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

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepa"’gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁ{;fr;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

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

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
KEY WEST BOATS EMPLOYEE BENEFIT PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
01/01/2015

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) 57-0857357

KEY WEST BOATS

PO BOX 399
RIDGEVILLE, SC 29472

2C Plan Sponsor’s telephone
number
843-873-0112

2d Business code (see
instructions)
336610

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. 04/20/2025 AMY MURRAY
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 465
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the plan year ... 6a(1) 465
a(2) Total number of active participants at the end of the plan year ... 63_(2) 436
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 436
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __2
actuary 4) @ C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

11c Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

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

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

KEY WEST BOATS

D Employer Identification Number (EIN)
57-0857357

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

BLUE CROSS AND BLUE SHIELD OF SOUTH CAROLINA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
57-0287419 38520 25-52481-00 266 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

83288

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

J. SAM PLEXICO & ASSOCIATES

PO BOX 727
BARNWELL, SC 29812

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

83288

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b D Dental
f D Long-term disability

] D HMO contract

c D Vision
e D Temporary disability (accident and sickness)
i |:| Stop loss (large deductible)

m |:| Other (specify) P

g D Supplemental unemployment
k B PPO contract

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

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 2079265
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(4) EAMEA (1) # (2) = (3)) +ervrereeeeeeeeeeeeeeeeeeeeeeeeeseeseeseeeeeeeeeeeeeeee e e e ee s sssestesteseeseaseassessessess s ssesssesessseeseens | 9a4) 2079265
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 2512842
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 77717
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 2590559
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMIUSSIONS ......cveeeeivieeetceceeeeeee e teeees et s e seasnesesesenes 9c(D)(A) 83288
(B) Administrative service or other fees ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 207927
(C) Other specific acquisition costs 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(E) TAXES.. ettt 9c(1)(E) 25991
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F) 103963
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G) -932462
LG LIS L= I 5 £ a1 1o TR 9c(D(H) -511293
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ........ocveeieteete ettt ettt et et et et et et e e te et e et e et et et eseeasese et e et et ensessenseseetestessensessensereeseeresaetens 9d(2)
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

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

OMB No. 1210-0110

2024

This Form is Open to Public

Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
KEY WEST BOATS EMPLOYEE BENEFIT PLAN plan number (PN) » 501

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

KEY WEST BOATS

D Employer Identification Number (EIN)
57-0857357

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
13-5123390 64246 00496717 436 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

63067

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

SOUTHEASTERN INSURANCE CONSULTANTS

PO BOX 1396

IRMO, SC 29063

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

43758

3

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

JAMES R NELLIGAN & ASSOCIATES

1060 BROADWAY
STE 400
ALBANY, NY 12204

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

19309

3

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

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

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) P AD&D

d |X Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 386187
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁtrsnggczrityaAg:ninis\ra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
KEY WEST BOATS 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)
KEY WEST BOATS 57-0857357

Part | | Service Provider Information (see instructions)

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

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

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

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2024
v. 240311



Schedule C (Form 5500) 2024 Page2-| 1

(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) 2024

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you

answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

by the plan. If none,

eligible indirect

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

enter -0-.

other than plan or plan
sponsor)

plan received the required
disclosures?

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

BLUE CROSS BLUE SHIELD OF SOUTH CAR
57-0287419
(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-.
1213 ADMINISTRATOR 207927
YesD No@ YesD NoD YesD NoD
() 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

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
(). If none, enter -0-.
YesD NoD YesD NoD YesD NoD
(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

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

estimated amount?

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

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

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

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

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

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




Schedule C (Form 5500) 2024
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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.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




2024 Plan Information Worksheet

Plan Sponsor Information

Status:

Plan Sponsor's Name

KEY WEST BOATS

Plan Sponsor's Doing Business As Name

Plan Speonsor’s Care Of Name

Plan Sponsor's EIN
57-0857357

Plan Sponsor's Phone Number

{843)873-0112

Foreign |:|

Plan Sponsor's Mailling Address
PO BOX 399

Plan Spansor's Malling City, Province, State and ZIP
Ridgeville SC 20472
Plan Sponsor's Location Address Foreign |:|

Plan Spensor’s Location City, Province, State and ZIP

Plan Administrator Information

Same as Plan Sponsor

Plan Administrator's Name

Plan Admiristrator's Care Of Name

Plan Administrator's EIN

Plan Administrator's Address Foreign |:|

Plan Administrator's City, Province, State and ZIP

Plan Administrator's Phone Number

Plan Information

Plan Name

Key West Boats Employee Benefit Plan

Three-digit Plan Number Plan ID
501

EIN for PBGC Forms

Business Code Filing for Plan Year: DFE Plan [_]
336610 2024

Plan Year MM/DDIYYYY MMDD/YYYY
Begins 01/01/2024 Ends 12/31/2024

Tax Year MM/DDAYYYY MM/DD/YYYY
Begins 01/01/2024 Ends12/31/2024

Name Contrel

Effective Date of Plan
01/01/2015

Transmitter Information

Transmitter's TIN Transmitter Control Code (TCC)

Transmitter's Name

Company Name

Foreign

[

Company Mailing Address

Company City, Province, State and ZIP

Contact Name

Contact Telephone Number

Contact E-Malil Address

Do NOT File with IRS, DOL or PBGC



Preparer Information

Preparer's Name
Preparer's Firm Name

Preparers Address

Preparer's City, Province, State and ZIP

Preparer's Phone 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

T votity

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

(] Notify

Contact Name

Coantact [D

Caontact Phone Number

E-Mail Address

(] Notity

Contact Name

Contact ID

Coentact Phone Number

E-Mail Address

[] Notity

Contact Name

Contact |D

Contact Phone Number

E-Mail Address

[ ] Notity

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] wotify

Contact Name

Contact ID

Contact Phane Number

E-Mail Address

[ Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ Notity

Contact Name

Contact [D

Contact Phone Number

E-Mail Address




Form 5500 Annual Return/Report of Employee Benefit Plan OME Nos. 1210.0110
This form is required to be filed for employee benefit plans under sections 104 i
he T and 4065 of the Employse Retiremant Income Security Act of 1974 (ERISA) and
D.?,?:‘rﬁ';]"é‘é\?;‘mi s,’:r?,?é‘;’ sections 6057(b) and 6058(a) of the Internal Revenue Cade (the Code). 202 4
Department of Labor » Complete all entries in accordance with
Employeo Senafts Security the instructions to the Form 5500,
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
L Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This retumireport is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating
emplayer information in accordance with the form instructions.)
@ a single-employer plan D a DFE (specify}
B This returnireport is: D the first return/report D the final return/report
D an amended return/report |:| a short plan year return/report (fess than 12 months)
C Iftheplanis a collectively-bargained plan, check here. . .. ... i it i it imre s e cannerarnnn » |:|
D Check box if filing under: D Form 5558 |:| automatic extension D the DFVC program
|:| special extension (enter description)
E it this is a refroactively adopted plan permitted by SECURE Act section 201, 6heck here. . . ... .ovveeereerirrsronn » D
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
Key West Boats Employee Benefit Plan number (PN) » | 501
1¢ Effective date of plan
01/01/201%
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer |dentification
Mailing address (include room, apt., suite no. and street, or P.0), Box)} Number (EIN}
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 57-0857357
KEY WEST BOATS
2¢ Pian Sponsor's telephone
number
(843)873-0112
PO BOX 399 2d Business code (see
. . instructions}
Ridgeville SC 29472 336610
Caution: A penalty for the late or incomplete filing of this return/report will be d unless reasonable cause is established.

Under penaities of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accampanying schedules,
stafements 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 C)’\-—\ '\.// \{ ’}-\—1{ AMY MURRAY
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE e _—
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 sighing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2024)

v. 240311



Form 5500 (2024} Page 2

3a Plan administrator's name and address EI Same as Plan Sponsor

3b Administrator's EIN

3¢ Administrator's telephone

number
If the name andfor EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, |4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report;
a Sponsor's name 4d PN
C Plan Name
Total number of participants at the beginning of the plan year 5 | 465
Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines §a{1),
6a(2), 6b, be, and 6d).
a(1) Total number of active participants at the beginning of the Plan YEar ...wiimssesiniinnes 6a(1) 465
a(2) Total number of active participants at the end of the Plan YBar ... seeeeersereeesssenessens 6a(2) 436
b Retirad or separated participants receiving DEMBMS .....vciceer e v ssss e s sersssssars e b 6b
c Other retired or separated participants entitied t0 FUtUre BENEMS ..vureii s 6c
d Subtotal. Add iNes BA(2), 6D, AN B, ....viiicsirierren i s et ess 4801 12 estssmbee soe seeanessesaeseeenmemmeasesentoressserreeien &d 4136
e Deceased participants whose beneficiaries are receiving or are entitied to receive bENefits, ..o be
f Total. Adt lINES B BN BB, cuceecur et rcstee st ee et s e e R PR S e b b esa e ma e eeEre s E Rt en 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6a(1
g COMPIELE this HEIM) ... s st st et s b v s e e ettt beba b eresesrerersReebereberararebabe g(1)
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g COMPIBLE TS IEIM) ...\t rrerrrrrerereeceeentss e rererrersesme s eres s amesr et e dens e e bt £ E 48404 b b demtbn s memssnns e st e s e e ene st e sasesnrnerereasetsseatenrasinte 29(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
less than 100% vested .......ocueiceeeeenn, CeEteererrriissResELLLs e se e E e Rkt L1 bRt AR A AR AR b 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:

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

9a Plan funding arrangement {check all that apply) 9b Plan benefit arrangement (check all that apply)
N 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 (] 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 (Refirement Plan Information) (N D H (Financial Information}
{2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ D | (Financial Information — Small Plar) 2
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached =
actuary @ X| G (service Provider Information)

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

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

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

(5) [l MEP {Multiple-Employer Retirement Plan Information)

AD&D
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| Part lll_| Form M-1 Compliance Information {to be completed by welfare benefit plans)

114 If the plan provides welfare bensfits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) cornreeerssrnssmssnmsnseereneninneiee || Y68 No

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

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

11¢ Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If ihe plan was not required to file the 2024 Form M-1 annual report, enter the
Receipt Cenfirmation Code for the most recent Farm 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. )

Recaipt Confirmation Code.




SCHEDULE A Insurance Information
OMB No, 1210-0110
(Form 5500)
Department of the Treasury This sehedule is required to be filed under section 104 of the 2024
Intemal Revenue Service Employee Retirement Income Security Act of 1974 {ERISA).
Department of Labor
Employee Bensfits Securlty Administration P File as an attachment to Form 5500,
Pensicn Banefit Guaranty Carporation » Insurance companles are required lo provide the information This Fm&;gg‘i’:nm Public
pursuant to ERISA section 103(a}(2).
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan ) B Three-digit
Key West Boats 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}
KEY WEST BOATS
57-0857357
Part | Information Cencerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Information:

{a) Name of insurance carrier

Blue Cross and Blue Shield of South Carolina

{e) Approximate number of Policy or contract year
(b) EIN © e e et persans covered at end of ) From (@) To
policy or contract year g
37-0287419 38520 25-52481-00 266 01/01/2024 12/31/2024

2 Insurance fee and commission infermation, Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other parsons In
descending order of the amount paid.
{a) Total amount of commissions paid {b} Total amount of fees paid
83,288 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report alf persans).
{a) Name and address of the agent, broker, or cther person to whom commissions or fees were paid
J. Sam Plexico & Associates

PO Box 727
Barnwell 3C 29812
(b) Amount of sales and base Fees and cther commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code
83,288 3
{a) Name and address of the agant, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissigns paid {c} Amount {d) Purpose {e} Organization code

Schedule A (Form 5500) 2024

For Paperwork Reduction Act Notlce, see the Instructions for Form 5500.
v, 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

o) Fees and other commissions paid (e)
Amount of sales and base Organization
commissiens paid {e) Amount (d} Purpose gcc:dta
(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
commisslons 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 (@)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Partll | Investment and Annuity Contract Information

Where individual coniracts 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 €Nd ...............cvveeniieresrienearssueaee 4

5 Current value of plan's interest under this contract in separate accounts at vear end.....ccaniicc e 5

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

D Premiums Paid 10 CAIMION ...........coeverreirssrissiumsssssssss ressssee st essssessssssessss s rasmesessanesesse sessmseessanssssssesessmeees 6b
G  Premiums due but unpaid at the end of the year ......ccooocceeeiicenens. wer 6¢c
d  ifthe carrier, service, or other arganization incurred any specific costs in connection with the acquisition or 6d

retention of the contract or policy, @nter AMOUNL. ..ot er e e e ererasas s s ebessrann

Specify nature of costs
e Type of contract: (1) |:| individual policies 2} |:| group deferred annuity

@) D other (specify) P
f  If contract purchased, in whols or in part, o distribute benefits from a terminating plan, check here > D

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

D Balance at the end of 1N PreVIOUS YBEAM o icerrsiesisssessiosssssansseis s sasessoat st snserssas st sobtdnssessssssssiss otbssntson | 7b
C  Additions: (1) Contributions deposited during the year .... w | Te1)

(2) DIVIAENdS BN ErEURB...vvevvrerveseeremssenss et ss e eeressi sttt essmsssssssnnns 7c(2)

(3) Interest credited during the YEam....eeirieecseeesessssssssssssssssssssicesnnns | 1 G(3}

(4) Transferred from SEPArate ACCOUNL.w.wivriiiesrsseer v eesseesssessaers s ssaees 7Tc(4)

(5) Ofher (SPEcify BEIOW) ..., cveesisvrervrese vavisesnermasssses st assssesssresssessissasens 7Tc(5)

| 4

(BYTORT AUGHIONS .evev- 11 ssmse 5110003188818 8880 55 7¢c(6)
d Total of balance and additions (dd NES 7b AN TO(B]). vvvvvcroveemeeesusssssseeriremssssssssssssssssssssmmsssssssesssssssnsessseeeeees | 160

€ Deductions:
{1} Disbursed from fund to pay benefits or purchase annuities during year Te(1)
{2) Administration charge made by Carfer........ccoeeeroeeeerreeevens s 7e(2)
(3) Transferred to SeParate 3CCOUNL ... irverresirrsssenine s seneans .| Te(3)
(4) Other {spacify baloW}.....iverererreerieeernen. eeeeenee e eeanees s eee et e eenenene Te(4)
>

{5) TOtal dBAUBHIONS ..okt R s

f Balance at the end of the current year (subtract line 7e(S) from line 7d)
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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
empleyees, 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 E| Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e |:| Temporary disability (accident and sickness)  f D Long-term disabiity g D Supplemental unemployment h l):(] Prescription drug
i D Stop luss (large deductible) i |:| HMO contract kE PPO contract ||:| Indemnity contract

m [ ] Otner (specify) P

9 Experience-rated contracts:
A Premiums: {1) AMount réCeived ........ccvcninineceeeeeersns o sssssssesceens 9a(1) 2,079,265
{2) Increase (decreasa) in amount due but uNPaid ... essienn. 9a(2)
(3} increase (decrease) in unearnad premium reserve ..., 9a(3) :
(@) Earned ({1 + {2} - (3} et sai e et eb et e aanae bt anens e s | 9al@) 2,079,265
b Benefit charges (1) Claims paid..........ooveeeeeenne 9b(1) 2,512,842
(2) Increase (decrease) in claim reserves............ .. |_9b{2} 71,717 o
(3} Incurred clalms (A {1) AN (2]]..ccviiriieiiie e e crrssss s rassssss s s re e bt ssresasssesesEerebe e bt pasasatarate 9h(3) 2,590,559
(4) ClAIMS CHAMGEU.......coovtvrerasssiiireraiesisi s eassss s be et s3sb s s 30 bt ee e seseeeenn reeseeseeeeeveeserarasasssetsseseseresmmmrasasasssene 9h(4)
C Remainder of prermium: (1} Retention charges (on an accrual basis) -
(A\) COMMINISSIONS 1vvviviirieriiaeeerireseeeeeesarrrssassbessessessssrsssmnsesssssssseensnns 9c({1)(A) 83,288
{B) Administralive Service or other fees ............c.oeovervversssseressrssereens 9c(1){B) 207,927
{C) Other specific cqUISIHION COBIS i.uerriemreenrerrsenrerrrereonserresseernenee | SE(THC)
{D) Other expenses ... uweeeeiiiennens, Lrers e e e 9¢(1)(D}
(E) THXES v creeees et vetresrossesstas st eesesseneseaseeeeeses st oemens oesssessesoss ¢(1)(E) 25,991
{F) Charges for risks or other CONtNGENEIES ... eceee e rsireeas 9¢(1HF) 103, 963
{G) Other retention CRAGES ... issseeesesserssermesessesreesesenseenseerens. | SCCTHG) -932, 462
(H) Ot TEEBNHON. ...coceeeccrieeerne ittt srmsasesasstsmssss et ssosssssrasesesestaestatosenesesseressststssssmmeenasessrereesnseserernsnsnes 9c(1)(H) -511,293
{(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.).... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
{2) ClAIM TBBBIVES .. irereri sttt sr bt eeeeeaeceeeremsress b st s entses s bR e r e b e e s ar b eSS Rt et es et mbananatseseresatens st srna 9d{(2)
(3) OFNET FEEEIVES vttt ea bbbt ar s sesensnasss1essasassrsssberene et tabsssaenbas st enene bt assanntstse s ntetererennn 9d{3)
@ Dividends or retroactive rate refunds due. {Do not include amount entered in ling 96{2).)..covvecviiineiiiiiinireis Se
13 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid 10 GAITIET....iirmss i s e ssssasas s arsbabess e rans 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract ar policy, other than reported in Part |, line 2 above, report amount. e 10b
Specify nature of costs.
| PartIv | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes No

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




SCHEDULE A Insurance Information OME No. 1210:0110
o ¥
(Form 5500)
Dopartment of the Traasury This schedule is required to be filed under section 104 of the 2024
Internal Revenua Sarvica Employee Retirement Income Security Act of 1974 (ERISA).
Dapartment of Labor
Employes Banefis Sacurity Adminlstration } File as an attachment to Form 5500.
Pensien Benefit Guaranty Gorporation P Insurance companies are required te provide the information This Fon;’:];ig&ie:"to Public
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
KA Name oft pleg] . B Three-digit
ey Wes oats Employee Benefit Plan plan number (PN) > 501
C Plan sponsar's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
KEY WEST BOATS
57-0887357
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 Paris [1 and |1l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance cairier

Guardian Life Insurance Company of America

{e) Approximate number of Policy or contract year
B) EIN {c) NAIC ) (d). Coptract or
{b) code identification number pe;ﬁg: g?zgﬁ:iagtt ;g;:irof {fi From {g) To
13-5123390 64246 00496717 436 01/01/2024 12/31/2024

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

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

63,067 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
Southeastern Insurance Consultants

PO Box 1396
Irmo 5C 29063
(b) Amount of sales and base Fees and other commissions paid
commissicns paid (e} Amount {d} Purpose (e} Organization code
43,758 3

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

James R Nelligan & Associates
1060 Broadway

Ste 400
Albany NY 12204
(b) Amount of sales and base Fees and other commissions paid o
commissions paid {¢) Amount (d) Purpose {e) Organization code
19,309 3
Far Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

Fees and other commissions paid (e}
(b) Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose cods
(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
commyissions 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 {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 commissicns paid (9) ]
{b) Amount of sales and base Organization
commissions paid (c) Amaunt (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) i
{b) Amount of sales and base Qrganization

commissions paid (c} Amount {d) Purpose

code
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Partll | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual 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 8t YEar 8N ....ciceeiiiisiiee e cecenreereriens 4

5 Curent value of plan's interest under this contract in separate acCoumts at Year 8nd..........cciivneeersseecsstiiniensnes 5

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

b Premiums paid to carrler.. &b

€ Premiums due but unpald at the end of the year., 6c

d  Ifthe carier, service, or other organization mcurred any specn' c costs in ccmnectlon W|th the acqmsmon or 6d
retention of the contract or policy, enter amount. ..

Specify nature of costs P

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

f i contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type of contract: (1 D deposit administration (2) D immediate participation guarantee
3 D guaranteed investment (4) D other b

b Balance at the end of the previous year.. erms s s s s sbas s e e sessessseseeeese | T 1D
€ Additions: (1) Contributions deposited durmg the | Te(1)

{2) DIVIdENGS BN CrEMIS..........covrecvereresesisssses s sosesasontsontsensseeeensceeersesssnees 7¢(2)

(3) Interest credited dUrNG 8 YEaE . e it eeseserssererens 7c(3)

(4) Transferred from SEPATALE ACCOUNL. vttt seeeeee e eeeees 7c(4)

(5) Other (SPECITY DEIOW) ......cvecvvirrirerseressessessss s issessssstsessssssseesseeeseeseseeeres 7c{5)

»

(BYTOMAI AAGIHONS ...y erveerrrarerrnrsesssreersenns s sessaessnssssssssesssia s eeene e senenenssesssesessassssseenasssssnsesassesseeseemeeessesssassosms Tc(6}
d Total of balance and additions (add s 7B ANd TE(B)). .vv--uerrrrerrverrmmmmmnssssssissssseesssssmsssssssssssssssssossessicceeeeeeeeeee | 1

€ Deductions:
(1) Disbursed from fund to pay henefils or purchase annuities during year | Te(1)

(2) Administration charge made by Carmier...c e ornreceieee | 18(2)

(3) Transferred to separate account ..., . | Te(3)

(4) Oher (SPECITY DBIOW).....cvevrerirvsrersss s esess s sessesaes s seessesessssessessesansassen Te(d)

»

(5 TOL ABLUCHIONS 1vveveersiversneaseseeserssessesssnessens s 1iassssosssstsasssss sss iebesessmssesressssnssosssssssenssmsssensssssssssseasssmasessesnssoess 7e(5)

f _ Balance at the end of the cument year (subfract line 7e(5) from N Td).........c.....cocvecememeecnsvesssssssnnsessmesnaseassns | 7f
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Part lll | Welfare Benefit Contract Information

If more than one confract 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
e @ Temporary disability (accident and sicknass) E Long-term disability

|:| Stop loss (large deductible) j D HMO contract

m EI Other (specify} PAD&D

c @ Vision
] D Supplemental unemployment h D Prescription drug

k D PPO contract

d @ Life insurance

I]] indemnity contract

9 Experience-rated contracts:

a Premiums: {1) AMOUNt FECEIVEL ...cccevierivsimveerminnnrerisssninesssssns s srissesasesns 2a(1)
(?) Increase (decrease} in amount due but unpaid ..., ga(2)
(3) Increase (decrease) in unearnad premium reserve ... 9a(3)
(8) Eamed (1) + (2) - (31) corvvveeeeeerreeeeeeeeerenesssresssonensenns R | 9a4)
b Benefit charges (1) Claims paid........ev... 2b(1)
(2) Increase (decrease) in claim rESEIVES.....i s, 9b(2)
(3) Incurred claims (Add (1) 2N (Z]).rieermserecereses s sersasts s ssrns s as s ersss bbb s s 9b{(3)
{4) ClAIMS CRAGEH.111vvvivirsicerssressssesresssseesariasasesssers s rssses erssssasss oeasseeainttsasbass s B RS b b A RE SRR b s b SRR bR R 00 9b(4)
€ Remainder of premium: (1) Retention charges {on an accrual basis) --
(A) COMMISSIONS cvvvevirreeesssrersirers e seuseecsesseseseseesemssssmsssssssrsnsesenssveneas 9c(1)(A)
(B) Administrative service or other fees ........c.ccoeiinniniisnennes | 9€{1}{B)
(C) Other Specific ACQUISIHON COSS 1vvvv-ccr vrrreeeemmsirsieassmmsisssssssssasses 9¢{1)(C)
(D) OthEr BXPENSES wevevenririnsiiieirsrrmssansmsesses s s bstbsasmnssnssssseias 9¢(1)(D)
(E) TAXES.ueuiueuiereresesesrsransresessssssrsrsrssoseb s s mad v e e 9c(1)(E)
(F) Charges for risks oF Other CONINGENCIES ..vuuu.erwessseresmseessersmmmenes 9¢(11(F)
{G) Other rBtention ChATGES e rriseesssmssssssssrassssssmrrerssissesssesin 9c(1}(G)
{M) TOtal FEIBAKION. v rvvveveeessrenssrereesesnrsrsnnsesssosesescmsssemensssssssstssssseins 9c(1)(H)
(2) Dividends or retroactive rate refunds. (Thesa amounts were D paid in cash or|:| credlted ).... 8c(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 refroactive rate refunds due (Do not include amount entered in line 9¢(2}.)... 9¢
10 MNonexperience-rated contracts:
A Total premiums or subscription charges pait to CarEr ... 10a 386,187
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, repart amount. ... 10b
Specify nature of costs.
| PartIV | Provision of Information
11 Did the insurance company fail to provide any information necessary fo complete Schedule A?............ |:| Yes No

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




SCHEDULE C Service Provider Information OMB No. 1210.0110
(Form 5500) 2024
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Intemal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Depart f Labi . This Form is Open to Public
Employee a:lf:ﬁt;ngglczmya;ag:nlmsuauon P File as an attachment to Form 5500. Inspection.
Panslon Benefit Guaranty Corporation

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Key West Boats 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)
KEY WEST BOATS 57-0857357

I 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 mare 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 compensatian for which the plan received the required disclosures, yaul are required fo
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
& 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 @ 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 efigible 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 disclasures on eligible indirect compensation

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

{b) Enter rame 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 5503&3212:
V.
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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 efigible 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 eiigible indirect compensaticn

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




Schedule C (Form 5500) 2024

Page 3 - i:l

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 mors in total compensation
(i.e., money or anything else of value} in connection with services rendered to the plan or their position with the plan during the plan year. {See instructions).

(@) Enter name and EIN or address (see Instructlons)

Blue Cross Blue Shield of South Car

57-0287419
(b) () (d) (e} (h}
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service

Code(s} |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponser) disclosures? compensation for which you|estimated amount?
answered “Yes" to element
{f). If none, enter -0-.
1z 13
paministrator Yes D No El Yes |:| No |:| Yes D No D
207,927
(@) Enter name and EIN or address (see instructions)

(b) (c) () (e) ® B} Now
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employes | 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 [| No [] Yes [1 No[] Yes [] No [}
{a) Enter name and EIN or address (see Instructions)

(b) (c) (d) (e) o . - o
Service Relationship to Enter direct Did service provider Did indirect compensation Enter tc_:ial |nd|r.ect Du_:! the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensalion 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 plan
sponsor}

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indiract
compensation for which you
answered "Yes" to element
(f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No |:|

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

3. If yau reported on line 2 receipt of indirect compensation, ather 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 pravider 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 neaded to report the required information for each source.

(@) Enter service provider name as it appears on line 2

{b) Service Codes
(see instructions)

{(c) Enter amount of indirect
compensation

{d) Enter name and EIN (address) of source of indirect compensation

{e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as It appears on line 2

(b) Service Codes
(see instructions)

{c) Enter amount of indirect
compensation

(d) Enter name and EIN (address} of source of indirect compensation

{e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensatton,

(@) Enter service provider name as it appears on line 2

{b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

{d) Enter name and EIN (address) of source of indirect compensation

(@) Describe the indirect compensation, including any
formula used o determine the service provider's eligibility
for or the ameount of the indirect compensation.
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| Part I | Service Providers Who Fail or Refuse to Provide Information

4  Provide, to the extent pessible, 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 | {¢) Describe the information that the service provider failed or refused to
instructions) Service provide
Cods(s)

(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) Naturs of
Service
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)

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

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

{b)} Nature of
Service
Code(s)

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

{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




Schedule C (Form 5500) 2024 Page6-[ |
Part Hl | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as nesded)

4  Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:
a_  Name: b EIN:
C  Posilion:
d Address: e Telephone:
Explanation:
a Name: b EIN:
C  Paosition:
d Address: e Telephone:
Explanation:
a Name: b EIN:
€ Position:

d Address: € Telephona:
Explanation:

a Name: b _EIN:

€ Position:

d Address: @ Telephone:

Explanation:




