Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

. 1210-0089
Department of the Trea;ury Beneflt Plan
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

| Partl | Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning  04/01/2024 and ending  03/31/2025

A This return/report is for: @ a single-employer plan D a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box

must attach Schedule MEP. Other plans must attach a list of participating employer
information in accordance with the form instructions.)

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 Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, CheCk NEre ...............covoveveeecceieceeeeeeee et 4 D
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here ......................... » D
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
SUN GRAPE MARKETING, INC. 401(K) PLAN PN) D 001
1c Effective date of plan
04/01/2016
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.O. Box) 68-0676485
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
SUN GRAPE MARKETING, INC. C Sponsor’s telephone number

559-697-6791

2d Business code (see instructions)

317 W. MAIN STREET
VISALIA, CA 93291 115110

3a Plan administrator’'s name and address ]g 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 | 4b EIN
filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the

last return/report. 4d PN
a Sponsor's name
C Plan Name

5a Total number of participants at the beginning of the plan Year ..............c.o.covevoceeoeeeeeeeeeeeeeeee 5a 23
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 27
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined

g, - 5¢(1) 8
contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
ber ¢ 00 5¢(2) 8
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 22
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 25
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

were eSS than 100% VESIEA .........ooiiiiiiiiiiiiieieeeeeeeeeeee e eeeeeeeeeeeeeees

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, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, 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. 05/09/2025 CHRISTOPHER UNTI
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii e @ Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............cc.ccooiiiiiiie e @ Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes D No D Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 956802 1155531
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 956802 1155531

8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:

(1) EMPIOYETS ..voioeiieeeeeeeee e 8a(1) 49086

(2) PartiCiPants...........coevivieeieeceeeeeeeec e 8a(2) 100535

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 66119
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 215740
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 17011
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 17011
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 198729
j Transfers to (from) the plan (see instructions) 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A  2E 2J 2K 2F 2G 3D 3H
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount

a Was there a failure to transmit to the plan any participant contributions within the time period

described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully

corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions

repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10¢ X
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance

carrier, insurance service, or other organization that provides some or all of the benefits under X

the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.101-3.) oo 10h X

If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i




Form 5500-SF (2024)
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Part VI Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 D Yes D No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40

|11a|

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution

were made by the 30th day after the due date.

exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or

No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
T S 7 PSSP D Yes B No

(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave

line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling

GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this PIAN YEAr ..............cccceiueueueeeeeeeeeeeeeeeceeeeeeeeeeeeeeeeee e 12b
C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne

[

Yes [] No [] NA

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? .............cc............

D Yes @ No

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year

13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the

CONEIOI OF T8 PBGC? ... eeeeeaesenesesesnsnsesnsnsnsnsesnsnsnsnsnsnsnsnsnsnnnsnnnnnnnnnnn

[[ Yes No

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to

which assets or liabilities were transferred. (See instructions.)

13¢(1) Name of plan(s):

13¢(2) EIN(s)

13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under

the permissive aggregation rules?[ ] Yes [{ No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

[] NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020

(MM/DD/YYYY) and the Opinion Letter serial number_ Q703912A




Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos,1210-0110
Department of the Treasury Benefit Plan
Salssals Sevice This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
Department of Labor income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . ]
Employee Benefils Secunty Administration Revenue Code (the Code). This Form is Open to
Pension Benefit Guaranty Corporation Public InsPeCtion
» Complete all entries in accordance with the instructions to the Form 5500-SF.
| Partl | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 04/01/2024 and ending 03/31/2025
A This return/report is for: a single-employer plan D a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box

must attach Schedule MEP. Other plans must attach a list of participating employer
information in accordance with the form instructions.)

B This return/report is D the first return/report I:l the final return/report
D an amended return/report |:| a short plan year return/report (less than 12 months)
C Check box if filing under: D Form 5558 I:] automatic extension D DFVC program
D special extension (enter description)
D Ifthe planis a collectively-bargained plan, check here ..o ¥ D
E Ifthisis a retroactively adopted plan permitted by SECURE Act section 201, check here ............... T » D
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
Sun Grape Marketing, Inc. 401 (k) Plan (PN) P 001
1c Effective date of plan
04/01/2016
2a Plan sponsor's hame (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.O. Box) 68-0676485
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2c s s telonh: b
; ponsor’s telephone number
Sun Grape Marketing, Inc. 559-697-6791
317 W. Main Street 2d Business code (see instructions)
Visalia CA 93291 115110
3a Plan administrator's name and address [%| Same as Plan Sponsor. 3b Administrator's EIN

3¢ 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 | 4b EIN

filed for this plan, enter the plan sponsor’'s name, EIN, the plan name and the plan number from the
last return/report. 4d PN

a8 Sponsor's hame
C Plan Name

5a Total number of participants at the beginning of the plan year : 5a 23
b Total number of participants at the end of the plan Year.................ccoconeerrevoreee s eereeeeeens 5b 277
€(1) Number of participants with account balances as of the beginning of the plan year (only defined
T ol 5C(1) ]
contribution plans complete this IEM) ...ttt ;
€(2) Number of participants with account balances as of the end of the plan year (only defined
o g 5c(2) 8
contribution plans complete this IEM) ...t
d(1) Total number of active participants at the beginning of the Plan Year..............ooccooverevierreveeeereesresrn. 5d(1) 22
d(2) Total number of active participants at the end of the PIan YEar ................coooccoevroreerereooeeoeeereeeeeee, 5d(2) 25
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e
0
e L U R T ——
Caution: A penalty for the late or incomplete filing of this return/report will be as d 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, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this retum/report, and to the best of my knowledge and

belief, it is true. correct. and complete.

SIGN j%\ ﬂQ/n Christopher Unti

HERE Signature of plan administrator Dlate Enter name of individual signing as plan administrator

SIGN

HERE Sign_ature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311




Form 5500-SF (2024)

Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See INSrUCHONS.).......ciiiiiiiiiiie e, Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.)......c..cocoi s
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... |:| Yes D No D Not determined

If “Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

. (See instructions.)

| Part lil | Financial Information

7  Plan Assets and Liabilities {a) Beginning of Year (b) End of Year
A Total PIAM ASSEES i....iiiie e iiiiiiieiivrassusssswsasiissassanssnnssisrmsninsyassaan 7a 956,802 1,155,531
b Total plan liabilities ... 7b
C Net plan assets (subtract line 7b from line 7a) ... 7c 956,802 1,155,531
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMDIOYETS ocvisiiisomivisimiis rusiissessiismssii sibsashes st suasss 8a(1) 49,086
(2) PartiGiDantS .. .oooooooooooeiseis e eeesresencesecesseseececeies | 83(2) 100,535
(3) Others (Including rollovers) ..., 8a(3)
b Other income (I058S)........c..ccoooivivieiiieeeeeiicrcseien. 8b 66,119
C Total income (add lines 8a{1), 8a(2), 8a(3), and 8b)..................... 8c 215,740
d Benefits paid (including direct rollovers and insurance premiums
to provide:Denefits] . i T ey e v 8d
€ Certain deemed and/or corrective distributions {see instructions) 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 17,011
g Other BXpPenSes ..o 8g
h Total expenses (add lines 8d. 8e, 8f and 8g)............................. 8h 17,011
i Netincome (loss) (subtract line 8h from line BE)........coooooceirnen. 8i 198,729
] Transfers to (from) the plan (see instructions) ............................... 8j
l Part IV | Plan Characteristics
9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A 2E 2Jd 2K 2F 2G 3D 3H
b |if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

l Part V | Compliance Questions

10  During the plan year: Yes | No Amount

a Was there a failure to transmit to the plan any participant contributions within the time period

described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully

comrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program) ..............cc..... | 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions

reported on line 10&.) .. ... ccicisecicieeneene | 10D
C Was the plan covered by a fidelity bond?.............ccccociiiiiiiiiiiii i | 1000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

by fraud or QISHONESIY? ..ottt ermnensencnneeeee | 100 X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance

carrier, insurance service, or other organization that provides some or all of the benefits under

the plan? (See INSITUCHIONS. ) ......ccoiiiiiiiiii ittt | 100 X
f Has the plan failed to provide any benefit when due under the plan? ... 10f
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ................... 10g
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.101-3.) 1ovmoeeoeoeeoee oo eeeoeeeeene et ssesseereemeeneeessnesenseseererersessssssneesreneees | 10N S
i If 10h was answered "Yes," check the box if you either provided the required notice or one of the

exceptions to providing the notice applied under 29 CFR 2520.101-3 ....... oot 10i




Form 5500-SF (2024) Page 3-

[ Part VI | Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5500} and lines 11a and b below.} If this is a defined contribution pension plan, leave line 11 blank and complete line 12 |:| Yes D No
o= [0 OO
a _Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 .................. | 11a |

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D Yes.

