt ettt sttt s et e e e st en st et s s e s s a s s st 6f
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIEEE TS IIEIM).....vceecececece ettt ettt ettt ettt et et e e e e e e e e e e e s ee s e sassee e e en s s s enas s seanan s nen s s e s s s enn s s enn s s ennans 69
h  Number of participants who terminated employment during the plan year with accrued benefits that were
1855 thaN 100% VESEA. ... cv.vieeceetis ittt ettt et sttt ee ettt se et et e ees et et s e s et et eesca et s e cs et b st et s s ns et et s s et bt snscbesennssb s s snes 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 4R
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
2) I Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) I Trust 3) Trust
(4) |§| General assets of the sponsor (4) M General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

a Pension Schedules b General Schedules
(1) D R (Retirement Plan Information) (1) D H (Financial Information)
2) D I (Financial Information — Small Plan)
2) D MB (Multiemployer Defined Benefit Plan and Certain Money )
Purchase Plan Actuarial Information) - signed by the plan @) 1 A (Insurance Information)
actuary @) C (Service Provider Information)
3) D SB (Single-Employer Defined Benefit Plan Actuarial ®) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)
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Part IlI | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) wooveoeeeeerenerenis e [] Yes [4 No

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

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

11c Enter the Receipt Confirmation Code for the 2022 Form M-1 annual report. If the plan was not required to file the 2022 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 OME No. 12100110
(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). 2022
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 2022 or fiscal plan year beginning 11/01/2022 and ending  10/31/2023
A Name of plan B Three-digit
SHERRILLS FORD TERREL FIRE AND RESCUE EMPLOYEE BENEFIT PLAN plan number (PN) 3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SHERRILLS FORD TERREL FIRE AND RESCUE 45-5787292
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 |l and Il can be reported on a single Schedule A.
1 Coverage Information:

(a) Name of insurance carrier

CIGNA HEALTH AND LIFE INSURANCE COMPANY

(e) Approximate number of Policy or contract year
(b) EIN © oo denicaonumber persons covered at end of fy F T
policy or contract year (f) From (@ To
59-1031071 67369 00637483 40 11/01/2022 10/31/2023
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
10720

3621

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
EBENCONCEPTS COMPANY

15305 DALLAS PARKWAY
STE 800

ADDISON, TX 75001

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
10720 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
THE CASON GROUP INC. 1612 MARION ST
4TH FLOOR
COLUMBIA, SC 29201
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
3621 | SERVICE FEES 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule A (Form 5500) 2022
v. 220413
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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..............cccccevevirerererirereererenaas 4
5 Current value of plan’s interest under this contract in separate accounts at year end...............co.coovvvererrrrrenrernnnn. 5

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

D Premiums Paid t0 CAMTIEE .........ov e 6b

C  Premiums due but unpaid at the end Of the Year ... 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, €nter @aMOUNT..............ooiiiiiiiii e 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other P
b Balance at the end of the PreVIOUS YEAI ..........co.ovoveceeeeeeeeeeeeeeeeeee e eeess e tee e e eeensaeeenene s iesensesesnensasassenenesens | 7b
C Additions: (1) Contributions deposited during the year... .. | 7c(1)
(2) Dividends @and CreditS............o.ovoveveveveveeeeeeeeeeeeeeee e 7c(2)
(3) Interest credited during the Year............ccccocceeeueveveeceeeeeeeeeeeeeee e 7c(3)
(4) Transferred from separate account............ .| 7c(4)
(5) Other (SPECIfY DEIOW) ........c.cuevveeceeeeeeeeeeceeeeeeeee et 7c(5)
4
(B)TOtAI AAAIIONS....... .ot 7c(6)
d Total of balance and additions (add liNes 7b aNd 7C(B)). .....vovoveveeeeeeeeeeeeeeeee e | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier............cocoevovveeereeeeeeeeeeeeenen 7e(2)
(3) Transferred to SEParate aCCOUNt ..............cooeveeeeeeeeeereseeereeeeeeeees e 7e(3)
(4) Other (SPECIfY DEIOW).........v.eeveeeeeeeeeeeeeeeeeeeeeeee e 7e(4)
4
(5) TOLAl AEAUCHONS. ...t e et ee st ee st en s ee s e et e s eesen e seeeenen e eean 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from liN€ 7d) ...........ocovrueerereeeeeeeeecerereerreerereenn. | 7f
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Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) »

d D Life insurance

| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......ouvieieeririeieceseiees e 9a(1) 55943
(2) Increase (decrease) in amount due but unpaid...........ccccceuvevveeeerennne. 9a(2)
(3) Increase (decrease) in unearned premium reserve...............o.oeeuvene.. 9a(3)
(4) EANEA (1) (2) = (B))-veeeeeeeeeeeeee e sesesesesesesesnsesesesesesesesesesasnsnanas | 9a(4) 55943
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3) 0
(4) Claims charged...........ccccoveurnee. 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....cuviviiieiieieeieie ettt e e ee e sb e e sae e ene e e e e s 9c(1)(A) 10830
(B) Administrative service or other fees............ccccoeevveciiiiiciiciecne 9c(1)(B) 11753
(C) Other Specific aCqUISIION COSES............o.vveeveeeeeeeeereeeeeese e 9c(1)(©)
(D) OthEr XPENSES .....eoviveeeeeeieeeeee ettt 9c(1)(D) 3621
(E) TAXES cormeeeeeeeeeeeeeee e eeee e e e e e e s e e eee s e eseeeeeeeeeeeneee 9c(1)(E)
(F) Charges for risks or other contingencies.............ccocceevceirieeenncen. 9c(1)(F)
(G) Other retention charges...........coooiiiiiiiiie e 9c(1)(G)
(H) TOUAI FEEEMHON ... et ee et ee e eee e, 9c(1)(H) 26204
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccocueirieiinneannn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CaMmer ............coocvioiiiie e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. .......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

@No

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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2022
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Labor .
Employee Ber?efits Security Administration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspect|on.
For calendar plan year 2022 or fiscal plan year beginning 11/01/2022 and ending  10/31/2023
A Name of plan B Three-digit
SHERRILLS FORD TERREL FIRE AND RESCUE EMPLOYEE BENEFIT PLAN plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SHERRILLS FORD TERREL FIRE AND RESCUE 45-5787292

| Part | | Service Provider Information (see instructions)

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

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . . ............ |:| Yes B] No

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2022
v. 220413
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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Schedule C (Form 5500) 2022

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

2.

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

CIGNA HEALTH AND LIFE INSURANCE COM

59-1031071

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

other than plan or plan

plan received the required

(b) (c) (d) (€) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
1213 ADMINISTRATOR 1072 28
Yes@ NO|:| YesB NO|:| Yes NO|:|
() Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
YesD NO|:| YesD NO|:| YesD NO|:|
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
eligible indirect an amount or

estimated amount?

enter -0-.

Sponsor)

disclosures?

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

Yes D No D

Yes D No D

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

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

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

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

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

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

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

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

4

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a_ Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




2022 Plan Information Worksheet

Plan Sponsor Information

status: Not Ready

Plan Sponsor's Name
Sherrills Ford Terrel Fire
and Rescue

Plan Sponsor's Doing Business As Name

Plan Spensor's Care Of Name

Plan Sponsor's EIN
45-5787292

Plan Sponsor's Phone Number
(828)478-2131

Foreign D

Plan Sponsor's Mailling Address

4011 Slanting Bridge Rd
Plan Spensor's Mailing City, Province, State and ZIP

Sherrills Ford NC 28673
Plan Spensor's Location Address Foreign D

Plan Sponsor's Location City, Province, State and ZIP

Plan Administrator Infermation

Same as Plan Sponsor

Plan Administrator's Name

Plan Administrator's Care Of Name

Plan Administrater's EIN

Plan Administrator's Address Foreign D

Plan Administrator's City, Province, State and ZIP

Plan Administrator's Phone Number

Plan Information

Flan Name
Sherrills Ford Terrel Fire and Rescue Employee
Benefit Plan

Three-digit Plan Number Flan D
501

EIN for PBGC Forms

Business Code

DFE Plan ||

Filing for Plan Year:

624200 2022

Plan Year MM/DDIYYYY MM/DDIYYYY
Begins 11/01/2022 Ends 10/31/2023
Tax Year MM/DDIYYYY MM/DDIYYYY
Begins 01/01/2022 Ends 12/31/2022

Name Control

Effective Date of Plan

11/01/2022

Transmitter Information

Transmitter's TIN Transmitter Contrel Code (TCC)

Transmitter's Name

Company Name

[l

Company Mailing Address Foreign

Company City, Province, State and ZIP

Contact Name

Contact Telephone Number

Contact E-Mail Address

Do NOT File with IRS, DOL or PBGC



Preparer Information

Preparer's Name

Preparer's Firm Name

Preparer's Address

Preparer's City, Province, State and ZIP

Preparer's Phaone Number

Foreign |:|

Trust Information

Name of Trust

Name of Trustee or Custodian

Trust EIN

Trustee's or Custodian's Phone #

Signers, Service Providers and Interested Individuals

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

L] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notity

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Contact 1D

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ Notity

Contact Name

Contact ID

Contact Phone Number

E-Mail Address




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

1210-0089
This form is required to be filed for employee benefit plans under sections 104
and 4085 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Department of the Treasury

Internal Revenue Service sections 6057 (b) and 6058(a) of the Internal Revenue Code {the Code). 2022
Erepartment of Labor » Complete all entries in accordance with
Ty rerton the instructions to the Form 5500.
Pension Banafit Guaranty Corporation This Form is Open to Public
Inspection
| Part | | Annual Report Identification Information
For calendar plan year 2022 or fiscal plan year beginning 11/01/2022 and ending 10/31/2023
A This return/report is for; D a multiemployer plan |:| a multipte-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.}
E a single-employer plan |:| a DFE (specify)
B This returnireport is: D the first returnfreport D the final return/report
El an amended returnireport D a short plan year returnfreport (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. .. ... ... e » |:|
D Check box if filing under: D Form 5558 |:| automatic extension D the DFVC program
D special extension (enter description)
E If this is a retroactively adopled plan permitted by SECURE Act section 201, checkhere. . .................. ... ... » |:|
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1h Three-digit plan
Sherrills Ford Terrel Fire and Rescue Employee number (PN) » 501
Benefit Plan 4¢ Effective date of plan
11/01/2022
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box} Number (EIN}
City or town, state gr province, country, and ZIP or foreign postal code (if foreign, see instructions) 45-5787292

Sherrills Ford Terrel Fire

and Rescue 2¢ Plan Sponsor's telephone

number

(828)478-2131
4011 Slanting Bridge Rd 2d Business code (see

instruct
Sherrills Ford NC 28673 g;auzc:éoéls)

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 returnireport, and to the best of my knowledge and belief, it is true, correct, and complete.

-
SIGN . 9/_,/- S Rick Davis
HERE M&.—/ /J_
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 (2022)

v. 220413



Farm 5600 (2022) Page 2

3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN
3¢ Adminisirator's telephone
number
4 Ifthe 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 | 34
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6h, B¢, and 6d).
a(1) Total number of active participants at the beginning of the PIaN YE&F...........rrrroe oo 6a(1) 34
a(2) Total number of active participants at the end of the PIAN YBAN ......oc..oeirrerireen et v sess s 6a(2) 40
b Retired or separated participants reCceiviNg BEMEAS. ... ... oottt shae e 6b
C Other retired or separated participants entitled to future benefits ... 6c
¢t Subtotal. Add iNes BA2), BB, AN BC........co.oveivrieiieeie et aemiem et ees ettt ee s et ees e ea bbbt et e 6d 40
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... 6e
T Total. AQ INES B BN BO. ......ooiviveiiessiiires ettt et st ee s e e s aes s aes e s st ens s b e s st b et et ese s s esee e e bbb 6f
g Number of participants with account balances as of the end of the plan year (only defined ¢ontribution plans
COMPIELE LIS TEBITIY ..o oo oo oot bse s s b ebesres s s hb e b5 et e R e RS S5t 0082 E S5 £ s £ek s et ee s s et 69
h Number of participants who terminated employment during the plan year with accrued benefits that were
1885 ENAN T 00 VS B 111ttt it i iis ittt e e e bttt e et st e a ettt s iant et e e e e s i s ae et se s s i e e et ...| 6h
7  Enter the total number of emplayers obligated to contribute to the plan (only multiemployer plans complete this item) 7
8a If the plan provides pensicn benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
47 4R
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 spensor (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) |:| R (Retirement Plan Information) (1) |:| H (Financial Informaticn)
{2) D | (Financial Information — Small Plan)

(2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan @)
actuary (4

@ _1 A (Insurance Information)

C (Service Provider Information)

3 [] SB (Single-Employer Defined Benefit Plan Actuarial (8) [ D (DFE/Pariicipating Plan Information)
Information) - signed by the plan actuary (6} |:| G (Financial Transaction Schedules)




Form 5500 (2022} Page 3

| Part 1l | 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.) oo e [] Yes No

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

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

11¢ Enter the Receipt Confirmation Gode for the 2022 Form M-1 annual report. If the plan was not required o file the 2022 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 8500 filing to rejection as incomplete.)

Receipt Confirmation Code,




SCHEDULE A Insurance Information
{Form 5500)

OMB No. 1210-0110

Deparlment of the Treasury This schedule is required to be filed under section 104 of the 2022
Internal Revenus Service Employee Retirement Income Security Act of 1974 (ERISA).
D f
Employee B:E:E:sm;r:czri'l.;gg:mnislralion » File as an attachment te Form 5500.
- : his Form is Open to Publi
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Orl;?];ecpt?onn o Public
pursuant to ERISA section 103{a){2).
For calendar plan year 2022 ot fiscal plan year beginning 11/01/2022 and ending 10/31/2023
A Name of plan . B Three-digit
Sherr}lls Ford Terrel Fire and Rescue Employee plan number (PN) > 501
Benefit Plan
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN}
Sherrills Ford Terrel Fire
and Rescue 45-5787292
Part i 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 1i and |Il can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

Cigna Health and Life Insurance Company

(c} NAIC (d} Contract or (e) Approximate number of Policy or contract year

b) EIN N c d at end of

{b) code identification number pe;zﬁgj o?zgrn?ragl :gafo (f) From {g) To
58-1031071 67369 00637483 40 11/01/2022 10/31/2023

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

(a) Total amount of commissions paid {b) Total amount of fees paid

10,720 3,621

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

EbenConcepts Company
15305 Dallas Parkway

Ste 800
Addiscn X 75001
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e} Organization code
10,720 3

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

The Cason Group Inc,
1612 Marion St

4th Floor
Columbia SC 29201
(b) Amount of sales and base Fees and other commisgsions paid
commissions paid (¢) Amount {d) Purpose {e) Organization code
3,621 |Service Fees 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule A (Form 5500) 2022

v. 220413



Schedule A (Form 5500) 2022 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 Crganization
{¢) Amount (d) Purpose code

commissions paid

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

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

commissions paid

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

Fees and other commissions paid (8)
{b) Amount of sales and base COrganization
(¢} Amount (d) Purpose code

commissions paid

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

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

commissions paid

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

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

commissions paid




Schedule A {(Form 5500) 2022 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 yearend ..o 4
5 Current value of plan's interest under this contract in separate accounts at yearend............coooeevi s 5

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

D Premiums paitl L0 GAMTIEr .. ...o.ovv.orveeeeeceeceeee oo sees e et 6b

G Premiums due but unpaid at the end of the year ... 6¢C

d I the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amMOUnt. ...

Specify nature of costs P

e Type of contract: (1} D individual policies (2} D group deferred annuity
&) D other (specify) P

f  If contract purchased, in whole or in par, {0 distribute benefits from a terminafing plan, check here » D

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1 |:| deposit administratien (2) |:| immediate participation guarantee
(3) D guaranteed investment {4) D other P

b Balance at the end of the previous year

€ Additions: (1) Contributions deposited during the year
(2) Dividends and €reditS.......coovroiieii e
(3) Interest credited during the year.
{4) Transferred from separate account
{5) Other {specify below}
4

(BYTORAL AEINONS 1.vvv.vvvoveveesceeeoeesetieress s e 8 eeeeerereessnnnsssasn 7c(6)

d Total of balance and additions {add [INes 7B ANd 7B, o.ovrvrveereerre oo I 7d

€ Deductions:
{1) Disbursed from fund lo pay benefits or purchase annuities during year 7e(1)

{2) Administration charge made by Carmier. ... 7e(2)
(3) Transferred to SEPATAIE ACCOUNE ..o et 7e(3)
(4) Oher (SPECIfy BEIOW) ..o oot e 7e(d)
4

(5) TOIal GEAUTHIONS ..ottt fen b s

f Balance at the end of the current year {subtract line 7e(5) from line 7d)




Schedule A (Form 5500) 2022 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 employge organizations(s),
the infermation may be combined for reporting purposes if such contracls 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 El Health {other than dental or vision) b I:I Dental c D Vision d D Life insurance
e |:| Temporary disability (accident and sickness} f [l Leng-term disability g |:| Supplemental unemployment  h D Prescription drug
i El Stop loss (large deductible) i |:| HMO contract k I:I PPO contract | D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMount reCRIVED ....cc.ovvvvii i e 55,943
(2) Increase {decrease) in amount due but unpaid ...l
(3) Increase {decrease) in unearned premium reserve ..
(4 Earmned ({1) + {2) - {3)) c oo s 9a(4) 55,943
b Benefit charges (1) ClaMSs P&, ..veoeereerieirceeeencc e
(2) Increase (decrease} in Claim rESernves......... e e
(3) Incurred claims (add (1) @nd ()} ....cvccr v e s 2h(3) 0
{(4) Claims charged 9b(4)
C Remainder of premium: {1) Retention charges {on an accrual basis) --
(A) COMMISSIONS «..ovvereeereeeeireeaee e e e 9c{1)(A} 10,830
(B} Administrative service or other fees ... 9¢(1}{B) 11,753
(C) Other SPecific aCqUISIEION GOSES........vwi s s 9c(1)(C)
(D) OENET BXPEIISES ...e.ovevivrsirssenssesssosenss s mess st ssensenssnes e(1)(D) 3,621
() TAKES ..oeeoeeoeeeeeeeos et rer s enss e ssssbs s eeb st enn s 9c(1)(E)
(F) Charges for risks or other contingencies e [ S(1)(F)
(G) Other retention Gharges .........oooooooooern e 9c(1)(G)
(HY TOMAI TEIBNEON . coen ettt etk E R R R e s s b Sc(1)(H) 26,204
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or[] credited ). 9¢(2)
d Status of policyhalder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
{2) ClAIM FESBIVES ....oviveeeee ekttt ettt e et b ettt caea e me e d b LS A AT A RS Re e e 9d(2)
(3) ORI FESEIVES .....o.o .ot ieteustarisiaseees e ee s st res et et ea e smes s can e e seee AR ER bS8 o888 ee e am bbb 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9e(2).)..oonin s e
10 Nonexperience-rated contracts:
a Tolal premiums or subscription charges paid 10 CAMEr............ooii 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ... 10b
Specify nature of costs.
[ PartIV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............ |:| Yes No

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




SCHEDULE C Service Provider Information OM8 No. 1210-0110
(Form 5500) 2022
Department of the Treasury This schedule is required to be filed under section 104 of the Employes
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
This Ferm is Cpen to Public
Department of Lab ;
Employes Bensfits Sacurity Administration P File as an attachment to Form 5500. Inspection.
Pansion Benefit Guaranly Carperalion
For calendar plan year 2022 or fiscal plan year beginning 11/01/2022 and ending 10/31/2023
A Name of plan B Three-digit
Sherrills Ferd Terrel Fire and Rescue Employee plan number {PN) > 501
Benefit Plan
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EtN)
Sherrills Ford Terrel Fire 45-5787292
and Rescue

| Part| | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are nol required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person frem the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures {see instructions for definitions and conditions).. .. ............ |:| Yes @ No

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C {Form 5500) 2022
v. 220413
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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




Schedule C (Form 5500) 2022

Page 3 - |:

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

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

Cigna Health and Life Insurance Com

59-1031071
{b) (c) (d) (e) {f) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
{f). If none, enter -0-.
12713
paministrate: Yes @ No D Yes El No D Yes E| No |:|
1,072 28
(a) Enter name and EIN or address (see instructions)
(b} {c) (d) () (f) (h)

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

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest SPONSOr) disclosures? compensation for which youlestimated amount?
answered "Yes” to element
(f. If none, enter -0-.
ves | no [] ves [| No[] Yes [] No[]
(a) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) (f) (9) (h}

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service

Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by [provider give you a

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

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

compensation? (sources
cther than plan or plan
Sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Yes D No D

Yes [] No{]

Yes D No D




Schedule C (Form 5500) 2022 Paged-[ |

| Part| [ Service Provider Information (continued)

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

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

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

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

(a) Enter service provider name as it appears on line 2 (b) Service Codes {(C) Enter amount of indirect
(see instructions) compensation
d)} Enter name and EIN (address) of source of indirect compensation &) Describe the indirect compensation, including an
Y

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

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

formula used fo determine the service provider's eligibility
for or the amount of the indirect compensation.




Schedule C (Form 5500) 20622

Page & -|___]

| Part I | Service Providers Who Fail or Refuse to Provide Information

4 Provide, 1o the extent possible, the following Information for each service provider who failed or refused to provide the information necessary to complete
this Schedule.
{a) Enter name and EIN or address of service provider {see {b) Nature of | (C) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

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

(b) Nature of
Seivice
Code(s)

(¢} Describe the information that the service provider failed or refused to
provide

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

{b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

{c) Describe the informaticn that the service provider failed or refused to
provide

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

(b) Nature of
Service
Code(s)

{c) Desciibe the information that the service provider failed or refused to
provide

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

(b} Nature of
Service
Code(s)

{¢) Describe the information that the service provider failed or refused to
provide




Page 6 -[ ]

Schedule C (Form 5500) 2022

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

{complete as many entries as needed)
b EIN:

a Name:

€ Position:
€ Telephone:

d  Address:

Explanaticn:

b EIN:

a Name:
C  Pasition:
€ Telephene:

d Address:

Explanation;

b EIN:

a Name:

C  Paosition;
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C  Pasition:
€ Telephone:

d Address:

Explanation:

a Name: b EIN:

C  Position:
€ Telephone:

d Address:

Explanation:




