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

Department of the Treasury

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

1210-0089

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

employer information in accordance with the form instructions.)

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

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

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

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
BRYAN ELECTRIC, INC. WELFARE BENEFITS PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
01/01/2020

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) 26-4491121

BRYAN ELECTRIC, INC.

1840 GRASSLAND PARKWAY,
SUITE 200
ALPHARETTA, GA 30004

2C Plan Sponsor’s telephone
number
770-680-2144

2d Business code (see
instructions)
238210

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. 06/30/2025 TINA PIERCE
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 113
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) 113
a(2) Total number of active participants at the end of the plan year ... 63_(2) 79
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 79
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 4R
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __2
actuary 4) @ C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A Insurance Information
(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).

Department of Labor
Employee Benefits Security Administration

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

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
BRYAN ELECTRIC, INC. WELFARE BENEFITS PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
BRYAN ELECTRIC, INC.

26-4491121

D Employer Identification Number (EIN)

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Information:

(a) Name of insurance carrier
PRINCIPAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
42-0127290 61271 1106421 149 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

26916

6463

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

ENCORE ADVISORS LLC

5300 TRIANGLE PARKWAY
SUITE 201

PEACHTREE CORNERS, GA 30092

(b) Amount of sales and base

Fees and other commissions paid

commissions paid (c) Amount

(d) Purpose

(e) Organization code

26916

6463 | BONUS

3

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

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b B] Dental c @ Vision
e B Temporary disability (accident and sickness) B] Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k B 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 196159
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




SCHE

(Form 5500)

Department

Internal Revenue Service

DULE A

of the Treasury

Department of Labor

Employee Benefits

Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
BRYAN ELECTRIC, INC. WELFARE BENEFITS PLAN plan number (PN) > 501

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

BRYAN ELECTRIC, INC.

26-4491121

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

CIGNA HEALTH

AND LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
59-1031071 67369 00635020 64 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

41750

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

ENCORE ADVISORS LLC

5300 TRIANGLE PARKWAY
SUITE 201

PEACHTREE CORNERS, GA 30092

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

41750

0 | N/A

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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




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
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Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b D Dental c D Vision
e 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)
(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 439832
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁtrsnggczrityaAg:ninis\ra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
BRYAN ELECTRIC, INC. WELFARE BENEFITS PLAN plan number (PN) » 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
BRYAN ELECTRIC, INC. 26-4491121

Part | | Service Provider Information (see instructions)

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

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

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

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

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

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

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

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

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



Schedule C (Form 5500) 2024 Page2-| 1

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

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

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

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

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

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

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

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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Schedule C (Form 5500) 2024

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

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

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

CIGNA HEALTH AND LIFE INSURANCE CO

(h)

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

compensation, for which the

®)
Did indirect compensation
include eligible indirect

plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

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

Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes No D

Yes B No D

Yes No D

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

(h)

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)
Enter total indirect
compensation received by

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

(a) Enter name and EIN or

address (see instructions)

(h)

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

59-1031071
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
121331 CLAIMS 35621
384950
56 62
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid

enter -0-.

by the plan. If none,

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)
Did indirect compensation
include eligible indirect
compensation, for which th
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

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

e

Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

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

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
nter name an address) of source of indirect compensation escribe the indirect compensation, including any
d) Ent d EIN (add f f indirect ti e) D ibe the indirect tion, includi

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

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

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

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

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




Schedule C (Form 5500) 2024
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




Form 5500 Annual Return/Report of Employee Benefit Plan DUE G 12T ID
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
e e Seed] sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
ElegPa’lfge”l ?tf ]—ébm " » Complete all entries in accordance with
B el e the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Partl | Annual 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: 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-emplayer plan D a DFE (specify)
B This returnireport is: D the first return/report |:| the final return/report
|:| an amended return/report |:| a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check hare. . ... ... ... e e, » D
D Check box if filing under: D Form 5558 I:I automatic extension |:| the DFVC program
I:I special extension (enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here. ... ....................... » D
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
Bryan Electric, Inc. Welfare Benefits Plan number (PN) » 501
1c Effective date of plan
01/01/2020
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite 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) 26-4491121
Bryan Electric, Inc. 2c Plan Sponsor's telephone
number
770-680-2144
1840 Grassland Parkway, 2d ,B“?f”et?s Co)de (see
. instructions
Suite 200 238210
Alpharetta GA 30004

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.

wr] . .

son | (S SPnee D (of20/0R8 |rina riexce
HERE — ] ]

Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE

Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2024)

v. 240311




Form 5500 (2024)

Page 2

3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
i
4 Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last returnfreport filed for this plan, 4b EIN
enter the plan spensor'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 baginning of the plan year 5 I 113
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines Ga(1), : ’
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PIAN YEAF ... esisess i ccctsssttonsceseeesseenees 6a(1) 113
af2) Total number of active participants at the and of the PIAN YBA ... ceesenseersrseesss s essessens v 6a(2) 79
Retired or separated participants receiving Benefits..........c.u s 6b 0
c Other retired or separated participants entitied to fufure benafits ... e 6¢c 0
d Subtotal. Add lINes BA(2), BB, BNU BC. ..iiiiiirrieeee e rr e ese ettt s eeremes et eeseneese s eemneseae et eeeseeneeerae 6d 79
e Deceased particlpants whose beneficiaries are receiving or are entitied ta receive benefits. .........ceurecvcins e oreeresenens Ge
f Total. AddINes BA AN B. ... i s ket et a st e e s e er e e 6f
(1} Number of participants with account balances as of the beginning «f the plan year {only defined contribution plans 6g(1)
Gl COMIDIEEE hS HEIM}.evvevveovees e oeeeeeeeeseeeeeeere et ss2sssn e s sesoeee oo 9
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g COMPIETE TRIS HBIM} ... sttt e en e ees e se s st eaese e aae s 4t s torsseee e s e ses e s aseennssrenseessseeseaseesarnsans ji_g(2)
h Number cf participants whe terminated employment during the plan year with accrued benefits that were
1©58 Hhan T00% VESIBH ... e secsuniris s s iriss et e nesse e sbes s st st sennas s asssessenesessssnmstseseasssas st sreesenessanransasas 6h
7  Enterthe total number of employers obligated to contribute to the plan (enly multiemployer plans complete this item)........ 7

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

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

4A AB 4D 4E 4AF 4H 4¢Q 4R

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance (1) Insurance
{2) Cade 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 tha number attached. (See instructions})
4 Pension Schedules b General Schedules
{1) |:| R (Retirement Plan Information) (1) |:| H {Finangial Information}
2 i i tion —
2) D 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 _2
achiary (4) @ C {Service Provider Information)
{3) D 8B (Single-Emplcyer Defined Benefit Plan Actuarial (5) |:| D (DFE/Participating Plan Information)

Information) - signed by the plan actuary
{4 [I DCG (Individual Plan [nfermation) — Number Attached (6)

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

|:| G (Financial Transaction Schedules}



Form 5500 {2024) Page 3

| Part lll | Form M-1 Compliance Information {to be completed by welfare benefit plans)
T1a 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
2520.1012.) wvvvvcrermrmmmssreessneneenicnenees || Y65 [{ No

If “Yes" Is checked, complete lines 11band 11¢.

11b Is the plan currently in compliance with the Form M-1 fiting requirements? (See Instructions and 29 CFR 2620.101-2,) ........... DYes |:| No

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

Receipt Confirmation Code




SCHEDULE A Insurance Information

OMB No. 1210-0110
(Form 5500)

Dapartment of the Treasury This schedule is requived to be filed under section 104 of the
Internal Revenue Sarvice Employee Retiroment Income Security Act of 1874 (ERISA). 2024
Department of Lab .
Employss Bsr?:ﬁtsmggcuritya;\grmln[stration } File as an attachment to Form 5500,
Pension Benefl: 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

Bryan Electric, Inc. Welfare Benefits Plan plan number (PN) 3 501

;

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Numbar (EIN)

Brvan Electric, Inc. 26-4491121

Part] ' | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
L on a separate Scheduls A. Individual contracts grouped as a unitin Parls |l and Ill can be reportad on a single Scheduls A,

1 Coverage Information:

(a) Name of insurance carrler

Principal Life Insurance Company

(¢) NAIC {d) Contract or {e) Approximate number of Policy or contract year
{b} EIN . P persons covered at end of
code identification number policy or contract year (f) From () To
42-0127290 61271 1106421 1489 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 parsens in
descending order of the amount paid.

