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 03/01/2024 and ending  02/28/2025
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: 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
UPOP HOLDINGS HEALTH AND WELFARE BENEFITS PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
03/01/2024

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) 88-3938711

UPOP HOLDINGS

309 E PACES FERRY ROAD NE
SUITE 400
ATLANTA, GA 30305

2C Plan Sponsor’s telephone
number
404-414-0445

2d Business code (see
instructions)
457110

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. 07/09/2025 ROBBIE VAN SCYOC
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 181
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) 181
a(2) Total number of active participants at the end of the plan year ... 63_(2) 181
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 181
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 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __4
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A 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 03/01/2024 and ending  02/28/2025
A Name of plan B Three-digit
UPOP HOLDINGS HEALTH AND WELFARE BENEFITS PLAN plan number (PN) N 501

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

D Employer Identification Number (EIN)
88-3938711

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
UNITED HEALTHCARE 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
36-2739571 79413 1139665 53 03/01/2024 02/28/2025

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

12237 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
BENEFITS BROKER INC 20 CLUB MANOR DR
UNIT A
PUEBLO, CO 81008
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
6971 0| N/A 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
DARYL B LANE 5300 TRIANGLE PKWY
SUITE 201
NORCROSS, GA 30092
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
5266 o| N/A 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
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Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 334723
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 03/01/2024 and ending  02/28/2025
A Name of plan B Three-digit
UPOP HOLDINGS HEALTH AND WELFARE BENEFITS PLAN plan number (PN) > 501

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

UPOP HOLDINGS

88-3938711

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
STANDARD 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
93-0242990 69019 146414 181 03/01/2024 02/28/2025

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

BENEFITS BROKER INC

20 CLUB MANOR DR
UNIT A
PUEBLO, CO 81008

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1147

0 | N/A

3

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

DARYL B LANE

285 PARIAN RUN
JOHNS CREEK, GA 30097

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1140

0| N/A

3

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d [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 15261
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 03/01/2024 and ending  02/28/2025
A Name of plan B Three-digit
UPOP HOLDINGS HEALTH AND WELFARE BENEFITS PLAN plan number (PN) > 501

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

UPOP HOLDINGS

88-3938711

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
STANDARD 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
93-0242990 69019 146414 39 03/01/2024 02/28/2025

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

DARYL B LANE

285 PARIAN RUN
JOHNS CREEK, GA 30097

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1162

0 | N/A

3

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

BENEFITS BROKER INC

20 CLUB MANOR DR
UNIT A
PUEBLO, CO 81008

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1035

0| N/A

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 D Vision
e D Temporary disability (accident and sickness) B] Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d 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 14651
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 03/01/2024 and ending  02/28/2025
A Name of plan B Three-digit
UPOP HOLDINGS HEALTH AND WELFARE BENEFITS PLAN plan number (PN) > 501

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

UPOP HOLDINGS

88-3938711

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
STANDARD 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
93-0242990 69019 146414 38 03/01/2024 02/28/2025

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

DARYL B LANE

285 PARIAN RUN
JOHNS CREEK, GA 30097

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1414

0 | N/A

3

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

BENEFITS BROKER INC

20 CLUB MANOR DR
UNIT A
PUEBLO, CO 81008

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1391

0| N/A

3

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

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

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

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

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

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

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

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

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

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

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




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 18711
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




Form 5500 Annual Return/Report of Employee Benefit Plan AME Hoe, 12100810
This form is required to be filed for employee benefit plans under sections 104

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 202 4
Departmant of Labior » Complete all entries in accordance with
EHOp S Calais ooy the Instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form Iis Open to Public
Inspection
rPart | I Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 03/01/2024 and ending 02/28/2025
A This retum/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.)
[g a single-employer plan D a DFE (specify)
B This retum/report is: Ig 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. . . . . ... .........eueeetrunneeennureeeuuorenaseneneen > D
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, checkhere. . ............oooonuiennn » D
Part Il ] Basic Plan Information—enter all requested information
41a Name of plan 1b Three-digit plan
UPOP Holdings Health and Welfare Benefits Plan number (PN) » 501
1c Effective date of plan
03/01/2024
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 88-3938711
UPOP Holdings 2c Plan Sponsor’s telephone
number
404-414-0445
309 E Paces Ferry Road NE 2d 'BUfine§s code (see
Suite 400 Z\;;qulogs)
Atlanta GA 30305

Caution: A penalty for the late or Incomplete flling of this return/report will be assessed unless reasonable cause Is established.

Under penalties of perjury and other penalties set forth In the instructions, | declare that | have examined this return/report, including accompanying schedules,

statements ,a Wronlc version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.
/’—_\_] } -
:l N m 19 /9\3 Robbie Van Scyoc
SIgnau)o of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
8ignature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
8IGN
HERE
Signature of DFE Date Enter name of Individual signing as DFE
For Paperwork Reduction Act Notlice, see the Instructions for Form 5500. Form 5500 (2024)

v. 240311



Form 5500 (2024) Page 2

3a Plan administrator's name and address E 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:
@ Sponsor's name 4d PN
C Plan Name
$ Total number of participants at the beginning of the plan year 5 I 181
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6c, and 6d).
a(1) Total number of active participants at the beginning of the plan Year ............cccc.ucivreseieenisinnens 6a(1) 181
a(2) Total number of active participants at the end of the Plan YEar ...............rmmmmmssssssssssssnsens 6a(2) 181
b Retired or separated participants receiving benefits.............cccocovereuncene 6b 0
[+ Other retired or separated participants entitled to future benefits..............ccccevuvuiiereeierecieieneessneineene 6¢c 0
A Subtonal, ASTes EAIZY, B WTE B cuuiss0000400057350754554578585 88358558 6d 181
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .............ccoeeureirencrirenenseenss 6e
f Total, ASANES SO AT B, coussusserismmsmmmmym s s s T e T A TS e oo eseesrvase 6f
a(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 69(1)
COMPINE this TOMT) «.icovisiiisimisimmsmimmsmasssstis S e AR
(2) Number of participants with account balances as of the end of the plan year (only defined contnbuhon plans
g complete this ReM) ... s.usesisssumsusissonisnssssussismmissmssssssiveis sssisissiassss s iy s s s e s ssssvoisss == 29(2)
h Number of participants who terminated employment during the plan year with accrued bener ts that were
1SS AN 10000 VESIBH ... eomoessensssnsesssssssmssssssssesmseensssissssssiiisssssiinsss issshassisssonzassesh sy 4345408544 5308 5588 S HATUE ST st 308 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
82 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:
42 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
40 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
@ Penslon Schedules b Genoral Schedules
1) D R (Retirement Plan Information) (1) D H (Financial Information)
(2) D | (Financial Information = Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money 4
Purchase Plan Actuarial Information) - signed by the plan 3 [ A (insurance Information) — Number Attached
actuary

(3) D 8B (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

) [] c (service Provider Information)
(6) D D (DFE/Particlpating Plan Information)

(4) D DCG (Individual Plan Information) - Number Attached (6) D G (Financial Transaction Schedules)

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




Form 5500 (2024) Page 3

lTart Il | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a 1f 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
BRI wsisssssisimississsmmmissimseoss 1) NEE No

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

11b s the plan currently in compliance with the Form M-1 filing requirements? (See Instructions and 29 CFR 2520.101-2.) ........... [Jyes [] 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

(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
ntarral Revenie Servics Employee Retirement Income Security Act of 1974 (ERISA).

Department of Labor

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

Penslon Benefit Guaranty Corporation

» 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  03/01/2024 andending 02/28/2025
A Name of plan B Three-digit
UPOP Holdings Health and Welfare Benefits Plan plan number (PN) > 501

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

UPOP Holdings

88-3938711

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 carmier

United Healthcare Insurance Company

) Approximate number of Policy or contract year
() NAIC (d) Contract or o
o) El code identification number persons covered at end of (f) From @) To
policy or contract year
36-2739571 79413 1139665 53 03/01/2024 02/28/2025

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

12,237

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

Benefits Broker Inc
20 Club Manor Dr

Unit A
Pueblo Cco 81008
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
n/a
6,971 0 3

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

Daryl B Lane
53200 Triangle Pkwy

Suite 201
Norcross GA 30092
(b) Amount of sales and base Fees and other commisslons pald
commissions paid (c) Amount {d) Purpose (0) Organization code
n/a
5,260 0 3

For Paperwork Reduction Act Notlce, s0o the Instructions for Form 6500,

Schodulo A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024

Page2-| |

(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 (o)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commisslons paid (o)
(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 commisslons or fees were pald
Fees and other commisslons pald (e)
(b) Amount of sales and base Organization
commissions paid (¢) Amount (d) Purpose code




Schedule A (Form 5500) 2024 Page 3

Partll | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be 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
§ Curent value of plan’s interest under this contract in separate accounts al year end 5

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

b Premiums paid to carrier .. 6b

C Premiums due but unpald at the end of the year... 6¢c

d Ifthe camier, service, or other organization Inourred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount. .........

Specify nature of costs P

€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) [ other (specity)

{  If contract purchased, in whole or in part, o 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)

8 Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) D other P
b Balance 8! the end of the Previous YEaI .........c.couwwriisuessmnississsenccniniiss [ 7b
C Additions: (1) Contributions deposited during the YEar .............cuuussssssesss 7c(1)
(2) DIVIGENdS BNG CIETIS ..........ovvevrvvnvssssessesesssssssssene 7¢c(2)
(3) Interes! credited during the year ......
(4) Transferred from separate account..
AN P
’
(6)Tota! additions... SR 5o ovt oy it oo TR T 7c(6)
d Total of balance ond addions (m ines b po n(o» .................................................... [ 7d
© Deductons.
(1) Disbursed from fund lo pay benefits or purchase annuities during year Te(1)
(2) Administration Charge Made by CAITIBN ... 70(2)
R T T —————— 70(3)
P T T SR ———— | ()

4




Schedule A (Form 5500) 2024 Page 4

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

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b @ Dental c E] Vision 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) ] D HMO contract kD PPO contract ID Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMOUNt TECEIVEM ......cccovuririrrinmniniisessessssissresssssnssssssesssssnns 9a(1)
(2) Increase (decrease) in amount due but UNPaid..............cvememrurrriensnnens 9a(2)
(3) Increase (decrease) in uneamed PremiUMm FESEIVE .........coueerureiersseanes 9a(3)
(4) Eamed (1) + (2) - (3))-ceverereercnsnrns e e T [ 9a(4) 0
b Benefit charges (1) Claims paid..... v | 9b(1)
(2) Increase (decrease) in claim reserves . . 9b(2)
(3) Incurred claims (add (1) @nd (2))..c.ceeercimerarerrrmsessansenns T A R R ot P PP E I TITR 9b(3) 0
(4) ClAIMS ChATGEd .........ceemmsmassmssssssissssnsnsinsisssssess sisssssasssssssessmansissssssassassans 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) ~
(A) Commissions ....... : 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other Specific aCqUISION COSLS ......coovumuseressesssssissssssssissssisasnns 9¢(1)(C)
(D) Other expenses .........ccocccceeec —— 1~ o )[{*)]
(B TRRBS......— it | | SCANE)
(F) Charges for risks or other CONtINGENCIES..........cuiiummmmmrssssissnsnns 9c(1)(F)
(G) Other retention Charges...........ccuuserusscrmecsensscsmcsssncsssisssnns 9¢c(1)(G)
(H) Total retention L o [ 9C(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or I:] credited.).....ccoeeininnne 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves - 9d(2)
(3) OLNBT TESBIVES.....eureuecusecirsrarmresisisssmssssssssssssssses s sassssssas s bass s ssss e85 s bR s s 10 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in ling 9¢(2).) ....cooovuvmsiucinrennneens 90
10 Nonexperience-rated contracts:
@ Total premiums or subscription charges paid 10 CaITier............ccccociiiiiimssmsissmssnssesiises . : 10a 334,723
b 1f 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..........cccevueusesesens 10b

Specify nature of costs.

[ PartIlv | Provision of Information

41 Did the insurance company fall lo provide any Informatlon necessary lo complete Schedule A?............. D Yes @ No

12 If the answer 1o line 11 Is *Yes,” specify the Information not provided. »




R

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  03/01/2024 andending 02/28/2025
A Name of plan : B Three-digit
UPOP Holdings Health and Welfare Benefits Plan plan number (PN) » 501

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

UPOP Holdings

D Employer Identification Number (EIN)

88-3938711

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

Standard Insurance Company

Approximate number of Policy or contract year
(c) NAIC (d) Contract or (©)
b) EIN I et ersons d at
(b) code identification number P Bl :?‘é:ﬁra;tjggrd () From (g) To
93-0242990 690189 146414 181 03/01/2024 02/28/2025

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

2,287

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

Benefits Broker Inc
20 Club Manor Dr

Unit R
Pueblo Cco 81008
(b) Amount of sales and base Fees and other commissions paid
commissions pald (c) Amount (d) Purpose (e) Organization code

1,147

0

n/a

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

Daryl B Lane
285 Parian Run

Johng Creek GA 30097
(b) Amount of eales and base Feos and other commissions pald
commisslions paid (c) Amount (d) Purpose (0) Organization code
n/a
1,140 0 3

For Paperwork Reduction Act Notice, soo tho Instructions for Form 6600,

Schodule 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 pald

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

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

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

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

Fees and other commissions paid (o)
(b) Amount of sales and base 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 commisslons pald (o)
(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 commisslons or fees were pald

Fees and other commissions pald (0)
(b) Amount of sales and base Organization
commissions paid (¢) Amount (d) Purposo cod




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 Cument value of plan's interest under this contract in the general account at year T [rerrrerrrenem v 4
5 Cument value of plan’s interest under this contract in separate accounts at year end.......cooocuueussnssisinneses 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D /PromiUMS PaId 10 CAITIOT . ..icsuisssssssersssssassssssssssdsonsiaissmsssabersessse haseir s soes s ssecasensconsnesoonssoss 5 6b

Premiums due but unpaid at the end of the Year.......ccuiiiivniiiissses 6¢

C
d If the camier, service, or other organization incurred any specuf ic costs in connection w:lh the acquisition or 6d
retention of the contract or policy, enter amount. ..

Specify nature of costs P

e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P

f If contract purchased, in whole or in part, to distribute benefils 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) D other b

b Balance at the end of the previous year.............cccccceoveviciienns B B o e P A T T [ 7b

C Additions: (1) Contributions deposited during the Year ...........oe-ummsereivareeeses 7c(1)
(2) Dividends and €redits..........c.ccouveviiinnncsesssnssneresneessenens
(3) Interest credited dUMNG the YEar .................cweeevessvesssssssssssssssssssssss 7c(3)
(4) Transferred from separate aCCOUNL........ccccecericirinsisecercisnsenmnnecciesiinns 7c(4)
(5) OhET (SPECHY DEIOW) ..........oveeeoeeeeessmseessssssssssssssssssssssssassssssssssssssissss 7¢(5)
»

(B)Total @AAItIONS............ccoucuiisisisisssnminsssnnssnsnmssnssssssssssrisssnssesssssasnssissasesss i veeeees 7c¢(6)

d Total of balance and additions (add NES 7B BN TC(B)). ..ccovwruummrssessmsesssrsssmmmmssssssssssssesssisssss s | 7d

@ Deductions: :
(1) Disbursed from fund to pay benefits or purchase annuities during year | 7€(1)
(2) Administration charge made by carrler 76(2)
(3) Transferred 1o separate account
(4) Other (specify below)
)

(6) Total deductions...................en. T Te(d)

f Balance at the end of the current year (subtract line 70(6) from ln@ 7d) .........osimieissssmnssssnne T




Schedule A (Form 5500) 2024 Page 4

Partlll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a [ ] Health (other than dental or vision) b[] Dental c[] vision 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) J D HMO contract k D PPO contract I[I Indemnity contract
m D Other (specify) P
9 Experience-rated contracts:
a Premiums: (1) AMOUNE TECEIVET ...........cevururueresmresssmsasssssnsnsasssssmsnsssiennans 9a(1)
(2) Increase (decrease) in amount due but UNPaid.......c.cveusessmmssesiinsiniens 9a(2)
(3) Increase (decrease) in uneamed Premium reSeIVe ........cesssescrseisesans 9a(3)
(4) Eamed ((1) + (2) = (3)).coorsrvoomreeerrrneresines e N s e | () 0
b Benefit charges (1) Claims Paid.............ccoueueemssirnerremsmmssnssssensssnssssssissonsens 9b(1)
(2) Increase (decrease) in ClaiMm MESEIVES ....cc..iwvuemsmmssssisssssmsmsssssssssssnes 9b(2)
(3) INCUITEA CIAIMS (A0 (1) BND (2))........rvemmssssssssssssrmsssesssssssssssssssssssssssssssssssssssssssssssssessesssssssssssssssssssanssssssssssees 9b(3) 0
(8) CAIMS CHAMGEA ......oovvvoeeeenoeeereecessasssassneesssass RS8R R RR R 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMUSSIONS .....oonoriiiuinmiiusamsssissiissssssasssssssssansssnasinsscussmisssssssinsns 9c¢c(1)(A)
(B) Administrative service or other fees..............uuuueen. .. [ 9¢c(1)(B)
(C) Other specific aCQUISItion COSLS .............uwweerermnee .. | 9¢(1)(C)
)0, (g ] o S ——— .. | 9¢(1)(D)
(E) TRXES cevvvevvrrrrssssemrnesssessosessssossosssssssssssssssssasss cevssennnennnns | IC(AINE)
(F) Charges for risks or other contingencies 9c(1)(F)
(G) Other retention Charges.............coocuuuuummumssssmsssses 9¢c(1)(G)
(H) Total retention.................eeeeeeeeeces 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)..couueennnnnes 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) Claim reserves 9d(2)
(B) ONET TEBEIVES..........cccovvnsirsessusssssssiissssssssssssssseossssssssss sessasssssssassssssssssassssssssassssasssssissssossastssssosssnssennes 9d(3)
@ Dividends or retroactive rale refunds due. (Do not include amount entered In 1in@ 9¢(2).) ..oueuiiiiisreresieninn 90
10 Nonexperience-rated contracts:
8 Total premiums of SubSCription Charges Paid 10 CAITIEN...........cccuumsimmimmimiimmmmmmisssissssssrsssssssssssses 10a 15,261
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..........ccuusieesiianns 10b
Specify nature of costs.
[TPartIV_| Provision of Information
11 Did the insurance company fall (o provide any Information necessary to complete 8chedule A?............. [] ves [ No

12 1f the answer fo 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 Benefll 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). Inspoction
For calendar plan year 2024 or fiscal plan year beginning  03/01/2024 andending  02/28/2025
A Name of plan _ B Three-digit
UPOP Holdings Health and Welfare Benefits Plan plan number (PN) » 501

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

UPOP Holdinas

88-3938711

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 lll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carier

Standard Insurance Company

Approximate number of Policy or contract year
(c) NAIC (d) Contract or (e)

(B) BN code identification number pe;gg; grozz:ftfazt ;:g r°f () From (@) To
93-0242990 69019 146414 39 03/01/2024 02/28/2025

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

2,197 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Daryl B Lane
285 Parian Run
Johns Creek GA 30097
(b) Amount of sales and base Fees and other commisslons paid
commissions paid (c) Amount (d) Purpose (e) Organization code
n/a
1,162 0 3

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

Benefits Broker Inc
20 Club Manor Dr

Unit A
Pueblo CO 81008
(b) Amount of sales and base Fees and other commissions pald
cormmissions pald (c) Amount {d) Purpose (0) Organization code
n/a
1,035 0 3

For Paperwork Reduction Act Notlce, seo tho Instructions for Form 6600,

Schodule 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 ol
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (o)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
®) = Fees and other commisslons paid (e)
Amount of eales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commisslons or fees were pald
Feos and other commisslons paid (o)
(b) Amount of sales and base Organization

commissions pald (c) Amount (d) Purposo 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 .............ccooooooovivennsiieennsisssee 4
5 Current value of plan's interest under this contract in separate accounts al year end...........ooocoooosvvumusiissssssssssssssses o 5

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

D Premiums Paid 10 CAIMIET .......uueeeeereesesisnemsemssssssssssssssssssssssssssessssnsanses 6b
C Premiums due but unpaid at the end of the year...........cuinisnnnnns 6¢C
d Ifthe Fzm'er. service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter aMOUNL. .......cc.c it
Specify nature of costs P
e Typeof contract: (1) D individual policies (2) [] 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)
@ Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) D other »
b Balance at the end of the previous year... | 7b
C Additions: (1) Contributions deposited dunng lhe year .. 7c(1)
(2) DIVIDENAS BNA CTBAHS.........corericenecssssssssnsssssssssssssssssssssssssssssssssssmssssassssss 7¢(2)
(3) Interest Credited dUrng the YA .................mmssrsssmssssssssssssmnsese 7¢(3)
(4) Transferred from SEPArate BCCOUNL.......cuuwrwsssssssssssssssssesssssssssssisssess 7c(4)
(5) OHher (SPECIY DEIOW) ......cc.ccoccvverscvnsrssrsmmsssssssssssssssssssssssssssssssessssesss 7c(5)
»
(6)Total additions 7¢(6) 0
d Total of balance and additions (add lines 7B and 7C(6)). .....ccccrvurrrrrrreruiirsmsmsssssssssissrsssnsssssssss e ] 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge Made by CAITIEr .............ccummmmsssssssisssssissssoe 7e(2)
(3) Transferred to separate account... . | 7€(3)
(4) Other (8pecify DEIOW) ..........crvesmssssssisssninns P W I reasasrise . |_7e(4)
y
(6) Tkl GEGUCHIONS...cccccvrvrsssssssiissssssssrons NP— e T ———_ T 76D
f Balance at the end of the current year (eubtract line 70(6) from IIN@ 7d) .....cevwiveniissniiisssisnsissniinee iss ﬁf




Schedule A (Form 5500) 2024 Page 4

Partlll | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for 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 CD Vision
e D Temporary disability (accident and sickness)  f @ Long-term disability g D Supplemental unemployment
i D Stop loss (large deductible) | D HMO contract k D PPO contract

m [ ] Other (specity) »

d D Life insurance
h D Prescription drug
| D Indemnity contract

9 Experience-rated contracts:

@ Premiums: (1) AMOUNE FECRIVEM ............cuummmrevvvvvesssessssmsssssnrssssssssssssscssssss 9a(1)
(2) Increase (decrease) in amount due but unpaid...........cc..c0.c.. 9a(2)
(3) Increase (decrease) in uneamed premium reserve 93(3)
(4) Eamed (1) + (2) - (3)) | 9a(4) 0
b Benefit charges (1) Claims pald......
(2) Increase (decrease) in claim reserves
(3) Incurred claims (add (1) and (2))............ 9b(3) 0
(4) Claims charged ........ccccccvvvvnvnnne 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basls) -
(A) Commissions ............... B ———— T T
(B) Admlmslratlve service or olher lees .............................................. 9c(1)(B)
(C) Other SPECific ACQUISIION COSES ........cemvmmeeeevvrreneenrresesennmssnanensssns | IC(1)(C)
(D) Other expenses : cenveremssmmnnnnennnne | 9€(1)(D)
(E) Taxes .. s s . [ 9c(1)(E)
(F) Charges for rlsks or other conlmgencles 9c(1)(F)
(G) Other retention charges.. 9c(1)(G)
(H) Total retention.. . e 9c(1)(H) 0
(2) Dividends or retroactive rate refunds (These amounts were D paid in cash, or D credited.).......cocevnnnne 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) Claim reserves ....... A R TS R AR 9d(2)
(3) OLNET TESEIVES.........oveurerseisctsissesssisstsssssssassss s se s R 4RSS AR R R4 R E e 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ......ccoouisiiniiiinnannes 9e
10 Nonexperience-rated contracts:
2@ Total premiums or subscription charges Paid 10 CAIMIB...........cceeeerirerrissmsisiessissenseecssetsesseessssssssssassssssssmesssas 10a 14,651
b If the camier, 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 amounl...........vevevunussns 10b

Specify nature of costs.

| PartiV | Provislon of Information

11 _Did the insurance company fall lo provide any Information necessary lo complete Schedule A?

D Yes

@No

12 i the answer fo line 11 Is *Yes," specily the Information not provided. P
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SCHEDULE A
(Form 5500)

Department of the Treasury
Intenal 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).

» Fileas

}» Insurance compani
pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

an attachment to Form 5500.

2024

ies are required to provide the information

This Form is Open to Public

Inspection
For calendar plan year 2024 or fiscal plan year beginning  03/01/2024 andending  02/28/2025
A Name of plan B Three-digit
UPOP Holdings Health and Welfare Benefits Plan plan number (PN) » 501

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

UPOP Holdinas

88-3938711

D Employer Identification Number (EIN)

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

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

1 Coverage Information:

(a) Name of insurance carrier

Standard Insurance Company

(b) EIN Ryl \C); Leonrach of (;g)erggrfsm e e e
code identification number policy or contract year (f) From (g) To
93-0242990 69019 146414 38 03/01/2024 02/28/2025

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

2,805

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

Daryl B Lane
285 Parian Run

Johns Creek GA 30097
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
n/a
1,414 0 3

(a) Name and address of the agen!, broker, or other person to whom commisslons or fees were paid

Eenefits Eroker Inc

20 Club Manor Dr

Unit A
Fueblo cCo 81008
(b) Amount of eales and base Fees and other commisslons pald
commissions paid (c) Amount (d) Purpose (o) Organization code
n/a
1,391 0 3

For Paperwork Reduction Act Notlce, see the Instructions for Form 6600,

Schodule 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 pald

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

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

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

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

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

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

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

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

Fees and other commisslons pald (e)
(b) Amount of gales 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 ....................ooecunveevveceenarieccns 4
5 Current value of plan's interest under this contract in separate accounts al year end..................c..ccecovesreeseeceerensesesesees 5

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

D PrOmIUMSIPAIAMOICAITION .....co.. covvissussussssarsissssssssssnsviiss Wb Tomss iossiesiniiss niinsidinstessasiiss ssssiasssiosssuossonsonmmssans rovnsesanes 6b
C Premiums due but unpaid at the end of the year... 6c
d Ifthe Fzrrier. service, or other 9rganization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount. ............ccoecvirirnnne. A e TP T O
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 14 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 al the end Of the PreVIOUS YT ......ovvuurisrrisreuaricenssoserinsieniissenssssins s rn s ettt | 7b
C Additions: (1) Contributions deposited during the Year ... 7c(1)
T L T OO ——— 7c(2)
(3) Interest credited dUIING te YEAI ...c.....vvwmumerresmssssssssrissssssessssssiessse 7¢(3)
(4) Transferred from SEparate CCOUNL.......c.iwussmssssiisssssssssnsssssssassassesssss 7c(4)
(5) O (SPECHY DRIOW) ..cvvveesenerrssvsssssssssssssssssssssssssssssmsssssssssssssssss 7¢(5)
»
L] —————————————EE e 7c(6) 0
d Total of balance and additions (add lines 7b and 7¢(6)). ....c..ccuvurmesrersrssvumamsnsnssssnnsssssisstionsisssitinissisissisnesies e l 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier ..... 76(2)
(3) Transferred to separate account..... 76(3)
(4) OINET (SPECY DEIOW) c..vvvseveresvnssssssssssssssssssmssssssssssasssisns p— 70(4)
14
(5) TOWEI GEAUCHONS ... rvrrverrrverisnsssssssssssssssssssssssssssssssmssssssssses S s R ————— 70(5) 0
f Balance at the end of the current year (eubtract line 70(6) from line 7d).............. ! susvess | 7f 0
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Partlll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a [:] Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e @ Temporary disability (accident and sickness)  f D Long-term disability g [] Supplemental unemployment h D Prescription drug
I D Stop loss (large deductible) j D HMO contract k [] PPO contract | D Indemnity contract
m D Other (specify) P
9 Experience-rated contracts:
@ Premiums: (1) AMOUNL FECRIVEM ..........corveeuerrermrereesseensessssssssssssnsssssessenes 9a(1)
(2) Increase (decrease) in amount due but unpaid...... 9a(2)
(3) Increase (decrease) in uneamed premium reserve ... 9a(3)
(4) Eamed ((1) + (2) - (3)).ccoooenene TR S e 0 e Bald) 0
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in ClaiM MESEIVES ............ccovvvuemsiiisnsiirimsssissnsnisiens 9b(2)
{£3) IOGUTTEKT CIRITTIS (A (1) B (2)) rwerroenrrssssississssssvssesssossioissossissssihsesissbb s SAREp e o e o 9b(3) 0
(8) (CIBIMIE CATGBA .voucsissssssssiiasvusssiosssssvissssssassssssssss sossass osiassssa4s4 642 Euns 05 nmbnavsnsasessop s s st smsnss s esnes 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) ~
(A) COMMUSSIONS .....ooceocveerieneerssensssssenseneessensssisssnssstssssssssssssssassssssans 9c(1)(A)
(B) Administrative service or other fees..............couwvvirmmesesrsriinnisnnns 9c(1)(B)
(C) Other specific acquiSItion COSIS ........cicummnsrienssissssissssans 9c(1)(C)
() COMIUBT ORPBTIBES s ishess AT 9c(1)(D)
(E) TAXES cuiisuimsumusissisassssimsssssssssassmsmmssiseistssmss isssesssostosssismsasceomversoss 9c(1)(E)
(F) Charges for risks or other contingencies.........c.ceuiinnmsisesniienns 9c(1)(F)
(G) OLhEr ELENtiON ChATGES ......cvvrsseeceerermesesemsssssesesisesssssosssmsssssssssnnes 9¢(1)(G)
() T ORI oo ssmmmmssmics s TSSO SN By Mot et 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were [l paid in cash, or D credited. ) ..ciunenennnes 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM TESEIVES .......ocovvumeassersssssesssssessssessssss st ssseesesresesessssssesssssssssossssss s sssssssssssssssssssssssss 9d(2)
(B) ONGE TEFBIVEE . cexsssssassesossvsssosssssssasssos 553w 83 ek FESE v 8 R SRR A SRR oo 9d(3)
e Dividends or retroactive rate refunds due. (Do notinclude amount enlered in line 9¢(2).) .. 9e
10 Nonexperience-rated contracts:
@ Total premiums of SUbSCrplion Carges Paid L0 CAMIEN..........cccc..veueverismmmmsmrmrsssssssssssssssssissssmsssssesssssssssssssssssns 10a 18,711
b If the carmier, 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........cocccueeeserenes 10b

Specify nature of costs.

[ Partiv | Provision of Information

11 Did the insurance company fall 1o provide any Information necessary to complete Schedul A?............. [I Yos @ No

12 Ifthe answer fo line 11 is "Yes,” epecify the Information not provided, P




