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
SUZUKI MARINE USA, LLC HEALTH AND WELFARE BENEFIT PLAN

1b Three-digit plan
number (PN) » 504

1c Effective date of plan
01/01/2007

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) 85-3703416

SUZUKI MARINE USA, LLC

13521 PRESTIGE PLACE
TAMPA, FL 33635

2C Plan Sponsor’s telephone
number
813-687-7200

2d Business code (see
instructions)
423910

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. 07/03/2025 MARISSA HENDERSHOT
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 335
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) 335
a(2) Total number of active participants at the end of the plan year ... 63_(2) 336
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 336
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4G 4H 4L 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 __’
actuary 4) @ C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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



Form 5500 (2024) Page 3

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

Ins

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

» File

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

urance Information

OMB No. 1210-0110

as an attachment to Form 5500.

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
SUZUKI MARINE USA, LLC HEALTH AND WELFARE BENEFIT PLAN plan number (PN) > 504
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SUZUKI MARINE USA, LLC

Part |

85-3703416

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

KAISER FOUNDATION HEALTH PLAN INC

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
94-1340523 00000 231580 124

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

26933

(b) Total amount of fees paid

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

BALDWIN KRYSTYN SHERMAN PARTNERS

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

4010 BOY SCOUT BLVD

(b) Amount of sales and base
commissions paid

SUITE 200
TAMPA, FL 33607

(c) Amount

Fees and other commissions paid

20565

N/A

(d) Purpose

(e) Organization code

3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
USI INSURANCE SERVICES LLC PO BOX 62949

(b) Amount of sales and base

VIRGINIA BEACH, VA 23466

Fees

commissions paid

(c) Amount

and other commissions paid

6368

N/A

(d) Purpose

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

(e) Organization code
3

Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 777119
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SUZUKI MARINE USA, LLC HEALTH AND WELFARE BENEFIT PLAN plan number (PN) N 504

C Plan sponsor’s name as shown on line 2a of Form 5500
SUZUKI MARINE USA, LLC

D Employer Identification Number (EIN)
85-3703416

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
NATIONAL UNION FIRE INSURANCE COMPANY OF PITTSBURGH, PA

(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
25-0687550 19445 GTP0009160545 0 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

194 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
USI INSURANCE SERVICES LLC 7535 IRVINE CENTER DRIVE, SUITE 250
IRVINE, CA 92618
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
194 0| N/A 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) P AD&D

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 1291
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

Ins

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

» File

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

urance Information

OMB No. 1210-0110

as an attachment to Form 5500.

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
SUZUKI MARINE USA, LLC HEALTH AND WELFARE BENEFIT PLAN plan number (PN) > 504
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SUZUKI MARINE USA, LLC

Part |

85-3703416

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

METLIFE LEGAL PLANS

(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
34-1650967 00000 9903696 31

01/01/2024

08/31/2024

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

741

(b) Total amount of fees paid

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

BALDWIN KRYSTYN SHERMAN PARTNERS

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

4211 W BOY SCOUT BLVD

(b) Amount of sales and base
commissions paid

SUITE 800
TAMPA, FL 33607

(c) Amount

Fees and other commissions paid

558

N/A

(d) Purpose

(e) Organization code

3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
USI INSURANCE SERVICES LLC PO BOX 66119

(b) Amount of sales and base

VIRGINIA BEACH, VA 23466

Fees

commissions paid

(c) Amount

and other commissions paid

183

N/A

(d) Purpose

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

(e) Organization code
3

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) P LEGAL

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 8707
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A

(Form 5500)

Department of the Treasury
Internal Revenue Service

Insurance Information

Department of Labor

Employee Benefits Security Administration

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

Pension Benefit Guaranty Corporation

» 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
SUZUKI MARINE USA, LLC HEALTH AND WELFARE BENEFIT PLAN plan number (PN) > 504
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SUZUKI MARINE USA, LLC

Part |

85-3703416

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

HARTFORD LIFE AND ACCIDENT

(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
06-0838648 70815 ADDS08232 336 01/01/2024

descending order of the amount paid.

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

(a) Total amount of commissions paid

29401

(b) Total amount of fees paid

6204

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
USI INSURANCE SERVICES LLC

(b) Amount of sales and base
commissions paid

2400 EAST COMMERCIAL BOULEVARD
SUITE 600

FORT LAUDERDALE, FL 33308

Fees and other commissions paid

12403

(c) Amount

(d) Purpose
6204 | BONUS

(e) Organization code
3

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

4211 W BOY SCOUT BLVD

(b) Amount of sales and base
commissions paid

SUITE 800
TAMPA, FL 33607

Fees and other commissions paid

16998

(c) Amount

(d) Purpose
0| N/A

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

(e) Organization code
3

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

Fees and other commissions paid (e)
(b) Amount of sales and base 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 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 B Other (specify) » AD&D, ACCIDENT, CRITICAL ILLNESS, HOSPITAL INDEMNITY

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 378837
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

SUZUKI MARINE USA, LLC HEALTH AND WELFARE BENEFIT PLAN plan number (PN) > 504
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

SUZUKI MARINE USA, LLC 85-3703416

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

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

1 Coverage Information:

(a) Name of insurance carrier
CIGNA HEALTHCARE OF GEORGIA, INC.

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
58-1641057 6229 3343918 267 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.
(a) Total amount of commissions paid (b) Total amount of fees paid

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

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

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

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b 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 B[ 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 5146215
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SUZUKI MARINE USA, LLC HEALTH AND WELFARE BENEFIT PLAN plan number (PN) S 504
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SUZUKI MARINE USA, LLC 85-3703416
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
EYEMED VISION CARE

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
86-0773195 62111 102983310001 301 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid (b) Total amount of fees paid

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental c @ 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 38033
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

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
SUZUKI MARINE USA, LLC HEALTH AND WELFARE BENEFIT PLAN plan number (PN) > 504
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SUZUKI MARINE USA, LLC

Part |

85-3703416

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 GENERAL 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
22-2342710 39950 9903696 31

descending order of the amount paid.

09/01/2024

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

(a) Total amount of commissions paid

183

(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
BALDWIN KRYSTYN SHERMAN PARTNERS

4211 WEST BOY SCOUT BLVD

(b) Amount of sales and base
commissions paid

SUITE 800
TAMPA, FL 33607

(c) Amount

Fees and other commissions paid

183

(d) Purpose
0 | N/A

(e) Organization code

3

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

(b) Amount of sales and base

commissions paid

(c) Amount

Fees and other commissions paid

(d) Purpose

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

(e) Organization code

Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) P LEGAL

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 4282
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁtrsnggczrityaAg:ninis\ra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SUZUKI MARINE USA, LLC HEALTH AND WELFARE BENEFIT PLAN plan number (PN) 2 504
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SUZUKI MARINE USA, LLC 85-3703416

Part | | Service Provider Information (see instructions)

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

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

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

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2024
v. 240311
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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




Page3-[ 1 |

Schedule C (Form 5500) 2024

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

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

OPTUMHEALTH FINANCIAL SERVICES

(h)

47-0858530
(b) (c)
Service Relationship to
Code(s) |employer, employee

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

(d)
Enter direct
compensation paid
by the plan. If none,

enter -0-. (o)

compensation? (sources

(e)
Did service provider
receive indirect

ther than plan or plan
sponsor)

®)

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

compensation for which you

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

answered “Yes” to element
(f). If none, enter -0-.

Did the service
provider give you a
formula instead of

an amount or

estimated amount?

12 TPA

87462

Yes D No E

Yes D No D

Yes D No D

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

CIGNA HEALTH AND LIFE INSURANCE CO

(9)

(h)

(e)

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

()

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

Enter total indirect
compensation received by
service provider excluding

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

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

Yes No D

Yes B No D

Yes No D

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

(h)

(e)
Did service provider
receive indirect

59-1031071
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
121331 DENTAL 25250
384950
56 62
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
by the plan. If none,

organization, or

enter -0-.

compensation? (sources
other than plan or plan

(f)

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

person known to be
a party-in-interest

sponsor)

disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

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

Did the service

provider give you a

formula instead of
an amount or

estimated amount?

Yes D No D

Yes D No D

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

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

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

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

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

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

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

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




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

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




Form 5500 Annual Return/Report of Employee Benefit Plan

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 Treasury

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).
Department of Labor » Complete all entrles in accordance with
Emplo‘f:niﬁgﬂf}oiewmy the Instructions to the Form 5500,

OMB Nos. 1210-0110
1210-0089

2024

Pension Benefit Guaranty Corporalion

This Form is Open to Public

Inspection
Part| | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 0 1/01/2024 andending  12/31/2024
A This returnireport is for: |:| a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in agcordance with the form instructions.)

a single-employer plan [] a DFE (specify)
B This return/report is: D the first returnfreport 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. . ... ... ..o

D Check box if filing under: | Form 5558 [] automatic extension
|:| special extension (enter description)

E If this is a retroactively adopted plan permitted by SECURE Act section 201, checkhere.................. ..o 0

Partll | Basic Plan Information—enter all requested information

1a Name of plan
SUZUKI MARINE USA, LLC HEALTH AND WELFARE BENEFIT PLAN

1b

Three-digit plan
number (PN) » 504

1c

Effective date of plan
01/01/2007

2a Plan sponsor's name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.Q. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

SUZUKI MARINE USA, LLC

13521 PRESTIGE PLACE

TAMPA FL 33635

2b

Employer Identification
Number (EIN)
85-3703416

2c

Plan Sponsor's telephone

number
813-687-7200

2d

Business code (see
instructions}
423910

Caution: A penalty for the late or incomplete filing of this returnireport 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 MAD\/@[/‘W 7' 3[7,02.{ Marissa Hendershot
HERE t v
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 Ig Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
4 |fthe name and/or EIN of the plan sponser or the plan name has changed since the last returnfreport 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 | 335
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complets only lines €a{1), ' '
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PN YBar ..o | Gg(4) 335

a(2} Total number of active participants at the end of the Plan YEaT ... e

6a(2) 7 336

b Retired or separated participants receiving Benefits ... 6b
Cc Other retired or separated participants entitled to future Benefits ... e | GG
d SUDLOtAl, Add NES BA(Z), B, B BC. vovvoererrrrrssees s ersessees e srrssesessesetssssssss st snsseessosinss | 60 336
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... o
f TOtAL A [IHBS B AMU BB. .evveeeereeeeresesirseeeesseeeeesetestsbesse s bab et s ersrsaas seress s20ss s smrarsas s A SRR RS b PrbTr s h o R s eSSt b E s bb s d bR of
(1 Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6al4
g(1) COMPIBTE TS TEBIM) ....cu i e s e e e b b Pt (1)
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
DHUED COMPIBIE NS TOM) c.ooo.ooeoeveevsssasssssenssssssessssssss s eset s 18R LR L RS R 169(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
€58 ThaN 100% VESIEA ....cco.covisssyyssoerriirsssios b s st e 6h
7  Enter the total number of employers obligated to contribute ta the plan {onfy 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 Iftha plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Godes in the instructions:
4a 4B 4D 4E 4F 4G 4H 4L 4Q
9a Pian funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance {1) Insurance
(2) Code section 412(s)(3) insurance contracls {2) Code section 412(e)(3) insurance contracts
{3 L Trust 3) Trust
{4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes In 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions})
a Pension Schedules b General Schedules
(1) |:| R (Retirement Plan Information) (1) D H (Financial Information)

2 | (Financial Information — Small Plan
{2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Fina ntorm )

Purchase Plan Actuarlal Information) - signed by the plan (3 E] A (Insurance Information) — Number Attached T
actuary (4 C {(Service Provider Information)

(3) |:| sB (Sln.gle-Em.ployer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary

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

{5} [:I MEP (Multiple-Employer Retirement Plan Information)
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[ Partll] | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefils, was the plan subject to the Form M-1 filing requirements during the plan year? (See Instructions and 29 CFR
2520.101-2.) covveerreseesssssennsssesre e ienions [] Yes No

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

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 28 CFR 2520.101-2.) .......... [Jyes [] No

41¢ Enler 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 réporl. enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
OMB No. 12100110
{Form 5500)
Depariment 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
Departmeni of Labor
Employee Banefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form Is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01 /01/2024 and ending 12/31/2024 ‘
A Name of plan B Three-digit
SUZUKI MARINE USA, LLC HEALTH AND WELFARE BENEFIT PLAN plan number (PN) P 504
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EEN)
SUZUKI_MARINE USA, LLC 85-370341¢6

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

1 Coverage Information:

(a) Name of insurance catrier

KAISER FQUNDATION HEALTH PLAN INC

{e) Approximate number of Policy or contract year
b} EIN (e} NAIC _ (d)' Coptract or 4 al -
(b) El code identification number pegzgg;’ gfzsrn?r agt ;SS;Of (i From {g) To
94-1340523 0Q0Q0 231580 124 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.
Aa) Total amount of commissions paid {b) Total amount of fees paid

26,933 0

3 Persons receiving commisslons and fees. {Complete as many entries as needed to report all persons}.
{a) Name andg address of the qgent. broker, or other person_to whom commissions or fees were paid

Baldwin Krystyn Sherman Partners
4010 Boy Scout Blvd

Suite 200
Tampa FL 33607
{b) Amount of sales and base Feas and other commissions pai&
commissions paid (c} Amount (d) Purpose {e) Organization code
n/a
20,565 0 3

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

USI INSURANCE SERVICES LLC
PO BOX 62949

VIRGINTIA BEACH VA 23466
(b) Amount of sales and base Feas and other commissions paid
commissions paid {c) Amount {d} Purpose {#) Organization code
n/a
6,368 0 3

Schedule A (Form 5500) 2024

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
v. 240311




Schedule A (Form 550Q0) 2024 Page 2 — |

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

‘ Fees and other commissions paid {e)
(b) Amount of sales and base o Organization
commissions paid (e} Amounl (d) Purpose code

{a) Name and address of the ?Q,Q“tr broker, or other person to whom commisslons or fees were paid

‘ Fees and other commissions paid - (e}
{b) Amount of sales and base ) Qrganization
commissions paid {c) Amount . {d) Purpose code

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

Fees and other commissions paid - (o)
{b) Amount of sales and base ) Organization
commissions paid {c) Amount {d} Purpose cods

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

Fees and other commissions patd (e)
(b} Amount of sales and base Qrganization
commissions paid {e)Amount (d) Purpose code

{a) Name and address of the agen(. broker, or other person lg whom commissions or fees were pald

Fees and other commissions paid ' (o)
(k) Amount of sales and base Organization
commissions paid (c} Amount {d) Purpose 7 code




Schedule A (Form 5500) 2024 Page 3
Partil | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as & unit for purposes of
this report,
4 Current value of ptan’s interest under this contract in the general account at year end .. 4
5 Current value of plan's interest under this contract in separale accounts at year end............oooere e 5

6 Contracts With Allogated Funds:

a State the basis of premium rates »
b  Premiums paid to carrier . . 6b
C  Premiums due byt unpaid at the end of ihe year..,........ - 6c
d  Ifthe carrier, service, or other organization incurred any speclﬁc costs in connection wﬂh the acqulsmon or 6d
retention of the confract oF POlICY, ENEET BMOUNE ... i
Specify nature of costs
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f i contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|
7 Contragts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 3] |:| deposit administration (2) D immediate participation guarantes
(3} D guaranteed investment {4) D other ¥
b Balance at the end of the previous year... e N | - 0
¢ Additions: (1) Contributions deposited durlng thE YEAT ...oovvvrerrvenrrnsrinreres 7¢{1)
{2) DIVIHENTS BN CTEAMS ..........ceorerirereerroeseersesereosseesssseesssensammseesimmanesssasoss 7c{2)
{3) Interest credited during the year ....... 7¢(3)
(4) Transferred from separate account... .. | 7c{d)
(5) Other (SPECITY DEIOW) ....c.eommeerrreerrriairsereiecmensscsrenssestbnmssssssss s s 7c{b)
4
(B)TOUAL BUGHIONS 11vvvvveoorrreeeesseeeeeserssssssisness s rs s s AR SRR 7¢(6) 0
d Total of balance and additions {add fines 7b and 7¢(8)). ......... : [ 7d 0
€@ Dedugtions:
{1) Disbursed from fund fo pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CAMIET .......covurmmmieererisisrenerinsssseesin 7e(2)
(3) Transferred to SEPArate ACCOUNL .. ........wc.wuerrmmimmerremmeerenrrrisinsssnisnnses 7e(3)
(4) Qther (SPEGHY BBIOW) ..vvvvvverecercsrroeessiomeesnvnnreereseseasssssrsssnscssenincssssscorss |_TE{8)
»
{5) Total deductions... - . 7e(5) 0
f Balance at the end of the current year (subtract ilne 79(5) from I|ne Td) I 7f 0
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Partlll | Welfare Benefit Contract Information

If more than one confract govers 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 sych 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 E Health (other than dental or vision} b D Dental c |:| Vision

d D Life Insurance
e |:| Temporary disability (accident and sickness) |:| Long-term disability g |:| Supplemental unemployment  h [:| Prescription drug

] D Stop loss (large deductible) j D HMO contract k |:| PPO contract | D Indemnity contract
m |:| Other (specify) ¥
9 Experience-rated contracts:
a Premiums: (1) Amount receivad .. Sa(1})
(2) Increase (decrease) in amount due but unpaid ........................ 9a(2}
(3) Increase (decrease) In Uneamed Premiym reserve ... e 9a(3) _
(8) EBMEU (1) # (2 = (3))-...ooveessssroosessssesssseissoseasssssseess s e eeseeseess ot st enes g e | 9a(d) 0
b Benefit charges (1) Claims Paid.........cccorvivrrmmreorimnirermeseesarecenseernaneane gb{1) j
{2) Increase (decrease) in CIANTI TESBIVES ... owreivioenrsssssise s eeaes 9h(2) _
(3) InCUrred Claims (BAG {1) ARG (2)).v1urevvurmerrurremsienresesreesssres s eceses s cemss bbb b R bbb et _ 9b(3) ¢
{4) Claims charged ... 9hid)
C Remainder of premiym: (1} Reten!lon charges (on an accrual bams) '
{A) Commiissicns .. cereremenssrnssisensasinenennscnene | JCETHA)
(B) Administrative service ot other fees SO I - 4§ (=)
(C) Other specific acquisilion GOSIS ... 9¢(1)(C)
(D) OhEE @XPENGES .vvvvvvverseveveeeesssneesesssessasmssssssssssssssssssasesssmssssesssssenns 9c(1)(D)
{E) Taxes .. vt et r et 9c({1}(E)
(F) Charges for rlsks or other contlngenc:es S .-~ i) | (9
{G) Other retention chargee 9c{1){G)
{H) Total retention.. SR I~ T+ 1 x ) 0
(2) Dividends qr retroactlve rate refunds (These amounts were D pald in cash or D credlted ) .................. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... Sdﬁ.)
{2) CIAET FBBBIVES 1ovvvorrieseinscs s eees s sest b b sss s e84 08141 8T 480 b s 9d(2)
{3) Other reserves.. 9d(3)
e Dividends or retroactlve rate refunds due (Do not |nc|ude amounl entered in Elne 9E{2).) e 9o
10 Noaexpenence—rated contrac!s
a Total premiums or SUBSGHIPHION GATGES PAIE 10 CAITIET ......eeoerereerresicerssimriss s essms s s 10a 777,119
b Ifthe carrier, service, or other organization ingurred any specific costs in connection with the acquisition or
retention of the conltract or policy, other than reported in Part |, line 2 above, report amount. .............cooeeene 10b

Specify nature of costs.

| Partlv_| Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedute A?......o... |:| Yes

@No

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




SCHEDULE A
(Form 5500)

Depariment of the Treasury
Internal Revenue Sesvice

Depariment of Labor

Employea Benefils Sequrity Administration

Pension Benedit Guaranty Corporation

Insurance Information

OMB No. 1210-0110

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

P File as an attachment to Form 5500.

2024

» Insuyrance 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  01/01/2(¢24 andending  12/31/2024 -
A Name of plan B Three-digit
SUZUKI MARINE USA, LLC HEALTH AND WELFARE BENEFIT PLAN plan number (PN) » 504

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

SUZUK

I_MARINE USA, LLC

85-3703416

D Employer Identification Number (EIN)

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedute A. Indivigu_al contracts grouped as a unlt in Pars Il and |l can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

NATIONAL UNION FIRE INSURANCE COMPANY OF PITTSBURGH, PA
Approximate number of Policy ot contract year
NAIC (d) Contract or e} :
(b} EIN © ) Cor persons covered at end of
code Identification number policy or contract year (fy From {g) To
25-0687550 19445 GTPOC09160545 0 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.

(8} Total amaunt of Qom_misgions pald

{b) Total amount of fees paid

194

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

{a} Name qnd ad_dress of thg agent, broker, or other person to whom comrr}issior)s or fees were paid

USI INSURANCE SERVICES LLC

7535 IRVINE CENTER DRIVE, SUITE 250
IRVINE CA 92618
{b} Amount of sales and base Fees and other commissions paid
commissions paid (g) ‘A_mqunt (d) Purpose {e) Organization code
n/a
194 0 3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount (d) Purpose

{e) Organization code

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

Schadule A (Form §500) 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 gther commissions paid (e)
{b) Amount of sales and base ‘| Qrganization
commissions paid {c) Amount {d) Purpose code

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

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

(a)'Name ‘and address_of the agent, broker, or other person to whom commissions ot fees were paid

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (¢} Amount (d) Purpose code
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Partil | 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 gontract in the general account at year BN . e 4
5 Current value of plan's interest under this contract i in separate accounts at Yoar end. ..o 5

6 Contracts With Allocated Funds:
a4 State the basis of premium rates »

b Premiums paid to carier ..o 6b

C  Premiums due but unpa!d at the end of the WBAT... 11 evoertervsnsssiessssres s sesse e sssesses e eee s ea e b bR 6¢C

d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter 8MOoUNt. ...

Specify nature of costs  »

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

f i contract purchased, in whole or in part, to distribyte benefits from a terminating plan, check here » |_—_|

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

a Typs of contract: (1) D deposit administration (2) |:| immediate participation guarantee
{3) D guaranteed investment 4) |:| other b

b Balance at the end of the PrevioUS Year. ... g e [ 7b 7 0
C Additions: (1) Contributions deposited durmg the year 7ci1) o

(2) DIVIGENAS BRU SIEUIS ....revvevereveeresscrsssirsscssrerisnressrmeeesnciessssrnsis | LC(2)

(3) Interest credited AUANG the YT ..o.......ewerreercrscrcrscamsessissssssrie | LEAD)

(4) Transferred from SeParate ACCOUN...........coowweessrisessimevenmissssssssmseeesiss 7c(4)

{5) Other (SPEGIFY DEIOW) ...ecevescveeerrecrercissisrsmssssisnss s s 7c(‘5)

>

{6)Total additions ... s T T ETsvrrrmm U OPUOOPOOOY 4 -1 { - | ]

d Total of balance and addltions (add hnes 7b and TC(G)) | d 0
@ Deductions:

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

(2) Administration charge made by carrier .... 7e(2}
(3) Transferred to separate account 7e(3)
(4) Other (SPECIFY DBIOW) -.....ooovurirmrrarnrissienssisisens e s 7e(4)

4

(5) Total deductions... o
£ Balangs at the end of the current year (subtract Ilne 7e(5} from Ilne Td)




Schedule A {Form 5500} 2024 Page 4

Part Ii

Welfare Benefit Contract Information
if more than one gontract covers the same group of employees of the same employer(s) or members of the same employee crganizations(s),
the information may be combined for reporting purposes if such coniracts 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 appllcable boxes)

a |:| Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental ynemployment  h D Prescription drug
D Stop loss (large dedugtible) J D HMO contract k D PPO contract I D Indemnity contract
m [x| Other (specify) PAD&D
9 Experience-rated contracts:
a Premiums: (1) Amount recelved .. 9a{1)
{2} Increase (degrease) in amount due but unpaid 8a(2)
{3) Ingrease (decrease) in unearned PremiUm rESEIVE ....cowwrrrenricrmees 9a(3)
(4) EAMEA (1) % (2) - () evresresoroesosss s srssesseemsssoss sy 98(4) 0
b Benefit charges (1) Clalms Pald.......co.ocoe oot 9b{1)
{2} Ingrease (decreasa) In ClaiM TESEIVES ... ccrinsssnsnssenrneens 9b(2) 7
(3) INGUITEQ CIAINS (AAA (1) ANG (2)).roecrrsesressseiresmisssssesssosesssessssssoereserecsesssrimnenees | 90(3) | - 0
{4) Claims charged ... 9b{4)
¢ Remainder of premium: (1) Retentlon charges (on an accrua| baS|s)
(A) Commissions .. “ 9c(1)}{(A})
(B) Admtmstratlve service or othar fees ......................... 8c(1}B})
(C) Other specific acquisition costs ..... 9¢(1){C)
(D)) QBT BXPENSOS ..o.vvvveesrveerenese st ne s sessressesessonssrenans 8c(1}{D)
(E) Taxes .. 9¢c(1)(E}
F Charges for nsks or other contingencles ....................................... 9c(1)(F)
(G) Other retention Charges............wrmmsresssssssmsesmmmseerioneeessscrrs | IC(ING) _ : :
(H) Total retention.. R 9c()(H) | 0
(2) Dividends or retroactive rate refunds (These amounts were D patd in cash, orD oredtted ) 9c¢(2)
d Status of policyholder reserves at end of year: {1) Amount held to provide benefits after retirement 9d{1)
{2) Claim reserves . 9d(2)
(3) Other reserves.. .- 9d(3)
€ Dividends or retroactive rate refunds due (Do not include amount entered in fine 9e(2).) ..o 9¢
10 Nanexperience-rated contracts: ' ' 7
a4 Total premiums of SUBSCIPHON Charges Pard KO GAMIET ... ..revercrreeerrerescrerrrressssisserssssssssssrs s rss e saiins 10a 1,291
b ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ... 10b

Specify nature of costs.

[ PartIv_| Provision of Information

11 _Did the insurance company fail to provide any information necessary to complete Schedule A?..coovoov... D Yes E No

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




SCHEDULE A Insurance Information OMB No. 1210-0110
(Form 5500) -
Dapariment of the Treasury This schedute is required to be filed under section 104 of the
Intemal Revanue Sarvice Employee Retirement Income Security Act of 1974 (ERISA). 2024
Depariment of Labor
Employes Benafits Security Administration » File as an attachment to Form 5500.
Pension Banedit Guaranty Corporaion b Insurance companies are required to provide the information This Form is Open to Public
- 7 pursuant to ERISA section 103(a)(2). ‘ Inspection
For calendar plan year 2024 of fiscal plan year beginning _ 01/01/2024 andending  12/31/2024 ‘
A Name of pian B Three-digit
SUZUKI MARINE USA, LLC EEALTH AND WELFARE BENEFIT PLAN plan number (PN) P 504
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SUZUKI_MARINE USA, LLC 85-3703416

Partl Information Concerning Insyrance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A lr}dividqgl_ sontracts grouped as a unit in Parts Il and Hl can be reported on a single Schadule A.

1 Coverage Information:

(a) Name of insurance carrier

METLIFE LEGAL PLANS

{e) Approximate number of Policy or contract year
b EIN {c) NAIC . (<) Co_ntract or d at - s s
b) E code identification number pe;zﬁgi g:’zg:ﬁr ait gggr‘)f (f) From {¢) To
34-1650967 00000 8903696 31 01/01/2024 08/31/2024

2 Insurance fee and commission infermation. 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 ]

741 0

3 Persons receiving gommissions 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 commissicns or fees were paid

Baldwin Krystyn Sherman Partners
4211 W Boy Scout Blvd

Suite 800
Tampa FL 33607
(b) Amount of sales and base Fees and other commissions paid
comn_wissio_ns_paid {c) Amount {d) Purpose {e} Organization code
n/a
558 0 3

] {2) Name and address of the agent, broket, or cther person lo whom commissions or fees were paid
USI INSURANCE SERVICES LLC
PC BOX 66119

VIRGINIA BEACH VA 23466
(b) Amount of sales and base Fees and other commissions paid
commissions pai_d {c) Amount {d) Purpose |__{e} Organization code
n/a
183 0 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form §500) 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 o (e}
(b) Amount of sales and base ' Organization
commissions paid () Amount (d) Purpose | code

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

Fees and other commissions paid ] - (e)
(b) Amount of sales and base Qrganization
commissions paid (c) Amount (d) Purpose codo

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

Fees and other commissions paid ‘ . (8)
{b) Amount of sales and base Organization
commissions pald {¢} Amount (d) Furpose _ ‘ code

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

Fees and other commissions paid (e)
(h) 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 inlerest under this contract in the general account at year 8nd ..........ooosoovviissss s 4
§ Current value of plan's |merest under this conlract in separate accounts at year end........... e 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 lhe end of the year... - v 6c
d If the carrler, service, or other prganization lncurred any spemf‘ [ costs in connectlon wnh the acqutsstlon or 6d
retention of the contract or policy, enter amount.. Ceereer et
Specify nature of costs P
@ Type of contract: (1) |:| individual policies (2) |:| group deferred annuity
(3} |:| other (specify) P
f  1f contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do net include portions of these contracts maintained in separate accounts)
a Type of contract: M [:] deposit administration (2) D immediate participation guarantee
(3) |:| guaranteed investment 4) I:l other »
b Balance at the end of the Previous Year. ... e e e | 7b | _ 0
C Additions: {1) Contributions deposited durlng the year.. OBV B £+ i ]
(2) Dividends and credits............ccoeeeue e | TE(2)
(3) Interest credited during the Yar ... 7¢(3)
{4) Transferred from separate account . | Ted)
(5) Other (SPECHY DEIOW) ..o...ccevererercrmerecemrmsociessissrassssssss s 7¢(5)

>

{6)Total additions... Q
d Total of balance and addltlons (add Imes 7b and Tc(G)) .................................... 0
@ Deductions:

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

(2) Administration charge made by GaIMIEr ...........cccereervorvverrsmmrmsmmirneerecnees | LE{2)

(3) Transferred to SEPArALE ACCOUNE ... e ernssas st 7e(3)

(4) Other (specify below) ..., 70(4)

»

{5} Total deductions... . 7Te(5) 0
f__Balance at the end of the current year (sublract Ime 79(5) from Ime 7d) [ 7f 0




Schedule A (Form 5500) 2024 Page 4

Part i} | 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 reporiing 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 repoit.

8 Benefit and contract type (check all applicable hoxes)

a |:| Health {other than dental ¢r vision) b D Dental CD Vislon d D Life insurance
e D Temporary disabllity (accident and sickness) f D Long-term disahility g D Supplemental unemployment h |:| Prescription drug
|:| Stop loss (large deductible) ] |:| HMO contract k D PPO contract ID Indemnity contract

m [¥| Other (specify) PLEGAL

9 Experience-rated contracts:
a Premiums: (1) Amount received .. 9a(1)
{2) increase (decrease) in amount due but unpald 93(2)
(3) Increase (degrease) in unearned Premium reseTve ... v 9a(3)
(4) EBNOd (1) + (2) - {B))crroeomesomeeeseosesssseressssssssssssssssssssens ootz s T
b Benefit charges (1) Claims paid.......co.coocoociicncrmcrmnrsncnnnr e 8b{1) ' '
(2} Increase (degrease) in Clalm MESEIVES ... vy s 9b(2) _
{3) Incurred clalims {BAd (1) BNG {2)).rrriere e irrerrse sttt bbb sa s et 8b(3)
(4) Claims charged ... 9b{4)
C Remainder of premium: (1) Relentlon charges (on an acc;ual ba91s) -- )
(A) Commissions .. 9c{1)(A)
(B} Administrative servlce or other fees SRR " - I 11
(C) Other specific acquisition Costs ... 9¢(1)(C)
(D) OHNET EXPENSES w.vvvvvvvvvvsevemcenrrnrerrssssesssssssrimssnenesssnssssssssmsssninee | SCAAND)
(E) Taxes .. ST I -1 ¢ § (=}
(F) Charges for risks o Y other contlngencles SUSOOOOO I.-. ¢ ) | (3
(G) Qther retention Charges ... sssressss e 9¢{1)(G)
{H) Total retention... v coreereneiininnens | 9C{THH)
(2) Dividends gr retroactive rate refunds (These amounts were D paid in cash, orD cred|ted ) 9(;(2)
d Status of policyholder reserves al end of year: (1) Amount held to provide benefits afler retirement .............. 9d(1)
£2) C1AIM TESBIVES 11uvvveeersssesssressseeessessreersserasiabisesss i araass 411 4as i 4 1187 SR8 SRS 000 9d{2)
{3) Other reserves......... et —————— 9d(3)
¢ Dividends or retroactwe rate retunds due (Do not mclude amount entered In Ime 9c(2) ) 9¢
10 Nonexperience-rated contracts:
a  Total premiums or SUBSCTIPHON ChArges Paid 10 CAMIET ...........cccevusimmissririseseenems s crssaass 10a 8,707
b Ifthe carrier, service, or other organization incurred any specific costs In connection with the acquisition or
retention of the contract of policy, other than reported in Part |, line 2 above, report amount. ..., 10b
Specify nature of costs.
| Partlv_| Provision of Information
11 _Did the insurance company fail to provide any information necessary to complete Schedule A?............ D Yes I)_—<] No

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




SCHEDULE A Insurance Information OMB No. 1210-0140
{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
Bepariment of Labor
Employes Benefifs Security Administration } File as an attachment to Form 5500,
Pension Banefit 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 pfan year beginning  01/01/2024 andending 12/31/2024 i
A Name of plan B Three-digit
SUZUKI MARINE USA, LLC HEALTH AND WELFARE BENEFIT PLAN plan number (PN) D 504
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SUZUKI_MARINE USA, LLC 85-3703416
Part! Information Congerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A, Individual contracts grouped as a unitin Parts || and |l can be reported on a single Schedule A,

1_Coverage Information: _

(a) Name of insurance carrier

HARTFORD LIFE AND ACCIDENT

(e} Approximate number of Policy or confract year
b} EIN (c) NAIC ) (d)_ Contract or 4 atend of ‘ : =
(b) ~ | §ode identification number p";f,ﬁ_[,‘j g?:g;?;azt ;garo (f From (g} Te
06-0838648 70815 ADDS08232 336 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 qrder of the amount paid, _
__(a) Total amount of commissions pald {b) Total amount of fees paid

29,401 6,204

3 Persons receiving commissions and fees, {Complete as many enfries as needed to report all persons).

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

USI INSURANCE SERVICES LLC
2400 EAST COMMERCIAL BOULEVARD

SUITE 600
FORT LAUDERDALE FL 33308
{b) Amount o!l sa|e§ and base Fees and other commigsions paid
commissigns paid _ _ {¢) Amount {d} Purpose {e) Organization code
bonus
12,403 6,204 3

_ . (a) Name and address of the agent, broker, or other person fo whom commissions or fees were paid
The Baldwin Group Southeast LLC
4211 W Boy Scout Blwvd

Suite 800
Tampa FI. 33607
(b) Amount of sales and base Fess and gther commissions paid _
commissions paid {c) Amount (d} Purpose _ (e).Organization code
n/a
16,998 ¢ 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 ' (o)
b) Amount of sales and base ‘ ' o izati
(b} {€) Amount {d) Purpose Orgacgldzeanon

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 B {e}
{b) Amount of sales and base ) o ) ) Qrganization
commissions paid (¢) Amount {d) Purpose _ _code

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

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

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

Fees and other commissions paid - (e}
(b) Amount of sales and base Qrganization
commisslons paid __c) Amount (d) Purpose coe

(2} Name and address of the agent, hroker, or ather person to whom commissions or fees were paid

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




Schedule A (Form 5500) 2024 Page 3

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

this report. 7
4 Current value of plan’s 1nterest under this contract in the general account at year end ..., 4
5 Current valye of plan's interest under this contract in separate accounts at year end... S
6 Contracts With Allocated Funds:
2 State the basis of premium rates P
D Premiums Paid 10 CAIMET ......co.coue..rivineieeseserseees e essssessseas o ssee e vt ores s e e enes s bbb rana s 0s 6b
¢ Premiums due but ynpaid at the end of the year... SR 6c
d  Ifthe carrier, sarvice, or other organization mcurred any spemf ¢ costs in connectlon wnh the acqmsntion or 6d
retention of the contract or policy, enter aMOoUNt, ...
Specify natyre of costs ¥
€ Type of contract: (1) |:| individual policies (2} D group deferred annuity
(3) [] other (specify) ¥
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 agministration (2) D immediate participation guarantee
3 D guaranteed investment {4) D other ¥
b  Balance at the end of the previous year... e cecnennias | 7b 0
C Additions: (1) Contributions deposited during the year 7c(1) : : : :
(2) Dividends and Credits ... s 7c¢(2)
{3) Interest credited during the year ... 7¢(3)
(4) Transferred from 5eparate ACCOUNRT.........crsmmrs s 7c(4)
{5) Other (SPecify DBIOW) .......coovwwvviienirsrcnsrimmaremrassensssssssessens 7c(5)
4
{6)Total additions ... SO ST OO PO RRRORY 4 = () I | 0
d Total of balance and addltlons (add lmes Tb and 7c(6)) et eeeee e sacnenessaeertrssnee | 7d_ _ 0
€ Deductions: : :
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfer .........owerrrrrvveerrenrainiones Te(2)
(3) Transferred 10 SEPArate BCEOUN ..coorw...orrrerececeriicsssssssesrsss st sesesees 7Te(3)
(4) Ot (SPECIY BEIOW) ...eevvrseereceere e ssrsreassssssrssnssecressnoeessoneceies | 1G(A)
» :
{5) Total deductions................ R 15! 0
f__Balance at the end of the current year (subtract Ilne 79(5) from Ilne 7d) .............................................................. [ 7f 0




Schedyle A (Form 5500) 2024

Page 4

Part fll

Welfare Benefit Gontract 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. Whers conlracts cover individyal

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

8 SBensfit and contract type (check all apprica'ble boxes)
a D Health {other than dental or vision) b[:| Dental
e lg] Temporary disability (agcident and sickness) @ Long-term disability

D Stop loss (large deductible)

i D HMO contract

c D Vision

k D PPO contract

m Other (specify) PAD&D, accident, critical illness, hospital indemnity

d @ Life insurance

(4] |:| Supplemental unemployment h D Prescription drug
| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE reCEIVED .....ocovveerccrrcris st 9a(1)
{2) Increase (decrease) in amount due but unpait........coooeovceeiininn, 8a(2)
{3} Increase (decrease) in unearnag premium reServe ... 9a(3)
(4) EAMNE (1) + 2) = (3)).ovrvrrrssssrsvrsssssroesesssoeemees s sesseees st R 0
b Benefit charges (1) Claims paid........cccoiimimsicieeec s, gh(1) '
{2) Incraase (decrease) in Glaim reserVes ... 9b(2)
(3) Incurred clalms (B9d (1) AN (2D e e s 9h{3) 0
{4) CIAIMS CHATGET ... covveverrraeesssssssereeseessssscssronnes s sasissssssss oo B -1 1.
¢ Remainder of premium: (1) Retention charges {on an accrual basis}) -- '
(A) Commissions .. . 9c{1)(A)
(B) Administrative service or other fees .............................................. 9¢(1)(B)
(C) Other specific ACUISIION COBS ......rseereverrrerrrscrcnrrrerernrnnnnreeers | IS(ANC)
(D) OHET EXPENSES ..........cccviiisrssrisssessenssseessssssssssinssnmnesrnesssesscs | 9C(1)(D)
(€) Taxes .. 9c(1)(E}
(F) Charges for rsks or other contingenctes 9¢(1)(F)
(G) Other retention charges... 9¢c(1)(G) _
(H) Total TBBNHON .....ovocvereeenaerescrseee e reenesees et snises 9c{1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D pand in cash or|:| credtted ) 9¢c{2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after refirement ............. 9d(1')
{2) Claim reserves .. 9d(2)
{3) Other reserves.. . 9d(3)
@ Dividends or retroacuve rate refunds due (Do not lnclude amount entered in I|ne 9c(2) ) .............................. 9e
10 Nonexpetience-rated contracts:
a  Total premiums of subscription charges Paid 10 CAITIET ... suuerirssrerieers s sescess e s s sisns 10a 378,837
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. ... 1Qb

Specify nature of costs.

[ PartIv_| Provision of Information

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

42 Ifthe answer to line 11 is “Yes," specify the Information not provided.




SCHEDULE A
(Form 5500)

Department of the Treasury
Intemal Revenue Secvice

Depanment of Labor
Employee Benefits Securily Administration

Pansion Benefit Guaranty Gorparation

Insurance Information

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

» File as an attachment to Form 5500.

» [nsurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Qpen to Public

pursuant o ERISA section 103{a){2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01 /01/2024 andending  12/31/2024
A Name of plan B Three-digit
SUZUKI MARINE USA, LLC HEALTH AND WELFARE BENEFIT PLAN 504

plan number (PN} >

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

SUZUKI MARINE USA, LLC

85-3703416

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 gontracts grouped as a unit in Parts |l and lll can be reported on a single Schedule A

1 Goverage Information:

{a) Name of insurance catrier

Cigna Healthcare of Georgia, Inc.

Approximate number of Policy or confract year
{e) NAIC {d) Contract or (e} ; trac

(b) EIN code identification number pe';zﬁgj gf\ciiﬁga:l ;Q:rof () From (g} To
58-1641057 6229 3343918 267 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.

{b) Total amount of fees paid

(a) Total amount of commissions paid

3 Persons receiving commissions and fees. (Complete as many enfries as needed to report all persons).
{a} Name and address of _the agent, broker, or other person o whom commissions or fegs were paid

Feas angd other commissions paid

{b) Amount of sales and base
commissions paid

{¢) Amaunt

{d) Purpose

{e} Qrganization code

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

Fees and other commissions paid

{b) Amount of sales and base
commissions paid

{¢) Amount

(d) Purpose

{e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form §500.
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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 ' l (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-).
(h) Amount of sales and base ‘ 1 Qrganization
commissigns paid (¢} Amount (d} Purpose __code

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

Fees and other commissions paid (o)
(b} Amount of sales and base ' QOrganization
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) Amounl {d) Purpose . code

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

Fees and other commissiens paid _ (o)
{b) Amount of sales and base ) ) Qrganization
commissions paid {¢} 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 Ireated as a unit for purposes of

this report. _
4 Current value of plan's interest under this gontract in the general account at YORrend 4
5 Current value of plan's interest under thls conlract in separa!e accounts et yearend................. SR VRO 5

6 Contracts With Allocated Funds:
a  Stale the basis of premium rates »

b Premiums paid to carrier . 6b
¢ Premiums due but unpaid at the end of the year... . 6c
d  If the carrier, service, or other organization |ncurred any spectf c costs in connectlon with the acqursatlon or Gd
retention of the contract or policy, enter amount. .
Specify nature of costs P
e Type of contract: (1} D individual policies (2) D group deferred annuity
3) [] 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 Fundé {00 no!'indude portions of these contracts maintained in separate accounts)
a Type of contract: N [:] deposit administration (2} I:] immediate participation guarantee
3) D guaranteed investment {4} |:| other »
b Balance at the end of the PrEVIOUS YOAM . ... o e st st s st s s | 7b . 0
€ Additions: (1) Contributions deposited during the year .. U N £+ i | : :
(2) Dividends and credits .........cvuerner | Te(2)
(3) Interest credited during the year 7¢(3)
{4) Transferred from separate account 7¢{4)
(5) Oher (SPECIY DBIOW) ......occrivvirearcrrcrrasrsrsssssssmisrsnress s anssssasas s s 7¢(5)
4
(6)Total additions... - ST APt Os T OOUENNNNNNOOTPOOROOOPOPOY 4 - (-) 0
d Total of balance and addltlons (add Imes 7b and 7c(6)) ................................................ [ 7d 0
e Deductions: '
(1} Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge Made by CaIter ..........cwwrwwrvrrerereeerrss s Te(2)
(3) Transferred to SEPArate ACCOUNL ... ... ccrereerrersenstienses e sessse st s 7e(3)
{4) Other (specify below) 7e(d)
4
{5) Total deductions... . 0
f Balance at the end of lhe current year (sublract Isne 79(5) from Iane 7d) 0




Schedule A {Form 5500} 2024

Page 4

Partlll | 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 raporting purposes if such contracts are experience-rated as a unit. Where contragts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a ynit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)
a EI Health (other than dental or vision) b X Dentat

e D Temporary disability {accident and sickness) D Long-term disability

|:| Stop loss {large deductible) j @ HMO contract
m|:| Other (specify) P

c D Vision

k D PPQ contract

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

| EI Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMQUNt TECRIVED ......occevirrercccimsens s 9a(1)
(2) Increase (degrease) in amount due but unpaid.............ooeiiin 9a(2)
(3) Increase (decrease) in unearned premium reserve ...........c....c.coeeeees 9a(3)
(4) Earned ({1) + (2) - S YT - F:17) 0
b Benefit charges (1) Claims Pald.............cccerrveeommmmenninmnenessssesens gb(1)
(2) Increase (decrease) in claim reserves 8h(2)
(3) Incurred claims (@dd (1) 8nd (2)).....vrcrrerrrrnnerrresisiesne s | 9D(3) 0
(4) Claims charged ... _ 9b(4)
€ Remainder of premium: (1) Retentron charges (on an accrual basns) -
{A) Commissions .. 9c{1)}(A)
(B) Admlnlstratlve service or other fees 9¢(1)(B)
(C) Other Specific ACQUISITON COSIS ...vrvrervrrrroereccocrvnnrrrrinersreccrnssns | SCUTHC)
(D) QBT BXPENSES ....ovvr.ccssrcrvensrenernnensssssssersisasrersnnssensnreensessessssce | _9CUANO)
(E) Taxes ... 9c(1)(E)
(F) Charges for risks or other contangenmes 9¢c(1)(F}
(G} Other retention charges.... 9c(1)(G)
{H) Total retention . 9c{1)(H) C
{2) Dividends or retroactive rate refunds. (These amounts were |:| pald in cash, orD credited. ) . 9¢(2}
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirament ............... 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves.. 94d(3)
€ Dividends or retroactive rate refunds due (Do nol |nclude amount entered In l:ne 9c{2) ) .............................. %e
10 Nonexperience-rated contracts: -
& Total premiums of SUbSCHPtion Charges Pait 10 CAITIET ... siirmnssrces s s 10a 5,146,215
b Ifthe carrier, setvice, or gther organization incurred any specific costs in connection with the acquisition or
retention of the contract ar policy, other than reported In Part |, line 2 above, report amount. .........ccoooeeen 10b

Specify nature of costs.

[_Part \Y ] Provision of Information

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

|:| Yes

B No

12 if the answer to line 11 is "Yes," specify the information not provided. ¥




SCHEDULE A
(Form 5500)

Depariment of the Treasury
tnternal Revenue Service

Dapariment of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB Ng. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 o fiscal plan year beginning  01/01/2024 andending 12/31/2024
A Name of plan B Three-digit
SUZUKI MARINE USA, LLC HEALTH AND WELFARE BENEFIT PLAN plan number (PN) » 504

C Plan spensor's name as shown on fine 2a of Farm 5500

SUZUKI MARINE USA, LLC

85-3703416

D Employer identification Number (EIN)

P_art |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Scheduls A, Individual contracts grouped as a unit in Parts Il and 1l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

EyeMed Vision Care

{8) Approximate number of Policy or contract year
b {c) NAIC . (d) Coptract or d at p - —
(b) EIN code identification number pe;gﬁg; g?:z:ﬁrait 32;,0 fH From {g) To
86-0773195 62111 102983310001 301 01/01/2024 12/31/2024

2 insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brakers, and olher persons in

descending order of the amoynt paid.

{a) Total amount of commissions paid

{b) Total amount of fees paid

3 Persons receiving commisslons and fees. (Complete as many entries as needed to report all persons).

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

Fees and other commissions paid

(b) Amount of sales and base

{¢) Amount {d) Purpose

(e) Qrganization code

commissions paid

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

Fess and other commissions paid

{b) Amount of sales ang 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 ' ' G)] .
{b} Amoynt of sales ant base ) ) Qrganization
commissions paid {c) Amount {d) Purpose code

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

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

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

Fees and other commissions paid (e}
(h) Amount of sales and base Qrganization
commissions paid (¢} Amount (d} Purpose . code

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

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




Schedufe A (Form 5500) 2024 Page 3

Part i | Investment and Annuity Contract Informaticn

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 yearend .......oc..ocoooo.... s ronen 4
5 Current valye of plan’s interest under this contract in separate accoynts al YEAr 8N0.....coon i 5
6 Contracts With Allocated Funds:
a State the basis of premiym rates »
D Premiums pait 10 GAITIBE .....o..ovrererieresrniassesensserssasressesreseensersrsrassessss st asrs st erbsn s 8RR bR 8 s 6b
¢ Premiums due but ynpaid at the end of the Year. ... 6¢C
d i the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter AMOUNL ...
Specify nature of costs ¥
e Typeof contract: (1) D individual policles (2) |:| group deferred annuity
{3) D other {(specify} ¥
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallogated Funds (Do not inglude portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration {2) |:| immediate participation guarantee
{3) |:| guaranteed investment 4 |:| other P
b__Batance at the end of the previoys year... e eata et es et hoe st ennenaen e e et bt R bt s [ 7b 0
C Additions: (1) Contributions deposited dunng the year 7c(1)
(2) DIVIGENAS AN CTBTILS ..o eeeeererscmmsaceersermsrereserenema s ssessisssssssssasenssres 7c(2)
(3} Interest credited during the YBar ... e 7¢(3)
(4) Transferred from Separate BCCQUM ...........emrrewececrrcscsivmnrecssscrissssssnes | 1C(4)
(5) Other (8Pecify BBIOW) .......ovvee e cemecinesieenaes 7¢(5)
»
(6)Total additions... 7¢(6) 0
d Total of balange and addltlons (add llnes Tb and TC(B)) [ 7d 0
@ Dedugctions: )
{1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
{2) Administration charge made by carrier 7e(2}
(3) Transferred 10 SEPATAE CCOUNL .........occowrerrrrsserersserserrerssccsoreesccsnrenns |1 @3]
{4) OMhET (SPECIFY BBIOW) ...oecoceceverrrsasnrssssonessmnessinmessemsssssssscssmnrssnnee |1 S(AY
»
(5) Total deductions... . .. _7e(5) Q
f Balance at the end of the current year (subtract !|ne 79(5) from 1|ne 7ct) . | 7 0




Schedule A (Form 5500) 2024 Page 4

Part lil

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 reporiing 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 freated as a unit for purposes of this report.

8 Beneflt and contract type (check'all applicable bbxes)

a D Health {other than dental or vision} b |_—_| Dental Cc E| Vision d D Life insurance
e |:| Temporary disability (accident and sickness) D Long-term disability s ] D Supplemental unemployment  h D Prescription drug
D Stop loss (large deductible) ] D HMO contract K |:| PPO contract | D indemnity contract
m D Other (specify) P
9 Experience-rated contracts:
a Premiums: (1) Amount regeived .. OSSN ga(1)
(2) Increase {decrease} in amount due BUL UNPAIG...cvcvvereencerenr e 9a(2)
(3) Increase (decrease) in Unearmed Premium reserve .. ... s 93(3)
() EAIMNEA (1) + (20 - {8 rrvrerrrserreerseressneeseesiessestsneeoosese st s sssosstiss ey iss oo s s | 9a(4) | 0
b Benefit charges (1) ClAMS PAId. ..o eririccie e e 9h{1) o
(2) Increase (decrease) in claim reSeIVes ... ebeesns 9b(2)
(3) INGUITEd CHAIMS (88T (1) ANG (21)cerroes e sceseesescsssssmsssssessssssmssmssseseeesseseseesssitinsssssn | 90(3) | 0
{4) Claims charged ... 9h(4)
C Remainder of premium: (1) Retennon charges (on an accrual basis) -~ '
(A) Commissions .. 9c(1HA)
(B) Administrative service or other fees 9c(1)}(B)
{C) Other specific acqUISItION COSIS .......reev s c(1)(C)
(D) QOUHET BXPENISES ......covvvooeeeeeeessessssssssssssssssssss e seasssnessasescnsens 9¢(1)}(D)
(E) Taxes ..o ceeeeemrereisssssssremiiimsnnrnsnnss | FSINE)
{F) Charges er I’ISkS or other contmgenmes ....................................... 9c(1)(F)
{G) O6T rELENtioN CATGES .........ocevvvesrrrransecrrsesssnsrsssensserinsesssecse|_ICAING)
{H) Total retention... o 9c(1){H) 0
(2) Dividends or retroaclive rate refunds (These amounts were D pald in cash, or |:| credned ) 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d{1)
{2) Claim reserves . et ttese e arasetaeaeettorat ARt rasa oAb AT e an AR A RSP eSS R 9d(2)
{3) Other reserves.. 9d(3)
e__ Dividends or retroactlve rate refunds due (Do not mclude amount entered in !Ine 9c(2) ) 90
10 Nonexperience-rated contracts: o -
a Total premiums or SUBSCHPLION Charges Paid 10 GAIHEN ... rmrmsasseressrsssssesist s smass s i0a _ 38,033
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. ... 1Db

Specify nature of costs.

[ PartIv_| Provision of Information

11 Did the insirance company fail to provide any information necessary 1o complste Schedule A?............ D Yes @ No

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




SCHEDULE A
(Form 5500)

Depariment of the Treasury
Internal Revenue Sewvice

Department of Labor
Employae Banefits Security Administration

Pension Benefit Guaranty Corporalion

Insurance Information

This schegule 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 o fiscal plan year beginning  01/01/2024 andending 12/31/2024 B
A Name of plan B Three-digit
SUZUKT MARINE USA, LLC HEALTH AND WELFARE BENEFIT PLAN plan number (PN) ¥ 504

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

SUZUKI MARTINE USA, LLC

85-370341¢6

D Employer identification Number (EIN)

Part|

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

__on a separate Schedule A. Indlvidual contracts grouped as a unit in Parts 1| and Il can be reported on a single Schedule A.

1 Coverage information:

{a) Name of insurance carrier

Metropolitan General Insurance Company

{e) Approximate number of Policy or contract year
{¢) NAIC {d) Gontract or — e
b) EIN . A t end of
® code dentfication number P olcy o tantractyear () From (g} To
22-2342710 39950 9903686 31 09/01/2024 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.

{b) Total amount of fees paid

{a} Total amount of commissions paid

183

3 Persons recelvirgg_commisslons and fees. (Complete as many eniries as needed to report all persons).

{a) Name and ad&ress of the agent, broker, or other person to whom comimissions or fees were paid

Baldwin Krystyn Sherman Partners

4211 West Boy Scou
Suite 800
Tampa

t Blvd

FL

33607

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

{c) Amount

{d) Purpose

_{e) Organization code

183

n/a

0

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

{b} Amount of sales and base
commissions paid

Fees and other commiissions paid

(cj 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

(b} A ; b Fees and other commissions paid - {e)
mount of sales and base ‘ - Qrganization
commissions paid (c) Amount {d} Purpose 9 code

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

Fees and other commissions paid (o)
(b) Amount of sales and base ) T Organization
commissions paid {¢) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person o whom commissions or fees we're paid

Fees and other commissions paid {e)
(b} Amount of sales and base ) Qrganization
commissions paid (¢) Amount {d) Purpose code

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

Fees and other commissions paid (e)
{b} Amount of sales and base ) Organlzation
commissions paid {c) Amount (d) Purpose 7 _ code

{a) Name and add_rass 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 ) QOrganization
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 .. 4
5 Current value of plan's Interest under thls contfact in separate accounis at year end ................................................... 5
6 Contracts With Allocated Funds:
a State the basis of premium rates »
b  Premiums paid to carrler . &b
€ Premiums due but unpald at the end of B8 VBT ...ttt s e b e e 6c
d  If the carrier, service, of other organization incyrred any specific cosls in connection with the acquisition or 6d
retention of the contract or policy, ENtEr AMOUNL. ... _
Specify nature of costs P
€ Typeof contract: (1} D individual policies {2) [:| group deferred annuity
(3) D other (specify)  »
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: [4}] D deposit agministration (2) D immediate participation guarantee
(3) | ] guaranteed investment (4) ] other »
b  Balance at the end of the previoys year... o DO OO PP PP PPPPPOPPReY r 7h i ' i 0
C Additions: (1) Contributions deposited durmg the VL= IO 7c{t) :
(2) DIVIAENTS BAG CIBGIS ...ooocerseveerrserrsssersssensarenerssserenssmmesssissseasss | _1C(2)
(3) Interest credited QUNG the YBAM ......crrrvvwerme s aressnass s cnsasses 7¢(3)
(4) Transferred from separate ACCOUNL...........coueriiinnssserssasenssssernenss 7c({d)
{5) Other (specify BolOW) .......ccccooeeeris 7c(5)
4
(6)Totat additions... 7C(_5) i _ 0
d Total of balance and addmons (add Emes 7b and 70(6}) | '(d 0
€ 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 A6COUNEw.....vsurrvcicccerrssenecsssreeesssssrssssnenrroes |1 (D)
(4) Other (SPECHY DEIGW) ....cvivuervriirrrisamsinsnsreeeeesssssiisssssenss e s 7e(4)
4
{5) Total deductions... . 7¢e(5) 0
f Batance at the end of the currenl year (subtract Ime 79(5) ftom I|ne Td) | 7f , 0




Schedule A (Form 5500) 2024 Page 4

Part I

Welfare Benefit Contract information

If more than one contract covars 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 contracls 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 coniract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental Cc |:| Vision d l:l Life insurance
e D Temporary disability (accident and sickness) f D Long-term disabitity g |_—_| Supptemental unemployment  h D Prescription drug
D Stop loss (large deductible) i D HMO contract k |:| PPO contract 1 D Indemnity contract

m [¥X| Other (specify} Plegal

9 Experience-rated contractsf
& Premiums: (1) AMOoUnt rCEIVED ... e ecenre e isrsnn 9a(1)
{2} Increase (decrease) in amount due but unpaid................c.on 9a(2)
{3) Increase (decrease) in unearned premium reserve ... e 9a(3)
() BB (1) % (2) - (3))eerrevermseses st ssesesssss stz 98(4) ' 0
b Benefit charges (1) Claims paid..........ooooeererrerreeen e ob{1) ' :
(2) Increase (decrease) in ¢laim reserves ......... { ] @
(3) Ingurred claims (add {1) and (2))..ovoceeeenee 9h(3) 0
{4) Claims charged ... 9b(4) '
¢ Remainder of premiym: (1) Relentlon charges (on an accrual basns) -
(A) COMMISSIONS ...cvvcreererrmr s sirrassrni st bbb ras s s s anes 9e(1)(A)
(B) Administrative S8rvice of other IEes........ceeecerveinerrererecrannnnen | 9C{1(B)
(C) Other specific ACUISITON COBIS ..orocc.erseeerresereresvrssrscrrssnenes | 9C(1)(C)
(D) ONET BXPBNSES .......cvecsrerernerrsssssssssssssssssmsersersesssssessemsenseneeessssnns | 3G ND)
(E) Taxes ... SOOI - ) )
(F} Charges for rlsks or other cont;ngenc;es srveereemniniensrnneeneness | 9C(1)(F)
(G} Qther retention charges 9c(1)(G) _ .
{H) Total retention 9c(1)}{H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| pald in cash, or|:| credited. ) .................. 8c(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 relroacuve rate refunds due (Do not include amount entered In ling 8¢{2).) ..o 90
10 Nonexperience-rated contracts: ' _ ' 1 :
a Total premiums or subscrption charges paid 10 CAIMIET ........coww. e tsssrises s i 10a 7 4,282
b f the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the gontract or policy, other than reported in Part |, line 2 above, report amount. ... 10b

Specify nature of costs.

|_Partlv | Provision of Information

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

12 Ifthe answer to ling 11 s "Yes," specify the information not provided. P




SCHEDULE C Service Provider Information OMB Mo. 12190110
(Form 5500}
Depariment of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
tnlernal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab ) " i
Employee B:r‘::msm;:carilyaAgininisiralion » File as an attachment to Form 5500. This Form is Qpen to Public
Pens?cn Benefit Guaranty Cc;rporgliop lnsPemEon‘
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
SUZUKI MARINE USA, LLC HEALTH AND WELFARE BENEFIT PLAN| inoumber(PN) P 504
C Pian sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SUZUKI MARINE USA, LLC 85-3703416

| Partl | Service Provider Information (see instructions)

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

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

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

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 Schedule C {Form 5500) 2024
v, 240311
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

(b) Enter name and EIN or address of persen who provided you disclosures on eligible indirect compensation
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for these persons for whom you
a!nswered “Yes" to lir?e 1a above, complele as many entries as needed lo list each person receiving, directly or indirectly, $5,000 or more In total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instryctions).

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

OptumHealth Financial Services

47-0858530

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known fo be
a parly-in-interest

{d)
Enter direct
compensation paid
by the plan. If none,
enter -0-,

e
Did service provider
receive indirect

compensation? (sources
other than plan or plan

sponsor)

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

Enter totgl indirect
compensation recsived by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

12

TPA

87,462

Yes [] No [x]

Yes |:| No D

Yes D No |:|

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

Cigna Health and Life Insurance Co

59-1031071

(h)

(b) (c) (d) (e)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employes | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. if none,| compensation? (sources compensation, for which the | service provider excluding formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered "Yes" to element
49 (f). ¥ none, enter -Q-.
12.50 :
13 56 dental
31 62 Yes No |:| Yes E(] No D Yes Bl No |:|
38 25,250 0
(@) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) )
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

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

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

compensation? (sources
other than plan cr plan

sponsor)

compensation, for which the
plan received the required
disclosures?

senvice provider excluding
sligible indirect
compensation for which yoy
answered *Yes” o element
(). If none, enter -0-,

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No |:|

Yes D Ne D
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2. Information on Other Service Providers Recelving Direct or indirect Compensation. Except for those persons for whom you
answered “Yes” to fine 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or mare in total compensation
(i.e., money or anything else of value] in connection with services rendered to the plan or their position with the plan during the pfan year. (See Instructions).

{a) Enter nhame and EIN or address (see instructions)

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

organizalion, or  [by the plan, If none,| compensation? (sources | compensation, for which the service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan recsived the required eligible indirect an amount or
a party-in-interest SpOnsor) disclosures? compensation for which you|estimated amoynt?
answered “Yes" lo element
{f). [f none, enter -0-.
Yes|:| NoD YesD No|:| YesD NoD
(@) Enter name and EIN or address {see instructions)

(b) () (d) (©) , - )
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the servige
Codels) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. if none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -3-. other than plan or plan plan received the required ellgible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes" fo element
(f). if none, enter -0-.
Yes[] NDD YesD NOD YesD NOD
(@) Enter name and EIN or address {(see instructions)

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

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

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

compensation? {sources
other than plan or plan

sponsor)

compensation, for which the
ptan received the required
disclosures?

service provider exgluding
eligible indirect
compensation for which you
answered “Yes" tp element
{f). i none, enter -0-,

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes I:] No |:|
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| Partl | Service Provider information (continued)

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

{a) Enter service provider name as it appears on line 2 (b) Service Godes | {€) Enter amount of indirect
(see instruclions) ___compensation
{d) Enter name and EIN (address) of source of indirect compensation {e) Describe the indirect compénsation, including any

formula used to determine the service provider's sligibility
for or the amount of the indirect gompensation.

{(a) Enter service provider name as it appears on line 2 (b) service Codes (c)‘ Enter ameount of indirect

{see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation {e) Describe the indirect compensation, including any

formula used to determine the service provider's eligibility
for or the amount of the Indirect compensation.

(@) Enter service provider name as it appears on line 2 {b) Service Codes (¢) Enter amount of indirect
(see instructions) compensation
d ' Enter name and EIN (address) of source of indirect compensation &) Describe the indirect cbmpensation, including any
P

formula used to determing the service provider's eligibility
for or the amount of the indirect compensation.
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[ Part Il I Service Providers Who Fail or Refuse to Provide Information

4 Provide, o the extent possnbie the foliowmg Information for each service provider who faited or refused to provide the information necessary to complete

this Schedule,
{a} Enter name and EIN or address of service provider (see {b) Nature of | {C) Describe the information that the service provider failed or refysed to
instructions) Service provide
Code(s)

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

(b) Nature of
Service
Code(s)

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

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

{b) Nature of
Service
Code(s)

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

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

{b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

{C) Describe the information that the service provider failed or refysed to
provide

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

{b) Nature of
Service
Code(s)

{¢) Describe the information that the service provider failed or refused to
provide
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Partlll | Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many entries as needed)

a Name: b EN:

€  Position:

d  Address: @ Telephone:
Explanation:

a Name: 7 b _EIN:

C__ Position:

d Address: @ Telephone:
Explanation:

a_ Name: ' _ b EIN:

[+ Positi_on: _ -
d Address: @ Telephone:
Expianatio.n:

a  Name: - b EIN:

C Positiqn: :

d Address: @ Telephone:

Explanation:

a Name: ' b EIN:

¢ Position: _ ]

d Address: e Telephone:

Explanatibn:




