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
COSTA FARMS, LLC WELFARE PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
06/12/1997

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) 27-1453116

COSTA FARMS, LLC

21800 SW 162ND AVENUE
MIAMI, FL 33170

2C Plan Sponsor’s telephone
number
305-546-1828

2d Business code (see
instructions)
111400

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. 07/01/2025 ARIANNA CABRERA DE ONA
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 620
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) 620
a(2) Total number of active participants at the end of the plan year ... 63_(2) 799
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 799
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:
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 __4
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

Insurance Information

» File as an attachment to Form 5500.

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

OMB No. 1210-0110

2024

This Form is Open to Public

Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
COSTA FARMS, LLC WELFARE PLAN plan number (PN) » 501

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

COSTA FARMS, LLC

D Employer Identification Number (EIN)
27-1453116

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

METROPOLITAN 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
13-5581829 65978 0176197 1074 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

0

99

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

HAYS COMPANIES

901 MARQUETTE AVE
SUITE 1800
MINNEAPOLIS, MN 55402

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

99 | NON-MONETARY COMPENSATION

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



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
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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 @ 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 370758
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

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
COSTA FARMS, LLC WELFARE PLAN plan number (PN) » 501

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

COSTA FARMS, LLC

27-1453116

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

PRUDENTIAL INSURANCE COMPANY OF AMERICA

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
22-1211670 68241 70511 799 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

BROWN & BROWN INSURANCE SERVICES

80 S 8TH ST STE 700
MINNEAPOLIS, MN 55402

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

16967

0 | N/A

3

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

TURNER WOOD & SMITH AGENCY

1515 COMMUNITY WAY
GAINESVILLE, GA 30501

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3786

0| N/A

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
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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 Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X Other (specify) » ACCIDENTAL DEATH AND DISMEMBERMENT

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 355829
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 B No

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
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024

Department of Labor
Employee Benefits Security Administration

OMB No. 1210-0110

» 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

COSTA FARMS, LLC WELFARE PLAN plan number (PN) » 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

COSTA FARMS, LLC 27-1453116

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
SAFEGUARD HEALTH PLANS, INC., A FLORIDA CORPORATION

(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
65-0073323 52009 0176197 210 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



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b B] Dental c D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] 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 22119
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
COSTA FARMS, LLC WELFARE PLAN plan number (PN) » 501

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

COSTA FARMS, LLC

27-1453116

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
CONTINENTAL AMERICAN 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
57-0514130 71730 0000026285 242 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

53755

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

SANDRA VELAZQUEZ

6374 SOUTHWEST 22ND STREET

MIAMI, FL 33155

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

14483

0 | N/A

3

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

BROWN & BROWN INSURANCE SERVICES

140 FOUNTAIN PKWY N
SUITE 600
ST PETERSBURG, FL 33716

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

13413

0| N/A

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

CHRISTINA M ORTIZ 3530 W GLENCOE STREET
MIAMI, FL 33133

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
5745 0 | NA 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
MARIROSY GONZALEZ 2200 SW 4TH AVE
MIAMI, FL 33129
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
4817 0 | N/A 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
VELOCITY BENEFITS 113 SILKY SULLIVAN WAY
CANTON, GA 30115
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
4269 0 N/A 3
(@) Name and address of the agent, broker, or other person to whom commissions or fees were paid
INTEGRATED ENROLLMENT & TECHNOLOGY 3696 NORTH FEDERAL HIGHWAY
SUITE 202
FORT LAUDERDALE, FL 33308
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
4122 0 | N/A 3

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

17580 NW 67 PL
APT J
HIALEAH, FL 33015

GABRIELA CASTRO VEGA

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
2658 0 | N/A

3




Schedule A (Form 5500) 2024

Page2—| 2

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

MICHAEL K PORTER

5881 TOWN BAY DRIVE
APT 916

BOCA RATON, FL 33486

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
2648 0 | NA 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
EILEEN SANCHEZ-MEDINA 6100 SW 44 TER
MIAMI, FL 33155
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
904 0 | N/A 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
NATALIA D GUZMAN 1945 SW 25TH TER
MIAMI, FL 33133
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
355 0 N/A 3
(@) Name and address of the agent, broker, or other person to whom commissions or fees were paid
MARIA C ORTIZ 7400 SW 50 TR
#300
MIAMI, FL 33155
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
241 0 | N/A 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
AIMEE C CABRERA 11866 SW 97 TERR
MIAMI, FL 33186
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
100 0 | N/A 3




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 [X Other (specify) » WORKSITE BENEFITS

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 264292
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




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

1210-0089
This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Department of the Ti
Intemal Revente Service. sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024

Depariment of Labor » Complete all entries in accordance with

/v g 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 andending 12/31/2024
A This return/report is for: |:| a multiemployer plan |:| a multiple-employer plan (Filers checking this box must provide participating
’ employer information in accordance with the form instructions.)
BI a single-employer plan |:| a DFE (specify)
B This return/report is: |:| 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 NEre. .. . ... ...ttt » I:l
D Check box if filing under: D Form 5558 |:| automatic extension D the DFVC program
[I special extension (enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. ... ....ovvvniiinieenn > |:|
| Part ll I Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
COSTA FARMS, LLC WELFARE PLAN number (PN) » 501
1C Effective date of plan
06/12/1997
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) 27-1453116
COSTA FARMS, LLC 2¢ Plan Sponsor's telephone
number

305-546-1828

21800 SW 162ND AVENUE 2d Business code (see

instructions)
111400
MIAMT FL 33170
Caution: A penalty for the late or incomplete filing of this return/report will be d unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/repont, 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 ﬂ Uy Q;:_ 1/1|25  |ARIANNA CABRERA DE ONA
HERE oA o
Sigﬂatc{re 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
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
€ Plan Name
5  Total number of participants at the beginning of the plan year 5 [ 620
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, 6c, and 6d).
a(1) Total number of active participants at the beginning of the Plan YEar ... s 6a(1) 620
a(2) Total number of active participants at the end of the plan year ... | G@(2) 799
b Retired or separated participants receiving benefits .............coiiiiiiiiiniic i | B 0
Cc Other retired or separated participants entitled to future benefits. 6c 0
d Subtotal. Add lines 6a(2), 6b, aNd BC. .........ccoruieiciimirirsiciniirsric s e 6d 799
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... | 6@
f Total. Add lINES B AN BE. .......c.vevreierieceeeteees et et es st s bbb e s sh ettt s et et am b et ase st sr s 6f
(1) Number of pammpants with account balances as of the beglnnlng of the plan year (only defined contribution plans 6g(1)
g complete this item)... = S B S A e R N Bt A R R s v 9
(2) Number of pammpants with account balances as of the end of the plan year (only defined contribution plans
94) complete this item)... . s |60(2)
h Number of parﬂmpanls who termlnated employment durmg the plan year W|th accrued benef ts that were
less than 100% vested.. .. ....| 6h
7  Enter the total number of employers obllgated to contrlbute to the plan (onIy multlemployer plans complete thls |tem) ....... 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 Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4B 4D 4E 4F 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
(4) General assets of the sponsor 4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) D R (Retirement Plan Information) {1) D H (Financial Information)
2 | (Financial Information — Small Plan
{2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money @ [] (Fi ) 4
Purchase Plan Actuarial Information) - signed by the plan (3) EI A (Insurance Information) — Number Attached __ =
Y @) [] ¢ (senice Provider Information)

(3) |:| SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

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

(4) D DCG (Individual Plan Information) — Number Attached (6) |:| G (Financial Transaction Schedules)

(5) |:| MEP (Multiple-Employer Retirement Plan Information)
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| Partlll_| 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.) coooovvvicsicinsinciin s ] 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 |:| No

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of ihe Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

Employee Retirement

Income Security Act of 1974 (ERISA).

) File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

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

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

COSTA FARMS, LLC

27-1453116

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 1l and |ll can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

Metropolitan Life Insurance Company

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
{b) EIN ] A - persons covered at end of
code identification number policy or contract year (f) From (g) To
13-5581829 65978 0176197 1,074 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

0

99

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

HAYS COMPANIES
901 MARQUETTE AVE

SUITE 1800
MINNEAPOLIS 55402
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount {d) Purpose (e) Organization code

0

99

NON-MONETARY COMPENSATION

{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 ather 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 L

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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 end ...........coouoiisnssmcinnnissns 4
5 cCurrent value of plan’s interest under this contract in separate accounts at Year eNd.........ccouevemerssosrssiccs oo 5

