
Form 5500 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security 

 Administration 

Pension Benefit Guaranty Corporation 

Annual Return/Report of Employee Benefit Plan 
This form is required to be filed for employee benefit plans under sections 104 

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and 
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 

 Complete all entries in accordance with 
the instructions to the Form 5500. 

OMB Nos. 1210-0110 
1210-0089 

2024 

This Form is Open to Public 
Inspection 

Part I   Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning  and ending 

A  This return/report is for: X  a multiemployer plan X  a multiple-employer plan (Filers checking this box must provide participating 
employer information in accordance with the form instructions.)

X  a single-employer plan X  a DFE (specify)        _C_

B  This return/report is: X  the first return/report X  the final return/report

X  an amended return/report X  a short plan year return/report (less than 12 months)

C  If the plan is a collectively-bargained plan, check here. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. X 

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

 X  special extension (enter description) ABCDEFGHI ABCDE 

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

Part II   Basic Plan Information—enter all requested information 

1a  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

1b Three-digit plan 
number (PN)  001 

1c Effective date of plan 
YYYY-MM-DD 

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)  
 City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

2b Employer Identification 
Number (EIN) 
012345678 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

D/B/A ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901 

UK  

2c Plan Sponsor’s telephone 
number 
0123456789 

2d Business code (see 
instructions) 
012345 

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, I declare that I 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 
HERE 

YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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

SIGN 
HERE 

YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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

SIGN 
HERE 

YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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

01/01/2024 12/31/2024

X

HUMMEL GROUP, INC. WELFARE BENEFITS PLAN 501

01/01/2015

34-1096613
HUMMEL GROUP, INC.

330-893-2600

PO BOX 250 
BERLIN, OH 44610

524210

Filed with authorized/valid electronic signature. 07/10/2025 MIKE SOMMERS
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3a Plan administrator’s name and address  X  Same as Plan Sponsor  
 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901 

UK  

3b  Administrator’s EIN 
012345678 

3c  Administrator’s telephone 
number 
0123456789 

 

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, 
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report: 

4b EIN012345678 

a Sponsor’s name 
c Plan Name 
 

4d PN 
012 

5 Total number of participants at the beginning of the plan year 5 123456789012 

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  ............................................................................  6a(1)  

a(2) Total number of active participants at the end of the plan year  .....................................................................................  6a(2)  

b Retired or separated participants receiving benefits .......................................................................................................  6b 123456789012 

c Other retired or separated participants entitled to future benefits ...................................................................................  6c 123456789012 

d Subtotal. Add lines 6a(2), 6b, and 6c. ............................................................................................................................  6d 123456789012 

e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........................................  6e 123456789012 

f Total.  Add lines 6d and 6e. ...........................................................................................................................................  6f 123456789012 

g(1) 
Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 
complete this item) .........................................................................................................................................................  6g(1)  

g(2)  Number of participants with account balances as of the end of the plan year (only defined contribution plans  
complete this item) .........................................................................................................................................................  6g(2) 123456789012 

h  Number of participants who terminated employment during the plan year with accrued benefits that were  
less than 100% vested....................................................................................................................................................  6h 123456789012 

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:  
          
 

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply) 
(1)  X  Insurance (1)  X  Insurance 
(2)  X Code section 412(e)(3) insurance contracts (2)  X  Code section 412(e)(3) insurance contracts 
(3)  X Trust  (3)  X  Trust  
(4)  X  General assets of the sponsor (4)  X  General assets of the sponsor 

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

a  Pension Schedules b General Schedules 

(1)  X  R  (Retirement Plan Information)  (1)  X H  (Financial Information) 

(2)  X  MB  (Multiemployer Defined Benefit Plan and Certain Money 
Purchase Plan Actuarial Information) - signed by the plan 
actuary 

(2)  X  I   (Financial Information – Small Plan) 

(3)  X    A  (Insurance Information) – Number Attached ______ 

(4)  X  C  (Service Provider Information) 
(3)  X  SB  (Single-Employer Defined Benefit Plan Actuarial          

Information) - signed by the plan actuary 
(5)  X  D  (DFE/Participating Plan Information) 

(4)  X  DCG  (Individual Plan Information) – Number Attached ______ (6)  X  G  (Financial Transaction Schedules) 

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

 

X

 
 

149

149

161

0

0

161

4H4A 4B 4D 4E 4F 4L

X X

7X
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Part III  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.) ........................………..….  X    Yes       X    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.) …….....  X Yes    X   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______________________              
                                            

 

X



 

 
  

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

 
OMB No. 1210-0110 

 

2024 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2024 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number (PN)          001 

 

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

FGHI ABCDEFGHI  

D  Employer Identification Number (EIN) 
012345678 

Part I 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 II and III can be reported on a single Schedule A. 

1  Coverage Information: 
 

(a)  Name of insurance carrier 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

 

(b)  EIN (c)  NAIC 
code 

(d)  Contract or 
 identification number 

(e)  Approximate number of 
persons covered at end of 

policy or contract year 

Policy or contract year 

(f)  From (g)  To 

012345678 ABCDE ABCDE0123456789 1234567 YYYY-MM-DD YYYY-MM-DD 

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 
123456789012345 123456789012345 

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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 

 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

 

01/01/2024 12/31/2024

HUMMEL GROUP, INC. WELFARE BENEFITS PLAN 501

HUMMEL GROUP, INC. 34-1096613

AULTCARE INSURANCE COMPANY

34-1624818 77216 25660 125 01/01/2024 12/31/2024
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

1
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Part II 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 123456789012345 

5  Current value of plan’s interest under this contract in separate accounts at year end ..................................................  5 123456789012345 

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier ....................................................................................................................................  6b -123456789012345 

c Premiums due but unpaid at the end of the year ................................................................................................  6c -123456789012345 

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ................................................................................................  6d -123456789012345 

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

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

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year .............................................................................................................  7b 123456789012345 

c Additions:  (1) Contributions deposited during the year ...............................  7c(1) -123456789012345  

(2) Dividends and credits .............................................................................  7c(2) -123456789012345  

(3) Interest credited during the year .............................................................  7c(3) -123456789012345  

(4) Transferred from separate account ........................................................  7c(4) -123456789012345  

(5) Other (specify below) .............................................................................  7c(5) -123456789012345  

 

 

 

  

  
  

(6)Total additions ...............................................................................................................................................  7c(6) 123456789012345 

 d  Total of balance and additions (add lines 7b and 7c(6)).  .....................................................................................  7d 123456789012345 

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345  

      (2) Administration charge made by carrier ....................................................  7e(2) -123456789012345  

      (3) Transferred to separate account .............................................................  7e(3) -123456789012345  

      (4) Other (specify below) ..............................................................................  7e(4) -123456789012345  

 

 

 

  

  
  

      (5) Total deductions ............................................................................................................................................  7e(5) 123456789012345 

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) .............................................................  7f 123456789012345 

0

0

0

0

0
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 

 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 

 m X  Other (specify)  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

9  Experience-rated contracts:  

a   Premiums: (1) Amount received ................................................................  9a(1) -123456789012345  

      (2) Increase (decrease) in amount due but unpaid ...................................  9a(2) -123456789012345  

      (3) Increase (decrease) in unearned premium reserve .............................  9a(3) -123456789012345  

(4) Earned ((1) + (2) - (3)) ...............................................................................................................................................  9a(4) 123456789012345 

 b Benefit charges (1) Claims paid ...............................................................  9b(1) -123456789012345  

      (2) Increase (decrease) in claim reserves .................................................  9b(2) -123456789012345  

      (3) Incurred claims (add (1) and (2)) ................................................................................................................  9b(3) 123456789012345 

      (4) Claims charged ..........................................................................................................................................  9b(4) 123456789012345 

 c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345  

             (A) Commissions ...............................................................................  9c(1)(A) -123456789012345  

             (B) Administrative service or other fees .............................................  9c(1)(B) -123456789012345  

             (C) Other specific acquisition costs ....................................................  9c(1)(C) -123456789012345  

             (D) Other expenses ...........................................................................  9c(1)(D) -123456789012345  

             (E) Taxes ...........................................................................................  9c(1)(E) -123456789012345  

             (F) Charges for risks or other contingencies ......................................  9c(1)(F) -123456789012345  

             (G) Other retention charges ...............................................................  9c(1)(G) -123456789012345  

             (H) Total retention.....................................................................................................................................  9c(1)(H) 123456789012345 

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.)..................  9c(2) 123456789012345 

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ...............  9d(1) 123456789012345 

     (2) Claim reserves ..........................................................................................................................................  9d(2) 123456789012345 

   (3) Other reserves ..........................................................................................................................................  9d(3) 123456789012345 

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ..............................  9e 123456789012345 

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier ...................................................................................  10a 123456789012345 

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

-

123456789012345 

Specify nature of costs.   
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

 

Part IV Provision of Information  

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDE 

 

X

0

0

0

424262

X



 

 
  

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

 
OMB No. 1210-0110 

 

2024 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2024 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number (PN)          001 

 

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

FGHI ABCDEFGHI  

D  Employer Identification Number (EIN) 
012345678 

Part I 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 II and III can be reported on a single Schedule A. 

1  Coverage Information: 
 

(a)  Name of insurance carrier 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

 

(b)  EIN (c)  NAIC 
code 

(d)  Contract or 
 identification number 

(e)  Approximate number of 
persons covered at end of 

policy or contract year 

Policy or contract year 

(f)  From (g)  To 

012345678 ABCDE ABCDE0123456789 1234567 YYYY-MM-DD YYYY-MM-DD 

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 
123456789012345 123456789012345 

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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 

 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

 

01/01/2024 12/31/2024

HUMMEL GROUP, INC. WELFARE BENEFITS PLAN 501

HUMMEL GROUP, INC. 34-1096613

VISION SERVICE PLAN

06-1227840 39616 12122251 150 01/01/2024 12/31/2024

628 0

THE HUMMEL GROUP, INC. PO BOX 3 
ORRVILLE, OH 44667-0003

628 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

1



Schedule A  (Form 5500) 2024            Page 3 

Part II 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 123456789012345 

5  Current value of plan’s interest under this contract in separate accounts at year end ..................................................  5 123456789012345 

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier ....................................................................................................................................  6b -123456789012345 

c Premiums due but unpaid at the end of the year ................................................................................................  6c -123456789012345 

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ................................................................................................  6d -123456789012345 

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

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

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year .............................................................................................................  7b 123456789012345 

c Additions:  (1) Contributions deposited during the year ...............................  7c(1) -123456789012345  

(2) Dividends and credits .............................................................................  7c(2) -123456789012345  

(3) Interest credited during the year .............................................................  7c(3) -123456789012345  

(4) Transferred from separate account ........................................................  7c(4) -123456789012345  

(5) Other (specify below) .............................................................................  7c(5) -123456789012345  

 

 

 

  

  
  

(6)Total additions ...............................................................................................................................................  7c(6) 123456789012345 

 d  Total of balance and additions (add lines 7b and 7c(6)).  .....................................................................................  7d 123456789012345 

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345  

      (2) Administration charge made by carrier ....................................................  7e(2) -123456789012345  

      (3) Transferred to separate account .............................................................  7e(3) -123456789012345  

      (4) Other (specify below) ..............................................................................  7e(4) -123456789012345  

 

 

 

  

  
  

      (5) Total deductions ............................................................................................................................................  7e(5) 123456789012345 

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) .............................................................  7f 123456789012345 

0

0

0

0

0
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 

 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 

 m X  Other (specify)  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

9  Experience-rated contracts:  

a   Premiums: (1) Amount received ................................................................  9a(1) -123456789012345  

      (2) Increase (decrease) in amount due but unpaid ...................................  9a(2) -123456789012345  

      (3) Increase (decrease) in unearned premium reserve .............................  9a(3) -123456789012345  

(4) Earned ((1) + (2) - (3)) ...............................................................................................................................................  9a(4) 123456789012345 

 b Benefit charges (1) Claims paid ...............................................................  9b(1) -123456789012345  

      (2) Increase (decrease) in claim reserves .................................................  9b(2) -123456789012345  

      (3) Incurred claims (add (1) and (2)) ................................................................................................................  9b(3) 123456789012345 

      (4) Claims charged ..........................................................................................................................................  9b(4) 123456789012345 

 c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345  

             (A) Commissions ...............................................................................  9c(1)(A) -123456789012345  

             (B) Administrative service or other fees .............................................  9c(1)(B) -123456789012345  

             (C) Other specific acquisition costs ....................................................  9c(1)(C) -123456789012345  

             (D) Other expenses ...........................................................................  9c(1)(D) -123456789012345  

             (E) Taxes ...........................................................................................  9c(1)(E) -123456789012345  

             (F) Charges for risks or other contingencies ......................................  9c(1)(F) -123456789012345  

             (G) Other retention charges ...............................................................  9c(1)(G) -123456789012345  

             (H) Total retention.....................................................................................................................................  9c(1)(H) 123456789012345 

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.)..................  9c(2) 123456789012345 

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ...............  9d(1) 123456789012345 

     (2) Claim reserves ..........................................................................................................................................  9d(2) 123456789012345 

   (3) Other reserves ..........................................................................................................................................  9d(3) 123456789012345 

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ..............................  9e 123456789012345 

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier ...................................................................................  10a 123456789012345 

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

-

123456789012345 

Specify nature of costs.   
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

 

Part IV Provision of Information  

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDE 

 

X

0

0

0

7313

X



 

 
  

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

 
OMB No. 1210-0110 

 

2024 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2024 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number (PN)          001 

 

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

FGHI ABCDEFGHI  

D  Employer Identification Number (EIN) 
012345678 

Part I 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 II and III can be reported on a single Schedule A. 

1  Coverage Information: 
 

(a)  Name of insurance carrier 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

 

(b)  EIN (c)  NAIC 
code 

(d)  Contract or 
 identification number 

(e)  Approximate number of 
persons covered at end of 

policy or contract year 

Policy or contract year 

(f)  From (g)  To 

012345678 ABCDE ABCDE0123456789 1234567 YYYY-MM-DD YYYY-MM-DD 

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 
123456789012345 123456789012345 

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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 

 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

 

01/01/2024 12/31/2024

HUMMEL GROUP, INC. WELFARE BENEFITS PLAN 501

HUMMEL GROUP, INC. 34-1096613

PRINCIPAL LIFE INSURANCE COMPANY

42-0127290 61271 1052796 298 01/01/2024 12/31/2024

6084 4786

HUMMEL GROUP, INC. PO BOX 250 
BERLIN, OH 44610-0250

6084 4786 BONUS 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

1



Schedule A  (Form 5500) 2024            Page 3 

Part II 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 123456789012345 

5  Current value of plan’s interest under this contract in separate accounts at year end ..................................................  5 123456789012345 

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier ....................................................................................................................................  6b -123456789012345 

c Premiums due but unpaid at the end of the year ................................................................................................  6c -123456789012345 

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ................................................................................................  6d -123456789012345 

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

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

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year .............................................................................................................  7b 123456789012345 

c Additions:  (1) Contributions deposited during the year ...............................  7c(1) -123456789012345  

(2) Dividends and credits .............................................................................  7c(2) -123456789012345  

(3) Interest credited during the year .............................................................  7c(3) -123456789012345  

(4) Transferred from separate account ........................................................  7c(4) -123456789012345  

(5) Other (specify below) .............................................................................  7c(5) -123456789012345  

 

 

 

  

  
  

(6)Total additions ...............................................................................................................................................  7c(6) 123456789012345 

 d  Total of balance and additions (add lines 7b and 7c(6)).  .....................................................................................  7d 123456789012345 

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345  

      (2) Administration charge made by carrier ....................................................  7e(2) -123456789012345  

      (3) Transferred to separate account .............................................................  7e(3) -123456789012345  

      (4) Other (specify below) ..............................................................................  7e(4) -123456789012345  

 

 

 

  

  
  

      (5) Total deductions ............................................................................................................................................  7e(5) 123456789012345 

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) .............................................................  7f 123456789012345 

0

0

0

0

0
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 

 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 

 m X  Other (specify)  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

9  Experience-rated contracts:  

a   Premiums: (1) Amount received ................................................................  9a(1) -123456789012345  

      (2) Increase (decrease) in amount due but unpaid ...................................  9a(2) -123456789012345  

      (3) Increase (decrease) in unearned premium reserve .............................  9a(3) -123456789012345  

(4) Earned ((1) + (2) - (3)) ...............................................................................................................................................  9a(4) 123456789012345 

 b Benefit charges (1) Claims paid ...............................................................  9b(1) -123456789012345  

      (2) Increase (decrease) in claim reserves .................................................  9b(2) -123456789012345  

      (3) Incurred claims (add (1) and (2)) ................................................................................................................  9b(3) 123456789012345 

      (4) Claims charged ..........................................................................................................................................  9b(4) 123456789012345 

 c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345  

             (A) Commissions ...............................................................................  9c(1)(A) -123456789012345  

             (B) Administrative service or other fees .............................................  9c(1)(B) -123456789012345  

             (C) Other specific acquisition costs ....................................................  9c(1)(C) -123456789012345  

             (D) Other expenses ...........................................................................  9c(1)(D) -123456789012345  

             (E) Taxes ...........................................................................................  9c(1)(E) -123456789012345  

             (F) Charges for risks or other contingencies ......................................  9c(1)(F) -123456789012345  

             (G) Other retention charges ...............................................................  9c(1)(G) -123456789012345  

             (H) Total retention.....................................................................................................................................  9c(1)(H) 123456789012345 

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.)..................  9c(2) 123456789012345 

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ...............  9d(1) 123456789012345 

     (2) Claim reserves ..........................................................................................................................................  9d(2) 123456789012345 

   (3) Other reserves ..........................................................................................................................................  9d(3) 123456789012345 

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ..............................  9e 123456789012345 

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier ...................................................................................  10a 123456789012345 

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

-

123456789012345 

Specify nature of costs.   
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

 

Part IV Provision of Information  

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDE 

 

X X

X

X

0

0

0

152905

X



 

 
  

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

 
OMB No. 1210-0110 

 

2024 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2024 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number (PN)          001 

 

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

FGHI ABCDEFGHI  

D  Employer Identification Number (EIN) 
012345678 

Part I 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 II and III can be reported on a single Schedule A. 

1  Coverage Information: 
 

(a)  Name of insurance carrier 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

 

(b)  EIN (c)  NAIC 
code 

(d)  Contract or 
 identification number 

(e)  Approximate number of 
persons covered at end of 

policy or contract year 

Policy or contract year 

(f)  From (g)  To 

012345678 ABCDE ABCDE0123456789 1234567 YYYY-MM-DD YYYY-MM-DD 

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 
123456789012345 123456789012345 

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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 

 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

 

01/01/2024 12/31/2024

HUMMEL GROUP, INC. WELFARE BENEFITS PLAN 501

HUMMEL GROUP, INC. 34-1096613

AMERICAN HERITAGE LIFE INSURANCE COMPANY

59-0781901 60534 11933 53 01/01/2024 12/31/2024

6876 0

HUMMEL GROUP INC PO BOX 250 
BERLIN, OH 44610

3283 3

MICHAEL T HARWOOD 36 SHANNON DRIVE 
APPLE CREEK, OH 44606

2775 3



  

Schedule A  (Form 5500) 2024  Page 2 – 1  x     

 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

1

LAYNE FINANCIAL 3009 WILMINGTON RD, STE 100 
NEW CASTLE, PA 16015

353 3

COVEY RUN INSURANCE 341 COPPER CREEK 
AMHERST, OH 44001

251 3

CGI VOLUNTARY BENEFITS INC 3500 WOODRIDGE ROAD 
CLEVELAND HEIGHTS, OH 44121

99 3

MARK L HUFHAND 925 S MAIN STREET 
NORTH CANTON, OH 44720

80 3

MICHAEL W BERUBE PO BOX 9825 
CANTON, OH 44711

21 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

2

THOMAS W. BOSTON 1275 W MAPLE ST 
HARTVILLE, OH 44632

6 3

KATIE DUER 2801 S MEDINA LINE RD 
WADSWORTH, OH 44281

5 3

BUHL INS AGENCY 4204 EAST EWALT RD 
GIBSONIA, PA 15044

3 3
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Part II 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 123456789012345 

5  Current value of plan’s interest under this contract in separate accounts at year end ..................................................  5 123456789012345 

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier ....................................................................................................................................  6b -123456789012345 

c Premiums due but unpaid at the end of the year ................................................................................................  6c -123456789012345 

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ................................................................................................  6d -123456789012345 

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

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

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year .............................................................................................................  7b 123456789012345 

c Additions:  (1) Contributions deposited during the year ...............................  7c(1) -123456789012345  

(2) Dividends and credits .............................................................................  7c(2) -123456789012345  

(3) Interest credited during the year .............................................................  7c(3) -123456789012345  

(4) Transferred from separate account ........................................................  7c(4) -123456789012345  

(5) Other (specify below) .............................................................................  7c(5) -123456789012345  

 

 

 

  

  
  

(6)Total additions ...............................................................................................................................................  7c(6) 123456789012345 

 d  Total of balance and additions (add lines 7b and 7c(6)).  .....................................................................................  7d 123456789012345 

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345  

      (2) Administration charge made by carrier ....................................................  7e(2) -123456789012345  

      (3) Transferred to separate account .............................................................  7e(3) -123456789012345  

      (4) Other (specify below) ..............................................................................  7e(4) -123456789012345  

 

 

 

  

  
  

      (5) Total deductions ............................................................................................................................................  7e(5) 123456789012345 

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) .............................................................  7f 123456789012345 

0

0

0

0

0
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 

 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 

 m X  Other (specify)  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

9  Experience-rated contracts:  

a   Premiums: (1) Amount received ................................................................  9a(1) -123456789012345  

      (2) Increase (decrease) in amount due but unpaid ...................................  9a(2) -123456789012345  

      (3) Increase (decrease) in unearned premium reserve .............................  9a(3) -123456789012345  

(4) Earned ((1) + (2) - (3)) ...............................................................................................................................................  9a(4) 123456789012345 

 b Benefit charges (1) Claims paid ...............................................................  9b(1) -123456789012345  

      (2) Increase (decrease) in claim reserves .................................................  9b(2) -123456789012345  

      (3) Incurred claims (add (1) and (2)) ................................................................................................................  9b(3) 123456789012345 

      (4) Claims charged ..........................................................................................................................................  9b(4) 123456789012345 

 c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345  

             (A) Commissions ...............................................................................  9c(1)(A) -123456789012345  

             (B) Administrative service or other fees .............................................  9c(1)(B) -123456789012345  

             (C) Other specific acquisition costs ....................................................  9c(1)(C) -123456789012345  

             (D) Other expenses ...........................................................................  9c(1)(D) -123456789012345  

             (E) Taxes ...........................................................................................  9c(1)(E) -123456789012345  

             (F) Charges for risks or other contingencies ......................................  9c(1)(F) -123456789012345  

             (G) Other retention charges ...............................................................  9c(1)(G) -123456789012345  

             (H) Total retention.....................................................................................................................................  9c(1)(H) 123456789012345 

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.)..................  9c(2) 123456789012345 

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ...............  9d(1) 123456789012345 

     (2) Claim reserves ..........................................................................................................................................  9d(2) 123456789012345 

   (3) Other reserves ..........................................................................................................................................  9d(3) 123456789012345 

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ..............................  9e 123456789012345 

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier ...................................................................................  10a 123456789012345 

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

-

123456789012345 

Specify nature of costs.   
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

 

Part IV Provision of Information  

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDE 

 

X

X X

0

0

0

18862

X



 

 
  

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

 
OMB No. 1210-0110 

 

2024 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2024 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number (PN)          001 

 

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

FGHI ABCDEFGHI  

D  Employer Identification Number (EIN) 
012345678 

Part I 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 II and III can be reported on a single Schedule A. 

1  Coverage Information: 
 

(a)  Name of insurance carrier 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

 

(b)  EIN (c)  NAIC 
code 

(d)  Contract or 
 identification number 

(e)  Approximate number of 
persons covered at end of 

policy or contract year 

Policy or contract year 

(f)  From (g)  To 

012345678 ABCDE ABCDE0123456789 1234567 YYYY-MM-DD YYYY-MM-DD 

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 
123456789012345 123456789012345 

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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 

 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

 

01/01/2024 12/31/2024

HUMMEL GROUP, INC. WELFARE BENEFITS PLAN 501

HUMMEL GROUP, INC. 34-1096613

AFLAC

58-0663085 60380 FR911 1 01/01/2024 12/31/2024

12 0

TERRI PEASE 567 SAGUARO PL 
BARBERTON, OH 44203

4 3

MICHAEL R REBER 20101 HERON CROSSING DRIVE 
TAMPA, FL 33647

3 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

1

HUMMEL GROUP INC. PO BOX 3 
ORRVILLE, OH 44667

2 3

GAYLORD KAUFFMAN 315 GREEN RIDGE ROAD, STE H 1 
NEW CASTLE, PA 16105

1 3

MARK HUFHAND 925 S MAIN STREET, STE B 
NORTH CANTON, OH 44720

1 3

STENGRIM INS INC 47108 276TH STREET 
HARRISBURG, SD 57032

1 3
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Part II 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 123456789012345 

5  Current value of plan’s interest under this contract in separate accounts at year end ..................................................  5 123456789012345 

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier ....................................................................................................................................  6b -123456789012345 

c Premiums due but unpaid at the end of the year ................................................................................................  6c -123456789012345 

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ................................................................................................  6d -123456789012345 

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

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

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year .............................................................................................................  7b 123456789012345 

c Additions:  (1) Contributions deposited during the year ...............................  7c(1) -123456789012345  

(2) Dividends and credits .............................................................................  7c(2) -123456789012345  

(3) Interest credited during the year .............................................................  7c(3) -123456789012345  

(4) Transferred from separate account ........................................................  7c(4) -123456789012345  

(5) Other (specify below) .............................................................................  7c(5) -123456789012345  

 

 

 

  

  
  

(6)Total additions ...............................................................................................................................................  7c(6) 123456789012345 

 d  Total of balance and additions (add lines 7b and 7c(6)).  .....................................................................................  7d 123456789012345 

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345  

      (2) Administration charge made by carrier ....................................................  7e(2) -123456789012345  

      (3) Transferred to separate account .............................................................  7e(3) -123456789012345  

      (4) Other (specify below) ..............................................................................  7e(4) -123456789012345  

 

 

 

  

  
  

      (5) Total deductions ............................................................................................................................................  7e(5) 123456789012345 

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) .............................................................  7f 123456789012345 

0

0

0

0

0
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 

 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 

 m X  Other (specify)  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

9  Experience-rated contracts:  

a   Premiums: (1) Amount received ................................................................  9a(1) -123456789012345  

      (2) Increase (decrease) in amount due but unpaid ...................................  9a(2) -123456789012345  

      (3) Increase (decrease) in unearned premium reserve .............................  9a(3) -123456789012345  

(4) Earned ((1) + (2) - (3)) ...............................................................................................................................................  9a(4) 123456789012345 

 b Benefit charges (1) Claims paid ...............................................................  9b(1) -123456789012345  

      (2) Increase (decrease) in claim reserves .................................................  9b(2) -123456789012345  

      (3) Incurred claims (add (1) and (2)) ................................................................................................................  9b(3) 123456789012345 

      (4) Claims charged ..........................................................................................................................................  9b(4) 123456789012345 

 c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345  

             (A) Commissions ...............................................................................  9c(1)(A) -123456789012345  

             (B) Administrative service or other fees .............................................  9c(1)(B) -123456789012345  

             (C) Other specific acquisition costs ....................................................  9c(1)(C) -123456789012345  

             (D) Other expenses ...........................................................................  9c(1)(D) -123456789012345  

             (E) Taxes ...........................................................................................  9c(1)(E) -123456789012345  

             (F) Charges for risks or other contingencies ......................................  9c(1)(F) -123456789012345  

             (G) Other retention charges ...............................................................  9c(1)(G) -123456789012345  

             (H) Total retention.....................................................................................................................................  9c(1)(H) 123456789012345 

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.)..................  9c(2) 123456789012345 

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ...............  9d(1) 123456789012345 

     (2) Claim reserves ..........................................................................................................................................  9d(2) 123456789012345 

   (3) Other reserves ..........................................................................................................................................  9d(3) 123456789012345 

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ..............................  9e 123456789012345 

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier ...................................................................................  10a 123456789012345 

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

-

123456789012345 

Specify nature of costs.   
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

 

Part IV Provision of Information  

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDE 

 

X CANCER

0

0

0

87

X



 

 
  

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

 
OMB No. 1210-0110 

 

2024 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2024 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number (PN)          001 

 

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

FGHI ABCDEFGHI  

D  Employer Identification Number (EIN) 
012345678 

Part I 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 II and III can be reported on a single Schedule A. 

1  Coverage Information: 
 

(a)  Name of insurance carrier 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

 

(b)  EIN (c)  NAIC 
code 

(d)  Contract or 
 identification number 

(e)  Approximate number of 
persons covered at end of 

policy or contract year 

Policy or contract year 

(f)  From (g)  To 

012345678 ABCDE ABCDE0123456789 1234567 YYYY-MM-DD YYYY-MM-DD 

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 
123456789012345 123456789012345 

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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 

 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

 

01/01/2024 12/31/2024

HUMMEL GROUP, INC. WELFARE BENEFITS PLAN 501

HUMMEL GROUP, INC. 34-1096613

COLONIAL LIFE & ACCIDENT INSURANCE COMPANY

57-0144607 62049 E3713302 12 01/01/2024 12/31/2024

1151 82

HUMMEL GROUP INC PO BOX 250 
BERLIN, OH 44610

475 4 ADDITIONAL COMPENSATION 3

MH ADVISORS INC 36 SHANNON DRIVE 
APPLE CREEK, KY 44606

437 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

1

GREGORY PAUL STAUDINGER 11320 SHADDUCK RD 
NORTH EAST, OH 16428

100 36 ADDITIONAL COMPENSATION 3

COORDINATION GROUP LLC 13130 W 130TH STREET 
STRONGSVILLE, OH 44136

55 27 ADDITIONAL COMPENSATION 3

KEVIN WRONA 9740 CEDARWOOD DR 
NORTH ROYALTON, OH 44133

42 7 ADDITIONAL COMPENSATION 3

MATTHEW WALSH 26566 LOCUST DR 
OLMSTED FALLS, OH 44138

11 8 ADDITIONAL COMPENSATION 3

MICHAEL BERUBE PO BOX 9825 
CANTON, OH 44711

15 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

2

MARK HUFHAND 1664 N MAIN ST STE 7 
NORTH CANTON, OH 44720

8 3

LAYNE FINANCIAL 3009 WILMINGTON RD, STE 100 
NEW CASTLE, PA 16105

8 3
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Part II 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 123456789012345 

5  Current value of plan’s interest under this contract in separate accounts at year end ..................................................  5 123456789012345 

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier ....................................................................................................................................  6b -123456789012345 

c Premiums due but unpaid at the end of the year ................................................................................................  6c -123456789012345 

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ................................................................................................  6d -123456789012345 

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

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

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year .............................................................................................................  7b 123456789012345 

c Additions:  (1) Contributions deposited during the year ...............................  7c(1) -123456789012345  

(2) Dividends and credits .............................................................................  7c(2) -123456789012345  

(3) Interest credited during the year .............................................................  7c(3) -123456789012345  

(4) Transferred from separate account ........................................................  7c(4) -123456789012345  

(5) Other (specify below) .............................................................................  7c(5) -123456789012345  

 

 

 

  

  
  

(6)Total additions ...............................................................................................................................................  7c(6) 123456789012345 

 d  Total of balance and additions (add lines 7b and 7c(6)).  .....................................................................................  7d 123456789012345 

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345  

      (2) Administration charge made by carrier ....................................................  7e(2) -123456789012345  

      (3) Transferred to separate account .............................................................  7e(3) -123456789012345  

      (4) Other (specify below) ..............................................................................  7e(4) -123456789012345  

 

 

 

  

  
  

      (5) Total deductions ............................................................................................................................................  7e(5) 123456789012345 

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) .............................................................  7f 123456789012345 

0

0

0

0

0
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 

 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 

 m X  Other (specify)  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

9  Experience-rated contracts:  

a   Premiums: (1) Amount received ................................................................  9a(1) -123456789012345  

      (2) Increase (decrease) in amount due but unpaid ...................................  9a(2) -123456789012345  

      (3) Increase (decrease) in unearned premium reserve .............................  9a(3) -123456789012345  

(4) Earned ((1) + (2) - (3)) ...............................................................................................................................................  9a(4) 123456789012345 

 b Benefit charges (1) Claims paid ...............................................................  9b(1) -123456789012345  

      (2) Increase (decrease) in claim reserves .................................................  9b(2) -123456789012345  

      (3) Incurred claims (add (1) and (2)) ................................................................................................................  9b(3) 123456789012345 

      (4) Claims charged ..........................................................................................................................................  9b(4) 123456789012345 

 c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345  

             (A) Commissions ...............................................................................  9c(1)(A) -123456789012345  

             (B) Administrative service or other fees .............................................  9c(1)(B) -123456789012345  

             (C) Other specific acquisition costs ....................................................  9c(1)(C) -123456789012345  

             (D) Other expenses ...........................................................................  9c(1)(D) -123456789012345  

             (E) Taxes ...........................................................................................  9c(1)(E) -123456789012345  

             (F) Charges for risks or other contingencies ......................................  9c(1)(F) -123456789012345  

             (G) Other retention charges ...............................................................  9c(1)(G) -123456789012345  

             (H) Total retention.....................................................................................................................................  9c(1)(H) 123456789012345 

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.)..................  9c(2) 123456789012345 

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ...............  9d(1) 123456789012345 

     (2) Claim reserves ..........................................................................................................................................  9d(2) 123456789012345 

   (3) Other reserves ..........................................................................................................................................  9d(3) 123456789012345 

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ..............................  9e 123456789012345 

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier ...................................................................................  10a 123456789012345 

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

-

123456789012345 

Specify nature of costs.   
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

 

Part IV Provision of Information  

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDE 

 

X

0

0

0

5740

X



 

 
  

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

 
OMB No. 1210-0110 

 

2024 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2024 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number (PN)          001 

 

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

FGHI ABCDEFGHI  

D  Employer Identification Number (EIN) 
012345678 

Part I 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 II and III can be reported on a single Schedule A. 

1  Coverage Information: 
 

(a)  Name of insurance carrier 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

 

(b)  EIN (c)  NAIC 
code 

(d)  Contract or 
 identification number 

(e)  Approximate number of 
persons covered at end of 

policy or contract year 

Policy or contract year 

(f)  From (g)  To 

012345678 ABCDE ABCDE0123456789 1234567 YYYY-MM-DD YYYY-MM-DD 

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 
123456789012345 123456789012345 

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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 

 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

 

01/01/2024 12/31/2024

HUMMEL GROUP, INC. WELFARE BENEFITS PLAN 501

HUMMEL GROUP, INC. 34-1096613

CINCINNATI LIFE INSURANCE

31-1213778 76236 00XG7 21 01/01/2024 12/31/2024

1265 0

HUMMEL GROUP, INC. PO BOX 250 
BERLIN, OH 44610

1265 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

1



Schedule A  (Form 5500) 2024            Page 3 

Part II 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 123456789012345 

5  Current value of plan’s interest under this contract in separate accounts at year end ..................................................  5 123456789012345 

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier ....................................................................................................................................  6b -123456789012345 

c Premiums due but unpaid at the end of the year ................................................................................................  6c -123456789012345 

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ................................................................................................  6d -123456789012345 

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

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

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year .............................................................................................................  7b 123456789012345 

c Additions:  (1) Contributions deposited during the year ...............................  7c(1) -123456789012345  

(2) Dividends and credits .............................................................................  7c(2) -123456789012345  

(3) Interest credited during the year .............................................................  7c(3) -123456789012345  

(4) Transferred from separate account ........................................................  7c(4) -123456789012345  

(5) Other (specify below) .............................................................................  7c(5) -123456789012345  

 

 

 

  

  
  

(6)Total additions ...............................................................................................................................................  7c(6) 123456789012345 

 d  Total of balance and additions (add lines 7b and 7c(6)).  .....................................................................................  7d 123456789012345 

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345  

      (2) Administration charge made by carrier ....................................................  7e(2) -123456789012345  

      (3) Transferred to separate account .............................................................  7e(3) -123456789012345  

      (4) Other (specify below) ..............................................................................  7e(4) -123456789012345  

 

 

 

  

  
  

      (5) Total deductions ............................................................................................................................................  7e(5) 123456789012345 

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) .............................................................  7f 123456789012345 

0

0

0

0

0
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 

 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 

 m X  Other (specify)  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

9  Experience-rated contracts:  

a   Premiums: (1) Amount received ................................................................  9a(1) -123456789012345  

      (2) Increase (decrease) in amount due but unpaid ...................................  9a(2) -123456789012345  

      (3) Increase (decrease) in unearned premium reserve .............................  9a(3) -123456789012345  

(4) Earned ((1) + (2) - (3)) ...............................................................................................................................................  9a(4) 123456789012345 

 b Benefit charges (1) Claims paid ...............................................................  9b(1) -123456789012345  

      (2) Increase (decrease) in claim reserves .................................................  9b(2) -123456789012345  

      (3) Incurred claims (add (1) and (2)) ................................................................................................................  9b(3) 123456789012345 

      (4) Claims charged ..........................................................................................................................................  9b(4) 123456789012345 

 c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345  

             (A) Commissions ...............................................................................  9c(1)(A) -123456789012345  

             (B) Administrative service or other fees .............................................  9c(1)(B) -123456789012345  

             (C) Other specific acquisition costs ....................................................  9c(1)(C) -123456789012345  

             (D) Other expenses ...........................................................................  9c(1)(D) -123456789012345  

             (E) Taxes ...........................................................................................  9c(1)(E) -123456789012345  

             (F) Charges for risks or other contingencies ......................................  9c(1)(F) -123456789012345  

             (G) Other retention charges ...............................................................  9c(1)(G) -123456789012345  

             (H) Total retention.....................................................................................................................................  9c(1)(H) 123456789012345 

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.)..................  9c(2) 123456789012345 

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ...............  9d(1) 123456789012345 

     (2) Claim reserves ..........................................................................................................................................  9d(2) 123456789012345 

   (3) Other reserves ..........................................................................................................................................  9d(3) 123456789012345 

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ..............................  9e 123456789012345 

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier ...................................................................................  10a 123456789012345 

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

-

123456789012345 

Specify nature of costs.   
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

 

Part IV Provision of Information  

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDE 

 

X

0

0

0

11144

X



Form 5500

Departmênt of th€ ïreâsury
lnte.nal Rêvenue Seryice

Department of Labor
Employee Benefits Secur¡ty

Adm¡nistralion

Pension Benef¡t Guaranty Corporation

Annual rt ldentification lnformation
2024 or liscal lan

A This return/report is for: ! a multiemployer plan

fl a single-employer plan

B This return/report is the first return/report

an amended return/report

G lf tfre plan is a collectively-bargained plan, check here.

D Check box if filing under: ! Form 5558

! special extension (enter description)

E lf th¡s is a plan perm¡tted by SECURE Act section 201 , check here

Basic Plan lnformation-enter att uested information

I â Name of plan

Hummef Group, Inc. Weffare Benefits PÌan

2024

This Form is Open to Publ¡c

a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

a DFE (specify) _
! tne nnat return/report

! a sho* plan year return/report (less than 12 months)

'!
automatic extension ! tne orvc program

OMB Nos. 1210-0110
I 2 1 0-0089

.. )

501

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

Hummef Group, Inc.

Box)
code (if foreign, see instructions)

1C Effective date of pÍan
07/0r/2015

2b Employer ldentification
Number (ElN)
34-1096613

2C Plan Sponsor's telephone
number
330-B 93-2600

2d Business code (see
instructions)
5242r0

PO Box 250

Berlin oH 44610

Caution: A oenaltv for the late or incomolete filino of this return/reDort will be assessed unless reasonable cause is established.
Under penalties of perjury and other penalties set forth in the instructions, I declare that I 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.

Form 5500 (2024)
v.240311

Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employee benefit plans under sections 104

and 4065 of the Employee Retirement ìncome Secur¡ty Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the lnternal Revenue Code (the Code).

) Complete all entries in accordance with
the instructions to the Form 5500.

Part I

and

Part ll
1b Three-digit plan

number

SIGN
HERE

VM *7- trù-2í Mike Sommers

Siqnature of þlan administrator Date Enter name of individual siqninq as plan administrator

SIGN
HERE

Signature of employer/plan sponsor Date Enter name of individual siqninq as emplover or plan soonsor

SIGN
HERE

Siqnature of DFE Date Enter name of individual siqninq as DFË
For Paperwork Reduction Act Notice, see the lnstructions for Form 5500.



5

1

6aQl
6b

6c
6d

6e

6f

6g(r)

6q(2)

6h

7

Form 5500 Page 2

3a Plan administratois name and address Same as Plan Sponsor

4 lt tne name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan,

enter the plan sponsor's name, ElN, the plan name and the plan number from the lãst return/report:

â Sponsor's name

C Plan Name

5 Total number of participants at the beginning of the plan year

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

a(2) Totat number of active part¡cipants at the end of the plan year

b Retired or separâted participants receiving benefits

C Other retired or separated participânts entitled to future benefits

d Subtotal. Add lines 6a(2), 6b, and 6c.

g Deceased participants whose beneficiaries are receiving or are entitled to receive benefits

3b Administrator's EIN

3C Administrator's telephone
number

4b rrru

4d pru

149

r49
I6I

0

0

161

s(r) |.iffiil Liislì5fi::-lÏ :::-*:::"::::: :: :llT :::::::::"-":l:: l:::þ:11::1:: :::i::::i'*:l:::
Number of participants with account balances as of the end of the plan year (only defined contribution plans

s(21 complete this item)

. Number oftr less than 1

participants who terminated employment during the plan year with accrued benefits that were

7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........

8a tftneplanprovidespensionbenefits,entertheapplicablepensionfeaturecodesfromtheListofPlanCharacteristicsCodesintheinstructions:

b lf tne 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 4L

9a pta

(1)

(2)

(3)

(4)

(r )

(2)

n funding arrangement (check all that apply)
(r )

(2t

(3)

(4)

R (Retirement Plan lnformation) (1)

MB (Multiemployer Defined Benefit Plan and Certain Money Ql

Purchase Plan Actuarial lnformation) - signed by the plan (3)

actuary (4)

SB (Single-Employer Defined Benefit Plan Actuarial

lnformation) - signed by the plan actuary 
(5)

arrangement (check all that apply)

lnsurance

Code section a12(e)(3) insurance contracts

Trust

General assets of the sponsor

H (Financial lnformation)

I (Financial lnformation - Small Plan)

A (lnsurance lnformation) - Number Attached 7

C (Service Provider lnformation)

D (DFE/Participating Plan lnformation)

9b Plan benefit

lnsurance

Code section 412(eX3) insurance contracts

Trust

General assets of the sponsor

l0 Cnectall applicableboxesìnl0aandl0btoindicatewhichschedulesareattached,and,whereindicated,enterthenumberattached. (Seeinstructions)

a Pension Schedules b General Schedules

!
(3)

(4)

(5)

DCG (lndividual Plan lnformation) - Number Attached 

- 

(6) f] C lf inancial Transaction Schedules)

MEP (Multiple-Employer Retirement Plan lnformation)



Form 5500 (2024) Page 3

Form M-l Com liance lnformation be com welfare benefit
1 1a f tne plan prov¡des welfare benefits, was the plan subject to the Form M-l filing requirements during the plan year? (See instructions and 29 CFR

2520.101-2.) lves ENo
lf "Yes" is checked, complete lines 1 1 b and 1 1c.

Part lll

llblstneplancurrentlyincompliancewiththeFormM-1 filingrequirements?(Seeinstructionsand29CFR2520.l0l-2.)........... IVes No

I 1 C Enter the Receipt Confirmation Code for lhe 2024 Form M-1 annual report. lf the plan was not required to file the 2A24 Form M-'1 annual report, enter the
Receìpt 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_



SGHEDULE A
(Form 5500)

Departmenl of the Treasury
lnternal Revenue Seryice

Department of Labor
Employee Benefits Secur¡ty Administration

Pension Benefit Guaranty Corporation

For calendar 2024 or fiscal 0r/or/2024
A Name of plan

Hummel Group, Inc. Weffare Benefits Plan

OMB No. 1210-01 10

2024

and L2 2024

This Form is Open to Public

501

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (ElN)

34-1096613
lnformation Goncerning lnsurance Contract Coverage, Fees, and Commissions Provide information for each contract

ona Schedule A. lndividual contracts ro ASAU lll can be onast Schedule A.

I coverage lnformation:

ln

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

) File as an attachment to Form 5500.

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

lnsurance lnformation

31

number )
B Three-digit

Part I

(a) Name of insurance carrier

AultCare Insurance Company

(b) ErN

3 4-16248r8

Pol or contract

(g) ro

1-2/3t/2024

2 lnsurance fee and commission information. Enterthe total fees and total commissions paid. Lìst irr line 3 the agents, brokers, and other persons in
order of

Total amount of commÌssions of fees

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

(f) From
(c) NAIC

code
(d) Contract or

identification number

(e) Approximate number of
persons covered at end of

policV or contract year

125 0L/ 0L /20241'1? 1 €, 25660

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

Fees and other commissions paid

lc) Amount (dl Puroose
(b) Amount of sales and base

code

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

Fees and other commissions paid

{dì Puroose(c) Amount
(b) Amount of sales and base

commtsstons id code

A (Form 5500) 2024
v.240311

For Pape ,qct Notice, see the lnstructions for Form 5500.



Schedule A (Form 5500)2024 rase 2 - f-l
laì Name and address of the aoent. broker. or other person to whom commissions or fees were paid

Fees and other commissions Þatd

(c) Amount (d) Purpose
(b) Amount of sales and base

(e)
Organization

code

lal Name and address of the acent. broker. or other person to whom commissions or fees were paid

Fees and other commissions Da¡d

(c) Amount (d) Purpose
(b) Amount of sales and base

commtsstons

(e)
Organization

code

fa) Name and address of the aoent. broker or person to whom commissions or fees were paid

Fees and other comm¡ssions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

(e)
Organization

code

lal Name and address of the aoent. broker. or other person to whom commissions or fees were paid

Fees and other commissions oaid

(c) Amount (d) Purpose
(b) Amount of sales and base

commtsstons

(e)
Organization

code

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

Fees and oiher commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

(e)
Organization

codecommtsstons



Schedule A (Form 5500\ 2024 Page 3

lnvestment and Annuity Contract lnformation
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

4 Current value of n's interest under this contract in the account at end

5 Current value of n's interest under this contract in se accounts at end.

6 Contracts With Allocated Funds:

â State the basis of premium rates )

C Premiums due but unpaid at the end of the year........

d ltthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, enter amount.

Specify nature of costs )

Type of contract: (l) ! individual policies

(3) [ other (specify) )
(2) ! group deferred annuity

f lf contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here ) ¡

Part ll

4
5

6b
6c

6d

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

ê Type of contract: (1) ! deposit adm¡nistration (2) f] immediate partic¡pation guarantee

(3) f] guaranteed investment (a) ! other )

b Balance at the end of the

C Additions: (1)Contributions deposited during the year

(2) Divìdends and credits

(3) lnterest credited during the year.................

(4) Transferred from separate account............

(5) Oiher (specify below)

)

(6)Total additions

d Total of balance and additions (add lines 7b and 7c(6)).

ê Deductions:

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

(2) Administration charge made by carrier

(3) Transferred to separate account

(4) Other (specify below)

)

(5) Total deductions

f Balance at the end ofthe current line from line

0

0

07
0

7b
7cfil
Tc2l
7c(3)
7cÁl
7cl5l

7d

7eÁl
7eQl
7e(3)
7eØl

7Í

0



Schedule A (Form 5500) 2024 Page 4

Part lll Welfare Benefit Contract lnformation
lf more than one contract covers the same group of employees of the same employe(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 un¡t for purposes of this report.

I Benefit and contract type (check all applicable boxes)

a I Health(otherthandental orvision) b! oentat c! vision d! f-iteinsurance

e ! temporarydisability(accidentandsickness) f ! Long-termdisability 9! Supptemental unemployment h! Prescriptiondrug

i!stoploss(largedeductible) l!nvOcontract k!eeocontract l!lnoemnitycontract

m ! otner (specify) )

9 Experience-rated contracts:

â Premiums: (1) Amount received

(2) lncrease (decrease) in amount due but unpaid

(3) lncrease (decrease) in unearned premium reserve

(4) Earned ((r) + (2) - (3))..

b Benefit charges (1) Claims paid..................

(2) lncrease (decrease) in claim reserves .......................

(3) lncurred claims (add (1) and (2)).

(4) Claims charged

C Remainder of premium: (1) Retention charges (on an accrual basis) -

0

0

(A) Commissions ..................
(B) Administrative seryice or other fees
(C) Other specific acquisition costs

(Ë) Taxes ....
(F) Charges for risks or other contingencies...
(G) Other retention charges............
(H) Total retention...........

(2) Dividends or retroactive rate refunds. (These amounts were ! paid in cash, or ! credited.)................

d Status of policyholder reserves at end of year: ('l)Amount held to provide benef¡ts after ret¡rement

(D) Other expenses

(2) Claim reserves

(3) Other reserves.......................

0

ê Dividends or retroactive rate refunds due. Do not include amount entered in line

I 0 Nonexperience-rated contracts:

â Total premiums or subscription charges paid to carrier

b lf the carrier, service, or other organization ìncurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part l, line 2 above, report amount..

Specify nature of costs.

424 ,262

9a(1)
9a(21

9al3)
9a(4)

9bt1)
9b12)

9bt3)

9cf 1){Al
9c(1XBl
ec(1Xc)
9c(1XD)
9c(1XE)
9c(rXF)
ec(1)(G)

9cl1)lHl

9c(2)
9dt1t
9d(21

9d(3)
9e

10a

l0b

I Provision of Information

12 t tne answer to line 11 is "Yes," specify the information not provided. )
Eruol1 O¡O the insurance comÞanv fail to prov¡de any information necessary to complete Schedule A?............. f-l v"t



SCHEDULE A
(Form 5500)

Department of the Treasury
lnternal Revenue Seruice

OMB No. 1210-0110

2024
Deparlment of Labor

Employee Benefits Security Admin¡stration

Pension Benefit Guaranty Corporation

For calendar 2024 or liscal n 01 0r / 2024 and

This Form is Open to Public
n

12/37/2024

501
A Name of plan

Hummef Group, Inc. Welfare Benefits Pfan

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (ElN)

34-1096613
lnformation Concerning Insurance Contract Coverage, Fees, and Gommissions Provide information for each contract

ona A. lndividual contracts ro as a unit in Parts ll and lll can be ona Schedule A.

I Coveraqe lnformation:

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

) File as an attachment to Form 5500.

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

lnsurance lnformation

)n number

B Three-digit

Part I

(a) Name of insurance carrier

Vision Service Pfan

(b) ErN

06-1221 840

Pol or

(g) ro

L2/37/2024

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

Total amount of Total amount of fees

628

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

0

(d) Contract or
identification number

(e) Approximate number of
persons covered at end of

policv or contract vear
(f) From

(c) NAIC
code

39676 1212225r 150 ar/0r/2024

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

The Hummel
PO Box 3

Group, Inc

Orrvi ffe OH 4466'1-0043

(b) Amount of sales and base
commtsstons

62

Fees and other commissions paid

fdl Puroose(c) Amount anization code

3

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

Fees and other commissions paid

lc) Amount {d) Purpose
(b) Amount of sales and base

code

Schedule A (Form 5500) 2024For Paperwork Reduct¡on Act Notice, see for Form 5500.
v.24O311



Schedule A (Form 5500]12024 Page 2 -

laì Name and address of the aoeni. broker. or person to whom commissions or fees were paid

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

commissions id

(e)
Organizat¡on

code

la) Name and address of the aoent. broker. or other person to whom commissions or fees were paid

Fees and other commissions oaid

(c) Amount (d) Purpose
(b) Amount of sales and base

commtsslons ¡d

(e)
Organization

laì Name and address of the aoent. broker or person to whom commissions or fees were paid

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

commlsslons id

(e)
Organization

code

{al Name and address of the aoent. broker. or other person to whom commissions or fees were paid

Fees and other commìssions oaid

(c) Amount (d) Purpose
(b) Amount of sales and base

commlsslons id

(e)
Organization

code

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

Fees and other commissions oaid

(c) Amount (d) Purpose
(b) Amount of sales and base

(e)
Organization

codecommtsstons



Schedule A (Form 5500) 2024 Page 3

lnvestment and Annu¡ty Contract lnformation
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
th¡s

4 Current value of n's interest under this contract in the I account at end

5 Currenl value of interest under this contract in accounts at end

6 Contracts With Allocated Funds:

a State the basis of premium rates )

Premiums paid to carrier

Premiums due but unpaid at the end of the year........

lf the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, enter amount.

Specify nature of costs )

Type of contract: (f ) ! individual policies (2) [ group deferred annuity

(3) ! other (specify) >

f lf contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > !

b
c
d

Part ll

4
5

6b
6c

6d

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

â Type of contract: (1) ! deposit administration

(3) ! guaranteed investment

(2) ! immediate participation guarantee

(a) ! other )

b Balance at the end of the

G Additions: (1) Contributions deposited during the year .................

(2) Dividends and credìts...........

(3) lnterest credited during the year

(4) ïransferred from separate account............
(5) Other (specify below) .....

)

(6)Total additions

d Total of balance and additions (add lines 7b and 7c(6)).

ê Deductions:

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

(2) Administration charge made by carrier ................

(3) Transferred to separate account

(4) Other (specify below)

)

(5) Total deductions

f Balance at the end ofthe current btract line from line

0

0

7

0

0

7

7b
7cfil
Tc2l
7c(3)
7c(41
7c(5)

7d

7e(11
7e(21
7el3)
7eØl

7f



Schedule A (Form 5500) 2024 Page 4

Part lll Welfare Benefit Gontract lnformation
lf more than one contract covers the same group of employees of the same employe(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 individuai
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

I Benefit and contract type (check all applicable boxes)

a ! Health(otherthandental orvision) bl oental cS vision d! r-iteinsurance

e ! temporarydisability(accidentandsickness) f ! Long-termdisability g! Supptemental unemptoyment h! Prescriptiondrug

i !stoploss(largedeductible) j!Hvocontract k!ncocontract l!lnoemnitycontract
m ! Otfrer (specify) )

9 Experience-rated contracts:

â Premiums: (1) Amount received

(2) lncrease (decrease) in amount due but unpa¡d.

(3) lncrease (decrease) in unearned premium reserve............
(4) Earned ((1) + (2) - (3))

b Benefit charges (1) Claims paid..................

(2) lncrease (decrease) in claim reserves ......................

(3) lncurred claims (add (f ) and (2))..

(4) Claims charged

C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) Commissions

(B) Administrative service or other fees

(C) Other specific acquisition costs

0

0

(D) Other expenses

(E) Taxes.........

(F) Charges for risks or other contingencies.
(G) Other retention charges

(H) Total retention........

(2) Dividends or retroact¡ve rate refunds. (These amounts were ! paid in cash, or ! credited.)..................

d Status of policyholder reserves at end of year: (1)Amount held to provide benefits after retirement

(3) Other reserves...

ê Dividends or retroactive rate refunds due not include amount entered in line

l0 Nonexperience-rated contracts:

a Total premiums or subscription charges paid to canrer

b lf tne 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 l, line 2 above, report amount.

Specify nature of costs.

0

1 313

9a(1)
9al2l
9a(3)

9a14)
gbt1 I

9b(2)
9b{3)

9c(l)lA)
9c(1XB)
ec(1)(c)
9c(1XD)
9c(1XE)
ec(r)(F)
9c(1XG)

9cl1)lHl

9c(2)
gdll )

9dt2)
9dt3)

9e

1Oa

10b

Provision of lnformation
I I o¡o the insurance comoanv failto provide anv ¡nformation necessarv to complete Schedule A?............. [l V"s

Part lV

12 lttfie answerto l¡ne '1 1 is "Yes," specify the information not provided. )
Eno



SCHEDULE A
(Form 5500)

Departmenl of the Treasury
lnternal Revenue Seryice

Department of Labor
Employee Benef¡ts Securìty Administration

Pension Benef¡t Guaranty Corporation

For calendar 2024 or liscal

OMB No. 1210-0110

2024

n tn 01 01 2024 and endi 12/37/2024

This Form is Open to Public

501
A Name of plan

Hummef Group, Inc. Vfeffare Benefits Plan

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (ElN)

34-1096613

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

ona Schedule A. lndividual contracts as a unit in Parts ll and lll can be ona e Schedule

1 Coverage lnformation

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

) File as an attachment to Form 5500.

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

lnsurance lnformation

)number

B Three-digit

Part I

(a) Name of insurance carrier

Principal Life Tnsurance ComPanY

(b) ErN

Pol

(s) To

42-0r21 290 72/37/2024

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

order of the

Total amount of commissions Total amount of fees

6,08

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

4 ,186

(e) Approximate number of
persons covered at end of

oolicv or contract vear
(f) From

(c) NAIC
code

(d) Contract or
¡dentification number

298 0r/0r/20246T21 I r0521 96

la) Name and address of the aqent, broker, or other person to whom commissions or fees were paid

Hummef Group, Inc
PO Box 250

Berlin OH 44610-0250

(b) Amount of sales and base
comm

6,084

Fees and other commissions paid

lcl Amount (d) Purpose

4,186,

Bonus

3

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

Fees and other commissions paid

ld) Purpose(c) Amount
(b) Amount of sales and base

commtsslons code

For uction Act Notice, see the lnstructions for Form Schedule A (Form
v. 24031 1



Schedule A (Form 5500) 2024 ease2 -[-l
la) Name and address of the aoent. broker. or person to whom commissions or fees were oaid

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

(e)
Organization

code

(a) Name and address of the aoent- broker. or person to whom commissions or fees were oaid

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

(e)
Organizat¡on

lal Name and address of the aqent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

commlsstons

(e)
Organization

code

(a) Name and address of the aoent. broker. or other person to whom commissions or fees were Þaid

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

commtsstons id

(e)
Organization

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

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

(e)
Organization

codecommissions



Schedule A (Form 5500)2024 Page 3

lnvestment and Annuity Contract lnformation
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a un¡t for purposes of
this

4 Current value of interest under th¡s contract in the account at end

5 Current value of interest under this contract in rate accounts at

6 Contracts With Allocated Funds:

â State the basis of premium rates )

Premiums paid to carrier

Premiums due but unpa¡d at the end of the ye4r........

lf the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, enter amount. ......

Specify nature of costs )

Type of contract: (f ) ! individual policies

(3) ! other (specify) >

(2) ! group deferred annuity

f lf contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here ) l]

b
c
d

Part ll

4
5

6b
6c

6d

7 ContractsWithUnallocatedFunds(Donotincludeportionsofthesecontractsmaintainedinseparateaccounts)

a Type of contract: (1)

(3)
! Oeposit administration (2) ! immediate participation guarantee

! guaranteed ìnvestment (a) [ other )

b Balance at the end ofthe

C Additions: (1) Contributions deposited during the year .................

(2) Dividends and credits.......

(3) lnterest credited during the year

(4) Transferred from separate account..

(5) Other (specify below)

)

(6)Total additions

d Total of balance and additions (add lines 7b and 7c(6).
ê Deductions:

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

(2) Administration charge made by carrier

(3) Transfened to separate account............

(4) Other (specify below)

)

(5) Total deductions

f Balance at the end of the current line from line

7b
7cl1)
Tc2l
7c(3)
7cØl
7c(5)

7d

7e(l)
Te2l
7e(3)
7e(41

7î

0

0

0

0

0



Schedule A (Form 5500) 2024 Page 4

Part lll Welfare Benefit Gontract lnformation
lf more than one contract covers the same group of employees of the same employe(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.

I Benefit and contract type (check all applicable boxes)

a ! Health (other than dental or vision) b I Oental

e ! temporary disabil¡ty (accident and sickness) f I Long-term disabitity

i ! Stop loss (large deductible) I I HVO contract

m ! otner (specify) )

9 Experience-rated contracts:

â Premiums: (1) Amount received

(2) lncrease (decrease) in amount due but unpaid.

(3) lncrease (decrease) in unearned premium reserve............
(4) Earned ((r) + (2) - (3))

b Benefit charges (1) Claims paid.

(2) lncrease (decrease) in claim reserves .......................

(3) lncurred claims (add (1) and (2)).

(4) Claims charged

C Remainder of premium: (1) Retention charges (on an accrual basis) -

c! vision dfi r-iteinsurance

I ! Supptemental unemployment h ! Prescription drug

k fi eeO contract I ! lnoemnity contract

0

0

(A) Commissions .......................

(D) Other expenses

(B) Administrative service or other fees.....
(C) Other specific acquisition costs

(E) Taxes

(F) Charges for risks or other contingencies..

(G) Other retention charges............
(H) Total retention..........

(2) Dividends or retroactive rate refunds. (These amounis were ! naid in cash, or ! credited.)..................

d Status of policyholder reserves at end of year: (1) Amount held to prov¡de benefits after retirement

(3) Other reserves...........

ê Dividends or retroactive rate refunds due. not include amount entered in line

I 0 Nonexperience-rated contråcts:

â Total premiums or subscription charges paid to carrier

b lt the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contrâct or policy, other than reported ìn Part l, line 2 above, report amount..

Specify nature of costs.

152 905

9a(l)
9a{.2l
9al3l

9a14l

9b(1)
9b(2)

9b(3)

9c(1XA)

4

9c(1)lBl
9c(1XC)
9c(rXD)
9c(1XE)
9c(1 XF)
ec(1XG)

9c(1XH)

9c(2)
9d(1)
9dl2)
9dl3)

9e

10a

10b

0

Provision of Information
11 O¡¿ the insurance companv fail to provide any information necessary to complete Schedule A?........... - [-] Vu"

Part lV

12 t ne answer to line 11 is "Yes," specify the information not provided. )
18 ruo



SCHEDULE A
(Form 5500)

Department of the Treasury
lnternal Revenue Service

Department of Labor
Employee Benefits Secu¡ity Admin¡slrat¡on

Pension Benefit Guaranty Corporat¡on

For calendar 2024 or Íiscal

O[48 No. 1210-0110

2024

n 0r/0r/2a24 and e

This Form is Open to Public

I2 31 2424

501
rA Name of plan

HummeÌ Group, Inc. Weffare Benefits Plan

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (ElN)

34-r496613
Information Concerning lnsurance Contract Coverage, Fees, and Commissions Provide information for each contract

Schedule A. lndividual contracts as a unit in Parts ll and be ona Schedule A.

I Coverage lnformation:

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

) File as an attachment to Form 5500.

) lnsurance companies are requtred to provìde the information
pursuant to ERISA section 103(a)(2).

lnsurance lnformation

number )
B Three-digit

Part I

(a) Name of insurance carrier

American Herit-age Life Insurance Company

(b) ErN

59-0781901

Pol or contract

(s) ro

12/3r/2024

2 lnsurance fee and commission information. Enterthe total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
order of the amount id

of commissions of fees

6, 81 0

3 Persons receivinq commissions and fees (Complete as manv entries as needed to report all persons)

(f) From
(c) NAIC

code
(d) Contract or

identificatton number

(e) Approximate number of
persons covered at end of

policv or contract Vear

0L/ 0r /202460534 I 1933 53

(a) Name and address of the aoent. broker. or other Þerson to whom commissions or fees were oaid

Hummef Group Inc
PO Box 250

Berf in OH 44610

(b) Amount of sales and base
commtsstons

3 ,283

Fees and other commissions paid

lcì Amount (d) Purpose nization code

3

(a) Name and address of the aqent. broker, or other person to whom commissions or fees were oaid

Michael T Harwood
36 Shannon Drive

Apple Creek

(b) Amount of sales and base

oH 44606

code

2,'l'l 3

Schedule A (Form 55001 2024
v.2403'11

Fees and other commissions paid

(c) Amount (d) Purpose

For Paperwork Reduction Act see the lnstructions for Form 5500



Schedule A (Form 5500)2024 Page 2 -
(a) Name and address of the aqent, broker, or other Þerson to whom commissions or fees were paid

Layne Flnancial
3009 Wilmington Rd, Ste 100

New Castle PA 16015

(b) Amount of sales and base

ftr
-) -J

Fees and other commissions paid

(c) Amount (d) Purpose

(e)
Organization

code

3

lal Name and address of the aqent, broker, or other person to whom commissions or fees were paid
Covey Run
34 1 Copper

Insurance
Cree k

Amherst

(b) Amount of sales and base

OH 4 4007

25

Fees and other commissions paid

(c) Amount (d) Purpose

(e)
Organization

3

la) Name and address of the aqent, broker, or other Þerson to whom commissions or fees were paid
CGI Voluntary Benefits Inc
3500 Woodridge Road

Clevefand Heights OH 44f27
Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

commtsstons

9

(ê)
Organization

code

3

{a) Name and address of the aqent, broker, or other person to whom commissions or fees were paid
Mark L Hufhand
925 S Main Street

North Cant-on

(b) Amount of sales and base

oH 44120

B

Fees and other commissions paid

(c) Amount (d) Purpose

(e)
Organization

code

3

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

Michaef Vrl Berube
PO Box 9825

Canton

(b) Amount of sales and base

oH 44117

Fees and other commissions paid

(c) Amount (d) Purpose

(e)
Organization

code

3

commissions

2I



Schedule A (Form 5500) 2024 Page 2 -

fal Name and address of the aqent. broker, or Derson to whom commissions or fees were paid

Thomas W. Boston
I2'lS W MapÌe St

Hartville oH 44632

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

(d) Purpose(c) Amount

(e)
Organization

code

3

(a) Name and address of the aoent. broker. or other person to whom commiss¡ons or fees were oaid

Katie Duer
2801 S Medina Llne Rd

Wadsworth

(b) Amount of sales and base
commtsslons

OH 4428L

Fees and other commissions paid

(d) Purpose(c) Amount

(e)
Organization

code

3

la) Name and address of the aqent, broker, or other Þerson to whom commissions or fees were paid

Buhf Ins Agency
4204 East Ewaft Rd

GÌbsonia

(b) Amount of sales and base
com

PA 15044

Fees and other commissions paid

(c) Amount (d) Purpose

(e)
Organization

3

(al Name and address of the aoent. broker. or other person to whom commissions or fees were oaid

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

commlsslons

(e)
Organization

code

(al Name and address of the aqent, broker, or other Þerson to whom commissions or fees were paid

Fees and other commissions paid

(d) Purpose(c) Amount
(b) Amount of sales and base

(e)
Organization

s ¡d code



Schedule A (Form 5500) 2024 Page 3

lnvestment and Annuity Contract lnformation
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

4 Current value of interest under this contract ln the account at end

5 Current value of ¡nterest under this contract in se accounts at end

6 Contracts With Allocated Funds:

â State the basis of premium rates )

C Premiums due but unpaid at the end of the year........

d lf tne carrier, service, or other organ¡zation incurred any specific costs in connection with the acquisition or
retention of the contract or policy, enter amount.

Specify nature of costs )

Type of contract: (f ) ! individual policies

(3) ! other (specify) )
(2) ! group deferred annuity

f lf contract purchased, in whole or in part, to diskibute benefits from a terminating plan, check here ) ¡

Part ll

4
5

6b
6c

6d

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

â Type of contract: (1) ! deposit administration (2) ! immediate participation guarantee

(3) ! guaranteed investment (a) ! other )

c
b Balance at the end of the

Additions: (1) Conkibutions deposited during the year .................
(2) Dividends and credits.......
(3) lnterest credited during the year

(4) Transferred from separate account..
(5) Other (specify below)

)

(6)Total additions

d Total of balance and additions (add lines 7b and 7c(6)).

ê Deductions:

(l) Disbursed from fund to pay benefits or purchase annuities during year
(2) Administration charge made by carrier..............
(3) Transferred to separate account............
(4) Other (specify below)

(5) Total deductions....... íe

0

0

0

0f Balance at the end of the current line f¡om line 7d

7b
7cfil
TcQl
7c(3)
7cØl
7c(5)

7d

7efil
Te2l
7e(3)
7eØl

7f

0



Schedule A (Form 5500) 2024 Page 4

Part lll Welfare Benefit Contract lnformation
lf more than one contract covers the same group of employees of the same employe(s) or members of the same employee organizations(s),

the information may be combined
employees, the entire group of su

I Benefit and contract type (check all applicable boxes)

a ! nealth (other than dental or vision) b ! Oentat c

e S Temporary disability (accident and sickness) f I Long-term disability g

for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
ch individual contracts with each carrier may be treated as a unit for purposes of thts report.

J tl HMO contract k!

Vision d[ r-ireinsurance

Supplemental unemployment h ! Prescription drug

PPO contract I ! lnOemnity contracti ! stop loss (large deductible)

m ! otner (specify) )

9 Experience-rated contracts:

â Premiums: (1) Amount received

(2) lncrease (decrease) in amount due but unpaid.

(3) lncrease (decrease) in unearned premium reserve............

(4) Earned ((1) + (2) - (3))

b Benefit charges (1) Claims paid

(2) lncrease (decrease) in claim reserves

(3) lncurred claims (add (1) and (2)).......

(4) Claims charged

C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) Commissions

(B) Administrative service or other fees

(C) Other specific acquisition costs

(D) Other expenses

(E) Taxes

(F) Charges for risks or other contingencies...

(G) Other retention charges

(H) Total retention

(2) Dividends or retroactive rate refunds. (These amounts were ! paid in cash, or ! credited.).................

d Status of policyholder reserves at end of year: (1)Amount held to provide benefits after retirement

(2) Claim reserves

(3) Other reserves...........

e Dividends or retroactive rate refunds due Do not include amount entered in line

10 Nonexperience-rated contracts:

â Total premiums or subscript¡on charges paid to carrier...

b lf tne carrier, service, or other organization incurred any specific costs in connection with the acqu¡sit¡on or
retention of the contractorpolicy, otherthan reported in Part l, line2 above, reportamount.

Specify nature of costs.

IB ,862

9a(1)
9a(2)
9al3l

9a(4)

9b(1)
9b(2)

9b(3)

9c(1XA)
9clll(B)
9c(1Xc)
ec(1XD)
9c(1XE)
9c(1XF)
9c(1XG)

9c(1)lH)

9c(21

9d(1)
9d(2)
9d(3)

l0a

9e

10b

0

0

0

Provision of Information

11 OIO the insurance companv faìl to anv ¡nformation necessary to comÞlete Schedule A?... . .....

IV

12 lf the answerto line 11 is "Yes," specify the information not provided. )
fl v". Ii uo



SCHEDULE A
(Form 5500)

Department of the Treasury
lnternal Revenue Seryice

Department of Labor
Enrployee Benef¡ts Security Adm¡niskation

Pension Benefit Guaranty Co¡poration

For calendar 2024 or fiscal 01 2024
A Name of plan

Hummel Group, Inc. Welfare Benefits Pfan

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

and 12/3r/2024

501

D Employer ldentification Number (ElN)

34-1096613
Coverage, Fees, and GommissionS Provide information for each contract
a unit in Parts ll and lll can be onast Schedule A.

ON¡B No. 1210-0110

2024

This Form is Open to Publ¡c

nt

n

lnformation Concern
ona rate Schedule A.

I Coverage lnformation:

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

) File as an attachment to Form 5500.

) lnsurance companies are required to provide the information
pursuant to ERISA section 103(aX2).

lnsurance lnformation

01

)n number

B Three-digit

Part I

(a) Name of insurance carrier

AFLAC

(b) ErN
(g) ro

5B-0663085 12/3r/2024
2 lnsurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in

descend order of the amount

Total amount of commissions amount of fees

T2

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

0

(c) NAlc
code

(d) Contract or
identification number

(e) Approximate number of
persons covered at end of

oolicv or contract vear
(0 From

60380 FRgl 1 1 ar/0r/2024

la) Name and address of the aoent. broker. or other person to whom commissions or fees were paid
Terri Pease
567 Saguaro PL

Barberton

(b) Amount of sales and base
commtsstons

OH 44203

4

Fees and other commissions paid

(c) Amount ld) Puroose on code

3

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

Michael R Reber
2070I Heron Crossing Drive

Tampa FL 33641

(b) Amount of sales and base
commtsstons nization code

3

A (Form 5500)2024
v.2403'11

Fees and other commissions paid

(c) Amount (d) Purpose

Reduction Act Notice, see the lnstructlons for Form 5500.



Schedule A (Form 5500)2024 Page 2 -

la) Name and address of the aqent, broker, or other oerson to whom commissions or fees were oaid

Humme] Group Inc
PO Box 3

Orrville oH 44661

(b) Amount of sales and base
cômmtsstons

Fees and other commissions paid

(d) Purpose(c) Amount

(e)
Organization

code

3

(a) Name and address of the aqent. broker. or other person to whom commissions or fees were oaid

Gaylord Kauffman
315 Green Ridge Road,

New Castfe

(b) Amount of sales and base
commtsstons

SteHl

PA 1610 5

1

Fees and other commissions paid

(c) Amount (d) Purpose

(e)
Organization

code

3

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

Mark Hufhand
925 S Main SLreet,

North Canton

Ste B

OH 441 20

(b) Amount of sales and base
commtsstons

Fees and other commissions paid

(d) Purpose(c) Amount

(e)
Organization

code

3

(a) Name and address of the aqent, broker, or other person to whom com missions or fees were oaid

Stengrim Ins Inc
4 710 B 21 6thr Streeì-

Harri sburg

(b) Amount of sales and base
commlsslons

sD 51032

Fees and other commissions paid

(c) Amount (d) Purpose

(e)
Organization

code

3

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

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

(e)
Organization

codecommtsslons



Schedule A (Form 5500) 2024 Page 3

Investment and Annuity Contract lnformation
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

4 Current value of s interest under this contract in the I account at r end

5 Current value of 's interest under this contract ¡n accounts at

6 Contracts With Allocated Funds:

â State the basis of premium rates )

e

b
c
d

Premiums paid to carrier

Premiums due but unpaid at the end of the year........

lf the carrier, service, or other organization incurred any specific costs ¡n connection with the acquisition or
retention of the contract or policy, enter amount.

Specify nature of costs )

Typeof contract: (f) [ individual policies (2) ! groupdeferredannuity

(3) ! other (specify) )

f lf contract purchased, in whole or ¡n part, to distribute benefits from a terminating plan, check here > [l

Part ll

4
5

6b
6c

6d

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

â Type of contract: (1) ! deposit administrat¡on (2) ! immediate part¡cipation guarantee

(3) ! guaranteed investment (a) ! other )

c
b Balance at the end ofthe

Additions: (1) Contributions deposited during the year .................
(2) Dividends and credits.......

(3) lnterest credited during the year

(4) Transferred from separate account..
(5) Other (specify below)

)

d Total of balance and additions (add lines 7b and 7c(6)).

ê Deductions:

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

(2) Administration charge made by carrier

0

0

(3) Transfened to separate account............
(4) Other (specify below)

)

(5) Total deductions.

f Balance at the end ofthe current line from line 7d

7b
7c(l
TcQl
7c(3)
7cØl
7c(5)

7d

7e(l
7e(21
7e(3)
7el4l

7r
0



Schedule A (Form 5500) 2024 Page 4

Part lll Welfare Benefit Contract lnformation
lf more than one contract covers the same group of employees of the same employe(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 indìvidual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this repod.

I Benefit and contract type (check all applicable boxes)

a ! Health (other than dental or vision) b ! Dentat c ! vision d ! r-ire insurance

! t"rporury disability (accident and sickness) f ! Long-term disability I ! Supptemental unemployment h ! Prescription drug

! Stop loss (targe deductible) j ! ff VO contract k ! eeO contract I ! tnOemnity contract

e

I

m I otner (specify) )Cancer

9 Experience-rated contracts:

a Premiums: (1) Amount received

(2) lncrease (decrease) in amount due but unpaid

(3) lncrease (decrease) in unearned premium reserve............

(4) Earned ((r) + (2) - (3))

b Benefit charges (1) Claims paid

(2) lncrease (decrease) in claim reserves

(3) lncuned claims (add (1) and (2))

C Rema¡nder of premium: ('1) Retention charges (on an accrual basis) -
(A) Commissions
(B) Administrative service or other fees....

(C) Other specific acquisition costs

(D) Other expenses

(E) Taxes

(F) Charges for risks or other contingencies

(G) Other retention char9es............

(H) Total retention

(2) Dividends or retroactive rate refunds. (These amounts were ! paid in cash, or ! credited.)..................

d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement

(2) Claim reserves

0

0

0

(3) Other reserves...........

ê Dividends or retroact¡ve rate refunds due. not include amount entered in line

1 0 Nonexperience-rated contracts:

â Total premiums or subscription charges paid to carr¡er

b lt tne carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retent¡on of the contract or policy, other than reported in Part l, line 2 above, report amount..

Specify nature of costs.

aa

9al1)
9a(2)
9a(3)

9a14)

9b(1)
9b(2)

9bt3)

9cllXA)
9c(lXB)
9c(1XG)
9c(1XD)
ec(1XE)
9c(1XF)
9c(1XG)

9cllllHl
9c(2)
9dlll
9d(2)
9d(3)

9e

10a

l0b

Provision of lnformation

11 o¡o the insurance company fail to anv information necessary to complete Schedule A?...

¡v

12 n tne answer to line 11 is "Yes," specify the information not provided. )
f-l v"" [f ruo



SCHEDULE A
(Form 5500)

Department of the Treasury
lnternal Revenue Seryice

Department of Labor
Employee Benefits Security Adm¡n¡stration

Pension Benefit Gua¡anty Corporation

For calendar 2024 or fiscal 01 2024
A Name of plan

Hummel Group, Inc. Welfare Benefits Plan

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

lnformatio

501

D Employer ldentification Number (ElN)

34-1096613
Contract Coverage, Fees, and CommissionS Provide information for each contract

as a unit in Parts ll and lll can ona Schedule A.

OMB No, 1210-0110

2024

This Form is Open to Public

in and 12/3L/2024

ona

I Coveraoe lnformation:

n Concerning lnsurance
Schedule A. lndividual contracts

This schedule is required to be filed under section 104 of the
Employee Retirement lncome Security AcI o1 1974 (ERISA).

) File as an attachment to Form 5500.

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

lnsurance lnformation

01

number

B Three-digit

Part I

(a) Name of insurance carrier

Cofonial Life & Accident Insurance Company

(b) ErN

51 -0744601

or contract

(g) To

72/3r/2024
2 lnsurance fee and commission ¡nformation. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in

descen order of the amount

amount of commissions Total amount of fees

1, 15 B2

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

(c) NAIC
code

(d) Contract or
identification number

(e) Approxìmate number of
persons covered at end of

oolicv or contract vear (f) From

62049 E3713302 I2 0r/0r/2024

feì Name and address of the aqent. broker. or other Þerson to whom commissions or fees were paid
Hummel G

PO Box 2
roup Inc
50

Berf in OH 4 4610

(b) Amount of sales and base
commlsstons

415

Fees and other commissions paid

(c) Amount ld) Puroose

4

Addrt ronaf Compensation
code

3

laì Name and address of the aoent. broker. or other Derson to whom com missions or fees were paid

MH Advisors Inc
36 Shannon Drive

Apple Creek

(b) Amount of sales and base
commlsstons

431

KY 44606

code

3

Schedule A (Form 5500) 2024
v.240311

Fees and other commissions paid

(c) Amount (d) Purpose

For uction Act Not¡ce, see the lnstructions for Form 5500



Schedule A (Form 5500)2024 Page 2 -

(a) Name and address of the aoent. broker. or other þerson to whom commìssions or fees were oaid

Gregory Paul Staudinger
1-1320 Shadduck Rd

North East

(b) Amount of sales and base
commissions

10

oH 16428
Fees and other commissions paid

(c) Amount (d) Purpose

36

Additronal Compensat ion

(e)
Organization

code

3

la) Name and address of the aqent, broker, or other person to whom commissions or fees were paid

Coordination Group LLC
13130 W 130th Street

Strongsville

(b) Amount of sales and base
comm¡sslons

55

OH 44L36

Fees and other commissions paid

(d) Purpose(c) Amount

Additional compensation

2'1

(e)
Organization

code

3

(a) Name and address of the aqent. broker. or other person to whom commissions or fees were oaid

Kevin Wrona
9740 Cedarwood Dr

North Royalton oH 44133

(b) Amount of sales and base
commlsslons

4

Fees and other commissions paid

(c) Amount (d) Purpose

1

Addit ional Compensat ion

(e)
Organization

code

3

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

Matthew Walsh
26566 Locust Dr

Olmsted Faffs

(b) Amount of sales and base
commtsstons

oH 44138

1

Fees and other commissions paid

(d) Purpose(c) Amount

Additronaf Compensation

B

(e)
Organization

code

3

(a) Name and address ofthe aoent. broker, or other person to whom commissions or fees were paid

Michaef Berube
PO Box 9825

Canton OH 441II

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

(c) Amount (d) Purpose

(e)
Organization

code

3

commissions

15



Schedule A (Form 5500) 2024 Page 2 -

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

Mark Hufhand
1664 N Main St SLe 7

North canton

(b) Amount of sales and base

oH 4 4'1 20

B

Fees and other commissions paid

(c) Amount (d) Purpose

(e)
Organization

code

3

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

Layne Financiaf
3009 Wilmington Rd/ Ste 100

New Castfe PA 1610 s

(b) Amount of sales and base
S id

Fees and other commissions paid

(c) Amount (d) Purpose

(e)
Organization

code

3

la) Name and address of the aoent. broker. or other person to whom commissions or fees were paid

Fees and other commissions oaid

(c) Amount (d) Purpose
(b) Amount of sales and base

commtsstons ¡d

(e)
Organization

code

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

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

commtsstons

(e)
Organization

code

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

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

(e)
Organization

commissions ¡d



Schedule A (Form 5500)2024 paqe 3

lnvestment and Annu¡ty Gontract lnformation
Where individual contracts are provided, the entire group of such indìvidual contracts with each carrier may be treated as a unit for purposes of
this

4 Current value of 's interest under this contract in the âccount at end

5 Current value of 's interest under this contract in âccounts at

6 Contracts With Allocated Funds:

â State the basis of premium rates )

Premiums paid to carrier

Premiums due but unpaid at the end of the year

lf the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, enter amount.

Specify nature of costs )

ê Type of contract: 1t¡ ! inOiviOual policies (2) ! group deferred annuity

(3) ! other (specify) )

f lf contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here ) [l

b
c
d

Part ll

4
5

6b
6c

6d

7 Contracts With Unallocated Funds (Do not include portions of these contracts ma¡nta¡ned in separate accounts)

â Type of contract: (1) ! deposit administration (2) ! immediate participation guarantee

(3) ! guaranteed investment (a) ! other )

c
b Balance at the end of the

Additions: (1) Conkibutions deposited during the year .................

(2) Dividends and credits.......

(3) lnterest credited during the year..................

(4) Transferred from separate account............

(5) Other (specify below) ..............

(6)Total additions.................

d Total of balance and additions (add lines 7b and 7c(6)).
g Deduclions:

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

(2) Administration charge made by carrier

(3) Transferred to separate account............

(4) Other (specify below)

)

(5) Total deductions..

f Balance at the end ofthe current line from line 7d

7b
7efil
7c(21
7cl3)
7cl4l
7c(5)

7d

7e(l
TeQl
7e(3)
7e(41

7f

0

0

0

0

0



Schedule A (Form 5500) 2024 Page 4

Welfare Benefit Gontract Information
lf more than one contract covers the same group of employees of the same employe(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 un¡t for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a ! Health (other than dental or vision) b ! oentat c ! vision d !
e fi temporary disability (accident and sickness) f ! Long-term disability g ! Supptemental unemptoyment h !
i ! Stop loss (large deductible)

m ! Otner (specify) )
j ! Hnro contract k ! eeo contract

9 Experience-rated contracts:

a Premiums: (1) Amount received

(2) lncrease (decrease) in amount due but unpaid

(3) lncrease (decrease) in unearned premium reserve............
(4) Earned ((r) + (2) - (3))

b Benefit charges (1) Claims paid

(2) lncrease (decrease) in claim reserves

Lrfe insurance

Prescriptìon drug

I ! tnOemnity contract

(4) Claims charged

C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) Commissions

(B) Administrative service or otherfees....
(C) Other specific acquisition costs ................
(D) Other expenses

(E) Taxes

(F) Charges for risks or other contingencìes

(G) Other retention charges

(2) Dividends or retroactive rate refunds. (These amounts were ! paid in cash, or ! credited.).................

d Status of policyholder reserves at end of year: (1 ) Amount held to provide benefits after retirement

(3) lncurred claims (add (1) and (2)).......

(3) Other reserves...........

ê Dividends or retroactive rate refunds due, not include amount entered in line

l0 Nonexperience-rated contracts:

â Total premiums or subscription charges paid to carrier...

b lf tne carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retent¡on of the contract or policy, other than reported in Part l, line 2 above, report âmount...

Specify nature of costs.

Part lll

9al1l
9a(2)
9a(3)

9a(4)
9bt1ì
9b(2)

9b(3)

9c(1XA)
9c(1XB)
9c(l XG)
9c(1XD)
ec(1 XE)
9c(1 XF)
9c(rXG)

9c(l)lH)
9cl2l
9d(1)
9d(2)
9d(3)

10a

9e

10b

0

0

0

5,140

Provision of lnformation
l1 O¡O the insurance company fail to prov¡de any information necessary to

IV

12 n tne answer to line 11 is "Yes," specify the information not provided. )
completescheduleA?............. fl v"t l! ruo



SCHEDULE A
(Form 5500)

Depañment ol the Treasury
lnternal Rêvenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

For calendar 2024 or fiscal

A Name of plan

Hummel Group, Inc. Weffare Benefits

OMB No. 1210-01 10

2024

01 2024

Plan

01 and end L2/3L/2024

This Form is Open to Public

501

G Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (ElN)

34-1096613

lnformation Goncerning lnsurance Contract Coverage, Fees, and Commissions Provide information for each contract
ona rate Schedule A. lndividual contracts as a unit in Parts ll and lll can be ona le Schedule A

I Coverage lnformation

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

) File as an attachment to Form 5500.

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

lnsurance lnformation

)number

B Three-digit

Part I

(a) Name of insurance carrier

Cincinnati Life Insurance

(b) ErN

or

(s) To

37-r2L311 B 72/3L/2024

2 lnsurance fee and commiss¡on information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
order of the

Total amount of commissions Total amount of fees

I ,265 0

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

(e) Approximate number of
persons covered at end of

oolicv or contract vear
(f) From

(c) NAIC
code

(d) Conkact or
identification number

2I 0t/0L/20241 6236 O OXGT

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

Hummef Group, Inc
PO Box 250

Berl in OH 446L0

(b) Amount of sales and base

I,26

Fees and other commissions paid

lcl Amount (d) Purpose code

3

la) Name and address of the aqent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

ldl Purpose(c) Amount
(b) Amount of sales and base

commtsstons code

Schedule A (Form 5500l 2024For Paperwork Act Notice, see the lnstructions for Form 5500.
v.240311



Schedule A (Form 5500)2024 Page 2 -

faì Name and address of the aqent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

commissions

(e)
Organization

code

la) Name a nd address of the aaent, broker, or other Þerson to whom commissions or fees were paid

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

commtsstons

(e)
Organization

laì Name and address of the aqent. broker. or other oerson to whom commissions or fees were paìd

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

comm¡sstons

(e)
Organization

code

fal Name and address of the aqent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

commtsstons

(e)
Organization

la) Name and address of the aqent, broker, or other petson to whom commissions or fees were paid

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

(e)
Organization

codecommt



Schedule A (Form 5500) 2024 Page 3

Investment and Annuity Contract lnformation
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

4 Current value of interest under this contract in the âccount at end

5 Current value of interest under this contract in accounts at

6 Contracts With Allocated Funds:

a State the basis of premium rates )

b
c
d

Premiums paid to carrier

Premiums due but unpaid at the end of the year

lf the carrier, service, or other organization incurred any specifìc costs in connection with the acquisition or
retention of the contract or policy, enter amount.

Specify nature of costs )

Type of contracl (f ) ! individual policies (2) ! group deferred annuitye

(3) ! other (specify) >

f lf contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here ) !

Part ll

4
5

6b
6c

6d

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

â Type of contract: (1) ! deposit administration (2) ! immediate participation guarantee

(3) ! guaranteed investment (a) ! other )

b Balance at the end ofthe

C Additions: ('1) Contributions deposited dur¡ng the year .................

(2) Dividends and credits

(3) lnterest credited during the year.................

(4) Transferred from separate account............

(5) Other (specify below)

(6)Total additions

d Total of balance and additions (add lines 7b and 7c(6)).

e Deductions:

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

(2) Administration charge made by carrier

(3) Transferred to separate account............

(4) Other (specify below)

(5) Total deductions

f Balance at the end ofthe current subtract line from line

7b
7c(1)
TcØl
7c(3)
7c(41
7c(5)

7d

7e(l)
7e(21
7e(3)
7eØl

7f

0

07
0

0



Schedule A (Form 5500) 2024 Page 4

Part lll Welfare Benefit Gontract lnformation
lf more than one contract covers the same group of employees of the same employe(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.

I Benefit and contract type (check all applicable boxes)

a ! Health (other than dental or vision) b ! Oentat

e ! temporary disability (accident and sickness) f ! Long-term disability

i ! Stop loss (large deductible) I ! HrrrfO contract

m ! Otner (specify) )

9 Experience-rated contracts:

a Premiums: (1)Amount received

(2) lncrease (decrease) in amount due but unpaid

(3) lncrease (decrease) in unearned premium reserve............
(4) Earned ((r) + (2) - (3))...

b Benefit charges ('1) Claims paid..................

(2) lncrease (decrease) in claim reserves ......................

(3) lncuned claims (add (1) and (2))..

(4) Claims charged

C Rema¡nder of premium: ('1) Retention charges (on an accrual basis) -
(A) Commissions

(B) Administrative serv¡ce or other fees

(C) Other specific acquisition costs

(D) Other expenses

c! vision d[ r-iteinsurance

I ! Supptemental unemployment h ! Prescription drug

k ! enO contract I ! tnoemnity contract

0

0

(E) Taxes

(F) Charges for r¡sks or other contingencies..
(G) Other retention charges............

(2) Dividends or retroactive rate refunds. (These amountr *"r" ! paid in cash, or ! credited.)

d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement

(2) Claim reserves

0

(3) Other reserves...........

ê Dividends or retroactive rate refunds due. not include amount entered in line

I 0 Nonexperience-rated contracts:

a Total premiums or subscription charges paid to carrier...

b lf tne 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 l, line 2 above, report amount.

Specify nature of costs.

11 r44

9a(1)
9a(2)
9al3l

9a(41

9b(1)
9b(2)

9b(3)

9c(1XA)
9cf lllBl
9c{1XC)
9c(1XD)
9c(1XE)
9c({XF)
9c(rXG)

9c(1XH)

9c(2)
9d(1)
9d12)

9d(3)
9e

10a

10b

Provision of lnformation
11 o¡o the insurance comoanv fai to orovide anv information NECESSâTV to schedute A?............. [-l v"t E ruo

Pa IV

l2 lt tfie answer to line 11 is "Yes," specify the information not provided. )