{a) Total amount of commisslons paid (b) Total amount of feas paid
26,916 6,463

3 Persons recsiving commissions and fees. (Complete as many entries as needed to repart all persons).

(a} Name and address of the agent, broker, or other person to whom commissions or fees were paid
Encore Advisors LLC
5300 Triangle Parkway

BSuite 201
Peachtree Corners GA 30082
{b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount (d) Purpose {e} Crganization code
bonus

26,9186 6,463 3

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

(b) Amount of sales and base Fees and other commissions paid
commigsions paid {c) Amount (d) Purpose {e} Crganizaticn 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 Crganization
commissions paid {c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees wore paid
Fees and other commissions paid (e)
(b) Amount of sales and base Crganization
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) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees ware 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 o whom commissions or feas were paid
Fees and other commissions paid (e)
(b} Amount of sales and base Crganization

commiissions 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 raport.

4 Current value of plan’s interest under this contract in the general account at year end

5 Current value of plan’s interest under this contract in separate accounts at Year end.........cccvriniciseseseenssnsseeereesses 5

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

D Promiums PaIH 0 CAITIEE ...oivuees et eectiesscses e ves et st s e s e s 6b
€ Premiums due but unpaid at the end of the Year..........cco e e 6¢c
d  If the carrier, servics, or other organization incurred any spacific casts in connection with the acquisition or &d
retenticn of the contract or policy, 8niar AMOUNL. ... e
Spedify nature of costs P
e Type of contract: (1} I:I individual policies @ I_—_l 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 Typeofcontract (1) |:| deposit administration (2) [l immediate participation guarantee
3 D guarantead investment 4 D other »

b Balance atthe end Of the PrEVIOUS YBAT .......cc..o.o.eeeee i oeeeeeeeeeeiet et eeee e eees s sesaeseeseeeaseses s sesnsssseresessesrasssnssseesessanan 1 7b
C  Additicns: (1) Contributions deposited during the year ... .| Te(1)

(2) Dividends and CreditS......coererresreser e sermenss e sssesssss s ssssssse s 7¢{2)

(3) Interest credited CUANG thE VAT ......covcvereeerererererseesse s asssessessessas s 7¢{3)

(4) Transferred from separate account.. .| Te{4)

(5) Other (SPECITY BEBIOW) ..........ooveeeeeers et ossimsens sttt e esnssiane 7c(5)

3

(BYTOA] AAAHIONS........vevoverieesses e reesss e sessses e ssa s et b f s E s 84448 b bbb et R 7c(6)
d Total of balance and additions (add lings 7b and TE{B)). ..ocee..veeueececireeeeeie ettt et secsee s ssseesesesassasneras s | 7d

e Deductions:

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

(2) Administration charge Made by CAITEr ... rrremmsiesmiemsinnsriesinconnes |1 E42)

(3) Transferrad to SBPArAE BGCOUNL . ..uruiieriersirsceeessesreeetsseseesasesssrnsssesrssrnsees 72(3)

(4) OB (SPECHY DBIOW) ..o.verve et s st s et enasnnsans 7e(4)

>

(5) TOMAL ABOUCHIONS . cvvcvvveveesseneesessraeessessssss st e s et e ss s s st e s s bt see bt st 7e(5)

f  Balance at the end of the current year (subtract line 7e{5) from line 7d) ....ccocoeeeieiniviiriieses e eemesssassaesisscisnens | 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 covar individual
employees, the entire group of such individual contracts with aach carrier may be treated as a unit for purpeses of this report.

8 Benefit and contract iype (check all applicable boxes)

a |:| Health (cther than dental or vision) b [z| Dental c & Vislon d @ Life insurance
e @ Temporary disability (accident and sickngss)  f @ Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i |:| HMO contract k @ PPO confract | |:| Indemnity contract

m |:| Other (specify} P

9 Experience-rated contracts: i
A Premiums: (1) Amount raCaived ......oviiiiiecie e eceeees e s s 9a{1)
{2) Increase (decrease) in amount due but UNPAIL....e.ee. e 9a{2) i
(3) Increase (decrease) In unearned Premium rESEIVE .....coeevceereereevs 9a(3) C
R (L DR v T | 9a(4) 0
b Benefit charges (1) Claims Paid...........cvmrreeerierreemeee s eeseeeecess s sssseses 9b(1}
(2) Increase (decrease) In ¢lalm FESEIVES .. vcviiiceeeeeee e 9h(2}
(3) Incurred claims (A (1) BN {2))...co st r st ereseress s eessesess st et eeseseast st st eseeeeseees e 9b(3) 0
(4) CIAIMS ChAFGBT ..ovvvrii it s e b s s enat st b ettt et eers s e st nenn 9b{4)
C Remainder of premium: (1) Retention charges {cn an accrual basis) - ]
(A COMMISSIONS vt ssessessereeseee e eseresessnessssssssesssseess e, 9c(1){A) !
(B} Administrative 5ervice or other FE8S5 ... ... occee e eeeeeresessesrre s 9c(1}B) !
(C) Other Spacific ACQUISTION GOSES ...vv.verer.veeeeeseeeereeeecerrseveseesseens 9c{1){C) }
(D) OthEr @XPENSES ..cviviiirerrrerierrieeireinsrs sreres st asress e e teees e eeeenn 9¢{1)(D)
(E) TAXES w1ttt e et cnrrseasss s s s e 9c{1)E) t
(F} Charges for risks or other coNtNGeNcIEs. ........coov.coveercesnereeennr. | 3S{1XF) !
(G) Other ratention Charges ... urereesesimemnmsessiensssessssernenns | JG(1NG) i
(HY TOTAI TEEBNLON ..ot iset e st smes e eesee e e e s et aeee e e e e st e s et bant e s e Ebeseeeeeees e ee e 9¢(1)(H) 0
{2) Dividends or refroactive rate refunds. (These amounts were D paid in cash, or |:| credited.}...c.cveenenn. 9c(2)
d  Status of policyholder reserves at and of year: (1) Amount held to provide benefits after retirement .............. 9d{1)
(2) ClRIM TBEBIVES ..evvuetesiectes e rrrase et 801 b emsemt s a et bsresebb s et s baemt et ettt en et et eenennns 9d{2)
(3) OHNET TBSBIVES ....u ittt e e e e bbbt ettt et b et eeanmt ettt et et st ae st s bt ensan e 2d(3)
€ __Dividands or refroactive rate refunds due. {Do nhot include amount entered in line 96(2).) «.....ecvveevvecrevvivnriane De
10 Nonexperience-rated contrasts: S !
a Total premiums or subscription Gharges palt Lo CAMEE ..........cov ot e e eeeee et vr st eeses et oo 10a 196,159
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or palicy, other than reported in Part |, lina 2 above, report amount.................eo....... 10b
Specify nature of costs.
\
|- Part1V. | Provision of [nformation
11 Did the insurance company fall to provide any Information necessary to complete Schedule A7............. D Yes @ No

12 If the answer 1o ling 11 is “Yes,” specify the information not provided. P




SCHEDULE A

(Form 5500)

Deaparlment of the Treasury
Internal Revenue Service

Departmant of Labar

Employss Bensfits Sscurity Administration

Penslon Benefil Guaranty Corporation

Insurance Information

This schedule is requirad o be filed under section 104 of the
Employse Retirement Income Securily Act of 1974 (ERISA).

» File as an attachment to Form 5500,

» Insurance companies ars 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 ¢r fiscal plan year beginning  01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Bryan Electrie, Inc. Welfare Benefits Plan plan number (PN} » 501

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

Bryan Electric,

Ingc.

D Employer Identification Number (EIN)

26-4491121

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 |l can be reported onh a single Schedule A,

1 Coverage Information:

(a) Name of insurance carrier

Cigna Health and Life Insurance Company

{c) NAIC (d) Contractor (e) Approximate number of Palicy or contract year
{b) EIN L ek M persons covered at end of
codle identification number policy or contract year {fy From (g} To
5¢-1031071 67369 00635020 64 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, brakers, and other persons in
descending order of the amount paid.

{a) Total amount of commissions paid

{b) Total amount of fees paid

41,750

3 Persons receiving commissions and fees. (Complate as many entrles as needed 1o report all persans).

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

Encore Advisors LLC
5300 Triangle Parkway

Suite 201
Peachtree Corners GA 30092
{b} Amount of sales and base Fees and other commissions paid
cemmissions paid {c) Amount {d} Purpose {e} Organization code
n/a
471,750 0 3

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

{b) Amount of sales and base

commissions paid

Fees and other commissions paid

{c) Amount

(d} Purpose

{e) Crganization coda

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 commissicns 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 wers paid
Fees and other commissions paid {s}
(b) Amount of sales and base P Organization
commissions paid (c} Amount (d} Purpose code
{a) Name and address of the agent, broker, or other person to whom commissiens or fees were paid
Fees and other commissions pald (e)
{b) Amount of sales and base Organization
commissions paid (¢} Amaunt {d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amaunt of sales and base Organization
commissions paid (c) Amount (d) Purpose code
{a) Nama and address of the agent, broker, or other person to whom commissions or fees were pald
Fees and other commissions paid ()]
{b) Amount of sales and base Organization
commissions paid (¢) Amount (d) Purpose cede
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Part I | Investment and Annuity Contract Information

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

this report.
4 Current value of plan's inferest under this contract in the general account at YEAr 8N .o 4
5 Current value of plan’s interest under this contract in separate ACCOUNES Gt YBAr 8NG............covv.eeeeseriseressosissessessssesmeess 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
B Promiums PAIL 10 GAITIB! ..ot eeeseeeesereeeeeeeeseees s ereessesaseestesoassss s eees st ene s resset s+ et st reseees e e e 6h
€ Premiums due but unpaid at the end of the year.. 6c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, eNtEr AMAUNL. ........ccoeie bbbttt
Specify nature of costs P
@  Type of contract: (1) D individual policies {2} I:I graup deferred annuity
(3) |:| other (specify} P
f  If contract purchased, in whale or in part, to distribute benefits from a terminating plan, check here 4 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separata accounts)
a Typsofcontract (1) |:| depaosit administration (2) D immediate participation guarantee
{3) D guaranteed investment (4) |:| other P
B Balance at the 8Nt 0 the PIEVIOUS YOI ................cccovioeeecisvseiseesiesesssesssssesssssiessestesssessssseessoessseessssessesseesssseseas | 7h 0
€ Additions: (1) Contibutions deposited during the year ...... 7c(1) !
(2) DivIends and CrETILS .ecv..errsiresessseesseessssemas s srasssesesens s seesesn 7c(2) !
{3) Interest creditad dUNG the YA ... sesssmssssssss e s seeenneneenn | 1G(S) :
{4) Transferred from separate acCoUNt...........covecrvireeeereieeseesceeesneeeeeeeeen | 1G]
{5) Other (Spatify DEIOW)Y ....co..civeei e er it e st 7c(5) ‘
» ) i
(B)TOAI AAUIIONS ...vvrvrereeriiscrererssiosessssss i tra s b b e ar bbb s sessnsssssssessane e saes ek somseenesees st srmere e reseemnsse et seseeanennmnres 7¢{6) 0
d Total of balance and additions (add lines 7b and 7¢(B)). ............ovewvveeerrcesnres | 7d 0
e Deductions: i
(1) Disbursed from fund to pay benefits or purchase annuities during year 7Te(1) i
(2) Administration charge Made by CIMAr .........c..overvoiveiess s e 7e(2) !
(3) Transfemed to 56parate ACCOUNL.........ccceecereicirnre e s s s 7Te(3) i
(4 Other (SPacify BEIOW) ... srreecces e eseesassess s esssesssssse oo Te(d) :
> . .- !
(5) TOMAI GEAUGHOMS........ivecetiers st eeseeescessessaee s s eessee s seesassss s romsemseesessesssee s easessates st eesseeasteses s s et esseesseessenessmssensees 7e(5) 0
f_ Balance at the end of the current year (subfract line 7e{5) from INE Td) .....cccc.ocrerrmeeseeeesaenessenresseseesiesenerensess [ 7f 0
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Part lll | Welfare Benefit Contract Information

tf more than one contract covers the same group of employess of the same emplayer(s) cr members of the same employes 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 Beneflt and contract type {check all applicable boxes)

a @ Health (cther than dental or vision) b |:| Dental GD Vision d D Life insurance
e l:] Temporary disability (accident and sickness)  f I:I Long-term disabillty g |:| Supplemental unemployment  h |:| Prescription drug
[I Stop loss (large deductibla) i I:I HMO contract kD PPGC confract ||:l Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracis:
a Premiums: (1) Amount received .. 9a(1) X
(2} Increase (decrease) In amount due but unpald 9a(2)
(3} Increase (decrease) in unearned premium reserve 9a(3)
(4y Earned ({1} + {23 ~ (3D oo et eeeaeberersten et et rasebirent s r s prarsasenss Sa(d) 0
b Benefit charges (1) ClaIms paid......cccciiererrcee et 9b(1} :
(2) Increase (decrease) in Claim reSeVeS ......e. oo Oh{2)
(3} Incurred claims (add {1} and (2)).. 9{3) 0
(4 ClalMS CHAFDEU 11ovvi et e s as s et r s er e b e e b s ssea e a e b R ed s b b e R e baE e 0 R e ans Rt eabne 9h{4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS 1.ocovisicriiii st s it 9c(1){A)
(B) Administrative service or other fees ..........cccceevriecrcnceivense s 9c{1}B)
{C) Other specific acqUISIon COSS .............ooi e 9c({1)(C)
(D) OHNET BXPONSES .ovvurerseerssessesensesesssrssnsssesessssmmssssssssesimssssssssssssssss 9¢{1)(D)
L = T SO 9c{1)(E)
(F) Charges for risks o Oher CONNGENCIES ......vvvvvrrvrssmssssssissieeriens 9¢({1)(F)
{G) Other retontion ChAIGES ... eeeee e 9c{1){(G)
(H) TOMAL FBEBITHON 1.vv vt st ettt a st e s e st et et bbb tb et eesssesrenssass et s besss st b st e s s sastsenba s et st e s sa s e smst et enenes 9c{1)H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.).... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) ClAIM FEBEIVES ....veveecveeeeeimsteieeee it it ete e e n e ettt enesasseesesssbessbesesbessnt s e esesteseastsshsae st esesesensessatenbantaseestasesesnranes 9d{2)
(B) OUNEE FESOIVES vu.v1av1vinetansssesearsssersesssasiaes 4 44 ae b banese e bbb 61844 b2 bt Saretbadasbn st s ass s sannea s ensssamessssns 9d(3)
€ Dividends or retroactive rate refunds due. (Do not Include amount entered In ling 9¢{2).) ...oooviviivrevininienens Oe
10 Nenexperience-rated contracts: : ;
a Total premiums or subscription charges paid tO GAIMEr ..ot s besaessbaneean 10a 439,832
b [fthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the centract or policy, other than reported in Part |, line 2 above, reporf amount............ccoeeveeee 10b
Specify nature of costs.
| Part [V | 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 I8 “Yes," specify the information not provided. »




SCHEDULE C Service Provider Information OME No. 1210-0110
(Form 5500) 2
Depariment of the Treesury This schedule is required to be filed under section 104 of the Employee 024
Internal Revenue Service Retirement Income Security Act of 1874 (ERISA).
Depariment of Lab .
Employes B:'r?:l{ll;nggcﬁritya.ﬁglrn\n\strailcn P File as an attachment to Form 5500. This Form is Cpen to Public
Penslon Banefit Guaranty Corporalion 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
Bryan Electricg, Inc. Welfare Benefits Plan plan number (PN) 3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (EIN)
Bryan Electricg, Inc. 26-4491121

| Part1 | Service Provider Information (see instructions)

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

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

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. .. ............ D Yes BI
No ’

b Ifyou answered line 1a “Yes," enter the name and EIN or address of each parson providing the required disclosures for the service providers who
recelved only eliglble Indirect compensation. Complete as many entries as needed (see instructions).

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

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

{b) Enter name and EIN or address of persan who provided you disclosures on eligible Indirect compensation

{b) Enter name and EIN or address of parson who pravided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C {(Form 5500} 2024

v. 240311
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(b} Enter name and EIN or address of parson who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

{b) Enter name and EIN or address of person who pravided you dlsclosures on eligible indirect compensation




Schedule C {(Form 5500) 2024

Page 3 -

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line ia above, complete as many entries as needed to list 2ach person receiving, direcily or indirectly, $5,000 or more in total compensation
(i.e.. money or anything else of value) In connection with services rendered to the plan or their position with the plan during the plan year. (See instructions),

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

Cigna Health and Life Insgurance Co

59-1031071

(b) (c) (d) ©) 9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensaticn paid receive indiract Include eligible indirect compensation racelved by |provider give you a

organizafion, or  [by the plan. If none,| compensation? (sources | cormpensation, for which the | service provider excluding | formula instead of
person knowr: o be enter -0-, other than plan or plan plan received the required eligible indiract an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered "Yes” to element
12 50 (f). If none, enter -0-.
13 56
31 a2 claims
a8 Yes [ No[] Yes [l No [] Yes 5] No[]
49 35,621 0
{a} Enter name and EIN or address (see instructions)

(b) (c) {d) (e) - {h}
Service Relationship to Enter direct Did service provider Did indlirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indiract include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
persan known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
{f). If none, entar -0-,
Yes|:| No|:| Yesl] No[l Yesl_—_l NOD
(a) Enter name and EIN or address (see instructions)
(b) (©) (d) () | N (h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service

Code(s) |employer, employee | compensation paid receive Indirgot include eligible indirect compensation received by |providar give you a

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

by the plan. If nene,
enter -0-,

compensation? (sources
other than plan cr plan
sponsor)

cempensation, for which the
plan received the required
disclosures?

service provider excluding
sligible indiract
compensation for which you
answered "Yes" to element
(f). Ifnone, enter -0-.

formula instead of
an amount or
estimated amount?

Yes I:I No D

Yes D No |:|

Yes D No D
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Page 4 - |:|

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes" to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b)

(c)

(d)

(e)

(f)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee| compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest SpONsor) disclosures? compensation for which you|estimated amount?
answered “Yes" to element
(f). If none, enter -0-.
YesD No|:| Yesl:l No|:| YesD NOD
(&) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (9 ‘ (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes" to element
(f). If none, enter -0-.
YesD NoD YesD NDD YesD Nol:l
(@) Enter name and EIN or address (see instructions)

(b) (c) (d) o (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee| compensation paid receive indirect include eligible indirect compensation received by |provider give you a

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

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Yes |:| No D

Yes D No D

Yes D No |:|
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| Partl | Service Provider Information {continued)

3. If you reported on line 2 recelpt of indirect compensation, ofher than eligible Indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeaping services, answer the foltowing
quaslions for (a) each source from whom the servica provider recelved $1,000 or more in indirect compensation and {b) each source for whom the service
provider gave you a formula used to detsrmine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each sourcea.

{a) Enter service provider name as it appears on ling 2

(b) Service Codes
{see instructions)

{c) Enter amount of indirect
compensation

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

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

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

{b} Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of Indiract compensation

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

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

{b) Service Codes
(sea instructions})

(€) Enter amount of indirect
compensation

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

(e} Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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I Part Il | Service Providers Who Fail or Refuse to Provide information

4 Provide, to the extent possible, the following information for each service provider wha failed or refused to provide the information necessary to complete
this Schedule.
{a) Enter name and EIN or address of service provider (see (b) Naturs of | {C) Describe tha information that the service provider failad or refused to
instructions) Service provida
- Code(s)

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

(b} Nature of
Service
Code{s)

{c) Describe the information that the service provider falled or rafused 1o
provide

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

(b} Nature of
Service
Code(s)

(¢) Describs the information that the service provider falled or refused to
provide

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

{b} Nature of
Service
Code(s)

() Describe tha infermation that the service provider falled or refused to

provide

]

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

(b) Nature of
Service
Code(s)

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

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

{b) Nature of
Service
Code(s)

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

provide
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Partlll | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)
a Name: b EIN:
€ Position:
d Address: @ Telephone:
Explanation:
a Name: b EIN:
¢ Position: E
d Address: @ Telephone:
]
|
i
Explanation:
a  Name: b EIN:
C  Position: !
d Address: € Telephone:
Z
Explanation:
a Name: b EIN:
C Position: : i
d Address: € Telephone:
.
i
Explanation:
a Name: b EIN:
C  Position:
d Address:

e Telephone:

Explanation:




