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 08/01/2014 and ending  07/31/2015
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 the final return/report
an amended return/report D a short plan year return/report (less than 12 months)

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

D Check box if filing under: D Form 5558 D automatic extension 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
RADIALL USA, INC. GROUP BENEFIT PLAN

1b Three-digit plan
number (PN) » 503

1c Effective date of plan
08/01/2009

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) 86-0627714

RADIALL USA, INC.

8950 SOUTH 52ND STREET, SUITE 401
TEMPE, AZ 85284

2C Plan Sponsor’s telephone
number
480-682-9400

2d Business code (see
instructions)
334410

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. 04/29/2025 VICTORIA JENKS
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 152
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) 152
a(2) Total number of active participants at the end of the plan year ... 63_(2) 0
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 0
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 4L 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 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) 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 __3
actuary 4) D 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 08/01/2014 and ending  07/31/2015
A Name of plan B Three-digit
RADIALL USA, INC. GROUP BENEFIT PLAN plan number (PN) » 503

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

RADIALL USA,

INC.

86-0627714

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(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
35-0472300 65676 10125126 128 08/01/2014 07/31/2015

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

664

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

DAVISON BENEFITS GROUP, LLC

6900 EAST INDIAN SCHOOL ROAD #100

SCOTTSDALE, AZ 85251

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

664

0 | N/A

3

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

(b) Amount of sales and base
commissions paid

Fees and other 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
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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 D Dental c D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m 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) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 4427
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

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 08/01/2014 and ending  07/31/2015
A Name of plan B Three-digit
RADIALL USA, INC. GROUP BENEFIT PLAN plan number (PN) » 503

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

RADIALL USA, INC.

D Employer Identification Number (EIN)
86-0627714

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
HARTFORD LIFE AND ACCIDENT

(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
06-0838648 70815 692973G 38 08/01/2014 07/31/2015

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

4715

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

DAVISON BENEFITS GROUP, LLC

6900 EAST INDIAN SCHOOL RD #100

SCOTTSDALE, AZ 85251

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

4715

N/A

3

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

Fees and other commissions paid

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental c D 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) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 31435
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

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 08/01/2014 and ending  07/31/2015
A Name of plan B Three-digit
RADIALL USA, INC. GROUP BENEFIT PLAN plan number (PN) » 503

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

RADIALL USA, INC.

86-0627714

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

CIGNA HEALTH AND LIFE INSURANCE COMPANY AND AFFILIATES (CIGNA)

(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
59-1031071 67369 3333640 146 08/01/2014 07/31/2015

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

6663

97026

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

DAVISON BENEFITS GROUP, LLC

6900 EAST INDIAN SCHOOL RD #100

SCOTTSDALE, AZ 85251

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

6663

97026

BENEFIT ADVISOR PAYMENTS

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I B[ Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 1920000
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




5500 WORKSHEET - HEALTH AND WELFARE PLAN

Page | 1

Complete separate worksheet for each ERISA Plan (e.g
PLAN SPONSOR/PLAN INFORMATION:

., 501, 502, etc.).

Legal Plan Sponsor Name:

Radiall USA, Inc.

|:|Check if changed
from prior year.

Plan Name:
(per Plan Document)

Radiall USA, Inc. Group Benefit Plan

|:|Check if changed
from prior year.

Plan Number (ex: 501, 502):

503 ERISA Plan Year (mm/dd/yyyy): |8/1/2014

to

7/31/2015

Type of Plan: [] Single Employer 1 Multiemployer [IMultiple Employer*
*If Multiple Employer Plan, a list of employers participating in the plan during the plan year must be provided, along with their EINs.

Is this Plan a MEWA (Multiple Employer Welfare Arrangement)? If yes, answer the following. [ Yes [X] No
Is the plan currently in compliance with Form M-1 filing Requirements? [ Yes [ No
Receipt Confirmation Code from Form M-1:

Is the Plan Sponsor EIN the same as reported on last year's Form 55007 X Yes []No
If changed, provide new EIN:

Is the Plan Sponsor address the same as reported on last year’'s Form 55007 X Yes [ No
If changed, provide new address:

Is the Plan Sponsor phone number the same as reported on last year's Form 55007 X Yes [] No

If changed, provide new phone number:

Is this Form 5500 the first one ever filed for this plan? If no, skip this section.

FIRST PLAN FILING — Skip this section if the client has filed Form 5500 filings for this plan previously:

[JYes [ No

EIN: Phone number:

Address:

Business Code (or provide nature of business):

Original Effective date of this ERISA plan (when the benefits were first offered) (MM/DD/YYYY)

Plan Administrator (only complete if different from Plan Sponsor listed above):

Name:

EIN:

| Phone Number:

Address:

PLAN INFORMATION:
Does the plan sponsor have a signed Legal Plan Document that includes all benefits they provide to

employees for this plan as checked on page 2?7 (Question must be answered by the client) X Yes [ No

Is this Form 5500 for a short plan year (fewer than 12 months)? [dYes X No

Is this Form 5500 the final filing for this ERISA plan? X Yes [] No
If yes, provide termination date: ‘ 7/31/2015

Is this Form 5500 for an amended filing? | X Yes [] No
If yes, provide reason for amended filing: ‘ Mark as Final Filing

Is this Form 5500 for a delinquent filing to be filed under the DFVC Program? [JYes X No

— T

) th/féﬁﬁ%?ﬂﬁ t?ezi\rg‘ﬁlsn(?rdc.ontributions under the plan are subject to collective bargaining. D Yes D No

Are any benefits of the plan funded through a trust? [dYes [ No
If yes, provide the amount of the ERISA fidelity bond covering the plan as of the end of the plan year.

provide a draft of this report which we need before we can begin preparing the Form 5500.

» Please provide the draft audit report to your 5500 Preparer once available.

All Health & Welfare plans with benefits funded through a trust for 100 or more participants, must be audited each
year and the Form 5500 must include an Accountant’s Opinion/IQPA Report. The client’s auditors will generally

5500 Worksheet-2022



5500 WORKSHEET - HEALTH AND WELFARE PLAN Page | 2
PARTICIPANT COUNTS -- If zero participants in a category, enter ‘0’:

A. Beginning of plan year: Total number of participants, including:
e Active participants
e Retired or separated participants receiving benefits (COBRA participants) 152

e Retired or separated participants entitled to future benefits (in their COBRA election period)
(Optional for Health & Welfare plans; if reported in prior year, may want to continue reporting for
consistency between plan years)

B. Beginning of plan year: Number of active participants 152
C. End of plan year: Number of active participants 0
D. End of plan year: Number of retired or separated participants (COBRA) receiving benefits 0
E. End of plan year:

Number of retired or separated participants entitled to future benefits (in their COBRA election period) 0

(Optional for Health & Welfare plans; if reported in prior year, may want to continue reporting for
consistency between plan years)
Filing Requirement for Next Plan Year:

If the total participant count is less than 100 on the first day of the next plan year, code 4R can be included on this
year’s Form 5500 at item 8b. This notifies the DOL the client will not file future Form 5500 filings until there are 100 or
more participants on the first day of a plan year.

|:|Below 100 on the first day of the next plan year, please add code 4R to item 8b on the Form 5500.

PLAN FEATURES: (check all that apply)

X - (4A) Health X - (4F) Temporary Disability, STD

[] - (4A) Prescription Drug, Rx [0 - (4G) Prepaid Legal

X - (4A) Flexible Spending Account, FSA X - (4H) Long-term Disability, LTD

X - (4A) Health Reimbursement Arrangement, HRA [] - (41) Severance Pay

X - 4B) Life [J - (4L) Death Benefits AD&D

X - (4D) Dental [0 - (4L) Death Benefits BTA

X - (4E) Vision [J - (4C) Supplemental Unemployment

(4Q) Other - (e.g., EAP, LTC, cancer, telemedicine, accident, critical iliness, hospital indemnity, wellness, etc.)
List the benefits: Accident, Critical lliness

Were any new ERISA benefits added to the plan during the plan year? ] Yes [INo

If yes: | List new benefits:

Was the wrap plan document amended to include the new ERISA benefits? [J Yes [INo

Be sure all benefits subject to ERISA which are provided by the plan sponsor are reported, as required.

»  If the plan has a wrap plan document, all ERISA benefits included within the plan document should be reported
above regardless of the participant count for each individual benefit. Some benefits could have less than 100
participants, but should still be reported since the benefits are part of the wrap plan document.

>  If no wrap plan document is in place, be sure each benefit subject to ERISA covering 100 or more participants
as of the first day of the plan year are reported within a separate filing. Please provide a separate 5500
worksheet for each plan.

If the plan sponsor has any additional benefits they provide to their employees that are not reported within this plan or
another plan, the client team should confirm with the plan sponsor that these benefits are either not subject to ERISA or
do not have a filing requirement. The plan sponsor should consult their legal counsel if they need assistance in making
this determination.

Please review “Form 5500: What you need to know”

on the H&B Form 5500 Filing Center Intranet for additional assistance.

5500 Worksheet-2022



5500 WORKSHEET - HEALTH AND WELFARE PLAN Page | 3

FORM 5558 APPLICATION FOR EXTENSION OF TIME TO FILE -- Choose one of the following:

[l Client prepares and files its own Form 5558 for an extension — Provide copy for our files.

] Client wants WTW to prepare the Form 5558 — If the plan sponsor will be using the Form 5500 to calculate its PCORI
fees, this option should NOT be selected.

X Client does not want to file Form 5558 for an extension — All materials must be submitted no later than 60 days prior to
the Form 5500 due date, otherwise an extension may be needed.

Will the client be using its Health & Welfare Form 5500 to calculate its PCORI fees this year?
If yes, ALL materials (Carrier Worksheet, 5500 Worksheet and Schedules A) must be submitted [JYes [X No
no later than 60 days prior to the Form 5500 due date. If a deadline is missed, the Filing Center
cannot guarantee that the filing will not be extended.

FORM 5500 COPYING COSTS:

On the Summary Annual Report, the employer can list an amount to charge a EI- Per page
participant for a copy of the Form 5500. Amount cannot exceed $0.25 per page
per the DOL. If no charge, enter $0. E' Flat charge for the Form 5500

CLIENT SIGNERS/FORM 5500 REVIEWERS:

Provide the name and email address of the individual(s) who will be signing the Form 5500.

Plan Administrator’s signature is required; Plan Sponsor’s signature is optional, but if provided they must sign.
Signer(s) must have EFAST2 signer credentials in order to e-file the 5500.

New signers must obtain credentials from the DOL.

Requesting signer changes late in the process may delay the filing.

Please provide accurate information and update this worksheet whenever information changes.

VVVVYYYVY

Plan Administrator (required): \/ictoria Jenks Email: victoria.jenks@radiall.com

Plan Sponsor (optional): Email:

» Name and email of individuals to have review only access to the Form 5500. (Should not include WTW Contacts)

Name: Julien DaCruz Email: julien.dacruz@radiall.com

Name: Email:

WTW CONTACTS — List individuals who should be included on correspondence and have review only access to filing:
WTW Contact: Julie Brammeier WTW Contact:

WTW Contact: Jennifer Brookins WTW Contact:

NOTES TO PREPARER - Please note reason for large participant count changes, plan changes or other key information.

WORKSHEET COMPLETED BY: DATE COMPLETED:
Jennifer Brookins 4/21/2025

5500 Worksheet-2022



Form 5500 Annual Return/Report of Employee Benefit Plan

OMB Nos. 1210-0110

1210-0089
This form is required to be filed for employee benefit plans under sections 104
Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code). 2014
Department of Labor
Employee Benefits Security » Complete all entries in accordance with
Administration the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part]l | Annual Report Identification Information

For calendar plan year 2014 or fiscal plan year beginning 08/01/2014 and ending 07/31/2015
A This return/report is for: D a multiemployer plan; D a multiple-employer plan (Filers checking this box must attach a list of

participating employer information in accordance with the form instructions); or

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

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

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

|:| special extension (enter description)

Part Il Basic Plan Information—enter all requested information

1a Name of plan
RADIALL USA, INC. GROUP BENEFIT PLAN

1b

Three-digit plan 503
number (PN) »

1c

Effective date of plan
08/01/2009

2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan)
RADIALL USA, INC.

8950 SOUTH 52ND STREET, SUITE 401
TEMPE, AZ 85284

2b

Employer Identification
Number (EIN)
86-0627714

2c

Plan Sponsor’s telephone
number
480-682-9400

2d

Business code (see
instructions)
334410

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.

:IIEGRF:E Filed with authorized/valid electronic signature. 02/23/2016 JANICE MARTIN
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
Preparer's name (including firm name, if applicable) and address (include room or suite number) (optional) Preparer’s telephone number

(optional)

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.

Form 5500 (2014)
v. 140124




Form 5500 (2014) Page 2

3a

Plan administrator's name and address Same as Plan Sponsor

3b Administrator’s EIN

3c Administrator’s telephone

number
4 |f the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 | 152
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............ccocoioiroiiuriricee e 6a(1) 152
a(2) Total number of active participants at the end of the PIAN YEA ..........ciruirireierreicereeeeeeees e eseeees 6a(2) 146
b Retired or separated participants reCeIVING DENEFILS ............c.c.iiiee ettt en e ee s en e eneeeens 6b 2
C Other retired or separated participants entitled to future benefits............ccooiiiiiiii e 6¢c 0
d  Subtotal. Add iNES Ba(2), BB, ANG BC. ...........ceueuereiereteieieie et eeeeee ettt ettt et se s asaeaeae st et et et et essbs s s nssaesetetesesetesesess e 6d 148
@ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ccoccoiiiiiiiiiiiiiiinen. 6e
f Total. ADdINES BA ANG B. ..........oeceeeeeececeeeeceeeecee et eeae s e e ens e s e s e s s ssens et s s s s e snssansensesemsssnsesenssaesenaees 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE ThIS HBIM) ....c.cveeeece ettt ce et e e et ee et es et ten s e et en st e s s en st e snseeesenaesenssaee et ansseesenensesensseasenanseeansnessansnans 6g
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€S5S thaN T00% VESIEA ......veieeiee et ectieteescessssessseseesensseseesessens et eesensensensees et st ees s ees et et ee et s s ens st et ses et es e ns st tssnsenees 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 4L 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
(4) |_| General assets of the sponsor (4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) |:| R (Retirement Plan Information) ) D H (Financial Information)
(2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money (2) D I (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3) _3 A (Insurance Information)
actuary (4) D C (Service Provider Information)
(3) |:| SB (Single-Employer Defined Benefit Plan Actuarial (5) [I D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |_| G (Financial Transaction Schedules)




Form 5500 (2014) Page 3

Part Il 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.) ovvereeeecreeereeeee e ] YeES 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 2014 Form M-1 annual report. If the plan was not required to file the 2014 Form M-1 annual report,
enter the Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to
enter a valid Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the 2014
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
. ; This Form is Open to Public
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information Inspeftion
pursuant to ERISA section 103(a)(2).
For calendar plan year 2014 or fiscal plan year beginning  08/01/2014 and ending 07/31/2015
A Name of plan B Three-digit
RADIALL USA, INC. GROUP BENEFIT PLAN plan number (PN) > 503
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RADIALL USA, INC. 86-0627714
Part| Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Information:

(a) Name of insurance carrier

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(c) 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 (g) To
35-0472300 65676 10125126 128 08/01/2014 07/31/2015

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

664 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

DAVISON BENEFITS GROUP, LLC 6900 EAST INDIAN SCHOOL ROAD #100
SCOTTSDALE, AZ 85251

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

664 O[N/A 3

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

Fees and other commissions paid

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

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.
P Schedule A (Form 5500) 2014

v. 140124



Schedule A (Form 5500) 2014 Page 2 -

(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 (e) 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

(b) Amount of sales and base Fees and other commissions paid (e) 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

(b) Amount of sales and base Fees and other commissions paid (e) 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

(b) Amount of sales and base Fees and other commissions paid (e) 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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2014 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 ...............cocoooeeeeceveveeeeeeeenn, 4

5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid 0 CAITIEN...........c.cevieeeeeeeee ettt et e e teae st e e e et e s en s e ee et e e s s eseestetennnn s aenennens 6b
C  Premiums due but unpaid at the €nd Of the YEaI..........c.c.iiiiiiiiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, ENtEr @MOUNL. ........ccuuiiiiiii e
Specify nature of costs P
e Type of contract: (1) D individual policies 2) D group deferred annuity
3) [] other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration 2 |:| immediate participation guarantee
(3) D guaranteed investment (4) |:| other P
b Balance at the end Of the PreVIOUS YEAI. ... . ieu et teeeaetesesesseseseseeseseseeseseeesesesnesesesseeeseaeseeseseseseeeseesesnseseens | 7b
C Additions: (1) Contributions deposited during the year............cccccevvuruevennn.. 7c(1)
(2) DIVIENAS @NA CIEAILS ..........veveeeceeecececeeeeeeeeeee e s eree et tes s er e aeaeeees 7¢c(2)
(3) Interest credited dUMNG the YEaT ..........ccovivieeeeeeeeeeeee e 7¢(3)
(4) Transferred from separate aCCOUNL............ccc.ovoveveeeeerieeeeeeeeeseee e esesneeees 7c(4)
(5) Other (SPEGIfY DEIOW) ........eeceeeececeeeeeeeee oo eeee e en e aee s 7¢(5)
4
(B)TOAl AAGIIONS ... e ee e eee e ee e eee e eee e e eeeee e ee e, 7¢(6)
d Total of balance and additions (add lINES 7b @Nd 7€(6)). ....c.eueeevevevereeeeeeeeeteeeeeee ettt eaeen s | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carrier ...........cccevvveeeeeeeeeeeereeeeeennd 7e(2)
(3) Transferred to SEParate ACCOUNL............cocovviveveeeeeesieseeeeeeeeenene s 7¢(3)
(4) Other (SPECIfY DEIOW) ......cueveveieiiiieveeeeee ettt 7e(4)
4
(5) TOAI ARAUCHONS .. ... v eee e e e ee e eee e eee e eee e, 7¢e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ...............c.c.coovevrurururieeeeerererererereene | 7f




Schedule A (Form 5500) 2014

Page 4

Part lll

Welfare Benefit Contract Information

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

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b |:| Dental

e |:| Temporary disability (accident and sickness)

i D Stop loss (large deductible) j D HMO contract
m [X| Other (specify) PAD&D

f |:| Long-term disability

(o |:| Vision
g D Supplemental unemployment
k I:I PPO contract

d [X| Life insurance
h |:| Prescription drug
| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received
(2) Increase (decrease) in amount due but unpaid
(3) Increase (decrease) in unearned premium reserve

(4) Earned ((1) + (2) - (3)).euvvvee. 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim reSEerves .........cocceveieveiiiiee e
(3) Incurred claims (add (1) and (2)) 9b(3) 0
(8) ClAIMS CRAIGEM .....e.veuiietiieteieteie ettt ettt ettt te et e be st es e esese s ese s et eseebeseese e esen s seneesesa s eaessensssesenseneseseneaseneeen 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS .....veceveiveceeieteeeeeeeeeeseeeteeeesseeeesreessseeeseessesseeeesreans 9¢c(1)(A)
(B) Administrative service or other fees 9¢(1)(B)
(C) Other Specific aCqUISIION COSES ...........cvreeeceeceeeeeeceeeeeeeeeeeeeneeeeeend 9¢(1)(C)
(D) OthEr EXPENSES. .....verieeueiirieieieeateesiesieeeesseeaesseesseeseesseessesseensessenns 9¢(1)(D)
(E) TAXES oo eseeeeeeee s es s eee e s see e sees 9¢c(1)(E)
(F) Charges for risks or other CONtINGENCIES............o.eveeererreeeererereeerenend 9¢(1)(F)
(G) Other retention charges ............cccoiiiiieiiiiii e 9c(1)(G)
(H) TOUAI FEEENEION .....ceeeteeitee ettt ettt ettt ettt b et e et et esese et e s eseeaensseebe s eaasseseseesensesenseseseesenesensensanan 9c¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.).....ccoeverenen. 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 .......veeeeeceeeeee ettt ettt ettt e et eae et eaeeeea e s e te e eaeeees e e s te s eeeseeseaees et eaesneaeanetesennseenseee 9d(2)
(B) OUNEI FESEIVES........eceeeeeeeeee ettt ettt et e e e et ae et e s e s e te e eaeeeeseeeete s eteseeeeaneseaseaeaneteaneeenenatennene 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)...........cccccceviiennenns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEN ..........cceiiiriiiiiiei ettt 10a 4427
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount............c..ccceeeeeee.. 10b
Specify nature of costs P
| Part IV | 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. »



SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the 2014
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
. ; This Form is Open to Public
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information Inspeftion
pursuant to ERISA section 103(a)(2).
For calendar plan year 2014 or fiscal plan year beginning  08/01/2014 and ending 07/31/2015
A Name of plan B Three-digit
RADIALL USA, INC. GROUP BENEFIT PLAN plan number (PN) > 503
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RADIALL USA, INC. 86-0627714
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

HARTFORD LIFE AND ACCIDENT

(c) 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 (g) To
06-0838648 70815 692973G 38 08/01/2014 07/31/2015

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

4715 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

DAVISON BENEFITS GROUP LLC 6900 EAST INDIAN SCHOOL RD #100
SCOTTSDALE, AZ 85251

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

4715 O[N/A 3

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

Fees and other commissions paid

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

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.
P Schedule A (Form 5500) 2014

v. 140124
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(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 (e) 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

(b) Amount of sales and base Fees and other commissions paid (e) 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

(b) Amount of sales and base Fees and other commissions paid (e) 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

(b) Amount of sales and base Fees and other commissions paid (e) 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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2014 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 ...............cocoooeeeeceveveeeeeeeenn, 4

5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid 0 CAITIEN...........c.cevieeeeeeeee ettt et e e teae st e e e et e s en s e ee et e e s s eseestetennnn s aenennens 6b
C  Premiums due but unpaid at the €nd Of the YEaI..........c.c.iiiiiiiiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, ENtEr @MOUNL. ........ccuuiiiiiii e
Specify nature of costs P
e Type of contract: (1) D individual policies 2) D group deferred annuity
3) [] other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration 2 |:| immediate participation guarantee
(3) D guaranteed investment (4) |:| other P
b Balance at the end Of the PreVIOUS YEAI. ... . ieu et teeeaetesesesseseseseeseseseeseseeesesesnesesesseeeseaeseeseseseseeeseesesnseseens | 7b
C Additions: (1) Contributions deposited during the year............cccccevvuruevennn.. 7c(1)
(2) DIVIENAS @NA CIEAILS ..........veveeeceeecececeeeeeeeeeee e s eree et tes s er e aeaeeees 7¢c(2)
(3) Interest credited dUMNG the YEaT ..........ccovivieeeeeeeeeeeee e 7¢(3)
(4) Transferred from separate aCCOUNL............ccc.ovoveveeeeerieeeeeeeeeseee e esesneeees 7c(4)
(5) Other (SPEGIfY DEIOW) ........eeceeeececeeeeeeeee oo eeee e en e aee s 7¢(5)
4
(B)TOAl AAGIIONS ... e ee e eee e ee e eee e eee e e eeeee e ee e, 7¢(6)
d Total of balance and additions (add lINES 7b @Nd 7€(6)). ....c.eueeevevevereeeeeeeeeteeeeeee ettt eaeen s | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carrier ...........cccevvveeeeeeeeeeeereeeeeennd 7e(2)
(3) Transferred to SEParate ACCOUNL............cocovviveveeeeeesieseeeeeeeeenene s 7¢(3)
(4) Other (SPECIfY DEIOW) ......cueveveieiiiieveeeeee ettt 7e(4)
4
(5) TOAI ARAUCHONS .. ... v eee e e e ee e eee e eee e eee e, 7¢e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ...............c.c.coovevrurururieeeeerererererereene | 7f




Schedule A (Form 5500) 2014

Page 4

Part lll

Welfare Benefit Contract Information

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

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b |:| Dental

e Temporary disability (accident and sickness)

i D Stop loss (large deductible) j D HMO contract
m [X| Other (specify) PAD&D

f |X| Long-term disability

(o |:| Vision
g D Supplemental unemployment
k I:I PPO contract

d [X| Life insurance
h |:| Prescription drug
| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received
(2) Increase (decrease) in amount due but unpaid
(3) Increase (decrease) in unearned premium reserve

(4) Earned ((1) + (2) - (3)).euvvvee. 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim reSEerves .........cocceveieveiiiiee e
(3) Incurred claims (add (1) and (2)) 9b(3) 0
(8) ClAIMS CRAIGEM .....e.veuiietiieteieteie ettt ettt ettt te et e be st es e esese s ese s et eseebeseese e esen s seneesesa s eaessensssesenseneseseneaseneeen 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS .....veceveiveceeieteeeeeeeeeeseeeteeeesseeeesreessseeeseessesseeeesreans 9¢c(1)(A)
(B) Administrative service or other fees 9¢(1)(B)
(C) Other Specific aCqUISIION COSES ...........cvreeeceeceeeeeeceeeeeeeeeeeeeneeeeeend 9¢(1)(C)
(D) OthEr EXPENSES. .....verieeueiirieieieeateesiesieeeesseeaesseesseeseesseessesseensessenns 9¢(1)(D)
(E) TAXES oo eseeeeeeee s es s eee e s see e sees 9¢c(1)(E)
(F) Charges for risks or other CONtINGENCIES............o.eveeererreeeererereeerenend 9¢(1)(F)
(G) Other retention charges ............cccoiiiiieiiiiii e 9c(1)(G)
(H) TOUAI FEEENEION .....ceeeteeitee ettt ettt ettt ettt b et e et et esese et e s eseeaensseebe s eaasseseseesensesenseseseesenesensensanan 9c¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.).....ccoeverenen. 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 .......veeeeeceeeeee ettt ettt ettt e et eae et eaeeeea e s e te e eaeeees e e s te s eeeseeseaees et eaesneaeanetesennseenseee 9d(2)
(B) OUNEI FESEIVES........eceeeeeeeeee ettt ettt et e e e et ae et e s e s e te e eaeeeeseeeete s eteseeeeaneseaseaeaneteaneeenenatennene 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)...........cccccceviiennenns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEN ..........cceiiiriiiiiiei ettt 10a 31435
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount............c..ccceeeeeee.. 10b
Specify nature of costs P
| Part IV | 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. »



SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the 2014
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
. ; This Form is Open to Public
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information Inspeftion
pursuant to ERISA section 103(a)(2).
For calendar plan year 2014 or fiscal plan year beginning  08/01/2014 and ending 07/31/2015
A Name of plan B Three-digit
RADIALL USA, INC. GROUP BENEFIT PLAN plan number (PN) > 503
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RADIALL USA, INC. 86-0627714
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

CIGNA HEALTH AND LIFE INSURANCE COMPANY AND AFFILIATES (CIGNA)

(c) 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 (g) To
59-1031071 67369 3333640 146 08/01/2014 07/31/2015

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

6663 97026

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

DAVISON BENEFITS GROUP LLC 6900 EAST INDIAN SCHOOL RD #100
SCOTTSDALE, AZ 85251

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

6663 97026 (BENEFIT ADVISOR PAYMENTS 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 and OMB Control Numbers, see the instructions for Form 5500.
P Schedule A (Form 5500) 2014

v. 140124



Schedule A (Form 5500) 2014 Page 2 -

(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 (e) 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

(b) Amount of sales and base Fees and other commissions paid (e) 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

(b) Amount of sales and base Fees and other commissions paid (e) 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

(b) Amount of sales and base Fees and other commissions paid (e) 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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2014 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 ...............cocoooeeeeceveveeeeeeeenn, 4

5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid 0 CAITIEN...........c.cevieeeeeeeee ettt et e e teae st e e e et e s en s e ee et e e s s eseestetennnn s aenennens 6b
C  Premiums due but unpaid at the €nd Of the YEaI..........c.c.iiiiiiiiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, ENtEr @MOUNL. ........ccuuiiiiiii e
Specify nature of costs P
e Type of contract: (1) D individual policies 2) D group deferred annuity
3) [] other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration 2 |:| immediate participation guarantee
(3) D guaranteed investment (4) |:| other P
b Balance at the end Of the PreVIOUS YEAI. ... . ieu et teeeaetesesesseseseseeseseseeseseeesesesnesesesseeeseaeseeseseseseeeseesesnseseens | 7b
C Additions: (1) Contributions deposited during the year............cccccevvuruevennn.. 7c(1)
(2) DIVIENAS @NA CIEAILS ..........veveeeceeecececeeeeeeeeeee e s eree et tes s er e aeaeeees 7¢c(2)
(3) Interest credited dUMNG the YEaT ..........ccovivieeeeeeeeeeeee e 7¢(3)
(4) Transferred from separate aCCOUNL............ccc.ovoveveeeeerieeeeeeeeeseee e esesneeees 7c(4)
(5) Other (SPEGIfY DEIOW) ........eeceeeececeeeeeeeee oo eeee e en e aee s 7¢(5)
4
(B)TOAl AAGIIONS ... e ee e eee e ee e eee e eee e e eeeee e ee e, 7¢(6)
d Total of balance and additions (add lINES 7b @Nd 7€(6)). ....c.eueeevevevereeeeeeeeeteeeeeee ettt eaeen s | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carrier ...........cccevvveeeeeeeeeeeereeeeeennd 7e(2)
(3) Transferred to SEParate ACCOUNL............cocovviveveeeeeesieseeeeeeeeenene s 7¢(3)
(4) Other (SPECIfY DEIOW) ......cueveveieiiiieveeeeee ettt 7e(4)
4
(5) TOAI ARAUCHONS .. ... v eee e e e ee e eee e eee e eee e, 7¢e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ...............c.c.coovevrurururieeeeerererererereene | 7f




Schedule A (Form 5500) 2014

Page 4

Part lll

Welfare Benefit Contract Information

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

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

8 Benefit and contract type (check all applicable boxes)
a Health (other than dental or vision) b [X| Dental

e |:| Temporary disability (accident and sickness)

i D Stop loss (large deductible) j D HMO contract
m D Other (specify) P

f |:| Long-term disability

C [X| Vision
g D Supplemental unemployment
k I:I PPO contract

d |:| Life insurance
h |:| Prescription drug

| @ Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received
(2) Increase (decrease) in amount due but unpaid
(3) Increase (decrease) in unearned premium reserve

(4) Earned ((1) + (2) - (3)).euvvvee. 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim reSEerves .........cocceveieveiiiiee e
(3) Incurred claims (add (1) and (2)) 9b(3) 0
(8) ClAIMS CRAIGEM .....e.veuiietiieteieteie ettt ettt ettt te et e be st es e esese s ese s et eseebeseese e esen s seneesesa s eaessensssesenseneseseneaseneeen 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS .....veceveiveceeieteeeeeeeeeeseeeteeeesseeeesreessseeeseessesseeeesreans 9¢c(1)(A)
(B) Administrative service or other fees 9¢(1)(B)
(C) Other Specific aCqUISIION COSES ...........cvreeeceeceeeeeeceeeeeeeeeeeeeneeeeeend 9¢(1)(C)
(D) OthEr EXPENSES. .....verieeueiirieieieeateesiesieeeesseeaesseesseeseesseessesseensessenns 9¢(1)(D)
(E) TAXES oo eseeeeeeee s es s eee e s see e sees 9¢c(1)(E)
(F) Charges for risks or other CONtINGENCIES............o.eveeererreeeererereeerenend 9¢(1)(F)
(G) Other retention charges ............cccoiiiiieiiiiii e 9c(1)(G)
(H) TOUAI FEEENEION .....ceeeteeitee ettt ettt ettt ettt b et e et et esese et e s eseeaensseebe s eaasseseseesensesenseseseesenesensensanan 9c¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.).....ccoeverenen. 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 .......veeeeeceeeeee ettt ettt ettt e et eae et eaeeeea e s e te e eaeeees e e s te s eeeseeseaees et eaesneaeanetesennseenseee 9d(2)
(B) OUNEI FESEIVES........eceeeeeeeeee ettt ettt et e e e et ae et e s e s e te e eaeeeeseeeete s eteseeeeaneseaseaeaneteaneeenenatennene 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)...........cccccceviiennenns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEN ..........cceiiiriiiiiiei ettt 10a 1920000
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount............c..ccceeeeeee.. 10b
Specify nature of costs P
| Part IV | 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. »