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

b  Premiums paid to carrier .. < ingsatans aomsansnes s S ERers s e ST T R T R 6b

C  Premiums due but unpald at the end of the 2 S ST — 6¢c

d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount. .........c.cciiii i s s

Specify nature of costs P

e Type of contract: (1) D individual policies (2) |:| group deferred annuity
@3) [] other (specify) »

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: () |:| deposit administration (2) |:| immediate participation guarantee
3) |:| guaranteed investment (4) |:| other »
b Balance at the end of the previous year................ e I
C  Additions: (1) Contributions deposited dunng the year .. .. | 7e(1)
(2) Dividends and CredItS ............vveeeveeereeremreeeeesresrresseesseesssessrasssssessssessseesesee|_1C(2)
(3) Interest credited dUMNG the YEar ............cwvecveeeecieeeeeees e 7¢(3)
(4) Transferred from separate account... .| Te(4)
(5) Other (SPECITY DEIOW) .........cvrereeeerceceerreieesiseseessesserssessessesssssassse s sesensons 7¢(5)
4
(6)Total additions.... OSSR i o~ (- ) |
d Total of batance and addltlons (add Ilnes 7b and 7c(6)) e | Td
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier ..........cccooveerirererimrcromcerocriomnnee |_1€(2)
(3) Transferred to separate account.. .| 7e(3)
(4) Other (SPECIfY DEIOW) .......o..vvcvvererereenrssererseeeeessieeesneeeresesessnseeensennnenenienne | 1€(4)
>
(5) TOMAI EAUCHIONS ... eooeecseses e esecaaeeseecs e e sse st sss bttt eennes s 7e(5)
f Balance at the end of the current year (subtract fine 7e(5) from liNe 7d) ......c.ccoooooeveerooeorveveecvereveveressivnecee | TF




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

b
f[]
il

Dental [+ EI Vision
Long-term disability

HMO contract k[ ] PPO contract

d D Life insurance

g D Supplemental unemployment  h I:l Prescription drug

| D Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) Amount received .. S 9a(1)
(2) Increase (decrease) in amount due but unpald .................................... 9a(2)
(3) Increase (decrease) in unearned premium reserve ............c...coveveeeen 9a(3)
(8) Earned ((1) + (2) = (3)).eeeereerremeiossseeeeeeessisnscennen T 0
b Benefit charges (1) ClIAIMS Paid..........ccoouiiiiieiiiieiiesieserensissessessessnns 9b(1)
(2) Increase (decrease) in ClaiM rESEIVES ........cc.iiiiiiimiaiiimieiesinees 9b(2)
(3) Incurred claims (2Ad (1) AN (2)).....ceeovererrreerinessereessiesssaresamres s ese s nss e osese seassess s baass s sassasenssssssnssassees 9b(3) 0
(4) Claims charged ... - 9h(4)
C Remainder of premium: (1) Retenhon charges (on an accrual baS|s) -
(A) Commissions .. R 9c(1)(A)
(B) Admlnlstratlve service or other fees 9¢(1)(B)
(C) Other specific acquISItion COStS ...........coevververrverrennans. 9¢(1)(C)
(D) OthEr @XPENSES .....ovovveeeerveeeeeeseeeseeeeeeessseeeeeessinnaos 9c¢(1)(D)
(E) Taxes .. 9c(1)(E)
(F) Charges for rlsks or other contlngenmes ....................................... 9c(1)(F)
(G) Other retention CharGES ...........c..ovvrueveererevesrsmseessesssesesiseresmenss 9c(1)(G)
(H) TOLAI FEEEMEION ...ttt sttt er e e ae s s e e i ae e e s b e st bbb 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or I:l credited.).....ccccoeceeene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) ClAIM TESEIVES ....cvevieivieiriieietesetiesisiseassseesesesessssaeesesesenessatsss et et et s beeebesebasses s s bt eh et ese bt betemt st aststabenerenanin 9d(2)
() OtNET TESEIVES.....vveeetireceirieteieteseeiet st seseseassesaseaesesessesesesesessreseesebes et e tneebebaeen et ebeteh st s b s eheatseeentereoseennrons 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 96(2).) ..o 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMIET.......c..cccouieiereirmic it 10a 370,758
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 I, line 2 above, report amount. .........cc..cccccviieiae 10b

Specify nature of costs.

| PartIlV | Provision of Information

11 Did the insurance company fail to provide any information

necessary to complete Schedule A?.............

H Yes E{] No

12 Ifthe answer to line 11 is “Yes,” specify the information no

t provided. P




SCHEDULE A i
Insurance Information e (g
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemnal 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.
Rension|BeneRtiGuaranty,Corporation P 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
COSTA FARMS, LLC WELFARE PLAN plan number (PN) » 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
COSTA FARMS, LLC 27-1453116

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

PRUDENTIAL INSURANCE COMPANY OF AMERICA

Approximate number of Policy or contract year
NAIC (d) Contract or (@)
(b) EIN (© . i N persons covered at end of
code identification number policy or contract year (f) From (g) To
22-1211670 68241 70511 799 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

20,753 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

Brown & Brown Insurance Services
80 S 8TH ST STE 700

MINNEAPOLIS MN 55402
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
n/a
16,967 0 3

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

Turner Wood & Smith Agency
1515 Community Way

Gainesville GA 30501
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organization code
n/a
3,786 0 3
For Paperwork Reduction Act Notice, see the Instructions for Form §500. 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 ey

(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 ol

(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
(c) Amount (d) Purpose code

commissions paid

(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 contracts with each camrier 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 ...........ciaumiimemsicrecencncen s 4
§ Current value of plan's interest under this contract in separate accounts at Year end.........oovuecreioaminionimsimnin: 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b  Premiums paid to carrier .. e A BN G o 6b
C  Premiums due but unpald at the end of the Y- SO oSO PO UUYPUOPR TSRO 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter aMOUNT. ...t e
Specify nature of costs P
e Type of contract: (1) |:| individual policies (2) |:| 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 > 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) |:| immediate participation guarantee
(3) D guaranteed investment 4) |:| other »
b  Balance at the end of the previous year... : S B 4 -
C  Additions: (1) Contributions deposited dunng the year 7c(1)
(2) Dividends and Credits .................occoveosrcoreervsssiosiescesscissssonssssssssenscess | 1C(2)
(3) Interest credited during the year .......... 7¢(3)
(4) Transferred from separate account 7¢(4)
(5) Other (SPECIfY DBIOW) ....cveveuerememsricecemersemseeasenssemsisensessnmmssemasssnssssonene. |_LC(D)
4
(6)Total additions.. R e e — 1D
d Total of balance and addmons (add Ilnes 7b and 7c(6)) B S 7 |
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year | 7€(1)
(2) Administration charge made by Carmier .........cocv.oereerocemsmseennenensennnne |_LE(2)
(3) Transferred to SEPArate aCCOUNL...........c.cvvueurireuriesiieerseseessiesesesnersseeisns 7¢e(3)
(4) Other (SPECITY DEIOW) ..........evvervsssssereserensissiemssnnessassssmssmsssssenessesssennieese |1 €44)
4
(5) TOAI AEAUCHONS .........eeo oo eeae e eeeeeesesseeeaeesesseeessees s sessseesssessssesss st esss e s e s snen et ee s ses s sassene 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from N 7d) ......cc.cooiiuoiimisiioniniianssiissiiecsiomieniis [ 7f




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 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[] Dental ¢ [] vision d [ Life insurance
e @ Temporary disability (accident and sickness) EI Long-term disability [¢] |:| Supplemental unemployment  h D Prescription drug
D Stop loss (large deductible) i |:| HMO contract k D PPO contract | |:| Indemnity contract

m@ Other (specify) PACCIDENTAL DEATH AND DISMEMBERMENT

9 Experience-rated contracts:
a Premiums: (1) Amount received .. 9a(1)
(2) Increase (decrease) in amount due but unpald 9a(2)
(3) Increase (decrease) in unearned pPremium reServe ..............o.ccoovueenes 9a(3)
(4) Earned (1) + (2) - (3))- el S e, 9a(4) 0
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in Claim FESEIVES ..........ccccvvvvveeiririiesiree e 9b(2)
(3) Incurred claims (Add (1) @NG (2))...eveveeereererirrreerere ettt e sttt b e sbb e s bbb st a e tes 9b(3) 0
(4) Claims charged .. 9b(4)
C Remainder of premium: (1) Retentlon charges (on an accrual basrs) -
(A) Commissions ............... casaserrseeeraais | 9C(INA)
(B) Admlnlstratrve service or other fees S - i) (-]
(C) Other Specific aCQUISIION COSES ..............eveeerereesreereeeenieresrens e 9¢(1)(C)
(D) Other expenses ... . | 9¢(1)(D)
(E) Taxes... OO I - 4 ) | =)
(F) Charges for rlsks or other contmgenmes reverereneneenrennns | 9C(1)(F)
(G) Other retention charges 9c(1)(G)
(H) TORAI TEEEMHON ...t ettt cs e s et s s n e e e e ser e e n b st st s sb et s ss s s emsantanseni 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 reserves . 9d(2)
(3) Other reserves.. 9d(3)
@ Dividends or retroactlve rate refunds due (Do not |nclude amount entered in Ime 9c(2]) 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAMMIET.........cc.ii i es e 10a 355,829
b If the carrier, service, or other organization incurred any specific costs in connection with the acguisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount......................... 10b

Specify nature of costs.

| PartIV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes @ No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Intemal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No, 1210-0110

2024

This Form is Open to Public

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

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

COSTA FARMS, LLC

27-1453116

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 |l and Hll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

SAFEGUARD HEALTH PLANS,

INC.,

A FLORIDA CORPORATION

Approximate number of Policy or contract year
c) NAIC (d) Contract or ©
(b) EIN ( . A . persons covered at end of
code identification number policy or contract year (f) From {g) To
65-0073323 52009 0176197 210 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).

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

{c) Amount

{d) Purpose

(e) Organization code

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

{c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

commissions paid

(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 (d) Purpose code

commissions paid

(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
(c) Amount (d) Purpose code

commissions paid




Schedule A (Form 5500) 2024 Page 3

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 end ... 4
5 Current value of plan's interest under this contract in separate accounts at year end.........cooeeriiiiioisiiicinns 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b  Premiums paid to carrier. T e s SR B A A N O A ST S T 6b
C Premiums due but unpald at the end of the year... P — 6¢C
d Ifthe carrier, service, or other organization mcurred any spemf ic costs in connectlon wnth the acqmsmon or 6d
retention of the contract or policy, enter amount. .
Specify nature of costs >
€ Type of contract: (1) |:| individual policies (2) |:| 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 4 I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration (2) |:| immediate participation guarantee
3) |:| guaranteed investment (4) D other P
b Balance at the end of the previous year............... e I { -
C Additions: (1) Contributions deposited dunng the V| 7c(1)
(2) DIVIAENS AN CTEAILS ......vevrveererreieiesnieseeseseness s s e 7¢(2)
(3) Interest credited dUring the YEar ...........coo.eweereecrereeemeneeirisiscasecennes 7¢(3)
(4) Transferred from separate ACCOUNt ............cccocv.orermrisessmssissseerssnnnnses | LCLA)
(5) Other (SPECIfY DEIOW) ...oovvvvvoovvi s ieveesiisscessennsissessssesesssssiessissssecnnnsees | 1C(D)
4
(6)Total additions... it R e e (LB
d Total of balance and addltlons (add I|nes 7b and 7c(6)) S B
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier .........cco.coovvvvvviiecsicminssnnienceiee | 1€(2)
(3) Transferred 10 Sparate aCCOUNE...........c..c.oovvvmssnresessssescssrisissmsaseeneernes | 1€(3)
(8) Other (SPECIFY BEIOW) ..............oocovvisverensirsismnssssssssssssnsssssmesssnssermecscneeceees | 1€{4)
4
(5) Total deductions.. T S e . 1e{D)
f Balance at the end of the current year (sublracl Iine 73{5} from I|ne Td) et | T
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Page 4

Part lll | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)  f D Long-term disability

D Stop loss (large deductible) i El HMO contract
m |:| Other (specify) P

c[] vision

d |:| Life insurance

g |:| Supplemental unemployment  h I:l Prescription drug
| |:| indemnity contract

k |:| PPO contract

9 Experience-rated contracts:

a Premiums: (1) Amount received .. 9a(1)
(2) Increase (decrease) in amount due but unpald ...... 9a(2)
(3) Increase (decrease) in unearned premium FESerVe ............coeveeerenenss 9a(3)
(4) EAIMEA (1) + (2) = (B))-roeoeresoeesec oo eeeseseeeeeee e eoe oo seteeseseers et esesse]9(4) 0
b Benefit charges (1) ClaIMS PAI. ............ovreuerrieireeneee i 9b(1)
(2) Increase (decrease) in ClaiMm rESEIVES .......ccceevreeriveernrirerreereree s 9b(2)
(3) Incurred claims (Add (1) AN (2)).....iueorrereimrromrirsemrinessseesassiesssessaseesems st asasssses s sees s ese s s e baasaaemserabessasasins 9b(3) 0
(4) Claims charged .. : 9h(4)
C Remainder of premium: (1) Retention charges (on an accrual ba5|s) -
(A) Commissions .. R 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other SPecific aCqUISIION COSES .....vevvvverrccrreeecireecriecircreimneens | IC(1NC)
(D) Ot EXPENSES cvvvvvvversrvrrrevssscvsssnisssessssssenssssesseessessonseensieees | 9C(1)}(D)
(E) Taxes .. 9c(1)XE)
F) Charges for risks or other contlngencues ....................................... 9¢(1)(F)
(G) Other retention charges 9c(1)(G)
(H) TO@I FEEENTION .....cvvevieeeeeece ettt ettt aetsa e et se e e e e b erest s e s st ebe e mes s et e esemeerennaenns 9c{1}(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.) ... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d{1)
(2) ClAIM TESEIVES 1o.vviveeeeceisceiectieeteaateesesasesssteteaesess st asssesesesesesssasesssansesasesasnsentonnstssssceemenesteeansconaestsseseserenesiacs 9d(2)
(B) OtNEI TESEIVES ... eeivieeee ettt er et e es s e e seer st s e e n e enesasae s oo e eaeessasannas 9d(3)
€@ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2).) .....occoovviiiniiviiinns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAMMIET . ........c.cc. i is st sses s s 10a 22,119
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. .........c.c.cccocevanenee 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 ISI No

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).

Department of L abor

Employee Benefits Security Administration D File as an attachment to Form 5500.

REnsionjBenstiGEranty[Comporation » 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
COSTA FARMS, LLC WELFARE PLAN plan number (BN) > 501

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

COSTA FARMS, LLC

D Employer Identification Number (EIN)

27-1453116

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

Continental American Insurance Company

(¢) NAIC (d) Contract or (e} Approximate number of Policy or contract year
{b) EIN . 4 i persons covered at end of
code identification number policy or contract year (f) From (g) To
57-0514130 71730 0000026285 242 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

53,755

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

Sandra Velazquez
6374 Southwest 22nd Street

Miami FL 33155

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

commissions paid {c) Amount {(d) Purpose

{e) Organization code

n/a

14,483 0

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

Brown & Brown Insurance Services
140 Fountain Pkwy N

Suite 600
St Petersburg FL 33716
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e} Organization code
n/a
13,413 0 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

Christina M Ortiz
3530 W Glencoe Street

Miami FL 33133
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose oo
n/a
5,745 0 3

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

Marirosy Gonzalez
2200 SW 4th Ave

Miami FL 33129
Fees and other commissions paid (e)
(b} Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
4,817 0 3

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

Velocity Benefits
113 Silky Sullivan Way

Canton GA 30115
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
4,269 0 3

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

Integrated Enrollment & Technology
3696 North Federal Highway

Suite 202
Fort Lauderdale FL 33308
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose e
n/a
4,122 0 3

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

Gabriela Castro Vega
17580 NW 67 PL

Apt J
Hialeah FL 33015
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (¢} Amount (d) Purpose code
n/a
2,658 0 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Michael K Porter
5881 Town Bay Drive

Apt 916
Boca Raton FL 33486
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
2,648 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Eileen Sanchez-Medina
6100 SW 44 Ter
Miami FL 33155
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
904 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Natalia D Guzman
1945 SW 25th Ter
Miami FL 33133
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
355 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Maria C Ortiz
7400 SW 50 Tr
#300
Miami FL 33155
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
n/a
241 0 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Aimee C Cabrera
11866 SW 97 Terr
Miami FL 33186
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose code
n/a
100 0 3
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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 ........ccoceciercioniccsiioisencnens 4
5 Current value of plan’s interest under this contract in separate accounts at yYear end............co o ssinsneans 5

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

b  Premiums paid to carrier . 6b
C  Premiums due but unpald at the end ofthe year... erseresnnseanssayers saars RIS s TR Pl FeR AR 6¢c
d Ifthe carrier, service, or other organization mcurred any specn' c costs in connection wnth the acqmsmon or 6d
retention of the contract or policy, enter amount. .
Specify nature of costs P
€ Type of contract: (1) |:| individual policies (2) D group deferred annuity
@) [] other (specify)  »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 1 4 I:l
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: @) |:| deposit administration (2) I:I immediate participation guarantee
(3) D guaranteed investment 4) |:| other P
b  Balance at the end of the PrevioUS VBN ... ..., wiiiiiseessr o tesessseemssscssssssssssneosinssseeses srsssessassses oo et | 7b
C  Additions: (1) Contributions deposited dunng the year .. | Te(1)
(2) DIVIdENdS ANd CTEOIS .........evevoeveroeeseeessseeesssessnsnseesssssosessemssarisceneesences | TC(2)
(3) Interest credited AUINg the YEar .............coec.emreeeecreressermsessmsssssssenreenees | 1C(S)
(4) Transferred from separate account... .. | 7c(4)
(5) Other (SPECIFY DRIOW) ......vvveeversreereeemsrsreesssesnsmsrseeesseesessssnmseeessescoseeessenns |_1C(S)
4
(6)Total additions... : e s bl et o e 6
d Total of balance and addmons (add I|nes 7b and 7c(6)) | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7e(2)
(3) Transferred to separate acCoUNt...........ccoivervreverirecrerenneisrrsreens . | 7e(3)
(4) Other (SPECIfY DEIOW) ....e..veee oo ssiieeensesnesimssses s | 1€44)
4
(5) Total deductions... e R R e e i ==k
f Balance at the end of the current year {subtract Ilne ?e{ﬁ) from I|ne 7d} | 7f
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Part lll | Welfare Benefit Contract Information

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

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

e [I Temporary disability (accident and sickness)  f |:| Long-term disability

D Stop loss (large deductible) j D HMO contract
m I}E] Other (specify) Pworksite benefits

c D Vision

k |:| PPO contract

d |:| Life insurance
g D Supplemental unemployment  h D Prescription drug

| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received .. 9a(1)
(2) Increase (decrease) in amount due but unpald .................................... 9a(2)
(3) Increase (decrease) in unearned premium reServe ...........ccccecceeeeeeens 9a(3)
Tt e R (L) R ) T ) ) T o ) 0
b Benefit charges (1) Claims Pad............ccoouerciiiviciuciiesiiisisiescesessionins 9b(1)
(2) Increase (decrease) in Claim rESEIVES .........cc.oveueveereeeeeeeeeee e 9hb(2)
(3) Incurred claims (AAA (1) AN (2))-.cviviiart it it a sttt ess st sbe s s st et she st s s aes b s aaaser s s ans e 9h(3) 0
(4) Claims charged .. 9b(4)
€ Remainder of premium: (1) Retenhon charges (on an accrual ba5|s) -
(A) COMMISSIONS ...ooviviiinivierricinsiinicrinisissiassiseisesmresmressisiserseeee | 9C(1)(A)
(B) Administrative service or other fees............cccoeevieiecesieceenninn, 9¢(1)(B)
(C) Other specific acquisition costs ......... s 9¢(1)(C)
(D) Other expenses ... 9¢(1)(D)
(E) Taxes .. 9¢(1)(E)
(F) Charges for risks or other contlngenmes 9c(1)(F)
(G) Other retention charges 9c(1)(G)
(H) Total retention .. . 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D pald in cash, orD credited. ) .................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement... 9d(1)
(2) Claim reserves rmmmammiiss s e s s s S R G s e S s T e 9d(2)
(3) ORI FESBIVES.........oeiiiisese e sese e R TS R SSRGS Re 102000 s0svererarosotsasessassrotansersassvavssiirasarass 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2).) 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMIEr ..ot e assraasas 10a 264,292
b fthe 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.................cccouveeee 10b

Specify nature of costs.

L Part IV ] 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




