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

Department of the Treasury

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

1210-0089

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

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning 11/01/2023 and ending  10/31/2024
A This returnireport is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

D Check box if filing under: D Form 5558 |:| automatic extension |:[ the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . . ........................ » D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 501
ROBLON US INC EMPLOYEE BENEFIT PLAN number (PN) »
1c Effective date of plan
11/01/2020
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 82-0913803

ROBLON US INC

PO BOX 800, 3908 HICKORY BLVD
GRANITE FALLS, NC 28630

2C Plan Sponsor’s telephone
number
828-396-2121

2d Business code (see
instructions)
339900

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. 04/15/2025 MELISSA CURTIS
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 B] 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 ‘ 91
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) 91
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 74
b Retired or separated participants reCeiving DENETIS .........ouiii i 6b
C Other retired or separated participants entitled to future DENEfitS...........ccviiiiii e 6C
d Subtotal. Add iNES 6a(2), B, ANG BC. ......cueiueteiieieirieieeieeiei ettt et et e e ae e e ete e e be e esebe e e be st as et et ebeseasesenseeeneseesens 6d 74
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 6g(1)
9 (oo 0] o] (o TN (=) 1 1) O S POPTPO PRSPPSO 9
) 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
155 thAN 1000 VESEA .......resieesesseiestisesesssesseesssessssseeessenssessee st et st eeseesensaeens st seseteeens et ees et ae et et ees et ettt et et ens st s et snp et anseeas 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7

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

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

4A 4D
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
(4) General assets of the sponsor 4) General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) D R (Retirement Plan Information) 1) D H (Financial Information)
) ) ) ) 2) D I (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan (3) A (Insurance Information) — Number Attached __ 1
actuary 4) C (Service Provider Information)
3) D SB (Smgle—Emponer Defined Benefit Plan Actuarial ®) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A Insurance Information
OMB No. 1210-0110

(Form 5500)

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

For calendar plan year 2023 or fiscal plan year beginning  11/01/2023 and ending  10/31/2024
A Name of plan B Three-digit

ROBLON US INC 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)

ROBLON US INC 82-0913803

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
CIGNA HEALTH AND LIFE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
59-1031071 67369 00627387 74 11/01/2023 10/31/2024

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

26273 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

EBENCONCEPTS COMPANY 3150 NORTH ELM
SUITE 201
GREENSBORO, NC 27408

Fees and other commissions paid

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

26273 8

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

a BI Health (other than dental or vision) b ]E 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 FECEIVET ........cveverivrrieeiiriieseeeseesies e 9a(1) 378035
(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) 378035
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 ...t enen 9¢c(1)(A) 26273
(B) Administrative service or Other feeS........c.coovevvvveveeeieeeeeeneeeeens 9¢c(1)(B) 11282
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(E) TAXES w.vovoeeveeveeeeeese s eeseese st esesse st sesssesnens s enesnes s snesnees 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 TEEEIMTION .......ocvcvesicvteeeiete ettt ettt s et s st s a et s et s et se st s s s et st s s et st s s b s st s e s nees 9c(L)(H) 37555
(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) ClAIM FESEIVES .....o.viviiitiaietete ettt ettt ettt ettt et et et ese et e b et e s e se et et e e e b ebe et et e s et e b e b et ese e s et et et ese b et ess st ebe s ebesesnerin 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............c.ccceeenes 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

BNO

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




SCHEDULE C Service Provider Information OMB No. 12100110

(Form 5500) 2023

Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab: .
Employee B:r?:fzgggcﬂrnyaAg:ninistranon P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspect|on.
For calendar plan year 2023 or fiscal plan year beginning  11/01/2023 and ending  10/31/2024
A Name of plan B Three-digit
ROBLON US INC 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)
ROBLON US INC 82-0913803

Part | | Service Provider Information (see instructions)

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

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

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

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

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

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

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

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

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




Schedule C (Form 5500) 2023

Page 3 -

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

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

CIGNA HEALTH AND LIFE INSURANCE COM

59-1031071
(b) (c) (d) (e) () (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-.
121399 ADMINISTRATOR 19876 122
Yes@ NOD Yes@ No[[ Yes N0|:|
(a) Enter name and EIN or address (see instructions)

(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-.
Yes[l NOD YesD No[l YesD NO|:|
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) () (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

compensation? (sources | compensation, for which the | service provider excluding | formula instead of
an amount or

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

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

other than plan or plan
sponsor)

plan received the required
disclosures?

eligible indirect

answered “Yes” to elemen
(f). If none, enter -0-.

compensation for which you

estimated amount?
t

Yes D No D

Yes D No D

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

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

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

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

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

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

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

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

4

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

a__ Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a_ Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




2023 Plan Information Worksheet

Plan Sponsor Information

Status:

Plan Sponsor's Name

ROBLON US INC

Plan Sponsor's Doing Business As Name

Plan Sponsor's Care Of Name

Plan Sponsor's EIN
82.0913803

Plan Sponsor's Phone Number

(828)396-2121

Foreign D

Plan Sponsor's Mailling Address
PO BOX 800, 3908 HICKORY BLVD

Pian Sponsor's Mailing Cily, Province, State and ZIP

GRANITE FALLS NC 28830
Plan Sponser's Location Address Foreign I:l

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

Plan Administrator Information

Same as Plan Sponsor

Plan Administrator's Name
Plan Administrator's Care Of Name

Plan Administrator's EIN

Foreign I:I

Plan Admrinistrator's Address

Plan Administrator's City, Province, State and ZIP

Plan Admmistrator's Phone Number

Plan Information

Plan Name
ROBLON US |INC EMPLOYEE BENEFIT PLAN

Three-digit Plan Number Ptan ID
501

EIN for PBGC Forms

Business Code

DFE Plan I:l

Filing for Plan Year:

339900 2023

Plan Year MM/DDIYYYY MM/DD/YYY'Y
Begins 11/01/2023 Ends 10/31/2024
Tax Year MM/DDIYYYY MM/DDIYYYY
Begins 01/01/2023 Ends12/31/2023
Name Conirol

Effective Date of Plan
11/01/2020

Transmitter Information

Transmitter's TIN Transmitter Control Code (TCC)

Transmittar's Name

Company Name

O

Company Maiting Address Foreign

Company City, Province, State and ZIP

Contact Name

Contact Teiephone 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

Fareigh D

Preparer's City, Province, State and ZIP

Préparer's Phone Number

Trust Information

Name of Trust

Name of Trustee or Custodian

Trust EIN

Trustee's or Custodian's Phone #

Signers, Service Providers and Interested Individuals

[ ] Notity

Contact Name

Contact iD

Countact Phone Number

E-Mail Address

[ ] Notity

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

l:l Notify

Contact Name

Contact ID

Cor;tact Phone Number

£-Mail Address

(] notisy

Contact Name

Contact ID

Con}acl Phone Number

E-Mail Address

[ ] Notity

Contact Name

Contact |}

Contact Phone Number

E-Mail Address

[ wotify

Contact Name

Contact |D

Contact Phone Number

E-Ma’;l Address

[ ] Notity

Contact Name

Contact ID

Contact Phone Number

E~Ma{i Address

[ ] Notity

Contact Name

Contact iD

Contzat Phone Number

E-Mai Address




Form 5500 Annual Return/Report of En?ployee Benefit Plan

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

Deparimar of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

OMB Nos, 1210-0110
1210-0089

Intarnal Ravenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code {the Code). 2023
Dapariment of Labor » Complete all entries in a:r:cordance with
Employee Benefls Socurily the instructions to the Form 5500,
Pension Senefit Guaranly Corporalion E This Form is Open to Public
| Inspection
apr . . ¢
ljart | l Annual Report identification Information i
For calendar plan year 2023 or fiscal plan year beginning 11/01/202 3 and ending 10/31/72024
A This retumireport is for: D a multiemployer plan [I a mult[ple-employer pfan {Filers checking this box must provide participating
P ) employer information in accordance with the form instructions.)
a single~employer plan |:| a DFE;(specify)
B This returnfreport is: D the first return/report D the finél return/report
D an amended returnfreport |:| a shor{ plan year return/report (less than 12 months)

C Ifthe planisa callectively-bargained plan, check here, ...............covuuss !

D Check box if filing under: D Form 5558 D automatic extension

E if this is a retroactively adepted plan permitted by SECURE Act section 201, check here

H
D special extension (enter description) E
‘

D the DFVC program

| Part Il | Basic Plan Information—enter all requested information

i
1a Name of plan i
ROBLON US INC EMPLOYEE BENEFIT PLAN E
|
|

1b Three-digit plan

number (PN) » 501

Tc Effective date of plan
11/01/2020
2a Pian 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 fareign postat code (if foreign, ses instructions) 82~0913803
ROBLON US INC :
2 2C Plan Sponsor's telephone
; number
i (828)396-2121
PO BOX 800, 3908 HICKORY BLVD i 2d Business code (see

GRANITE FALLS Np 28630

instructions)
339900

i

Caution: A penalty for the late or incomplete fiting of this returnireport will be asséssed uniess reascnable cause is established.

Under penalties of perjury and other penaities set forth in the instructions, I declare that Ifhave examined this return/report, including accompanying schedules,
statements and ittachments, as well as }hg electronic version of this return/report, and tq: the best of my knowledge and belief, it is true, correct, and complete,

Pa

SIGN
HERE

N

M:}J\Mﬂgj—\ ur\ \(o;\aétw Melissa Curtis

Enter name of individual signing as plan administrator

Signatun&{f\ma:admi&trator ,.)J Dage

SIGN
HERE ;
Signature of employer/plan sponsor Date : Enter name of individual signing as employer or plan sponsor
i
SIGN :
HERE Z
Signature of DFE Date Enter name of individual signing as DFE

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

Ferm 5500 (2023)
v. 230728




Form 5500 {2023}

Page 2

3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephons
number
4 if the name and/or EIN of the plan sponsor or the plan name has changed since tae last returnireport filed for this plan, [4b EIN
enter the plan sponser's name, EIN, the plan name and the plan number from the last return/report;
a Sponsor's name 4d PN
€ Plan Name
5  Total number of participants ai the beginning of the plan year 5 | 91
6 Number of participants as of the end of the plan year unless otherwise stated {welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active parlicipants at the begInNiNg Of the PIAN YEAF w..ovee v eeeeesessseseseeesseoeeeeeees oo s eeeeeeseees e seeoe 6a(1) 91
a(2) Total number of aclive participants at the nd Of N PIAN YA ................eeeeeeveserssareeeeesssessesssssssesseeeseessesssesneeseeeesseseenns 8a(2) 74
Retired or separated parlicipants recaiving benefitS.......cvvevovmmsieresesesersssessins o e e e nres 6b
c Other refired or separated participants enlitled t0 fULLIE DENEMIS ......vuwuuecreossvreren erreesssseseessees s sesssseeseseeeeneeseseesesee e 6¢c
d Subtotal, Add lines 6a(2), BB, ANU BC. .u....ccovvvreeererereseereesesssersssessesssssseseseeseseons EHedb b eI e et e e v arsn e re s snsennn 6d 74
e Deceased participants whose beneficiaries are receiving or are entitied to recelve benefits. ... 6e
f Tolal, AU NS B N BE. .uuvunsviuiisismcces e s sseessss s sssessssess s esesaeetesreee s seseeeesass et et oo seeseeess oo ee e e s e 6f
(1 Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
g ) COMPIRLE THIS IBIM) 1ovsiiicrrrrrresse i esessssiese e rererersesaessesssssest st stseeeeesesssesseson R E ey e b b g 9
(2 Number of participants with account balances as of the end of the plan year {or:y defined contribution plans
g ) COMPIELE TNiS EM} 1rineiriririirecesceerenemmtirie e e vsesersasnre s sese s ssesessessesessesesen s sra B EeAteenerhrEE b S S enrre e et e s e s e e ppeas §9(2)
h Number of participants who terminated employment during the plan year with acecrued benefits that were
165 than 100% VESIEM ovvruvsiiviesscrisissssisssss st s ssbest s eeeeeenes ceesassesseeseecesemmmsnmassessscesesss oo eeeeseeees s, 6h
7 Enter the iotal number of employers abligated to contribute to the plan {only multiemployer plans complete this item)........ 7
8a Ifthe plan provides pension benefits, enter the applicabte pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides weifare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 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 coniracts t2) Code section 412{e){3) insurance contracts
(3) Trust 13) Trust
(4) General assets of the sponsor ) General assets of the sponsor

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

a Pensien Schedujes
(1) I:l R (Retirement Plan Information)

@ []

MB (Multtemployer Defined Benefit Plan and Certain Money

Purchase Plan Actuarial Information) - signed by the plan
actuary

@[]

&

&  []

§B (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

MEP (Multiple-Employer Retirement Plan Informatian}

DCG (Individual Plan Information) — Number Attached

b Seneral Schedules

1) |:| H (Financtal Information)

2) D I (Financial Information — Small Plan)

3) @ A (Insurance Information) — Number Attached 1
rd) G (Service Provider Information)

15} [] D (DFE/Participating Pian Information)

i) Il & (Financial Transaction Scheduies)




Form 5500 (2023) . Page3

LPart 1] f 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 réquirements during the plan year? (See instructions and 29 CFR
2520.1012) w.ooceeceemmmnrsisncr e L) Y88 [§ No :

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

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

11¢ Enter the Receipt Confirmation Code for the 2023 Farm M-1 annual report. If the plan was not required o 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 Inforn}nation OMB No. 1210-0110
(Form 5500) |

Department of the Treasury This schedule is required to be filed unider sectfon 104 of the 2023
Internal Revanue Service Employee Retirement Income Security ‘Act of 1974 (ERISA),
Departrent of Lab . :
Employee B:::ﬁt?ggcsmya;ﬁz:nlnis{raIlon P File as an attachment to form 5500,
. . : This Form i to Publi
Parision Banafit Guaranty Cerporation } Insurance companies are required to provide the information s Orlil:'ls“‘;ggie:n © Public
pursuant to ERISA section 103(a)(2).

For calendar plan year 2023 or fiscal plan year beginning 11/02/2023 ; and ending 10/31/2024
A Name of plan ; B Three-digit
ROBLON US INC EMPLOYEE BENEFIT PLAN : olen number (PN) b 501

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

ROBLON US INC

82-0913803

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for sach contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts || and |ll 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
A P j d of
{b) EIN code identification number pe;zﬁg'ys gg:ﬁ;??aitt ;:aro {f) From (g} To
59-1031071 67369 00627387 74 11/01/2023 10/31/2024

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
26,273 &

3 Persons receiving commissions and fees. {Complete as many entries as neaded to réport all persons),
{a) Name and address of the agent, broker, or other persorito whom commissions or fees were paid

Ebenconcepts Company
3150 North Elm

Suite 201
Greensboro : NC 27408
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d} Furpose (&) Organization code

26,273 3
(=) 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 comimissions paid
commissions paid {c) Amount {d) Purpose {e) Crganization code
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 persdn to whem commissions or fees were paid

Fees and other:commissions paid fe)
(b} Amount of sales and base : Organization
commissions paid (¢} 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 commissions paid {e)
(b) Amount of sales and base : Organization
commissions paid {¢) Amount (d) Purpose codo
{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
{a) Name and address of the agent, braker, or other person e whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and base : Organization

cammissions paid

(¢) Amount

{d} Purpose

code




Schedule A (Form 5500} 2023 ° Page3

Part Il | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such Jndlwdua! contracts with each carrier may be freated as a unil for purposes of

this report,
4 Current value of plan's interest under this contract in the general account at year @nd .........o.vueeeciieeeeeeeeeerresirersen 4
5 Current value of plan’s interest under this contract in separate accounts at Year 8N ........ciimiscieesereeeivesresrneesns 5
6 Contracts With Aflocated Funds: :
A  State the basis of premium rates »
D Premiums Paid 10 GAIMEF .. sssesisssissisesssssies s eoeerseseeresesesessssessessas e reeretiete et s ettt paeaes 6b
¢ Premiums due but unpaid at the end of the year 6¢c
d  Ifthe carrier, servige, or other organization incurrad any specific costs in conndction with the acquisition or 6d
retention of the contract or Policy, BNEEN AMOUNL. .....vvieirie it sreeererrersssesssersserssseesstsssssessssessoens
Specify nature of costs P
e  Type of contract; (1) D individual policies (2) |:| group deferred ajmuity
@) [] 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 accounis)
a Type of condraci: (1) D deposit adminisiration (2) D immediate 3art|0|pat|on guarantee
(3) D guaranteed investment (4) D other P
b Balance at the end of the previous year .. e st s s ssseersssseseeeee | T D)
€ Additions: {1) Contributions deposited durmg the year, o | Fe(1)
(2) DIVIdends aNd CrEOIS...ur v iiiisssies s seeseesensssssessesssssessereenoes 7c(2)
{3) Interest credited dUring the YEar.........u.eeeeeeeeevesivvsssrsssessss s esnsenesserneene | FG{3)
(4) Transferred from separate account v | TC{4)
(5) Other (SPECITY DEIOW) 1..cevosssssserserssssssinissssssssscomseeeesmmseeeessssnssssesssssens 76(5)
b
(BITOMAN BAIONS 11urvvuusrisnen it rsssece s bttt e ss b sasae et o8t semeseres e seee s ss e es s eeneseens 7¢(6)
d Total of bafance and additions (add iNes 7l and 76(6)). —e..rvrrerrsriiverninns [ 7d
€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year Te(1)

(2) Administration charge made by carrier........... 76(2)
{3) Transferred to $6PArale ACCOUNE ......mmuresssssssssmessseseesevmsrssecsernmnnns | T€(3)
(4) Other (SPBGITY BOIOW) cuuveersirieerceverrrs sssineiseesscssssseeeseenesserasssresosseesssnsss Ta{d)
> .

(5) Total dedUGLIONS ..ovves e aeseesne s eeseeerans




Schedule A {Farm 5500) 2023 . Paged

Part lll | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s} or members of the same employee organizations(s),
the information may be combined for reporting purpeses 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 alt applicable boxes)

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

m D Other {specify) »

9 Experience-rated contracts: :
a Premiums: (1) Amount received ... €a(1) 378,035
(2} Increase (decrease) in amount due but UNPaId .....euveeeeee s ieessesssseens. Ca(2)
(3) Increase (decrease) in Unearmed Premium raSeIVe ... reecoiensions.. Sa(3)
(4) EAMed {(1) + (2) = 13)) 1osvsssesrrrssssessessmmmassessessesssseseenesseseeeessssmmressenesereon R T 378,035
b Benefit charges (1) Claims Paid..........v.eeveeorersesseessersesne oo eessseessssesessss 9b(1)
(2) Increase (decrease) in claim reserves.. . 9h(2}
(3) Incurred claims (AU (1) 80 {2)) .eeevv i e e rae e eee st sesesssasresessessesemsesseestseseseene 9b{3) 0
(4) ClAIMS CHATGE0 1. 1ecreeries vt aseesrerresississsra bbb s snn st st bttt 5seeenrsaas ee s et st ssmmem e s e s Ib{4)
€ Remainder of premium: {1) Retention charges {on an accrual basis) —
(A CoOmMMISSIONS .vivvvriscecersss v 9c1}(A) 26,273
{B) Administrative service or other fees . e { 9C1NB) 11,282
{C) Other Specilic ACHUISIION COSIS ..vv.vvevririrerr s res s rssbesssonsssesss 9c1KC)
(D} Other expenses .. 9c(1)(D)
() TBXES ouveerureecrnnsiasissss sesstieeeseeseessssseseensssas s enessstsesenesesesessastomsenns 9¢(1}E)
{F) Charges for risks or other CORfINGENGIES .......oocovvvversemmsrerssseeseerene | 9C{AI(F)
(G} Other retention ShAGES ... irriiisecsin e resesessssessrssanesseenns 9c(1){G)
(H) TOtal FtBNtiON. i uces e cervevroreeritvssssesss e srereeeresssssesesseeeeeeeesreestaresssasesssren b 9c({1}{H) 37,555
(2) Dividends or retroactive rate refunds, (These amounts ware D paid in cash, or |:| credited.) 9¢(2)
d Status of policyholder reserves at end of year: {1) Amount held to provide bene‘ts after retirement. .. 9d(1)
(2) ClRAIM TESBIVES ...uimceisirsesisisississnsas i sssses e asers s e et dees s sr e senas er s sesns e bees et s vessommeemeneesesesseeas 9d(2)
{3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in lire Lol ] 1) T Ye
10 MNonexperience-rated contracts:
a Total premiums or sUbSCIIPION ChArges PAI 10 CAITIEE i ecceeisrerresesssnsermresiessesssssess eseomsssessesseeesens 10a
b ifthe carrier, service, or other arganization incurred any specific costs in connestion with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report ameunt. .........oeeseess 10b

Specify nature of costs.

[ PartIV | Provision of Information

11 _Did the insurance company fail to provide any information necessary to complete Schedute A7 .............

12 If the answer fo line 11 is "Yes," specify the information not provided. »




SCHEDULE C Service Provider Information OMB No. 12100110

(Form 5500) . 2023
Department of he Treasury This schedule is reguired to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Ciapariment of Lab ! : This Form is Open to Public
Employee B:r?:ﬂt?ggcﬁri!yaAg:ninislralion » File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranly Corporation )

For calendar plan year 2023 or fiscal plan year beginning 11/01/72023 and ending 10/31/2024
A Name of plan B Three-digit
ROBLON US INC EMPLOYEE BENEFIT PLAN : plan number (PN} b 501
C Plan sponsot's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ROBLON US INC _ 82-0913803

| Part| | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, 1o report the infarmation required for each person who received, directly or indirectly, $5,000
ar more in total compensation {i.e., money or anything else of monetary value) in connaction 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 fine 1 but are not required 1o include that person when completing the remaincer of this Part.

1 Information on Persons Receiving Oniy 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 compansation for which the plan received the required disclosures (see instructions for definitions and conditions}.. ., ... ... .. . DYes H No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person pm'éiding the required disclosures for the service providers who
receivad only eligible indirect compensation, Complete as many entries as needed (sez 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 disciosures 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 ym} disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500, : Schedule C {Form 5500} 2023
v. 230728



Schedule C (Form 5500) 2023 . Page 2-[

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

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

(b) Enter name and EIN or address of persen who provided yau 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 yc:ou disclosures on eligible indirect compensation

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

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

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




Schedule C (Form 5500} 2023

Page 3 - |:|

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persens for whom you
answered “Yes" to line 1a above, complete as many entries as needed to list each pe<son receiving, directly or indirectly, $5,000 or more in total compensation

(i.e., money or anything else of valug) 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) : (h)
Service Relatienship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) {employer, employee | compensation paid receive indirect inzlude eligible indirect compensation received by | provider give you a
organizalion, or  |by the plan. If none,| compensation? (sources | comoensation, for which the | service provider excluding | formula instead of
person known fo 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-,
1Z 13 99
fdministrator Yes E] No [ ] Yes K] No [] Yes No |:|
19,876 : 122
(@) Enter name and EIN or address (see instructions)

{b) {c) (d) (e) ' () g (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-intarest sponsor) - disclosures? compensation for which you|estimated amount?

: answered "Yes" to element
{f). If none, enter -0-,
Yes [l Ne D Yes D No |:| Yes D No D
(a) Enter name and EIN or address (see instructions)
(b} (c) (d) (e) LU (9) {h)

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

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

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

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

compensation? {sources
other than plan or pfan
sponsor)

compensation, for which the
plan feceived the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No |:|




Schedule C {Form 5500) 2023 Page 4 -

| Partl |Service Provider Information {continued)

3. If you reported on fine 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 morg 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 fo determine the service provider's eligibility
for or the amount of the indirect compensation,

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

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

{2} 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 o determine the service provider's eligibility

for or the amount of the indirect compensation.




Schedule C (Form 5500) 2023

Page 5 -

| Partll | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following informatian for each service provider who failed or refused fo provide the information nacessary to complste
this Schedule.
{a) Enter name and EIN or address of service provider {see {b) Nature of | {c) Describe the information that the service provider faited or refused to
instructions) Service provide
Code(s)

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

{b) Nature of
Service
Code(s)

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

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

(b} Nature of
Service
Code(s)

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

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

(b} Nature of
Service
Code(s)

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

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

{b) Nature of
Sarvice
Code(s)

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

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

(b) Nature of
Service
Code(s)

(€} Describe the information that the service provider failed or refused to
provide
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Partlll | Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many entries as needed)
a Name: b EIN:
¢ Position: i
d Address: : € Telephone:
i
Explanation:
i
1
a Name: b EIN:
¢  Position:
d  Address: € Telephone:
¢
Explanation:
|
a  Name: b EIN;
€  Position: i
d  Addiess: € Telephone:
Explanation: :
!
a Name: i b EIN:
¢ Position:
d Address: € Telephone:
i
Expianation:
1
1
a Name: b EIN:
€ Position:
o Address: ‘ € Telephone:

Explanation;




