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

RIVERSIDE REFRESHMENTS, INC. FORMERLY DIXIE RIVERSIDE, INC. HEALTH PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
01/01/1988

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) 58-0915335

RIVERSIDE REFRESHMENTS, INC.

2719 MIKE PADGETT HWY
AUGUSTA, GA 30906

2C Plan Sponsor’s telephone
number
706-793-2723

2d Business code (see
instructions)
454210

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. 07/07/2025 JOY PACK
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 168
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) 168
a(2) Total number of active participants at the end of the plan year ... 63_(2) 161
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 161
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __ 6
actuary 4) @ C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A Insurance Information
(Form 5500)

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

RIVERSIDE REFRESHMENTS, INC. FORMERLY DIXIE RIVERSIDE, INC. HEALTH PLAN plan number (PN) 3 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

RIVERSIDE REFRESHMENTS, INC. 58-0915335

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
SUN LIFE ASSURANCE COMPANY OF CANADA

(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
38-1082080 80802 938275 79 01/01/2024 12/31/2024

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

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

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

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

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

v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b 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 346076
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

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024

A Name of plan

Insurance Information

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

OMB No. 1210-0110

Employee Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

2024

pursuant to ERISA section 103(a)(2).

This Form is Open to Public

Inspection
and ending  12/31/2024
B Three-digit
RIVERSIDE REFRESHMENTS, INC. FORMERLY DIXIE RIVERSIDE, INC. HEALTH PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RIVERSIDE REFRESHMENTS, INC.

Part |

58-0915335

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

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year 9
35-0472300 65676 000010279753 102 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
1682

780

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
PALADIN HIB ADVISORS

2838 HILLCREEK DRIVE

SUITE A
AUGUSTA, GA 30909

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1682 0 | FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
GIS BENEFITS, INC. 422 WAUPONSEE STREET
MORRIS, IL 60450
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0 780 | OVERRIDES/BROKER BONUS

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

3

Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b 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 [X Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 11211
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
RIVERSIDE REFRESHMENTS, INC. FORMERLY DIXIE RIVERSIDE, INC. HEALTH PLAN plan number (PN) 3 501

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

D Employer Identification Number (EIN)
58-0915335

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
THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
35-0472300 65676 000010279749 109 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

593 687
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
GIS BENEFITS INC 422 WAUPONSEE ST
MORRIS, IL 60450
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0 687 | OVERRIDES/BROKER BONUS 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
PALADIN HIB ADVISORS LLC 2838 HILLCREEK DRIVE
AUGUSTA, GA 30909
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
593 0| NA 3

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............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 11851
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
RIVERSIDE REFRESHMENTS, INC. FORMERLY DIXIE RIVERSIDE, INC. HEALTH PLAN plan number (PN) ) 501

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

D Employer Identification Number (EIN)
58-0915335

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
THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
35-0472300 65676 000010280874 164 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

5731

2447

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

PALADIN HIB ADVISORS
AUGUSTA, GA 30909

2838 HILLCREEK DRIVE

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount

(d) Purpose

(e) Organization code

5731 0 | N/A

3

(a) Name and address of the agent, broker, or other person to

whom commissions or fees were paid

GIS BENEFITS, INC.
MORRIS, IL 60450

422 WAUPONSEE STREET

Fees and other commissions paid

(b) Amount of sales and base

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2447

OVERRIDES/BROKER BONUS

3

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental c D Vision
e B Temporary disability (accident and sickness) 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 38208
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
RIVERSIDE REFRESHMENTS, INC. FORMERLY DIXIE RIVERSIDE, INC. HEALTH PLAN plan number (PN) ) 501

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

D Employer Identification Number (EIN)
58-0915335

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
THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
35-0472300 65676 00001D043088 101 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

8104

2771

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

PALADIN HIB ADVISORS
AUGUSTA, GA 30909

2838 HILLCREEK DRIVE

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount

(d) Purpose

(e) Organization code

8104 0 | N/A

3

(a) Name and address of the agent, broker, or other person to

whom commissions or fees were paid

GIS BENEFITS, INC.
MORRIS, IL 60450

422 WAUPONSEE STREET

Fees and other commissions paid

(b) Amount of sales and base

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2771

OVERRIDES/BROKER BONUS

3

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) 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 47669
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
RIVERSIDE REFRESHMENTS, INC. FORMERLY DIXIE RIVERSIDE, INC. HEALTH PLAN plan number (PN) ) 501

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

D Employer Identification Number (EIN)
58-0915335

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
THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
35-0472300 65676 004000100028441 86 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

4516

1994

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

PALADIN HIB ADVISORS
AUGUSTA, GA 30909

2838 HILLCREEK DRIVE

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount

(d) Purpose

(e) Organization code

4516 0 | N/A

3

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

GIS BENEFITS, INC.
MORRIS, IL 60450

422 WAUPONSEE STREET

Fees and other commissions paid

(b) Amount of sales and base

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1994

OVERRIDES/BROKER BONUS

3

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f
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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 [X Other (specify) » VOLUNTARY LIFE & 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 30107
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
RIVERSIDE REFRESHMENTS, INC. FORMERLY DIXIE RIVERSIDE, INC. HEALTH PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RIVERSIDE REFRESHMENTS, INC. 58-0915335

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




Schedule C (Form 5500) 2024

Page3-[ 1 |

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

2.
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)
MERITAIN HEALTH
16-1264154
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
12 MEDICAL/RX TPA 40825
YesD No@ YesD NoD YesD NoD
() Enter name and EIN or address (see instructions)
PALADIN HIB ADVISORS 2838 HILLCREEK DRIVE
AUGUSTA, GA 30909
(b) (c) (d) (e) ) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
22 BROKER 31264
YesD No YesD NoD YesD NoD
(a) Enter name and EIN or address (see instructions)

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

service provider excluding | formula instead of

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

enter -0-.

by the plan. If none,

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

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.
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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 OMB Nos. 1210-0110

1210-0089
This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement income Security Act of 1974 (ERISA) and

Department of the Treasury

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 202 4
Department of Labor » Complete all entries in accordance with
R0y PRnete Seouy 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
- - . ; . id icipatin
A This return/report is for: D a multiemployer plan D a muttiple .employgr plgn (Filers check!ng this box .must pr'ow e 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
I___l an amended return/report D a short plan year return/report (less than 12 months)
C Iftheplanisa collectively-bargained plan, check here. . .. ... .. .. .. . . . i i e » D
D Check box if filing under: [I Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
E Ifthisisa retroactively adopted plan permitted by SECURE Act section 201, check here. . ........ ... » D
Part i [ Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
RIVERSIDE REFRESHMENTS, INC. FORMERLY DIXIE RIVERSIDE, INC. HEALTH PLAN number (PN) » | 501
1c Effective date of plan
01/01/1988
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.Q. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 58-0915335
RIVERSIDE REFRESHMENTS, INC. 2¢ Pian Sponsor’s telephone
number
706-793-2723
2719 MIKE PADGETT HWY 2d Business code (see
instructions)
AUGUSTA GA 30906 454210

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.

SIGH Q]\ "QQTL / l U
ston A 0 |h71<  s0v pack
Sign jture f plan administrator Dalte l 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 56500 (2024) Page 2
3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator’s telephone
number
4  Ifthe name and/or EIN of the plan spensor 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 1 168
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 ...........c.cco.cooivvrrirc i ssessenees 6a(1) 168
a(2) Total number of active participants at the end of the PIan Yar ... oo ceeereaens s 6a(2) 161
b Retired or separated participants receiving BENEMLS ...........co.iiiiiiircccii ettt eans s s s 6b 0
c Other retired or separated participants entitled to future benefits.. 6¢c 0
d  Subtotal. Add lines 6a(2), B, ANG BC. ..........c..orrererrrrerrareeseseessssessissmases s asesss s eesesess s enessessessaees e 6d 161
e Deceased participants whose beneficiaries are receiving or are entitled to receive Denefits. ..........covvreviveeeeceveeeene e e
f Total. A INES B BN BO. ........... coeooerrcerreiareais s ees et sesessseessseesess s eeses s e st s s s enseaesseessesseessens e s eessoons .| ef
(1 ) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 COMPIELE THES TBIMY ..ttt ettt ee e et e e st aae et et et e s e ne st e ee e eee e 1o e e et ee s et es et vavasesasaraaeseseannes g
2) Number of participants with account balances as of the end of the plan year (only defined centribution plans
a( complete this M) ... e e ettt eet e b eeEaenete e aseeteeaeereeteaeaereareatenraeenn 16g(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1855 than 100% VESIEA........eccu ettt ect ettt ot st eseeseseee sttt e et eesetseseeeneesessssesnrssseesenseesseeeesseesessseesasen 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) 7

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

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

4A 4B 4D 4E 4F 4H 4Q

9a

Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)

1) Insurance (1) Insurance

2 Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust

4) General assets of the sponsor (4) General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

a Pension Schedules

(1) |:| R (Retirement Plan Information) 1)
(2) I:l MB (Multiemployer Defined Benefit Plan and Certain Money @
Purchase Plan Actuarial Information) - signed by the plan (3)
actuary @)
3) D SB (Single-Employer Defined Benefit Plan Actuarial (5)

Information) - signed by the plan actuary
4) D DCG (Individual Plan Information) — Number Attached (6)

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

b General Schedules

l:l H (Financial information)

D | (Financial Information — Small Plan)

@ A (Insurance Information) — Number Attached 6_
E C (Service Provider Information)

[] D (DFE/Participating Plan Information)

D G (Financial Transaction Schedules)
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[ Part lll J 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.) ..ovvvveenvennsnrenennnnreeeeerenee | 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

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

Receipt Confirmation Code




SCHEDULE A Insurance Information OMe No. 1318110
(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
Employee Bueeﬁ:f’;': S,’;Lﬂ:iba,'iﬂﬁ,ﬁn-.s.,am ) File as an attachment to Form 5500,
Pension Benefit Guaranty Carparation » 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
RIVERSIDE REFRESHMENTS, INC. FORMERLY DIXIE RIVERSIDE, plan number (PN) D 501
INC. HEALTH PLAN
C Plan sponsors name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RIVERSIDE REFRESHMENTS, INC. 58-0915335

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

1 Coverage Information:

(a) Name of insurance carrier

Sun Life Assurance Company of Canada

Approximate number of Policy or contract year
NAIC {d) Contract or )
(b) EIN (© . S-Sy persons covered at end of
code identification number policy or contract year (f) From (g) To
38-1082080 80802 938275 79 01/01/2024 12/31/2024

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

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

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

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

(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 P

(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 Eaie

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Partll | Investment and Annuity Contract Information

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end 4
5 Current value of plan’s interest under this contract in separate accounts atyear end...........c...ocovvvveecvriricnconneacacns 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid 0 CAMTET ...........cooveeoveeriateseersecoeeacees et eseseeseessasessnss s es s ser e s s sa s sesess s maseasassersanaressmesesanesesneren 6b
C  Premiums due but unpaid at the end OF the YEaI...........cvec e et s 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. ... SRR
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 > 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) |:| guaranteed investment (4) D other P
b Balance at the end of the previous year ............................... et ettt e | 7b 0
¢ Additions: (1) Contributions deposited during the year ............ccooeovevecoven. 7c(1)
(2) Dividends and credits.................... P P W 4 - (- |
(3) Interest credited dUriNg the YK ...c..uuevrererierreceeeee et eeeesensenn 7¢(3)
(4) Transferred from separate aCCOUNt................ocooeoieeeeeeeesveeeerereeeesreerrres 7¢(4)
(5) Other (SPECIfY DEIOW) ..o cceeereeeisirir e e eaesesesresanenanes 7¢(5)
>
(B)TOMAL @AGIHONS ......ovev v st asse sttt nets st et sece e st een e s e e seneeaessaenseeneoeans 7¢(6) 0
d Total of balance and additions (add lines 7b and TELB)). oot st e ren [ 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CaImer .............oooovvveeeveoseeeeeeeseoeoes 7e(2)
(3) Transferred to separate @CCOUNL..........ovuveevrveeeecaieeeeeeeeeeereseee e 7e(3)
(4) Other (SPeCify BRIOW) ..ot 7e(4)
>
(5) TOMAI ARAUGHONS........ovueeceriaeerens et easresste s eaeeeaeeeeseseesseaeses e erees oo s et e e ees s e s st oo eee e e e oo eoe e 7¢(5) 0
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ... oovoivivocriiece e, | 7f 0




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 orgapizgti.ons(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision)
e D Temporary disability (accident and sickness)
i E Stop loss (large deductible)

b D Dental

i I:] HMO contract

m D Other (specify) »

f D Long-term disability

c I:l Vision d D Life insurance
g D Supplemental unemployment  h D Prescription drug

k D PPO contract | D Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) AMOUNE r@CEIVAT .........ooiiriiiicaeiereee e et 9a(1)
(2) Increase (decrease) in amount due but unpaid.................c.ona 9a(2)
(3) Increase (decrease) in unearned premium reserve ... .......oovveveenee. 9a(3)
() EAMED (1) + (2) = (B))-erreeeereresseseesseseesseeeeereeeeseseeseeeeeeeeaeeseeseeeees s oeeereeeesseeeeseeceeesereeercecereeeereeeeeeesceccercececccecreeeres | 9a(4) 0
b Benefit charges (1) Claims Paid............ccccerurrvernveerceeinsereeeeissseesseessensinens 9b(1)
(2) Increase (decrease) in Claim resServes .............cooocoveee e . 9b(2)
(3) incurred claims (@dd (1) and (2)).....ocovevv i ettt e naenn 9b(3) 0
{4) Claims charged 9b(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) ~
(A) COMMISSIONS ...vecveevieriiriee e cenreens 9¢(1)(A)
(B) Administrative service or other fees.............cccevvvnneerieeneeneccennne. 9c(1)(B)
(C) Other specific ACQUISIION COSES ... veeererere et 9¢(1)(C)
(D) ONET EXPENSES ...vv.vvveeeseee s tsensesansesns oo eeeesesseessseessesseeseseesseee 9¢(1)(D)
(E) TAXES -oeorverrnrrrreescssseseseescsenesessensssesrsesescsnssesssassassesssssesseensneseenes 9c(1}(E)
(F) Charges for risks or other CONBINGENCIES................orvuereeresrenereenn. 9c(1)(F)
(G) Other retention charges ... ..o oo 9¢(1)(G)
(H) TOLAl FEENHON ... vvrrreeeieiet et ser s e s ssess st es st erese e ee e e st e en s enereseene 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were l:l paid in cash, or D credited.).......ccecee. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) ClAIM TESBIVES .......c.ivirmrrieiriricanrneneatanssrsesesssessessassesassesssss soes st seeass 1o em it eetatte s reansansatseseeneneeeeneeesemneen 9d(2)
(3) OHNET TESEIVES .. ...evvrri it iretaea et et st sb et s st asase s st e se sttt shae s aesannenes a1 oesse s e et s e ee et sesesesnaeseasessnnen 9d(3)
@ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ......cooveroverrrrnnn. . 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges PAI 10 GAMIEI............c.coeiverreieieee e e e s ee s e eeeeesseseesnsenas 10a 346, Ojf_
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount...........ccco.o.o........ 10b

Specify nature of costs.

| PartIlV [ Provision of Information

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

|:| Yes @ No

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




SCHEDULE A Insurance Information ObiE Mo, 12106118
(Form 5500)

riment of the Treasury This schedule is required to be filed under section 104 of the
e Revenue Senvce Employee Retirement Income Security Act of 1974 (ERISA). 2024
Employee g:'r:;ttrsn gr:cz:ibazg:nimszmnm D File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation P Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit

RIVERSIDE REFRESHMENTS, INC. FORMERLY DIXIE RIVERSIDE, plan number (PN) » 501

INC. HEALTH PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer dentification Number (EIN)

RIVERSIDE REFRESHMENTS, INC. 58-0915335

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

1 Coverage Information:

(a) Name of insurance carrier

The Lincoln National Life Insurance Company

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
{b) EIN . 4 . persons covered at end of
code identification number policy or contract year (f) From (g) To
35-0472300 65676 000010279753 102 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
1,682 780

3 Persans 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
Paladin HIB Advisors
2838 Hillcreek Drive

Suite A
Augusta GA 30809
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
fees
1,682 0 3

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

GIS Benefits, Inc.
422 Wauponsee Street

Morris IL. 60450

(b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount (d) Purpose (e) Organization code
overrides/broker bonus

0 780 3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Eorm 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 (‘?) .
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 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) 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 pf 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 4
5 Current value of plan’s interest under this contract in separate accounts at Year @Nd..............ocoeesreesreererarereseeansaesens 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates »
D Premiums Pait 10 CAIMIET .......c..oovvveeeercre e ceesea st recs st eeeesssss s ssesassss s s sess s s eessensssss st ensassnsess e s st essnenans 6b
C  Premiums due but unpaid at the €N OF tNE YA ........c..coeivveviriieire st se e sesr s ss st sces s st se e s ebensssseseseaas 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or POIICY, @NTEr AMOUNL. ..ottt e e ersassben e s saise e b st saassesbebnane i
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract (1) D deposit administration 2 D immediate participation guarantee
(3) D guaranteed investment (4) D other P
b Balance at the @nd Of the PIEVIOUS YEAF..........oovvv.v.eoecveeeeeceeee e reeseeeeeeeeessssseeeseeeseeeessees s seees e oo oeeseoso | 7b c
C  Additions: (1) Coentributions deposited during the year ...................cccccovn... 7c(1)
(2) Dividends and credits ..............cccoovveevnn... v | Te(2)
(3) Interest credited during the Year ...................ooocoocooerieoveeeeeesr e, 7¢(3)
(4) Transferred from separate aCCoUNt..............c.ovooeereeeeeeseeeeeeeeeroe 7c(4)
() Other (SPECIfY DRIOW) ...c....oeiee i eeeeeeeeeee e s 7¢(5)
4
(B)TORAl AUAIHONS .....c...oevoc v eecceres e s est s ess e nee oo e ee o ss e see oo s eeeseeseeeeeeoe 7¢(6) 0
d Total of balance and additions (add liNes 7b AN TEB)). ..........vvvvesresereeeeeoeeoooeeoeooeoeoeooeoooeooeoeoeooeooeoeeo o | 7d 0

€ Deductions:

(1) Disbursed from fund te pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfer ..............ccoooveeeooeeeoooooo 7e(2)
(3) Transferred to separate aCCOUN......—.....ovv.orveeeeoeeeeeeeeeeeeeeeeeeeen 7¢e(3)
(4) Other (Specify BEIOW) .............ccocoouecererneeesrrrercennns e ar et en 7e(4)
>

(5) TOtAl AEAUCHONS .......ccu..ieveeesircrae et seeeseeecermereeeeeee e sesssrses s

T Balance at the end of the current year (subtract line 7e(5) from line 7d)
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Part lil | Welfare Benefit Contract Information o
If more than one contract covers the same group of employees of the same employer(s) or members of the same employee orgar)lza.tl.ons(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where cor!tracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental [+ D Vision d E] Life insurance
e D Temporary disability (accident and sickness) D Long-term disability ] D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k D PPO contract | D Indemnity contract
m @ Other (specify) PAD&D
9 Experience-rated contracts:
@ Premiums: (1) AMOUNE TECEIVEM .........ccorrrrririirercirenneeresssesvssseesrreseereresses 9a(1)
(2) Increase (decrease) in amount due but unpaid........cc...covvveerienriennnns 9a(2)
(3) Increase (decrease) in unearned premium reéServe .............coeeerevennene 9a(3)
(4) EAMNEd ((1) + (2) = (B))-eoc i eree e v s e s e rear et s easas e sesaese e e s s s e bt aseebebeetarenneseesansenssanasebesenensesesesrasasas I 9a(4) 0
b Benefit charges (1) Claims Paid..........ccoc..oevveeeurremeerenesensseeeereesssesseceneeoas 9b(1)
(2) Increase (decrease) in ClAIM rESEIVES ......cc..covveeiiaercrceeeerc e
(3) Incurred claims (@A (1) 8N (2))....cocurr ettt bt es st e e eee e s eees e aee s aeere s searensesmeneeres 9b(3) 0
{4) Claims charged .........cocoocomrereenrceeeeeicss . SR e e r s e ser et et sesesent st semsuansanesuniarariEasatrenas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......oooveeicreecaccceannnns ettt anes 9c(1)(A)
(B) Administrative service or other fees............ccenncrnnensionnnienens 9c(1)(B)
(C) Other specific aCqUISIHION COSES ...............oovereererreeeeereeeeereeeeseenns 9¢c(1)(C)
(D) Other EXPENSES ........cevvereeeeeeeeecersereeesesssessesssseon et e 9¢(1)(D)
(E) TAXES cocovvveueeee e ssessecesassssssasssnsss e e eesasrasseneseemeeneeersseresesenen 9¢(1)(E)
(F) Charges for risks or other contingencies...............ocooceervee .. 9c(1)(F)
(G) Other retention ChargeS ...........oovvveeveeeoeeeeeeoeseoeeeeee oo 9c(1)(G)
(H) TORAI FEBMHON . ..ottt bttt s e e et ee e aee e eseene e eesenesneses s eas 9c(1)}(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....c.coeenne... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) Claim reserves ..........coccreonaeceenenenseneneeireeniis fu e EGRin 19t anm snnssonesenesenesmvanns sens seseesse ene nrswnt e AT e 9d(2)
(3) OUNEI FESEIVES .........oot s coarasssiasass s e se et st s eeae s ens e b eee st e s e eeeasasmnees ses s e eemee e ee e eee e et ee et s e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .............................. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAMIBI ........cv.v.eveeee oo eeeee oo 10a 11,211
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,

| PartIv | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes @ No
12 Ifthe answer to line 11 is “Yes,” specify the information not provided, »




SCHEDULE A Insurance Information S e
(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
Employee g:::t;::] 3223:.;" ig:ninistration P File as an attachment to Form 5500.
Pansion Benefit Guaranty Corparation P Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
RIVERSIDE REFRESHMENTS, INC. FORMERLY DIXIE RIVERSIDE, plan number (PN) » 501
INC. HEALTH PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RIVERSIDE REFRESHMENTS, INC. 58-0915335
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 11l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

The Lincoln National Life Insurance Company

(e) Approximate number of Policy or contract year
(b) EIN {9 e idé:t)iﬁgeﬁ:g:uarcnagber Rersens covered at end of () From (@) To
policy or contract year g
35-0472300 65676 000010279749 109 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid (b) Total amount of fees paid
593 687

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

GIS Benefits Inc
422 Wauponsee St

Morris IL 60450
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
overrides/broker bonus
0 687 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Paladin HIB Advisors LLC
2838 Hillcreek Drive

Augusta GA 30909
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
n/a
593 0 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

Fees and other commissions paid B (g) y
b) Amount of sales and base rganization
B 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 (9)
(b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose codh

(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 s

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan's interest under this contract in the general account at year end 4
5 Current value of plan's interest under this contract in separate accounts at year end............cccoorcrrcimnnececrrnenenenss 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 10 CAITIET ......o.evveeiereeeceeseeieeceteessesseeseees s stss e ss s s seessessnsesserassessenans et enssssessant oabntsasasebenssaraes 6b
C  Premiums due but unpaid at the @nd of Ihe YBar...... ..o et aee s srn e anes 6¢c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, @NEr AMOUNL. ........cooi i e a e e sne e aarne e e e
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontractt (1) D deposit administration 2) D immediate participation guarantee
(3) D guaranteed investment 4) D other D
b Balance at the end of the PrEVIOUS YEAI...c..c....uiimiariiiiiiies i ooesisseeeesseessssssesseeeeeeeeseeeeneeneesseseeeeceeeeeeesceeces [ 7b
C  Additions: (1) Gontributions deposited during the year . - | Te(1)
(2) Dividends and credits....................... .. | 7e(2)
(3) Interest credited during the Year .................ccvevceeereeeeeesesvesseseens e 7¢(3)
(4) Transferred from separate aCCOUNt..............coeovireeeicneneeenrr s creeeeee 7c(4)
(5) Other (SPECify BBIOW) .......v.ccrreeeceececeirieeess oot e sn e oo, 7¢(5)
4
(BITOMAI AUUIHONS .......ooveveireee ettt s eeae e et sn s e aee et e ssee e e e e eseas e s ese st s sessee s sesssons 7¢(6)
d Total of balance and additions (add nes 7B And TE{B)). ...............eevereeeeeerosesreeeeesesseeesese e ooe e eoeoeee oo | 7d
@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carmier ............coooee oo, 7Te(2)
(3) Transferred to separate @CCOUNT............... oo eeeeeee e, 7e(3)
(4) Other (Specify DEIOW) ......o...oveveveeeveceeeieerreree e vt 7Te(4)
>
(5) Total dedUCHIONS ....veccriieeees ettt e se st s aae e esese eerereen e,

f  Balance at the end of the current year (subtract line 7e(5) from line 7d)




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 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 repot.

8 Benefit and contract type (check all applicable boxes)

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

m [ | Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) Amount received .. 9a(1)
(2) Increase (decrease) in amount due but unpald .................................... 9a(2)
(3) Increase (decrease) in unearned premium reserve .............cc..cccceeeee. 9a(3)
() BAMEA (1) + (2) = (B))-evverrerereeeeeeeeresreesesssosessssesesssasseesessesseesesssesssessasessseesesesseeesereeseeeseeseeeeesseseseeeenessrereeeeees | 9a(4) 0
b Benefit charges (1) ClaiMSs Pad. ....c...ccocoevvvevrcevereesseeseenesesseesesrenessenens 9b(1)
(2) Increase (decrease) in Claim rQSEIVES ............ocevcrerenierrns e 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3) 0
(4) Claims charged ..........ccoeeeecennens. R < i e B R 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ...covernerceaereenereneenes e | 9C(1)(A)
(B) Administrative service or other fees 9¢(1)(B)
(C) Other specific acquiSItion COSES ...........oveeeerieeiineere e 9c(1)(C)
(D) Other eXPENSES .......cceevrivrreeree it er ettt e eese 9¢(1)(D)
(E) TAXES wovevvveereeeeenverneneessses oo eeeseessssssaseos s eteesereeeseseeneessseeeeseeaneses 9¢(1)(E)
(F) Charges for risks or other contingencies.............c..cccovceeeereeen... 9c(1)(F)
{G) Other retention Charges .................co..ooeeeeeeeeseeeeseereeeeeer e 9¢(1)(G)
(H) TOAI FEEMTION ... ..o ceerenteirres et et ee et eee ettt eea e e s e st s s e aeeeeeeneseenseessts e 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)..c...ccooeenene. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) ClAIM TESBIVES .......cueureecririieris st sebesseeie et ieite Lot sat s sseesssereeeree et s eaee s nene et ee e st e eeentenssrese oot 9d(2)
(3) OUNET TESEIVES........cucviirerr e sacesseseranteenses s st assesres s se et et et ee e s s s et e st et et e s enseseeseseesetrsaesessesessesseeesrees 9d(3)
@ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ............c.ococcoo....... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAMTIEI ..............oveever oot eeeeeeee e e e oo es e e 10a 11,851
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..................co....... 10b

Specify nature of costs.

| PartIV | Provision of Information

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

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




QOME No. 1210-0110

SCHEDULE A Insurance Information
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Laber

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

2024

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information

This Form is Open to Public

pursuant to ERISA section 103(3)(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
RIVERSIDE REFRESHMENTS, INC. FORMERLY DIXIE RIVERSIDE, plan number (PN) D 501

INC. HEALTH PLAN

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

58-0915335

RIVERSIDE REFRESHMENTS, INC.

D Employer Identification Number (EIN)

Partl

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 |ll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

The Lincoln National Life Insurance Company

) EIN @NaC | @ Conaotor | (0] SRROTnEE e Pr—— T
2 policy or contract year o g
35-0472300 65676 000010280874 164 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

5,731

2,447

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

Paladin HIB Advisors
2838 Hillcreek Drive

Augusta GA 30909
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
n/a
5,731 0 3

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

GIS Benefitg, Inc.
422 Wauponsee Street

Morris JL 60450
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
overrides/broker bonus
0 2,447 3

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

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

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

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

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

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

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

(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 caitle

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

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




Schedule A (Form 5500) 2024 Page 3

Partll | Investment and Annuity Contract Information
Where individua! 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 confract in the general account at year end 4
5 Current value of plan’s interest under this contract in separate accounts at Year end..............coooevervccniccsainennnns 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b Premiums paid 0 CAITIET ......ovueivcreerienetsite ettt bt ettt s v b 6b
C  Premiums due but unpaid at the end of the YEaT..........c.oo e b s 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount. ...............ccecoiiiiiii e a R §indiassesss ramasns s smeansses I8
Specify nature of costs P
e Type of contract: (1) |:| individual policies (2) |:| group deferred annuity
@3) [] other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » |:[
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration 2) D immediate participation guarantee
(3) D guaranteed investment 4) D other b
b Balance at the end Of the PrEVIOUS VAT ................uiierieieies oo tsscsssssss e ceseseeeres e eeeeseeeeceesreereeeeecenee | 7b
C  Additions: (1) Contributions deposited during the year .............c..ccoo.co..o..... 7c(1)
(2) Dividends and credits.............ccooeeeeeeecinrineenn.
(3) Interest credited during the year
(4) Transferred from SEPArate ACCOUNT...........vvvreieerinrereeeaeeerssesseeareeeresenee s 7c(4)
(5) Other (SPECIfY DRIOW) .......cveverceerrnrecrnisienseess s essees s anessse e e 7¢(5)
>
(B)TOLAI AAAIIONS ......vvrecverrierrecien st eee e see st evanseseeeseseeese st sr e s e seeeson et e et e 7¢(6)
d Total of balance and additions (add NS 7B 8N TCB)). .........erov. .. oeoeeeer oo eeeere oo ee oo eeeeeoeeeeenn. | 7d

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

(2) Administration charge made by carfier ............coooeeeoroeo e 7e(2)
(3) Transferred to separate aCCOUNt............coovevvvevroen..... s 7e(3)
(4) Other (SPECIfY BEIOW) ... ...v.veeeeeere et es e s oo Te(4)
4

(5) Total dEAUCHIONS . .....oc.ocrireenriiecereeeeerer et sttt ceere e enorsreresesesenes

f Balance at the end of the current year (subtract line 7¢(5) from line 7d)




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information o
If more than one contract covers the same group of employees of the same employer(s) or members of the same employee orgaplza.zt[ons(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

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

m [ ] Other (specify) P

9 Experience-rated contracts:
@ Premiums: (1) AMOUNt rECEIVET ........coureriirimiecirmicriirerieee e scee e 9a(1)
(2) Increase (decrease) in amount due but unpaid...............cccocomininniinnee 9a(2)
(3) Increase (decrease) in unearned premium reserve ........ccocuecvveeerieene 9a(3)
(4) Earned ((1) + (2) = (3)).....cccreiniermrriarirrereesiereieenenas e eeeeiiteeeeeroeareEesieiseteaeeisitenesartatsbarehenes et b et rearereete ] 9a(4) 0
b Benefit charges (1) Claims Paid..........o..oooeeveeererieririoe i, 9b(1)
(2) Increase (decrease) in Claim r@SEIVES ............covee v icvrvenrerrnsineesennaine 9b(2)
(3) Incurred Claims (AAA (1) BN (2))....eeeerreierir et eer et er et se sttt s e s s ee e e ae e sene et eeseeeensenene 9b(3) 0
(4) Claims charged 9b(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......cvvercaeriarraaasasnreiesas i eeee s casstasesenssssesssanassennes 9¢(1)(A)
(B) Administrative service or other fees........ovceiviereeceevsenecseeeenens 9c(1)(B)
(C) Other specific acquisition COSES .......ccoevoveerivice e, 9c(1)(C)
(D) OthEr @XPENSES ...cevrvverioerereseeee e ssenseens et esessssasssss s esseenessss 9¢(1)(D)
(E) TAXES cevv.v.oooooes e esesssssssssse s ssssssesessssss e s sesesseeemaronee 9¢(1KE)
(F) Charges for risks or other contingencies...............oorveevvernroovono.. 9c(1)(F)
(G) Other retention Charges..........cc..ccoovevecreeveeeeeseereeeeseeesssesnee.. 9¢(1)(G)
(H) TORAI TEEEMEION ...ttt see st en e s s e e st e oo e ereemeres e 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.).................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) ClIM FSBIVES .......coovvrnieieecciits oot s sas st eas s s s s s bt s s ees e ees e s sttt eeeeeeeees et ee s 9d(2)
(B) OHNEI TBSRIVES ..ot bt ciee s s reasssas e ss e ensenb st et st o st esese s eet s e s ntaeeser o 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in ling 9¢(2)) i 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges PaId tO CAMTIET ......o.... oo oeeeeeeeees oo 10a 38,208
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.

| 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 line 11 is “Yes,” specify the information not provided. P




OMB No. 1210-0110

SCHEDULE A Insurance Information
(Form 5500) o oaef
Department of the ) This schedule is required to be filed under section of the
'“ﬁ:mgf'gege"; é:?“s‘zg Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labar

Employee Benefits Security Admiristration » File as an attachment to Form 5500.

2024

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information

This Form is Open to Public

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

INC. HEALTH PLAN

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

58-0915335

RIVERSIDE REFRESHMENTS, INC.

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

The Lincoln National Life Insurance Company

(e) Approximate number of Policy or contract year
(b) EIN (c)co'\é':'C i de(:t)iﬁgaotﬂ)t:lar?h;rber persons covered at end of (® From (©) To
policy or contract year 9
35-0472300 65676 00001D043083 101 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

8,104

2,771

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

Paladin HIB Advisors
2838 Hillcreek Drive

Augusta GA 30909
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
n/a
8,104 0 3

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

GIS Benefits, Inc.
422 Wauponsee Street

Morris IL 60450
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
overrides/broker bonus
Q 2,771 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 (e} ;
b) Amount of sales and base rganization
B commissions paid (c) Amount (d) Purpose cods

(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 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 (¢} Amount {d) Purpose coda

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.

4 Current value of plan’s interest under this contract in the general account at year end ... [ETT 4
5 Current value of plan’s interest under this contract in separate accounts at year end...........ccoeioini e 5
6 Contracts With Allocated Funds:

a State the basis of premium rates P

D Pramiums PAIH 10 GAIMIET «..civivivieeieieieiceisces et essescaseeesaseasasssssesessesseseeeeesssastesasasasssssasassesasasssassesassesnscrsansssassssanes 6b

C  Premiums due but unpaid atthe end Of thE YA ..........o. oot e e 6¢c

d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d

retention of the coniract or policy, @NEEr BMOUNL. ...t e e saaesm s s enas s e aase 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 > I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration (2) D immediate participation guarantee
3) D guaranteed investment 4) D other P
b Balance at the end of the previous year.......................... .| 7b

C  Additions: (1) Contributions deposited during the year
(2) Dividends and eredits ............ ... oooe it
(3) Interest credited during the year ... ...........cocieoemeneersseer oo
(4) Transferred from separate account

(5) Other (SPecify BEIOW) ............ciciiiuireceine et ver et

>

(BYTOMAI BUAGIHONS -.......ovo et ces sttt sa s ettt £ ens e eeesseseeees e ane et ss e ene s 7¢(6)
d Total of balance and additions (add lines 7b and TO(B)). ettt et et erar s 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 below)
>




Schedule A (Form 5500) 2024 Page 4

Part lli | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [ ] Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMOUNE I@CEIVEM ...c..ce.icioeeieeee et ettt ceseeian 9a(1)
(2) Increase (decrease) in amount due but Unpaid...........ccoerrrvericrenen. 9a(2)
(3) Increase (decrease) in unearned premium reServe ............coeeveueen.e.. 9a(3)
(4) EQrNed ((1) + (2) = (3)).- v eeereeeeeeere s crsene e sae s e ve s bass et br e ar s e aenenere s e renseneneesenesnenssnenersrenrand [ 9a(4) 0
b Benefit charges (1) Claims Paid.........ccooeoervevveeermveeeceeecsnseeeesesseseeseneneens 9b(1)
(2) Increase (decrease) in claim reserves ............coccevvecvieneeeenveseesneeenienes
{3) Incurred claims (add (1) and (2))........... e etee st e S AR 9b(3) 0
(4) ClAIMS ChAIGEA .......oooi ettt et a sttt ee s e epenseses s e s s aenstesnsenereenanas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS «.covereeeereeeevercaesesssneassenseessrsnsssassrernessssanssreesrseressinans 9c(1)(A)
(B) Administrative service or other fEeS ..o vrvreeeeeceviririeeer s 9¢(1)(B)
{C) Other Specific aCQUISIION COSLS ... ..... e veeeeeeeeeceeeeeseeressresesrean 9¢(1)(C)
(D) Other expenses 9¢(1)(D)
() TAXES ...cviiiiiieitirireseenene e s s srer s s cen st sn b s ber s ce st ancterstneene 9c(1)(E)
(F) Charges for risks or other cOntingencies...............o..coovveeeverrvnn. 9c(1)(F)
(G) Other retantion ChargES.............cooeveorvveesevesseeseeeeseeesesesss s 9¢c(1)}G)
(H) TOAIFREEIMEION ...t eseei ettt et s et et et ees et seseerssesenseeesersemseean 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM TESBIVES .......o.civcrririeniertiii et sase st st s s ss s s e eneeems et ee e st see oo s oo semeeeese 1o rvestans 9d(2)
(3) DN TESEIVES........coiicrriracarr e esssesnssatatantes s reae et es et neses et et s sseseneesanteese e aseser st saneesenesseeseoes 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in in€ 9¢(2).) ...........c.oveovemrveen... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAMEE ..............ove v oo e 10a 47,669
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. ............c.ee.......... 10b
Spacify nature of costs.

| _PartlV_| Provision of Information

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

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




OMB Na. 1210-0110

SCHEDULE A Insurance Information
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the

Internal Revenue Service

Employee Retirement Income Security Act of 1974 (ERISA).

Department of Labor

Employes Benefits Sacurity Administration » File as an attachment to Form 5500.

2024

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B  Three-digit
RIVERSIDE REFRESHMENTS, INC. FORMERLY DIXIE RIVERSIDE, plan number (PN) Y 501

INC. HEALTH PLAN

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

58-0915335

RIVERSIDE REFRESHMENTS, INC.

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 confracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

The Lincoln National Life Insurance Company

(e} Approximate number of Policy or contract year
(b) EIN (c)col\éélc i dégt)iﬁc(;:aot?g:lar?fxgber persons covered at end of () From ) To
policy or contract year (9
35-0472300 65676 004000100028441 86 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

4,516

1,994

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

Paladin HIB Advisors
2838 Hillcreek Drive

Augusta GA 30909
(b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount (d) Purpose (e) Organization code
n/a
4,516 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
GIS Benefitsg, Inc.
422 Wauponsee Street
Morrig IL 60450
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
overrides/broker bonus
0 1,994 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 5 (9) y
b} Amount of sales and base rganization
o colrjnmissions 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} Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose Bde

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..........ccoucrvcoecennee, sisaeenissoncenes S 4
§ Current value of plan’s interest under this contract in separate accounts atyear end................c.ccvnrimomrmenrneeniecnns 5

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

b Premiums paid to CAITIBr _..........cc..ooceocererrcieere e ceaeeees 6b
€  Premiums due but unpaid at the end of the year . 6¢
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or Policy, @Ner AMOUNL. ... .ot e resssrreesre s se s cnnanseessssbannee
Specify nature of costs P
e Type of contract: (1) D 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 administration 2) D immediate participation guarantee
(3) D guaranteed investment (4) |:| other »
b Balance at the end of the previous year............o...ccccooovreercoovveenrnne, | 7b
C  Additions: (1) Contributions deposited during the year
(2) Dividends and €redits ...........oo..ocroeeeiret oo e eeeeee e
(3) Interest credited during the YEaF ..........e.oooeerer e
(4) Transferred from separate aCCOUNMt..............ooeevecoeveeeeeereeereereeres e
{5) Other (specify below) ...........ocooovieeer :
»
(B)Total addIIONS.........c.cuoovoe et OO UU U 7¢(6)
d Total of balance and additions (add liNEs 7B AN 7CB)). ... -vvvvveveeero oo | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carrier ..............cooooroeeoooevceeeos 7e(2)
(3) Transferred to separate account............. ettt e .| 7e(3)
(4) Other (SPeCify BEIOW) ......cc.vuecreieecees et 7e(4)
»
(5) TOMA! ARUUCHONS ........e.eeoeececiene e resee sttt enn e s one s ee s s s eeneses s eesseses s semeeeee e eeeeeeeeee oo ee oo eeeesese 7e(5)
f Batance at the end of the current year (subtract line 7@(5) from liN€ 7d) ........c.ccuuvvrveirreecoereee e sreseens | 7f
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Part Ill

Welfare Benefit Contract Information o
If more than one contract covers the same group of employees of the same employer(s) or members of the same employee orgarjlze_atl_ons(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual

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

8 Benefit and contract type (check all applicable boxes)

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

m @ Other (specify) Pvoluntary life & AD&D

9 Experience-rated contracts:
a Premiums: (1) Amount received ... ... ..o
(2) Increase (decrease) in amount due but unpaid...........ccocoovvvrvrciiennn.
(3) Increase (decrease) in unearned premium reserve ............ocoeeveecnen...
(4) Earned ((1) + (2) = (3))- ... emicieini et ee e svasesaere e enresanassssnn
b Benefit charges (1) CIaIMS Paid.............ccvveeerereescriinsseeeseeressesneeeeeeesre e
(2) Increase (decrease) in Claim reserves .............coovvveeeciei e
(3) Incurred claims (add (1) and (2))..co.oovrneiireieerceceee e e,
(4) Claims Charged .........covoeeroiecieeeee ettt ee st
C Remainder of premium: (1) Retention charges (on an accrual basis) -

(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).................. 9¢(2)
d  Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement .............. 9d(1)
(2) CIRIM TESBIVES ........ooooeoieviicencaesersesesese et iass st s bs st e ees st et ese s eeeeeeesesense s e e e et e s 9d(2)
(3) Other reserves
@ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢c(2).)........... TP PR e

9b(3) 0

9b(4)

(A) COMMISSIONS .........ooveeeeerccrereesesnreceairen et rens 9c(1)(A)
(B) Administrative service or other fees .............cucccvmrnreacerareeecninnins 9¢(1)(B)
(C) Other Specific ACQUISIION COSLS w.....vv.evvoeecs e eeeessees e 9¢(1)(C)
(D) OLNET @XPENSES .........vc.evvvercresenesesseerssereessoreeeesseeeessmsseeeereer e, 9¢(1)(D)
(E) TAXES ... ovoor i oeeveerueresneessrvannreessssssnssensesresasesseessnsessssses e seesseee e, 9¢(1)(E)
(F) Charges for risks or other contingencies. ..o oo, 9c(1)(F)
(G) Other retention CRAIGES ............c..eeeeerereereeereeeeseeeeeeseseeems oo 9c(1)(G)

(H) TOMAl FREENTON .......covveteiec ettt ettt eres et ee e s eseseneeeens 9¢(1)(H) 0

9d(3)

10 Nonexperience-rated contracts:

a Total premiums or SubSCrIPtion Charges PaId t0 CAMET.............vu v oo eeeeeeeeoeee oo oo 10a 30,107

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

| _PartIlV_| Provision of Information

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

............ D Yes @ No

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




- . . OMB No. 1210-0110
SCHEDULE C Service Provider Information &
(Form 5500) 2024
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Employee Depamggtcgiibagsr inistration P File as an attachment to Form 5500. This Form is Open to Public
i Inspection.
Pension Benefit Guaranty Corporation .
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
RIVERSIDE REFRESHMENTS, INC. FORMERLY DIXIE RIVERSIDE, plan number (PN) > 501
INC. HEALTH PLAN -
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RIVERSIDE REFRESHMENTS, INC. 58-0915335

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 ta 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).. . .. ........ .. L D Yes E]
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 sligible indirect compensation
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you .
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in totgl com p(_ensauon
(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).

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

Meritain Health

16-1264154

(h)

(b) () (d) (e) » | _
Service Relationship to Enter direct Did service provider Did indirect compensation Enter tc_:tal |nd|r§ect Diq the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensatlo_n recelved_by provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service prowder.excludlng 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” fo element
(f). If none, enter -0-.
12 Medical/Rx
TPA Yes D No Igl Yes D No |:| Yes |:| No D
40,825
(@) Enter name and EIN or address (see instructions)
Paladin HTb Advisors
2838 Hillcreek Drive
Augusta GA 30909

(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 include eligible indirect compensation received by |provider give you a

organization, or

by the plan. iIf 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
22 {f). ¥ none, enter -0-.
broker
YesD No@ Yes[] NoD Yes|:| Nol:l
31,264
(@) Enter name and EIN or address (see instructions)
(b) (©) (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 include eligible indirect compensation received by |provider give you a

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

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you .
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in totgl compgnsatlon
(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).

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

(b) (c) (d) (e) U} _ o ~(h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total mdtrgct qu the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensatiqn recenved_by provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provnder.excludmg formula instead of
person known {o be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
YesD No[l YesD NOD YesD Nol:l
(@) Enter name 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 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 pian 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
(). If none, enter -0-.
Yes[] NoD Yes|:| No[l YesD NoD
(a) Enter name and EIN or address (see instructions)
(b) (© (d) ) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect

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

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

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

Yes D No D

Yes |:| No D

Yes [ | No[]
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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
(see instructions)

{(¢) Enter amount of indirect
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
(see instructions)

(c) Enter amount of indirect
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
(see instructions)

{c) Enter amount of indirect
compensation

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

(€) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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| Partll | 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 (b) Nature of | (C) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

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

(b) Nature of
Service
Code(s)

(¢) 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)

(¢) 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

(@) 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 lll | 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: b EIN:

C Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: e Telephone:

Explanation:




