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

PLYCO CORPORATION EMPLOYEES BENEFIT PLAN HEALTH INSURANCE

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) 39-1394581

PLYCO CORPORATION

500 INDUSTRIAL DR
ELKHART LAKE, WI 53020

2C Plan Sponsor’s telephone
number
920-876-3611

2d Business code (see
instructions)
423300

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. 06/13/2025 DUANE MATTHIES
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 06/13/2025 DUANE MATTHIES
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
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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 180
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) 180
a(2) Total number of active participants at the end of the plan year ... 63_(2) 170
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 170
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __ 5
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
(Form 5500)

OMB No. 1210-0110

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
PLYCO CORPORATION EMPLOYEES BENEFIT PLAN HEALTH INSURANCE plan number (PN) N 501

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

D Employer Identification Number (EIN)
39-1394581

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
EQUITABLE FINANCIAL LIFE INSURANCE COMPANY OF AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
86-0222062 78077 014695 170 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

11077 11516
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
HUB INTERNATIONAL MIDWEST LIMITED HUB INTERNATIONAL GULF
METAIRIE, LA 70602
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
11077 4413 | BONUS 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
JAMES R NELLIGAN & ASSOCIATES LLC JAMES R NELLIGAN ASSOCIATES
ALBANY, NY 12204
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0 7103 | FEES & BONUS 3

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

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

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

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

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

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

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

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

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

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

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




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 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 |:| Other (specify) P

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 70792
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

(Form 5500)

OMB No. 1210-0110

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
PLYCO CORPORATION EMPLOYEES BENEFIT PLAN HEALTH INSURANCE plan number (PN) N 501

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

D Employer Identification Number (EIN)
39-1394581

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
DELTA DENTAL OF WISCONSIN

(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
39-6094742 54046 03616 00000 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

3909 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
RSC INSURANCE BROKERAGE INC 1103 HUNTER DR
MOUNT PLEASANT, WI 53406-0000
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
3909 0 | COMMISSIONS 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 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
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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 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) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 38470
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2) 3290
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3) 0
(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) 41760
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 22929
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 170
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 23099
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMIUSSIONS ......cveeeeivieeetceceeeeeee e teeees et s e seasnesesesenes 9c(D)(A) 3909
(B) Administrative service or other fees ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 5698
(C) Other specific acquisition costs . | 9c(1)(C) 0
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D) 0
(E) TAXES.. ettt 9c(1)(E) 0
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F) 1346
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G) 0
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 10953
(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 ......vvvteeisii ettt ettt ettt sttt ettt s bbb s e se s bbb e b et e et es bbb e se et b e b e st es e e e s s s esenens 9d(2) 1802
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 38470
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

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the

OMB No. 1210-0110

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
PLYCO CORPORATION EMPLOYEES BENEFIT PLAN HEALTH INSURANCE plan number (PN) > 501

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

D Employer Identification Number (EIN)
39-1394581

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
WYSSTA INSURANCE COMPANY INC

(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
20-3212328 12352 41372 0000 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

482 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
HUB INTERNATIONAL MIDWEST LTD 203 N LA SALLE ST FLOOR 20
CHICAGO, IL 60604-0000
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
241 0 | COMMISSIONS 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
RSC INSURANCE BROKERAGE INC 1103 HUNTER DR
MOUNT PLEASANT, WI 53406-0000
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
241 0 | COMMISSIONS 3

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental 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 D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but UNPaId .............cceeveeveevevereanene 9a(2) 447
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMEA (1) # (2) = (3)) covvreveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeseee e eeeeeeeeeeeee e eeseee et ettt et et etes et eeseeas | 9a4) 447
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 6180
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

Insurance Information

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

OMB No. 1210-0110

2024

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

» Insurance companies are required to provide the information

» File as an attachment to Form 5500.

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
PLYCO CORPORATION EMPLOYEES BENEFIT PLAN HEALTH INSURANCE plan number (PN) > 501

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

PLYCO CORPORATION

D Employer Identification Number (EIN)
39-1394581

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
EVEREST REINSURANCE COMPANY

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
22-2005057 26921 P886 71 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

22562

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

HUB INTERNATIONAL

2120 PEWAUKEE RD #202
MILWAUKEE, WI 53202

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

17129

COMMISSIONS

3

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

RISK STRATEGIES COMPANY

1103 HUNTER DR STE 100
MT PLEASANT, WI 53406

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

5433

COMMISSIONS

3

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

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

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

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

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

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

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

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

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

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

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




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) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 898845
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 898845
(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 ............cocovveeeeveeceeeeceeeieenn 9c(1)(B) 34451
(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) 34451
(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 394630
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
PLYCO CORPORATION EMPLOYEES BENEFIT PLAN HEALTH INSURANCE plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
PLYCO CORPORATION 39-1394581
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
EVEREST REINSURANCE 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 (g) To
policy or contract year
22-2660372 10120 SL80000047-241 62 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) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 447980
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 447980
(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 325464
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? .............

B Yes

|:|NO

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




Form 5500

Departmant of the Treasury
Intemal Reveriue Service

Department of Labor
Employee Benafits Security
Administration

Pansicn Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under seclions 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Inlernal Revenue Code (the Code).

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

OMB Naos. 1210-0110
1210-0089

2024

This Form is Open to Public
Inspection

[ Part | lAnnual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning

01/01/2024

and ending

12/31/2024

A This returnireport is for:

B This return/report is:

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

D Check box if filing under:

D a multiemployer plan

D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

[] apFe (specity) ___
D the final return/report

[ a single-employer plan
D the first returnireport
D an amended retum/report

D Form 5558
|:| special extension (enter description)

D automatic extension

D a short plan year return/report {less than 12 months)

E Ifthis is a retroactively adopted plan permitted by SECURE Acl section 201, check here

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

1a Name of plan

PLYCO CORPORATION EMPLOYEES BENEFIT PLAN HEALTH INSURANCE

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) 2b Employer Identification
Mailing address {include room, apt., suile no. and street, or P.O. Box) Number (EIN})
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 39-1394581
PLYCO CORPORATION 2c Plan Sponsor's telephone
number

S00 INDUSTRIAL DR

ELKHART LAKE

WI 53020

520-876-3611

2d Business code (see
instructions)
423300

Caution; A penalty for the late or Incomplete flling 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 retum/report, including accompanying schedules,
statements and attachments, 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.

Enter name of individual signing as plan administrator

Enter name of individual signing as employer or plan sponsor

SIGN 06/13/2025 |DUANE MATTHIES
HERE —— T
1 Signature of plan administrator Date
S:EG';'E 06/13/2025 |DUANE MATTHIES
R | S, A
Signature of employer/plan sponsor Date
SIGN
HERE =
Signature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notice, see the Instructicns 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

3¢ Administrator's telephone

number
4 Ifthe name and/or EiN of the plan sponsor or the plan name has changed since the last returnireport 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

€ Plan Name
5  Total number of participants at the beginning of the plan year 5 | 180
6  Number of participants as of the end of the plan year unless otherwise stated (weifare plans complete only lines 6a(1),

8a(2), 6b, 6c, and 6d).

a(1) Total number of active participants at the beginning of the Plan YEar .........cccocieer e 6a(1) 180

a(2) Total number of active participants at the end of the plan YEar ... 6a(2) 170

b Retired or separated participants receiving bERefils ... 6b 0

c Other retired or separated participants entitled to future BENERItS ............ ... s 6c 0

d Subtotal. Add liNes BA(2), BB, ANG BC. ..ot s e bbb e 6d 170

e Deceased participants whose beneficiaries are receiving or are entitled to receive benefils. ... 6e

f Total. ADD HNES BO BN B0, ...........ooiieeeeciee et eceseeeete e a et ees eeems st es b e b e 48 s chs s obd s 88 s b sb et s e reeaab e bbb e b e b s ba b e bt 6f

1) Number of participants with account balances as of the beginning of the plan year (only defined coniribution plans 6g(1)
g (e iy o = e T 1) B e e e O O O T T XK R OO T AT T g
(2) Number of participants wilh account balances as of the end of the plan year {only defined contribution plans
GULY COMPIBLE TS LMY ...v.vor1.vvveesssrnsssssssssssn 1125800111581 050818051 6g(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1855 LA 100% VEBIBM ..o oottt ettt et es e eesece et s emt e se e se e s ARt oA EA AR s aner e 6h

7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7

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

b Ifthe plan provides weifare benefits, enter the appiicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

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

9a Plan funding arrangement (check all that apply) 8b 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) (1) D H (Financial Information)
(2) EI MB (Multiemployer Defined Benefit Plan and Certain Money @ D I (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) @ A (Insurance Information) — Number Attached __>
actuary {4) [l C (Service Provider Information)

@

(8]
(5)

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

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

I:] MEP (Multiple-Employer Retirement Plan Information)

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



Form 5500 (2024) 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.) coveevvvvvvvmnssmmsmssssns oo L] 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 28 CFR 2520.101-2) .......... [ ] Yes [] No

411¢ 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)

Depeartment of the Treasury
Inlemal Revenue Service

Department of Labor
Employes Benelils Security Administration

Pension Benefil Guaranty Corporation

Insurance Information

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

b File as an attachment to Form 5500,

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 andending 12/31/2024
A Name of plan B Three-digit
PLYCO CORPORATION EMPLOYEES BENEFIT PLAN HEALTH plan number (PN) » 501

INSURANCE

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

PLYCO CORPORATION

D Employer Identification Number (EIN}

39-1394581

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 Il can be reported on a single Schedule A.

1_Coverage Information:

{a) Name of insurance carrier

EQUITABLE FINANCIAL LIFE INSURANCE COMPANY OF AMERICA

(€) NAIC (d) Contract o (e) Approximate number of Palicy or contract year
{b} EIN . i - persons covered at end of
code identification number policy or contract year (f) From {9) To
86-0222062 78077 014695 170 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total 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

11,077 11,516
3 Persons receiving commissions and fees. (Complete as many eniries as needed 1o report all persons).
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
HUB INTERNATIONAL MIDWEST LIMITED
HUB INTERNATIONAL GULF
METAIRIE LA 70602
(b} Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (8) Crganization code
BONUS
11,077 4,413 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
JAMES R NELLIGAN & ASSOCIATES LLC
JAMES R NELLIGAN ASSOCIATES
ALBANY NY 12204
(b) Amount of sales and base Fees and other commissicns paid
commissions paid {c} Amount {d) Purpose {g) Organization code
FEES & BONUS
0 7,103 3
For Paperwork Reductlon 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 perscn 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 (¢) 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

Partll | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual conlracts 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 ..., 4
§ Current value of plan’s interest under this contract in separate accounts al year end.........co...oceoocrooviecesicsceeseesneeneens 5
© Contracls With Allocated Funds:
a  State the basis of premium rates »
D PremiUms PAIE 10 CAITIEE ............oomeeeoeeeeeeee oo ee e eee s eese s ees e seaes e eesseeesaeremaseeseeeesen s ereesasrreenens 6b
€ Premiums due but unpaid at the end of the YEa.............o ettt neenns 6c
d  Ifthe carier, service, or other organization incurred any specific costs in conneclion with the acquisition or &d
retention of the contract or policy, @Nter AMOUNL. ..o e e sa e s be s e sa e ne s ene e
Specify nature of costs P
e Type of contract: {1) D individual policies (2) |:| group deferred annuity
{3) D other (specifyy P
f  If contract purchased, in whole o in part, to distribute benefits from a terminating plan, check here » |:|
7 Contracts With Unallocated Funds (Do net include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) I:l immediate paricipation guaraniee
)] [:l guaranteed investment 4) |:| other P
b Balance at the @nd of TN PrEVIOUS YBA...........c.occuveciissieiiiiesessss et ssts sttt sets s srsseastssssss st snssss bt sssssssssssssssan [ 7b 0
€ Additions: (1) Contributions deposited during the year ...........cc......cccceevnae. 7e{1}
{2) DIVIdeNds ang CrEAILS ...........ooeeeeeeeeeeeee e ceeeeeeeeeeees e eeeeeeeee s eeees 7¢(2)
(3) Interest credited during the YBAr ...........co.coooivrieereeeee e 7¢(3)
(4) Transferred from SPArate BCCOUN..........cccovvvveiiemveerssseesirressrmssssssss s 7cid)
(5) Other (SPEEify DEIOW) . .......oovrveresrrermrrnssrissrsrsenssmmsssesissssssssssrsrnennses | GCLOY |
»
(ONT Ot BTGNS &5 st st s e e L e et T L s e s LSy Tc{B) ¥
d Total of balance and additions (2dd NS TH ANE TEIBIL. ..ottt ssabes sttt s | 7d 0
@ Deductions:
{1) Disbursed from fund to pay benefits or purchase annuities during year Tel(1)
(2} Administration charge made by carrier ., B i Ty
{3} Transferred to separale accounl..., - e | TR 3)
»
() TORAL EBUCTIONS ... eeeeisens s sesssssssssssomssseesssssees st 1 583t 580t e .. Tel5) o
f _Balance at the end of the current year (sublract ine 7e(8) fom HNe 7) ...............ococoes [ 7¢f 1]




Schedule A (Form 5500) 2024 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 enlire 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 |:| Vision d @ Life insurance
e Ternporary disability (accident and sickness) @ Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMQ contract k D PPO conlract ID Indemnity contract

m |:| Other (specify) »

9 Experience-rated conltracts:
8 Premiums: (1) AMOUNt rECEIVET .......cvoveveeeieieriteiir it samennns 9a{1)
{2) Increase (decrease) in amount due but unpaid...............c.ccccoeereenenn. 9a(2)
{3) Increase {decrease) in unearned Premium reSEIVE ...........c.c.ovvveeeeeenns 9a(3)
(4) EANed ({1) + (2] - (3D sececrnisi ettt estsa s ssasers s s ke b b e ets o ee s s smenssnssssaessnsens shsnnennntsaeerssassesanssmsrnsed 9a{4) ]
b Benefit charges (1) Claims paid..........coccoooenee...... 9b(1}
(2) Increase (decrease) in ClaIM IESEMVES ............ccccovrmrnrenieinrcennirisrnnnens 9b(2)
(3) Incurred claims (AdA (1) AN {2))...oooc e e b s sars st e a s b b 9b(3) 0
(4) CIAIMS ChATGRA ...ttt r et rae e e e st ean s e ea e s enssat et e eaassasses et astranse sensersess s rmvsnennrnrs 9b(4)
C Remainder of premium: (1) Retention charges {on an accrual basis) --
{AY COMMISSIONS .......oovvemeeceeemeeceemeet et eeessrr e sse st ebe e sas b serseans Sc(1)(A)}
{B) Administrative service or other fEes.............ccoceeereeeeeriseeeeennn. 9c(1)(B)
{C) Other specific acquisition costs ......... S — 9c{1)(C)
{D) Olher expenses ............... e e 9c(1)(D)
(E) TAXES .o ees s e e 8c{1}E)
{F) Charges for risks or other contingencies.................coo..vorvvvonseeen: 9c(1)(F}
{G) Other refention Charges .............c.ccv..eveveeeeeeeeeeereeees e seseearneeeenen 9ec(1){G)
{H) TOMAI FEIEMLION ...ttt ettt ve s s ar e by R bbb ea e AT s b bR e b b aneaTE e e s e s er 9c(1XH) 0
{2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) ..o 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 retroaclive rate refunds due. (Do not include amount entered in line 9¢(2).) e
10 Nonexperience-rated contracis:
a Total premiums or Subscriplion charges Paid 10 CAMIET................coveeesirres s sessis s s bns 10a 70,792
b ifthe carrier, service, or other organization incurred any specific costs in conneclion with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount............cccceuen...... 10b
Specify nature of costs.
| Partiv | Provision of Information B
11 _Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes I@ No

12 ifthe answer to line 11 is “Yes," specify the information not provided. b




SCHEDULE A
(Form 5500)

Department of the Tesasury
Intemnal Revenua Service

Department of Labor
Employee Benefits Security Adminlsiration

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),

P Fllo as an attachment to Form 5500,

P Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form Is Open to Public

pursuant to ERISA secfion 103{(a)}{(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  01,/01/2024 andending 12/31/2024
A Name of plan B Three-digit
PLYCO CORPORATION EMPLOYEES BENEFIT PLAN HEALTH plan number (PN) > 501

INSURANCE

C Plan sponsors name as shown on line 2a of Form 5500

PLYCO CORPORATION

39-1394581

D Employer Identification Number (EIN)

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

1 Coverage Information:

(a) Name of insurance carrier

DELTA DENTAL OF WISCONSIN

e (€) NAIC {d) Contract or {(e) Approxima;ed nL:mbgr c;f Policy or contract year
’ Ay persons covered at end o
code identification number policy or contract year {fy From {g) To
39-6094742 54046 03616 00000 68 01/01/2024 12/31/2024

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

descending order of the amount paid.

(@) Total amount of commissions paid

(b} Total amount of fees paid

3,909 0
3 Persons receiving commissions and fees. (Complete as many entries as needed fo repor all persons).
(a) Narne and address of the agent, broker, or other person to whom commissions or fees were paid

RSC INSURANCE BROKERAGE INC

1103 HUNTER DR

MOUNT PLEASANT WI 53406-0000

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

3,909

0

COMMISSIONS

{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

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

__m w0

commissions paid

{d) Purpose

code

{b) Amount of sales and base QOrganization
commissions paid (¢} Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid {e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
B
{a) Name and address of the agent, broker, or other person to whom commissicns cr fees were paid
Fees and other commissions paid {e)
{b) Amount of sales and base Qrganization
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 olher 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
{c) Amount



Schedule A (Form 5500) 2024

Page 3

Part Il | Investment and Annuity Contract Information

this report.

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

4 Current value of plan’s interest under this contract in the general account at year end 4
5 Current value of plan’s interest under this contract in separate accounts al year end.......... 5
6 Contracts With Allocated Funds:
@  State the basis of premium rates P
B Premiums PaIL 10 CAITBI ..............c.. oo e e et eeaeeeevetse s et b seeeseaasseene s easasesenre st s sassaesesessssareanssasas 6b
€ Premiums due but unpaid at the end of the Year...............coi e s 6¢c
d  Ifthe carier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter aMOUNL. ...ttt esrmras e s v s rrerseassenes
Specify nature of costs P
@ Type of contract: (1) D individual policies (2) |:| group deferred annuity
@ [] other specityy  »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » [:]
7 Contracis With Unallocated Funds (Do not include portions of these contracts maintained in separale accounts)
a Type of contract: N |:| deposit administration {2) D immediate participation guarantee
{3) I:l guaranteed investment (4) |:| other b
b Balance at the end of the Previous Year...........ccc.ccoeiieeeocissseerseeensrann: . et 7b 0
¢ Additions: (1) Contributions deposited dunng Ihe year .. revrerernnes | TC{1}
{2) Dividends and CreGItS ...........corousioisiremieeeeeseeeee e eeeeesteeees s eeese s 7c{2)
(3) Interest credited during the YEar ..........c.ccooevveverrssiccsisissessesssneeens 7c{3)
(4) Transferred from separate account... — .. | Tc{d)
(5) Other (SPegify DEIOW) ......c...evcnscineersrersssssssssasssssssssessesssssssssssasnennes. |1 C{9)
»
(BYTOMEE BOGHIONE ... eooeemerstoeessess e seesessesssessmseesesersresesmeemmees s sseeeeeremeee e 121 sen e nt e ree 8 eesaee s ee e ntaee 1 sens Tc(B) B 0
d Tolal of baiance and additions (290 1NeS TB 308 TEIBIE. ...cooiviit it sbss b st saes b | 7d _ 0
e Deductions:
{1) Disbursed from fund to pay benefits or purchase annuities duringyear | 7e{1)} |
{2) Administration charge made by CBMRT ..o J_g[_g]__ﬂ_
{3) Transfemed 10 SEPAFALE EEOUM ... oo e sssassee s s et e_L]_ |
{4) OUNET (SPECITY DRIOW) -.......... cooeeeeremmssemsescsemr s s Tg{-‘ll ! S|
4
[5) TOIAE GROUCHONS .- _o.orevooooeessosssmesanmeeeoeees s st e ettt bttt 7e(5) 0
f _Balance at the end of the current year (subltract line Te(5) from ine Td) ... Tt 0




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

i mare 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)

e |:| Temporary disability (accident and sickness)
i |:| Stop loss (large deductible)
m D Other (specify) b

b x| Dental
f D Long-term disability
j D HMO contract

¢ [ ] vision

d |: Life insurance

1] |:| Supplemental unemployment  h D Prescription drug
k D PPO contract

| D Indemnity contract

9 Experence-rated contracts:
A Premiums: (1) AMOUNE FECRIVE .......ccvvvvvrreeeeeieeire s e rssssresrsssssssrenis 9a(1) 38,470
(2) Increase (decrease) in amount due but UNPaId.............co.coevvereviriinia 9af2y | 3,290
(3) Increase {decrease) in uneamed pPremium FESerVe ... _9_3_131 B 0
(4 EAMNEA ({1 % (2) = (3))--mmemmesreeeeereeesesssereessooee seasseessssesseseeseeessessseseeneesseseesesssseeeteseeeteeessreseesesseseess | oa(4) 41,760
b Benefit charges (1) ClAIMS PAIG.........c.cc.oeeririiinieeiesn e nisesesserens 9b{1} 22,929
{2) Increase (decrease) in Claim rBSEIVES ..........cocoemveeveverieeneneeeeeeeeeree ab(2) 170| e
(3) Incurred claims (Add (1) AN €2))....coviii it e sttt s are e tessanre et Re e sresen e st 9b(3) 23,099
(4) CIAIMS CHAMGEU .......eecveeere e e s e e s e aes s ssarerese s e psenenesLae e e s e e s banenrsen 1ot g S h0 800 b se s s sasnnrissas  9b{4)
C Remainder of premium: (1) Retention charges (on an accrual basisy~ ~
{A) COMIMISSIONS ... eeceernnvenereecrscrseaies e seerserse et ssmernscesaeis 9c{1}A) | 3,909
(B) Administrative service or other FEes .........ccevivrnicnsnmeeninees Sc{1}B} | 5,698
(C) Other specific acqUISHION COSES ............oovvereree cerseeeeerseeeerreaees 9c(1)(C) 0
(D) OUNBE XPENSES .......oceor oo eere e eeerrsseeseemesesesesesesereseessemeesresenon 9c{1)(D) 0
(B TAXES oo oo T T B et L 9c{1}E} 0
{F} Charges for risks or other CONtiNGeNCIES . ...........o.evvvevsvcssressiinnns 9c()(F) | 1,346
(G) Other retention CRAIGES ..........ovreeeririrecsrirismeesmrirsssssssieeeeeneenns | JS(THG) | 0
(H) TORAI FREEION ......voeeeeecerer oo sssee s bbb sesasa st e sbre s nesenes 9c{1){H} 10,953
{2) Dividends or retroaclive rate refunds. (These amounts were D paid in cash, or D credited ) ........... 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefils afier retirement .. 8d(1})
{2) ClAIMITESEIVES ......oovvvirtivevnrirrsrscreseseniesscoses ans s sesams e sese s e easasnsases s sserereast s oot ea s s e s s n s s s e e acneas 9d(2) 1,802
{3) OUET FESBIVES .........coouevsitiemeseiecseseseesessessseseesstasaresessesssessssasesnsesees s ssaese s e s ee b ea s sm et e e s e e et 8d(3) _
@ Dividends or retroactive rate refunds due. Do not include amount entered in line 96{21) ..oooiiiiiniiiinininns e B
10 Nonexperience-rated contracts: o
a Total premiums or subscription charges paid 10 CarAeY ... | 108 38,470
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, repori amount............cccciee. | _10b

Specify nature of costs.

[ Part IV | Provision of Information

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

D Yes Iﬂ No

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




SCHEDULE A Insurance Information
{Form 5500)

OMB No. 1210-0110

Dapartment of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement income Security Act of 1974 (ERISA). 2024
Department of Labor
Employea Benefits Security Administration » Flle as an attachment to Form 5500.
G A 2 » 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 andending 12/31/2024
A Name of plan B Three-digit
PLYCO CORPORATION EMPLOYEES BENEFIT PLAN HEALTH plan number (PN) » 501
INSURANCE
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
PLYCO CORPORATION 39-1394581
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 cof insurance carrier

WYSSTA INSURANCE COMPANY INC

(€) NAIC (d) Contract or (e} Approximate number of Policy or contract year
{b) EIN . 5 . persons covered at end of
code identification number policy or contract year () From (@) To
20-3212328 12352 41372 0000 65 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 commissicns paid {b) Total amount of fees paid

482 o]

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

HUB INTERNATIONAL MIDWEST LTD
203 N LA SALLE ST FLOOR 20

CHICAGO IL 60604-0000
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {a} Organization code
COMMISSIONS
241 D 3

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

RSC INSURANCE BROKERAGE INC
1103 HUNTER DR

MOUNT PLEASANT WI 53406-0000
(b) Amount of sales and base Fees and other commissions paig
commissions paid {c) Amount (d) Purpose {e) Organization code
COMMISSIONS
241 0 3
For Paperwork Reduction Act Notice, see the Instructlons 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 QOrganization
commissions paid (€) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid {c} Amaunt (d) Furpose code
[ooas {a} Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (o)
{b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose code
E 1
o i d
{a} Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions paid (¢) Amount {d) Purpose 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 confracts 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 al YEar end ...........o.....eeeeerrrovcerrvreerrrrrnn 4
5 Current value of plan’s interest under this contract in separate accounts at Year 8nt...........o..ooooeeeeeeveerrecerrsreeerssons 5

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

b  Premiums paid to carrier . 6b

C  Premiums due but unpald at the end of the VBAN...oooeecs.cecstereasssesvmmmrrnrssssersensssseenessesssesns s sossmeaesidiip e Etdihen b 6¢

d  Ifthe carier, service, or other organization incurred any specific costs in connection with the acquisilion or 6d
retention of the contract or policy, ENMEF AMOUNL. ...............ooooi e asr et s s rme s et easaseann e

Specify nature of costs P

e Type of contract: (1) D individual policies (2) D group deferred annuity
@) [] other (specity) P

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

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

a Type of contract: Q)] D deposit administration ¥3)] |:| immediate pariicipation guarantee
(3) D guaranteed investment 4) D other b

b Balance at the end of the Previous year............c..ccoocoevevs s iossisrssssneses e o [ 7b 8
€  Additions: (1) Contributions deposited during the year .................ccccovnns Tc{1)

(2) DIVIDENAS AN CIEGILS ....cvvvvsseereeeceececest et eereeses e see e eee e e esenn 7c{2)

(3} Interest credited during the Year ... v 70i3}

(4) Transferred from SEPAFALE ACCOUNE..........c.ooceveee e sseeses s seeincaens 7ci{4)

(5) Other (SPecify BRIOW) ...........ovveeverreviiiiessesisississssssinisssssssssssssssisssiessans |1 (D)

»

{B)Total additlong s siniammaa sarinin daga o cdbaniininas o £ s i o s L R Tc(6) | [}
d Total of balance and additions (06 NES TB AN TEIBN). ..oveev.meemie oo eeemeeems e eeeeeemeeemeeseeeeeeeeseecemsenmseessesssesee | 7d 0

e Deductions:

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

(2) Administration charge made by CAITIET ...............cooovvsvvsimmrreninssnssssianes | Te{2) |

(3) Transferred to separate account | Te{3) | |

{4) Other (SPecify DRIOW) .. ... Teld)

»

[5) TOMAI BBOUEIONS ..o ceseees e e esss et eba s et e et b1 b 2444 et 4Lttt et sess e Te(5) 0

f__Balance at the end of the current year gmac: kne 7e(S) from line 7d) ._.............. .. e [ 7f 0




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

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

8 Benefit and contract type (check all applicable boxes)

a [ ] Heatth (other than dental o visior) b[] Dental ¢ [ vision d [] Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO confract | D Indemnity contract
m I:l Other (specify) P
9 Experience-rated contracts: ) o
a Premiums: (1) AMOUNt FECEIVED ........ccoeoeeereeeccciieesie e rerereree e, 9a({1} |
(2) Increase (decrease) in amount due But unpaid..........ccoccevievevsennn. | 9a(2) _ 447
(3) Increase (decrease) in unearned Premilm FESEIVE .....oieinnnns 9a(3} O |- Rt
(4 EBMED (1) + (2) = (31 ---orr oo e oo eee e eee s e e et cs et s e | “saa) 447
b Benefit charges (1} ClAIMS PAI........cccoooriverveiveerieree e sesiaeen 9b{1)
(2) Increase {decrease) in ClAIM F@SEIVES .........cvvvcvrrrr s 9h{2)
{3) Incurred claims (AAd (1) N (2))..ccecocoorrrriririirirerere st b b n bbb bbb s as s bbb bt bt 9b(3} 0
{4) ClAMS BNATGEU ..............oeceecmmecmmereer e cerres e esesessrne s cesssess s sees s e e ettt |__Sb{4)
C Remainder of premium: (1} Retention charges {on an accrual basis) -- -
{A) COMMISSIONS .......ccoooeecnrmmemmrme et sers s sseses 9c(1){A)
{B) Administrative service or other f8es ............ooveeeeieee e 9c(1}{B) |
(C) Other specific acquisition Costs ..........coeeviiecceeeie e 9c(1)(C) |
(D) CLNEE BXPENSES ......coovveecverrereemscsre s serenssss st rssesssssssssses 9c(1)(D) '
{E) TAXES «.eoveveeieveeeeteeeeneeneeeseesesess et eb et e ba s sernrrmsbe e s e s b san s s benes 9c(1}E)
(F) Charges for risks or other CONtNGENCIES................cov..verererernenes Sc(INF) |
{G) Other retention charges . [ 9e(ING) | | Bt
{H) TOLAT FEIENNION ... cevececce ettt retetememre et s s bes s e seemenesnssesesss st s sasrsrrsessssssresasssasansrsssneernsnon 9c{1}{H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).................. 9c(2) |
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement .. 9d{1)
(2) ClIM FESEIVES ...ovoooovoveeteiceiiteeseeeceseessrens s st bimeseessesessesesessassesrsssensarasssssesasessssntossansmmnrsssassesnsansas 9d(2)
(3) OB FBSEIVES ... v s ssnr b s s beesnasre e 9d(3)
@ Dividends or retroaclive rale refunds due. {Do not include amount entered in line 9e{2) } ........cocoooeevins 9e
10 Nonexperience-rated contracts: e
a Total premiums or subscription charges paid t0 CAIMET ... et eassesssem e ere e eren 10a 6,180
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, repert amount...........ccoeeeeeeenne 10b _
Specify nature of costs.
| PartIv | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............ D Yes @ No

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




SCHEDULE A
(Form 5800)

Department of the Treasury
Internal Revenue Service

Depanment of Labor
Employee Benefits Security Administration

Penslon Benefit Guaranty Corporation

Insurance Information

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

} File as an attachment to Form §500.

» Insurance companies are required to provide the information

OMB No, 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  01/01,/2024 andending 12/31/2024
A Name of plan B Three-digit
PLYCO CORPORATION EMPLOYEES BENEFIT PLAN HEALTH plan number (PN) » 501

INSURANCE

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

PLYCO CORPORATION

D Employer Identification Number (EIN)

39-1394581

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 |l and Ill can be reported on a single Schedule A,

1 Coverage information:

{a) Name of insurance carrier

EVEREST REINSURANCE COMPANY

(c) NAIC (d) Contract or {e) Approximate number of Palicy or contract year
{b) EIN S e persons covered at end of
code identification number policy or contract year {f) From {g) To
22-2005057 26921 P88s6 71 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} Tota! amount of commissions paid

{b) Total amount of fees paid

22,562

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

HUB INTERNATIONAL
2120 PEWAUKEE RD #202

MILWAUKEE WI 53202
{b) Amaunt of sales and base Fees and olher commissions paid
commissions paid {c) Amount {d) Purpose (&) Organization code
COMMISSIONS
17,129 0 3

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

RISK STRATEGIES COMPANY
1103 HUNTER DR STE 100

MT PLEASANT WI 53406
(b} Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (@) Organization code
COMMISSIONS
5,433 0 3

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

Schedule A (Form 5500) 2024
v. 240311
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Page 2 —| |

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

Fees and other commissions paid (o)
(b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
g Se———, - R -
(a} Name and address of the agent, broker, or other person to whom commissions or fees were paid B B
Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions paid () Amount {d} Purpose code
{a} Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (@)
{b) Amount of sales and base Organization
commissions paid Gl (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 (o)
(b} Amount of sales and base Qrganization
commissions paid {c) Amount (d} Purpose code




_S_CE?_(E'_I_.I!E A (Form 5500} 2024

Page 3

1_ 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
fimiaks thisrepot. _ _
4 Currem value of plan’s interest under this contract in the general account at year end .. 4 L
§ Current value of plan’s interest under this conlract in separate accounts at year end 5 ==
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
b Premiums paid to carrier .. . &b
€ Premiums due but unpald al the end of me year......... 6c
d  If the carmier, service, or other organization incurred any spemf [ costs in connection wﬂh the acqmsmon or 6d
retention of the contract or policy, enter amount. . S O ——
Specify nature of costs P
€ Type of contract: (1) {: 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 P [
7 Contracts With Unallocated Funds {Do not include portions of these conlracts maintained in separate accounts)
a Type of contract: (1) D deposit administration @ D immediate participation guarantee
(3) [[ guaranteed investment 4 D other P
= — =
b  Balance at the end of the previous year.... . I_Th _
C Additions: {1) Contributions deposited durlng the year .. U I { )
{2) Dividends and credlls 7¢(2)
{3) Interest credited during the Year ..o vceeeeeeereeeenseeesecrsreeeeeenene | 1C(S)
{4) Transferred from Separate AGCOUNE...........v..ovceomevesrnreeseeensssseeerenenees | 1EL4)
(5) Oher (SPECIfy BEIOW) ........ccoerveeeveeeeeeeeeseeseeeee et eeeeaee e semass s veessnsaees 7ci(d) |
b
O T s o R e D e e e e e e T B s s S e e e 7c(6) | O
d Total of balance and additions (add (INes TH AN TEIB)). .ouoveerveiiiiriessermesrises essssesm s snsassssaasssssssssmss sesss resssanas 7d 0
€& Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year | 7e{1)
{2) Administration charge made by carrier Te(2)
{3) Transferred to separate account. Te(3)
£A) OV {SPECIRY DBIOWY .........ooorrvecrns s 1o essmmssemssesmssreses s ssnatesonsessressssnas .| Teld)
»
L e 1= = LT et L1 P Te(5) 0
f Balance at the end of the current year (subtract line 7o{8) from line 7d) ... {7 0




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract iInformation

If mere 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 repon.

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b I:l Dental c D Vision d ] Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability ] D Supplemental unemployment b D Prescription drug
i [] stop loss (arge deductivle) j [] HMO contract k [] PPO contract IU Indemnity contract

m [ ] Other (specify) »

9 Experience-rated contracts:
@ Premiums: (1) AMOURL FECEIVED ..o e reeeens 9a(1}
{2) Increase {decrease} in amount due but unpaid.............ccooeririirreenc. 9a(2)
(3) Increase (decrease) in unearned Premium rESEIVE .......cooeeveevveeeenn 9a(3)
(4) Earmned ({1) + (2) - (3]} teiasiisrasasareressassrasartribliosened I 9a(4) 0
b Benefit charges (1) Claims paid............c..ccoooveureuerieiveirecrieeeeee e eesesieseas 9b{1) 898,845
(2} Increase {(decrease) in ClaiMm MESEIVES ...........ccvvvrrvrervrrvrerrseesevresrrnrens 9b(2)
(3) Incurred claims (A (13 AN {2)). ... oot ettt nt e 9b(3) 898,845
(4) CIAIMS CRBIGEA <o oo eemes s seees s s s s s eememess e ses s smeessessasssrasmeesensmesasssssrasessnssssesessnsantisceres 9b(4}
C Remainder of premium: (1} Retention charges {on an accrual basis) --
(A) COMMUISSIONS ...oeooveeeeeceeeeee e eemse s et sesnen st eessssaanaes 9c{1)(A)
(B) Administrative service or other fees ..............ccovvvvveeveeeeriecrnienn 9c{1)(B) 34,451
(C) Other specific aCQUISIION COSIS .........c..c...eooerviriieeiieiiees s reenrnas 9¢(1)(C)
(D) OUNEF EXPENSES ...oovvvvvvieerecesisserssrses s sssssses s sssrress s ssessnrens 9c(1)(D)
(E) TAXES c.vvvvvreevverevriivetvesesrsrsrsrerersssvsrssssssse s ssssssaresscscacacesssssensans 9c(1){E)
(F) Charges for risks of other cONlNGENCIES ...............oromremeeceererrerenees 9c(1)(F)
(G) Other retention ChAMGES ...............ooocoereerrereeeeeerereresseeeeeeresse s 9c(1)(G)
(H) TOUAI TEIBNHON ......cecereeeecvieeeeereteecieeeseneserens e eee e e st s ese s s st eab b s b s bbb et b abe b e asab bt a0k aba b hasasrarbe b ed s et b ne 9c(1)}(H) 34,451
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)...... 9¢c{2)
d Status of policyholder reserves at end of year: (1} Amount held to provide benefits after retirement ............... 9d(1)
(2) ClaIM MBSEIVES ... eeee e ene e enass eereeeeernriass s s sensrereesnsos sonsmsenn oo AR 9d(2)
{3) OUNEr FBSEIVES.......ouoreeeveeeteeieirs s etetsvess s sesessesreasasesassbrees OO UTUTTUOU. S -Ce SON 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2).) ............ccocooeinns 9¢
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier ........... veenensentaneastonsonssennsnanmnsanensos s iR 10a 194,630
b I 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.............occcccennevs 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?............,

|:| Yes

@No

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Depariment of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenus Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
of Laba
Employea g:ﬁ:!m&myam:niniamon P File as an attachment to Form 5500.
ST A L » 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 andending 12/31/2024
A Name of plan B Three-digit

PLYCO CORPORATION EMPLOYEES BENEFIT PLAN HEALTH plan number (PN) P 501

INSURANCE

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

PLYCC CORPORATION

D Employer Identification Number {EIN)

39-13%4581

Part | Information Concerning Insurance Contract Coverage, Fees, a

nd Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts 1l and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

EVEREST REINSURANCE COMPANY

{e) Approximate number of Policy or contract year
(b} EIN o o idemifioation number CLe DL JENC 8 () From ® To
policy or contract year
22-2660372 10120 SL.80000047-241 62 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total 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 needed to report all persons).

(@) 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

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
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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 T 1 Organization
commissions paid (e} Amount | {d) Purpose | code
i |
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (&)
(b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (o)
{b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpase 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 (o)
(b) Ameunt of sales and base Crganization
commissions paid {c) Amount (d) Purpose code
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Partll | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year €nd ............ccccocoouvioninsisss 4
§ Current value of plan’s interest under this contract in separate accounts at yearend...........c.c......... e snnss s 5
6 Contraclts With Allocated Funds:
a Stale the basis of premium rates »
D Premiums Pait 10 CATHEE ... .....co..eeeesiiiis e sttt st s bbbttt R 6b

C  Premiums due but unpaid at the end of the year... e 6¢
d Ifthe carier, service, or other organization mcurred any speclt‘ c cosls in connectlon w1lh the acquus:llon or

retention of the contract or policy, enter AMOUNL. ... i s 6d
Specify nature of costs P
e Typeofconiract: (1) D individual policies (2) E group deferred annuity
{3 ﬂ other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > U
7 Contracts With Unaliocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (&)} |:| deposit administration 2 |:| immediate pariicipation guarantee
(3) D guaranteed investment 4 |:| other P
b  Balance at the end of the previous year... ersesssseeneesesssssssssassnssensessasen HREAER LA M Epm sz | T
C  Additions: {1} Contributions deposited durlng Ehe Y | RO | 7ci1)
(2) Dividends and credils .. SO UOD TS UUOTOOTOON I 4+ "4 |
(3} Interes! credited during the Y. | OO 7c(3)
{4) Transferred from Separate aCCoUNE................occvevceeeeeereereenseerseerrenennnns |1 CL4)
{5) Other {specify BElow) ......... ..o i T e e e 7¢(5)
»
B TR BRI i T R T P R e e e S s Tc(6) : 0
d Total of balance and additions (add HNes 7B 80G TEIBN. .....ooooooorrwoiiiiiiniiiniians i e | 7d i —- ol
e Deductions |
(1) Disbursed from fund lo pay benefits or purchase annuities during year Tel(1) |
(2) Administration charge made by GBI ..o | 1€(2) |
(3) Transferred 10 SEPATAIE ACCOURL.........oooroverrrrvvrsvsrseeeeeereeeersssisssnnseneenerses | DS |
(4) OUer (SPECHY DEIOW) .......oeresmecsrssssrcsesssscrermssssssssmserssssssssrmsmsesresssers |8 GUY |
b
(5) Total deductions o
f Baiance al the end of the current year (subtract line Te(5) from line 7d} o




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 individuai 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 |:| Vision

i D Stop loss (large deductible} j I:l HMO contract k |:| PPO contract
m D Cther (specify) P

d |:| Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment  h D Prescription drug
| D Indermnity contract

9 Experience-rated contracts:
a Premiums: (1) AMOUNL FECEIVED ..ot 9a(1)
{?) Increase (decrease) in amount due but unpaid.............cocooiinene 9a(2)
{3) Increase (decrease) in unearned premium reserve ...............ccee...e.. 9a(3)
(8) EAMED (1) # {2) = (3] oorvvovvveeeesreneeeemeesseeeeeessos o areessssssessssersssssseeseesseepppessssssssese e ] 9a(4) 0
b 8enefit charges (1) ClAIMS Paid...........o.oooovvermerrveeeeereeeeeseeeeeeeesseessesesenen 9b(1) 447,980
{2) Increase (decrease) in Claim rESEIVES ............cccvvverevevamrarerissnrsreenens 9b(2)
{3) incurred claims (A0 {1) AN {21, ssb e eSS s rra e R e AT e e ere st eaeastn 9b(3) 447,980
(4) CIRIMS CRAMGRA ..o.voreecereeeeeeteiieieessre s eseses s saesesseee s aenansesees ettt ettt e et re e saranenee 9b(4)
€ Remainder of premium: (1) Retention charges {on an accrual basis) --
{A) COMMISSIONS .eererrerrrivrereerenerirerernesssernes esteasssesesesemesssesesessenes 9c(1XA)
(B) Administrative service or other fees e | 9E(1XB)
(C) Other specific acquisition costs ........c........... 9e(1)(C)
{D) Other expenses T e | Fe(I)D)
(E) TAXES ...vvivetceseecrre st ess et st bbb sban bbbt bbb b 9c(1)(E)
{F) Charges for risks oF other CONtiNGENEIES. ......c......ovvvrirrsersssrrrsinres 9c(1)(F)
{G) Oher 1etention ChATGES ...............oovceeeeeeeeeeceeeeereseeeensssesserssseseeene 9c(1)XG)
{HY TOMAI TEIENLON ........cocveeececectce e e eeseserrassssse e sesssess s st sseesrasasmsnessresssasssessemsenenenssantebab s s bt s b enananaes 9c(1}H) 0
(2) Dividends or retroactive rate refunds. {These amounts were D paid in cash, or |:| credited.).........ooeene 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after refirement................ 9d{1)
[2) CIAIM FESEIVES 1.v.vivesivemsseesasis s rsessssirssssrsesssserseasesessesessnsassessass et bansassnsasssessseseasasmsestssassessessnsasensessnsassne 9d(2)
(3) DN TBSBIVES.........o.oesieeecaeeeesesiesssesieeassessasmsassssstsassssssssmssssssssesssseseeseeessaseseses teensaset ababasatabasasssasasassasas 9d{3)
@ Dividends or retreactive rate refunds due. (Do not include amount entered in line 9c(2).) ..o, 9e
10 Nonexperience-raled contracts:
a Total premiums or subscription charges paid to CAMTIET ..o s esaeens 10a 325,464
b it the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
relention of the contract or policy, other than reported in Part I, line 2 above, reporl amount...............ccceii 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?............. B! Yes D No

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




