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 ofgmiﬁir;i;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
DIMAN CAFETERIA PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
01/01/1992

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) 04-4326660

GREATER FALL RIVER REG. VOCATIONAL

251 STONEHAVEN ROAD
FALL RIVER, MA 02723

2C Plan Sponsor’s telephone
number
508-678-2891

2d Business code (see
instructions)
611000

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. 05/06/2025 PAUL B. KITCHEN
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 05/06/2025 PAUL B. KITCHEN
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 295
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) 205
a(2) Total number of active participants at the end of the plan year ... 63_(2) 297
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 297
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f L= I X To I g Tot ol =T Vo TSR PRSPR 6f 297
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 4D
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 __2
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 Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
DIMAN CAFETERIA PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
GREATER FALL RIVER REG. VOCATIONAL 04-4326660
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 BLUE SHIELD DENTAL

(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
01-1045815 274 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

0 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

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

commissions paid (c) Amount (d) Purpose (e) Organization 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
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 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 |:| Other (specify) P

d D 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 264368
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 Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
DIMAN CAFETERIA PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
GREATER FALL RIVER REG. VOCATIONAL 04-4326660
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 BLUE SHIELD

(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
01-1048515 297 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

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

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

commissions paid (c) Amount (d) Purpose (e) Organization 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
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




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 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 |:| Other (specify) P

d D 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 4724095
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
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Form 5500
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This form Is required to be filed for employee benefi plans under sactions 104
and 4065 of the Employee Ratirarnent Income Security Act of 1974 (ERISA) and
sections 6057(b} and 8058(a) of the Internal Revenue Code {the Cods),
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» Complete all entries in accordance with
the instructions to the Form 5500,

OMB Nos. 1210-0110
1210-0089

2024

Pension Benefit Quaranty Corporation

This Form is Open fo Pablic
Ingpection

| Part| | Annual Report Identification Information

and anding _.12/31/2024

-.For salendar plan year 2084 or fisonl plan vear beginning 01/01/2024

A This returnfreport Is for; D a multiempioyer plan

[ a single-employer pian
D the first returnfreport
D an amended return/report

B This returnfreport is;

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

[} Check box If filing under: D Form 5558

D & multiple-emplayer plan (Filers checking this box must provide pacicipating '
employer Information in accordance with the form instructions. )

[ | a DFE (specify) __ .

[T the final return/report H

D a short plan year retumn/raport {less than 12 months)

LA e o4t et s et et e e v [

D automatic extension [I the DFVC program

D special extension (enter description)

E If this is a refroactively adepted plan pecmitied by SECURE Act sectlon 201, check BETe. o v s ve s vosrse e iennvad D

Pazt 11 i Basic Plan Information—spter all requested Information

1a Name of plan :
DIMAN CAFETERIA PLA

1b Tﬁréa—dtglt pian

aumber (PNY 4+ 501

16 "Effective date of plan
0011992

23 Pan SpONSOrs name {employer, If for & single-employer plan)

Mailing address {include room, apt., suite no. and straet, or £.0. Box)
Clty or town, state or pravince, country, and ZIP or foreign postal code {if forelgn, see insfructions)

GREATER FALL RIVER REG. VOCATIONAL

251 STOMEMHAVEN ROAD
FALL RIVER, MA Q2723

2b Employer dentification
Numbser (EEIN)
04-4320660

2¢ Plan Sponsor's telephons
numbar
508-678-2801

2d Business code {see
instructions)

611000

Caution: A penalty for the late or incomplete filing of this return/report will be agssessed unless reasonable cause is established.

Under panalties of perjury and other penalties set forih In the instructions, | declare that | have axamined this returnireport, 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 completa,

e N

Date | Enter name of Individusl signing éé plan administrator

ng‘naturiﬁjl?\;njstramf - _-

2 gt

SSLo5T TR B S A e

HERE - . .
i) Signatire of employer/pla sponsor Date Enter name of individual signing as employver or.plan sponsor
il Slgnature of OFE - Date Enter name of Indvidual sloning as DFE
For Paperwork Retiuction Act Notice, see the Instructions for Form 5500, : o 5500.{2‘.}24{3” _
v, 24031




Form 5500 (2024) Page 2
3a Plan administrator’s name and address Same as Plan Sponsor 3b Administrator's EIN

3¢ Administrator's telephone
number

4 |fthe name and/or EIN of the plan spansor or the plan name has changed since the last returnireport filed for this plan,  |4b EIN
enter the plan sponsar's name, EIN, the plan name and the plan number from the last return/report;

2 Sponsor's hame 4d PN
¢ Plan Name

5 Total number of participants at the beginning of the plan year 5 ‘ 295

6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only linas 6a(1},
8a(2), 6b, 6¢, and 6d).

a(1) Total number of active participants af the baginning of the PIAMN YEAI ... et esss s ssners e seen Ba(1) 205
a(2) Total number of active participants at the end of the PlAn YEAT ...t eress e e sennaes 6a(2) 297
b Retired or separated participants receiving benefits,..,. v i s e | B
¢ Other retired or separated participants entitled to future benefits ..o s 6c
d  Sublotal. Add Nes Ba{2), BB, BNG BE....eurmrrrriiecosienans i rassassinssses s ssssssmssssensss s mssssssssesssssssennmerss | 60 297
e Deceased participants whose beneficiaries are receiving or are entifled to receive benefits, ..o Be
f Total, Add IIN8S B AN BB.......civiviriiiiii i ssr s rrsarc sarsas1s o1 b sas s 111 e s e s et e b are b e bene e s st beean 6f 297

1) Number of participants with account balances as of the beginning of the plan year (cnly defined contribution plans Gal
o COMPIETE LIS IEBITI) 11isiinciimiiiesi i et me et a R e a e sr e e R e s e e e RO b e e be e et b seenr e g( )

(2) Number of participants with account balances as of the end of the plan year {only defined contribution plans
g [ota T al 0= c= T TN v O O O OSSR 69(2)
h Numiber of participants who terminated employment durlng the plan year with accrued benefits that were
{ess than 100% vested...nen.... . vt Bh
7 Enter the total number of employers obllgated to contrlbute to the plan (only multlemployer plans complete thxs |tem} ........ 7

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

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
48 4D

9a Plan funding arrangement (chack all that apply) 9b Plan benefit arrangement (check all that apply)
{1) Insurance (1) Insurance
{2} Code section 412(e )3} insurance coniracts . (2) Code section 412{e)(3) Insurance contracts
(3) Trust (3) Trust
{4) |—| General assets of the sponsor {4) H General assefs of the sponsor )
10 Check all applicable bexes in 10z and 10b to indicate which schedules are attached, and, where indicated, entar the number aitached. {Ses instructions)
a Pension Schedules b General Schedules
(1) D R (Retiremant Plan Information) . {1} D H {Financial Information}
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ D I' (Financiaf Informatian — Small Plary
Purchase Pian Actuarial fnformation) - signed by the plan {3) A {Insurance Information) — Number Attached __ 2
actuary (4} D C {Service Provider Information)
(3) D sB {Sinlgle-Emlpryer Defined Benefit Plan Actuarial (5) D D (DFE/Pariicipating Plan Information)
Infarmation) - signed by the plan actuary
(4) D DCG (Individual Plan Infermation) — Number Attached (6) D G (Financial Transaction Schedules)

{5) D MEP (Multiple-Employer Retirement Plan Information)



Form 5500 (2024) Page 3

’ Part HI f Form M-1 Compliance Information (to be completed by welfare benefit plans)

11& If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requiremants during the plan year? {See instructions and 29 CFR
2520.407-2.) wroememserersrssiisnmessennnnens L] Yes 4 No

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

11h Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 23 CFR 2520,101-2.) ........... D Yes D No

11¢ 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 repert, enter the
Recaipt 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 incompiete.)

Receipt Confirmaticn Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internet Ravenus Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporatlon

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

} Insurance companies are required to provide the Information

Insurance Information

} File as an attachment to Form 5500,

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

OMB Ne. 1210-0110

2024

This Form is Open to Public

inspection
FFor calendar plan yaar 2024 or fiscal plan year beginning  01/01/2024 and ending  12/31/2024
A Name of plan B Thres-digit
DIMAN CAFETERIA PLAN plar, number (PN) b 501

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

GREATER FALL RIVER REG. VOCATIONAL

D Employer Identffication Number {EIN)

(4-4326680

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

1 Coverage Informatian:

(a) Name of insurance carrier
BLUE CROSS BLUE SHIELD

{€) NAIC {d) Contract or (e} Approximate number of Policy or contract year
{b) EIN . i persons covered at end of
code identffication number policy or contract year {f)y From (g) To
01-1048515 297 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

{b) Total amount of fees paid

3 _Persons receiving commissions and fees. (Complete as many entries as needad fo report all persons).

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

(b} Amount of sales and base

Fees and other commissions paid

commissions paid

{c) Amount

{d) Purpose

{e} Organization code

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

{b} Amount of sales and base

Fees and other commissions paid

commissions paid

{c) Amount

{d) Purpose

(¢) 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 page 2 —[ i

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

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

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

Fees and other commissions paid {8}
{b} Amount of sales and base Organizaticn
commissions paid {c) Amount {d) Purpose code

{a} Name and address of the agent, broker, or other perscn to whom commissicns or fees were paid

i Fees and other commissions paid (e)
{k) Amounrt of sales and base Organization
commissiens paid (e} Amount {d) Purpose codo

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

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

IR

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

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




Schedule A (Form 5500} 2024 Page 3

_P_a"r't__ll | Investment and Annuity Contract information
o Where individual contracts are provided, the entire group of such Individual contracts with each carrier may be treatad as a unit for purposes of

| this report,
4 Current value of plan’s interest undar this contract in the general account at vear end ... eeenrisreneeeeresseecans 4
§ Current value of plan's interest under this contract in separate accounts at YEar @Nd.........cov.ieeeeerreeresrersoonsessesseenss 5

6 Contracts With Allocated Funds:
a8  State the basis of premium rates P

b Premiums paid tc carrler.. 6b

¢ Premiums due but unpatd at tha end nf the year .. - e e e e Gc

d  Ifthe carrier, service, or other crganization tncurred any specmc costs n connecnon W|th the acqutmtlon or 6d
retention of the contract or policy, enter amount, .. "

Specify nature of costs ¥

e Type of confract: {1} D individual policies {(2) D group deferred annuity
3) [] other (specify) b

f  If contract purchased, in whale or in part, to distribute benefits frem a terminating plan, check here » D
7 Centracts With Unallocated Funds (Do not include portions of these coniracts maintained in separate accounits)
a Typeofcontrack (1) D deposit administration (2) I:J immediate participation guarantee
{3) D guaranteed invesiment (43 D othar P
B Balance at the 0Nd of (he DIEVIDUS YOA eew...r i esiisissivssississssissssssssssessessssssasssessossesseebesesssseseernsvessaseseasesssmese

¢ Additions: (1) Contributions deposited during the year
(2) Dividends and credits.........iiiiinin
(3) Interest creditad during the VBN, s
(4) Transferred from separate account, -
(5) Other (Specify BEIOW} ..o e s s s rm s sss e
4

(BITOLE] AULIHIONS Lviiiiiiie e s e e L ER R4S e et ee s e rpat a1 b e b e dbenenrarane
d Total of balance and additions {add lines 7B and ZE(B1). v vrrrerireeneniseeresseseseines
e Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year | 76{1)

(2) Administration charge Made DY CAMIE, e s e ves s eeteeeneeens 7e(2)

(3) Transfemred to Separate ACCOUME v aeeecbes it cess s et 7e(3)

(4) Other (specify below)......evesienenns et e e e 7e(4)

4

{5) Total deductions .. BT OO D TURO DU - €] |

f Balance at the end ofthe current year (subtract Iine 7e(5) from llne Td) | 7f




Schedule A (Form 5500) 2024 Page 4

Part Ill - | Welfare Benefit Contract Information

e | Ifmars than one contract covers the same group of employees of the same amplayer(s) or members of the same employee organizations(s),
the informatien may be combined for reperting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employseas, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and cantract type (check ail applicable boxes)

a [l Health (other than dental or vision) b[] Dental c ] vision d [ ] Life insurance
e D Tempoerary disability (accident and sickness}  f D l.ong-term disability g D Suppiemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k D PPQ contract I D Indemnity contract

m D Other (specify) P

9 Experionce-rated contracis:
8 Premiums: (1) AMOUNL reCeived ........covereriimrsesermresisssssisssans 9a(1)
{2} Increase (decreass) in amount due but uNPaId ....evee e sineieeenn 9a(2)
(3) Increase (decrease) In unearned Premium reSEIAVE ........oceeereeeeeeesis %9a(3)
{4) EAMed {{1) + {2) - (3] 1oshoerereeeeemm s sssseesesnssesesssennnees ‘ .| 9a(4)
b Benaflt charges (1) CIRIMS PAI....ee.vieesiosis oo eeeeee e eeesee e ssse s e sraesson :
{2} Increase (dacreass) in Claifm FESEIVES . v o eeceeece e trersesesessramieses 9b(2)
{3} Incurred claims (A (1) 8N (2}).0e i et essseesrsseess s eeet et s e ses s e b eesesenestans 9b(3)
(4) ClAIMS GRAMGEM . .iiisitciic e e et s et s s e s ettt s et et ee e s eeas s enseeeseesas st tesans 9bi4)
¢ Remainder of pramium: (1} Retention charges {cn an accrual basis) —
(A) COMIMISSIONS 1o vev1reeeercrnsccmar e srre ettt ast oot ee e 9c{1)(A}
(B) Administrative service or other fees ......cvecrrnineiinessieionneceee. |_9C{1I(B)
(C) Other speclfic AacqUISIION COBLS ......csvrvrees e e erseerenressesemenennns | 9E(T)(C)
(D) OMET BXPENSES 1.vvrsvsesssrssncsinsconseeeseesreeseeeseses s oesseseeessaessaemnssenes 9¢{1)(D}
(E) TAXES.coevvvereeresroseeeeeeeserseereseseones e et s e 9¢(1){(E)
{F} Gharges for risks or cther contingencies ... .o veerveenee. A 9c({1)(F)
(G) Other retention chargas ' ()]
() TO] 1BLBITHOR. et isvct e s sen e s e et ettt et et eeeee et s et essesseesen e 9e{1){H)
{2) Dividends or refroactive rate refunds. (These amounts were D paid in cash, or D credited.)...oiieeenne 9c(2)
d Status of policyholder reserves at end of year: (1) Amount heid to provide benefiis after retirement ............... 9d{1)
(2) ClAIM TESBIVET .....ii et s ekttt st ess st s et a s e s s sase 4o e eeat sttt s et eemeessnrt et et 9d(2)
(3) OHNBY TBEBIVES w1ttt stss e e sttt r st es s s s bt b et e ettt en et et s e 9d(3)
€ Dividends or refroactive rate refunds due. (Do natinclude amount entered in line 9¢(2).). 9¢
10 Nonexperience-rated contracts: SESEERe T
a Total premiums or subscription charges Paid 10 CAMIBE.........ieviisieee e s eer e sseses PR 10a 4724095
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract ar pelicy, other than reported in Part |, line 2 above, report amount. .....ocoovovovovovovn. 10h

Specify nature of costs.

IPartIV::| Provision of Information

11 Did the insurance company fail to provide any informalion necessary to complete Schedule A7............ H Yas @ No

12 If the answer to line 11 is “Yes," specily the informatien not provided. P




SCHEDULE A Insurance Information

(F 5500) OMB No. 1218-0110
orm

Department of the Treasury This schedule is raquired to be filed under section 104 of the
internal Reverue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Depariment of Lab )
Employee B:::ﬂts Seaurity A::ninistralion » File as an attachment to Form 5500,

Pension Beneft Guaranty Corporatian ¥ Insurance companies are required fo provide the information This Form Is Open to Public

pursuant to ERISA section 103(a}{2). Inspection
For calendar plan year 2024 ¢r fiscal plan year beginning  01/01/2024 and ending  12/31/2024
A Name of ptan B Three-digit
DIMAN CAFETERIA PLAN plan number (PN} > 501

C Plan spensor’s name as shown on line 2a of Form 5500 D Employer Identification Number {EIN)
GREATER FALL RIVER REG. VOCATIONAL 04-4326660

Part{ | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for sach confract

on a separate Schedule A, Individual contracts grouped as a unit in Parts Il and 1l can be reported on a single Scheduls A,

1 Coverage Information:

(a} Name of insurance carrier
BLUE CROSS BLUE SHIELD DENTAL

(¢} NAIC (d) Coniract or {8) Approximate number of Policy or contract year
(b} EIN A persons covered at end of
code identification number policy or contract year (f) From {g) To
G1-10458158 274 01/01/2024 123172024

2 insurance fee and commission information. Enter the total faes and total commissions pafd. Listin line 3 the agents, brokers, and other persons in
descending order of the amount pald.

{a} Total amount of commissions paid {h) Total amount af fees paid

0 0

3 Persons receiving commissions and fees. (Complate as many enfries as needed to repor all persons).

(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

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

{b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount {d} Purpose {e} Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule A (Form 5500) 2024

v, 240311



Schedule A (Form 5500) 2024 Page 2 —| 1

{a) Name and address of the agent, broker, or ather person to whom commissiens or faes were paid

Fees and other commissions pald {e)
(b) Amount of sales and base Organization
commissions paid (¢} Amount (d) Purpose cads
(a) Name and address of the agent, broker, or ather person to whom commissions or fees were paid
Feas and other commissions paid (o)
(k) Amount of sales and base Organization
commisslons paid (¢) Amount {d) Purpose code
{a) Name and address of the agent, broker, or other parson to whom commissions or fees were paid
Fees and cther commissions paid {e}
{b) Amount of sales and base Organization
commisslons paid (€} Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person fo whom commissions or fees were paid
Fees and other commissions paid (e}
() Amount of sales and base Organization
commissions paid {a) Amount ) {d) Purpose code
{a} Name and address of the agent, broker, or other person to whom commissians or fees were paid
Fees and other commissions paid {e}
{b} Arnount of sales and base Organization

commissions paid (c) Amount ' (d) Purpose

code




Schedule A (Form 5600} 2024 Page 3

' Par't n "| Investment and Annuity Contract Information
~ ] Where individual contracts are provided, the entire group of such individual contracls with each cartier may be treated as a unit for purposes of

: this repori.
4 Current value of plan's interest under this contract in the general acCOUNt 8t YEar 8N .....c...ooceesieveseenseseeessssesssiens 4
5 Current value of plan's interest under this contract in separate gecounts at vear end... 5
6 Contracts With Allocated Funds:
a State the basis of premium rates b
b Premiums paid to carrler .. 6b
¢ Premiums due but unpaid at the end of the vear.. TN 6c
d  Ifthe carrier, service, or other organization |ncurred any speciflc costs in connectlon W|th the acqu:smon ar 8d
retention of the centract or policy, enter amount. .

Specify nature of costs  »

e Type of contract; (1) D individual policios (2) D group deferred annuity
{3) D other (specify) P

T i contract purchased, in whole or in part, to distribute benafits from a terminating pian, 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 P

b Balance at the end 0f the ProvioUS YA .. iciissiissricereesoesoeeereseesecessveesases s eeseessereesesresessesesssseseesss s
¢ Additions: (1) Coniributions depesited during the year .., .
(2) Dividends and Credits. ... cccee i s nes s e sssantaenees
(3) Interest credited during the YEar..... e s
(4) Transferred from SEParate ACCOUNL ... e sres e eeeeeen
(5} Other (specify BEIOW) ... e eeen s
»
" .
(6)Total additions . OSSOSO U OO 4 - (-}

d Total of balance and addltxons (add Ilnes 7b and 7c(6))

e Deductions:
(1} Disbursed from fund fo pay benefits or purchase annuities during year
{2) Administration charge made by carrier
(3) Transferred to separate AcC0UNT .o e e e
(4) Cther (Spacify BEIOW) ..o i bt eeene sttt
[ 4




Schedule A (Form 5500) 2024 . Page 4

“Part lll | Welfare Benefit Contract Information

ECITIN If more than one contract covers the same graup of employees of the same employer(s) or members of the same empicyee 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 wlth each canier may be treated as a unit for purposes of this report,

8 Beneflt and contract fype {chack all applicable boxes)

a [ ] Health (ather than dental or vision) b [ Dental c[] Vision d[] Lifeinsurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
D Stop loss {large daductible} j D HMO contract k D PPO contract | D indemnity contract

m [ ] Other (spscify)

9 Experience-rated contracts;
A Premiums: {1) AMOUNt FECOIVET coiuee e e sare s e 9a(1)
(2) Increase (decrease) in amount due bUE UNPAID coovvvvvir e, 9a(2)
(3) Increase (decrsase) in unearned Premium reServe .. e reeeeees 9a(3)
(AY EArNed ({1} + {2) = [8)) sirviiuiiiirrersimiemrneers e e enm e sa s e srssse s ae s s se s e r s e 14 38R R b ep bbb eeeenrercEnEats ]
b Benefit charges {1} Claims &It s ssssns e 9b(1)
(2) Increase (decrease) in claim reserves Sb(2}
(3) Incurred claims (add {11800 {2)) oo e e e b abers 9b{3}
(4) Claims charged
€ Remainder of premium: (1} Retentfon charges {on an accrual basls) —
(A) Commissions ...usee... reecrneneimsemseeeevesvennnerennnn | 9C{1HA)
(B) Adm\nlstratlve service or other fees SRR 1+ i 3] {= 3]
{C) Other $pecific acqUISIIoN COSES ........o..ovv. e cee s s e eneresneeneens | JE{THC)
{D) Other expenses . . | 9e{1XD)
(B} TAKOS...oivees ittt sem e s s ees e 9c(1}{E)
{F) Charges for risks or oiher confingdneigs v 9¢{1}{F)
(G) Other retantion charges.......coco e Se{1)}{G)
(HY TOUAI FBIBNHON. 1ot ceerereer et e seeteveanesesvesesesvess e enes st aeeeae st esessesasesesseesassnesassessses oo et 9¢(1){H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).oviiinn. 9¢{2)
d  Status of policyholder reserves at end of year: (1) Amount held to provide benafits after retirement... 9d{1)
(2) ClAIM FEEBIVES ...eiii it e e e re b em e b ek 14a b banrenms eanass een 10 e b1 ss essereenran 9d(2)
(3) Other resarves ......... et R b b e h e ees A seanes £ s s s e S Eee et van et Rt At b st er e 9d{3)
e Dividends or retroactive rate refunds due (Do not include amount entered in line 8¢{2).)....ovovviv v vemerenerns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges'paid 0 GRITIBN coeecei e e e e e e st 10a 264368
b If the carrier, service, or cther 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. .........ococeeveeen. 10b

Specify nature of costs.

[ Part IV | Provision of Information
11 Did the insurance campany fail to provide any information necessary to complete Scheduie A? .......... ﬂ Yas No
12 ¥ the answer to line 11 is “Yes,” specify the informatien not provided. P