I:I No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
BRI A et ettt ettt ettt R e R4S e St Saa st oA st et s e s s es et et et s et eaenras et et st ens D Yes @ No
(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave
line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
Granting the WaIVET. ..ottt eeeaeas Month Day Year

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution for this plan Year ... | 12DB

12c

C Enter the amount contributed by the employer to the plan for this plan year ..

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a

” 12d
e E L o0 ) e R e P

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?. ... ... D Yes D No |:] N/A

Part VIl | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in ANy PIAN YEAM? ...........ccooiivuomerreoreeeeoe s s oeee s eeeseeeesesesssons D Yes @ No

a If "Yes," enter the amount of any plan assets that reverted to the employer this year................. 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes @ No
Lot T LU I (g T =T T OO TP

C I, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)

13c(1) Name of plan(s): 13¢c(2) EIN(s}) 13¢c(3) PN(s)

| Part VIl | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a){4) by combining this plan with any other plans under
the permissive aggregation rules?[ | Yes [X] No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

Design-based safe harbor method
|:| “Prior year” ADP test
D “Current year” ADP test

[] na

15  If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 95/30,/2020
(MM/DD/YYYY) and the Opinion Letter serial number @703912a |




SCHEDULE A
(Form 5500)

Department of lhe Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Secunty Administration

Pension Benefil Guaranly Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

2024

This Form is Open to Public

_ Inspection
For calendar plan year 2024 or fiscal plan year beginning  04/01/2024 and ending 03/31/2025
A Name of plan B Three-digit
Sun Grape Marketing, Inc. 401 (k) Plan plan number (PN} » 001

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

D Employer Identification Number (EIN}

Sun Grape Marketing, TInc. 68-0676485
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

John Hancock Life Insurance Co.

Approximate number of Policy or contract year
(c) NAIC (d) Contract or e)
(b) EIN code identification number persons covered at end of (f) From {g) To
policy or contract year
01-0233346 65838 126360 9 04/01/2024 03/31/2025

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 comrmissions paid

(b) Total amountl of fees paid

532

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

Trusted Pension Administrators

PO Box 163
Chino Valley AZ 86323
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {e) Organization code

532

(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 —

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

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

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

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

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

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

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

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

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

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




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

5 Current value of plan’s interest under this contract in separate accounts at year end.........oooooiiiiiiii, 1 5 1,155,531
6 Contracts With Allocated Funds:

a State the basis of premium rates P

b  Premiums paid to carrier . N 6b
C Premiums due but unpald at the end of the year

d Ifthe carriet, service, or other organization incurred any specific costs in connection with the acqmsmon or &d
retention of the contract or policy, enter amount. .

Specify nature of costs P

e 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 contraE maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) |:| guaranteed investment 4) D other P

b Balance at the end of the PreVIOUS YEAF ........o.o.occcoooocceeiorsosesesososseeseeeeeessess s ceeeeeessessessssesssemseroemseescsssne | T 0
C  Additions: (1) Contributions deposited durlng the Year .........ccoovvveeierecrennn. 7c(1)

(2) Dividends and Credits.............ooeovvovoooeooeeeeeoee oo | 1€(2)

(3) Interest credited during the Year ...........oevveveerecreeemresssnsesseseeesnsneneens | 1.C(3)

(4) Transferred from separate aCCOUNL.............ocovrvmevervorierseereeereereeriereesnone 7c(4)

(5) Other (specify BeIOW) .........cocovovvieeeecieeee e, 7c¢c(5)

>

(BYTORAE ATIIONS ..o e eats s s as bbbtk st et 7¢(6) 0
d Total of balance and additions (add NES 7B and TCB)). ........ovveerrrveeromrerrsoroeresessomessoeeseeresseecensecencecereeceecncecee | 10 0
€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)

(2) Administration charge made by Carmier ............covvevveececrierersceereenen | 1€{2)

(3) Transferred to Separate aCCOUNt ...........c...o..cceorrvomsressnseensenssnssnnsecenseness | 1€(S)

(4) Other (SPECIfy BEIOW) ... ......oeeercieseererieseesesceveessenssssensesesnsenencnneenes | 1€(4)

4

(5) Total deductions.. A s LD 0

f Balance at the end of the current year (subtrac't line 7e(5} from line Td} | 7f 0
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Part Ill

Welfare Benefit Contract information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) Amount received ............coooviiieoniiiiiiiie et 9a(1)
(2) Increase (decrease) in amount due but unpald .................................. 9a(2)
(3) Increase (decrease) in unearned premium reserve ... 9a(3)
(4) Earned (1) + (2) = (3))-eeroooeoeeceeroooeoeeees o S S ey e — | 9a(4)
b Benefit charges (1) Claims Paid............coeiroiooeiveoeseseesiee oo 9b(1)
(2) Increase (decrease) in claim reServes ..................ccocovivecicciiciee. 9hb(2)
(3) Incurred claims (dd (1) @NA (2))... oottt e et 9b(3)
(4) Claims charged ... 9b(4)
C Remainder of premium: (1) Retenllon charges (on an accrual baS|s) -
(Ay Commissions .............. ceeerenereneresesssiireineeeresnens | C{1)(A)
(B) Admlnlstratlve service or other fees 9c(1)}(B)
(C) Other specific acquisition Costs ..............ccccccvecreiceccrnrercirnne | IC(IHC)
(D) Other EXPeNnSES —........o.evecvrreeeeresessseviseessierernsssreesssenisneeneersnnene | C(1)D)
(E) Taxes .. R SORON I.-(~  )| (=)
(F) Charges for rlsks or other contmgenmes 9¢(1)(F)
(G) Other retention Charges ................coooovueevvveeeeeeeseese e e eere 9c(1)(G)
(H) TOtI FEIBMEION ...ttt et es e et e sttt s e e eeeseeeeneenensan et eeemeenaeeeaeneeennenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).....ccoeeeeee 9¢(2)
d  Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
© Dividends or retroactive rate refunds due. (Do not include amount entered in line 96(2).} . ....ooovvivioviviren. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAIMIEN...............cccovevierrieee ittt eve e eee e eeeeees 10a
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 |, line 2 above, report amount. .......................... 10b
Specify nature of costs.
| PartIV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. E Yes D No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. » Addresses
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Department of lhe Treasury
Inlernal Revenue Service

Department of Labor
Employee Benefils Security Administration

DFE/Participating Plan 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.

OMB No. 1210-0110

2024

This Form is Open to Public

Inspection.
For calendar plan year 2024 or fiscal plan year beginning 04/01/2024 and ending 03/31/72025
A Name of plan B Three-digit
Sun Grape Marketing, Inc. 401(k) Plan plan number {PN) > 001
C Plan or DFE sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Sun Grape Marketing, Inc. 68-0676485
Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFEs)
(Complete as many entries as needed to report all interests in DFEs)
a Name of MTIA, CCT, PSA, or 103-12 IE:BLACKROCK LIFEPATH 2055
b Name of sponsor of entity listed in (a): JOHN HANCOCK USA
_ d Entity @ Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 01-0233346 001 code F 103-12 IE at end of year (see Iinstructions) 642,781
a Name of MTIA, CCT, PSA, or 103-12 IE:BLACKROCK LIFEPATH 2045
b Name of sponsor of entity listed in (a): JOHN HANCOCK USA
| 01-0233346 1 d Entity @ Dollar value of interest in MTIA, CCT, PSA, or
EEINEN 00 code  © 103-12 IE at end of year (see instructions) 235,172
a Name of MTIA, CCT, PSA, or 103-12 IE: BLACKROCK LIFEPATH 2035
b Name of sponsor of entity listed in (a): JOHN HANCOCK USA
B d Entity = € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 01-C233346 001 code N 103-12 IE at end of year (see instructions) 213,174
a Name of MTIA, CCT, PSA, or 103-12 IE: BLACKROCK LIFEPATH 2065
b Name of sponsor of entity listed in (a): JOHN HANCOCK USA
d Entity € Dollar value of interest in MTIA, CCT, PSA, or )
C EIN-PN 01-0233346 001 code E 103-12 IE at end of year (see instructions) 64,401
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):
C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity @ Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE al end of year (see instruclions)

For Paperwork Reduction Act Notice, see the Instructions for Form 5§500.

Schedule D (Form 5500) 2024
v. 240311
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Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

Name o

f MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name o

f MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name o

f MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year {see Instructions)

Name o

f MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity

code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

Name o

f MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFEs, other than DCGs)
(Complete as many entries as needed to report all participating plans. DCGs must report each participating plan using Schedule DCG.)

o

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Planname

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor




