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

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepa"’gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁ{;fr;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)

C Ifthe plan is a collectively-bargained plan, check here. . . .......................

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

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
HUMMEL GROUP, INC. WELFARE BENEFITS PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
01/01/2015

2a Plan sponsor’s name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 34-1096613

HUMMEL GROUP, INC.

PO BOX 250
BERLIN, OH 44610

2C Plan Sponsor’s telephone
number
330-893-2600

2d Business code (see
instructions)
524210

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN |Filed with authorized/valid electronic signature. 07/10/2025 MIKE SOMMERS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 149
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the plan year ... 6a(1) 149
a(2) Total number of active participants at the end of the plan year ... 63_(2) 161
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 161
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 4L
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __’
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A Insurance Information OMB No. 12100110
(Form 5500) '

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024

Department of Labor

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

Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

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

HUMMEL GROUP, INC. WELFARE BENEFITS PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

HUMMEL GROUP, INC. 34-1096613

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

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

1 Coverage Information:

(a) Name of insurance carrier
AULTCARE INSURANCE COMPANY

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
34-1624818 77216 25660 125 01/01/2024 12/31/2024

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

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

Fees and other commissions paid

(b) Amount of sales and base

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

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

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

(b) Amount of sales and base
commissions paid

Schedule A (Form 5500) 2024

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



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 424262
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits

Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

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

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

HUMMEL GROUP, INC.

34-1096613

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
VISION SERVICE PLAN

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
06-1227840 39616 12122251 150 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid

(b) Total amount of fees paid

628

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

THE HUMMEL GROUP, INC.

PO BOX 3
ORRVILLE, OH 44667-0003

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

628

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

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

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 7313
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information
(Form 5500)

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

Department of Labor
Employee Benefits Security Administration

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
HUMMEL GROUP, INC. WELFARE BENEFITS PLAN plan number (PN) » 501

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

34-1096613

D Employer Identification Number (EIN)

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

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

1 Coverage Information:

(a) Name of insurance carrier
PRINCIPAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
42-0127290 61271 1052796 298 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

6084

4786

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

HUMMEL GROUP, INC.

PO BOX 250
BERLIN, OH 44610-0250

(b) Amount of sales and base

Fees and other commissions paid

commissions paid (c) Amount

(d) Purpose

(e) Organization code

6084

4786 | BONUS

3

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

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d |X Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 152905
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

Employee Retirement

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

Income Security Act of 1974 (ERISA).

2024

This Form is Open to Public

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

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

HUMMEL GROUP, INC.

34-1096613

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

AMERICAN HERITAGE LIFE INSURANCE COMPANY

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
59-0781901 60534 11933 53 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

6876

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

HUMMEL GROUP INC

PO

BOX 250

BERLIN, OH 44610

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3283

3

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

MICHAEL T HARWOOD

36
AP

SHANNON DRIVE
PLE CREEK, OH 44606

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2775

3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
353 3

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

COVEY RUN INSURANCE 341 COPPER CREEK
AMHERST, OH 44001

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
251 3

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
99 3

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
80 3

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

MICHAEL W BERUBE PO BOX 9825
CANTON, OH 44711

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

21 3




Schedule A (Form 5500) 2024 Page2—| 2

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
6 3

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

KATIE DUER 2801 S MEDINA LINE RD
WADSWORTH, OH 44281

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
5 3

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

BUHL INS AGENCY 4204 EAST EWALT RD
GIBSONIA, PA 15044

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
3 3

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d [X Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 18862
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

Employee Retirement

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

Income Security Act of 1974 (ERISA).

2024

This Form is Open to Public

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

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

HUMMEL GROUP, INC.

34-1096613

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

AFLAC
(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
58-0663085 60380 FRO11 1 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

12

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

TERRI PEASE

567 SAGUARO PL
BARBERTON, OH 44203

Fees and other commissions paid

(b) Amount of sales and base
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

MICHAEL R REBER

20101 HERON CROSSING DRIVE

TA

MPA, FL 33647

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3

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

Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

HUMMEL GROUP INC. PO BOX 3
ORRVILLE, OH 44667

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
2 3

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1 3

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1 3

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

STENGRIM INS INC 47108 276TH STREET
HARRISBURG, SD 57032

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1 3

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) P CANCER

9 Experience-rated contracts:

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

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

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

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

HUMMEL GROUP, INC.

34-1096613

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
COLONIAL LIFE & ACCIDENT INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
57-0144607 62049 E3713302 12 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

1151

82

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

HUMMEL GROUP INC

PO BOX 250
BERLIN, OH 44610

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

475

4 | ADDITIONAL COMPENSATION

3

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

MH ADVISORS INC

36 SHANNON DRIVE
APPLE CREEK, KY 44606

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

437

3

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

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

GREGORY PAUL STAUDINGER 11320 SHADDUCK RD
NORTH EAST, OH 16428

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
100 36 | ADDITIONAL COMPENSATION 3

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
55 27 | ADDITIONAL COMPENSATION 3

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

KEVIN WRONA 9740 CEDARWOOD DR
NORTH ROYALTON, OH 44133

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
42 7 ADDITIONAL COMPENSATION 3

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

MATTHEW WALSH 26566 LOCUST DR
OLMSTED FALLS, OH 44138

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
11 8 | ADDITIONAL COMPENSATION 3

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

MICHAEL BERUBE PO BOX 9825
CANTON, OH 44711

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

15 3




Schedule A (Form 5500) 2024 Page2—| 2

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
8 3

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
8 3

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

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

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 5740
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information
(Form 5500)

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

Department of Labor
Employee Benefits Security Administration

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
HUMMEL GROUP, INC. WELFARE BENEFITS PLAN plan number (PN) » 501

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

HUMMEL GROUP, INC.

34-1096613

D Employer Identification Number (EIN)

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

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

1 Coverage Information:

(a) Name of insurance carrier
CINCINNATI LIFE INSURANCE

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
31-1213778 76236 00XG7 21 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

1265

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

HUMMEL GROUP, INC.

PO BOX 250
BERLIN, OH 44610

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount

(d) Purpose

(e) Organization code

1265

3

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

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d [X Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 11144
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




Form 5500 Annual Return/Report of Employee Benefit Plan MBS PR O
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
[’.ﬁ?;ﬂer?éféﬁigfifc”! sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepa""B‘e”' ?tf '—gb"' " » Complete all entries in accordance with
e the instructions to the Form 5500.
Pension Benefit Guaranly Corporation This Form is Open to Public
Inspection
| Part | [ Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This returnfreport is for: D a multiemployer plan ﬂ a multiple-.employt?r pllan (Filers checki.ng this box must pr}owde participating
employer information in accordance with the form instructions.)
@ a single-employer plan D a DFE (specify)
B This returnireport is: D the first return/report D the final return/report
D an amended return/report |:| a short plan year return/report (less than 12 months)
C If the plan is a collectively-bargained plan, check Nere. .. .. . .. ... ... » D
D Check box if filing under: D Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
E if this is a retroactively adopted plan permitted by SECURE Act section 201, check here. ... ..........ooovviiin. . » D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
Hummel Group, Inc. Welfare Benefits Plan number (PN) » 501
1c Effective date of plan
01/01/2015
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 34-1096613
Hummel Group, Inc. 2C Plan Sponsor's telephone
number
330-893-2600
PO Box 250 2d Business code (see
instructions)
524210
Berlin OH 44610
Caution: A penalty for the late or incomplete filing of this return/report will be d unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/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.

:IECI?I‘E 7 ?%ﬂﬂu_ﬂ, 7-1872> |Mike Sommers
Signature of plan administrator Date Enter name of individual sighing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2024)

v. 240311



Form 5500 (2024) Page 2

3a Plan administrator's name and address Bl Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
4 |f the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
€ Plan Name
5  Total number of participants at the beginning of the plan year 5 ] 149
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PlaN Year ... s 6a(1) 149
a(2) Total number of active participants at the end of the plan year ... | 6a(2) 161
Retired or separated participants receiving benefits ... e | QD
c Other retired or separated participants entitled to future benefits..........covovivi i | B
d Subtotal. Add lines Ba(2), BB, AN BC. ....icouoiceriienieiieiiiee s smes e b s s nenesesnsnsssesenens | O] 16l
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .......cvccccvrecniceviicviiccnene. | 6@
f Total. Add lines 6d and 6e. ....... i R S R R e e R R | BF
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6a(1
g complete this item)... g(1)
2) Number of part|0|pants with account balances as of the end of the plan year (only defined contribution plans
9 complete this item)............. 69(2)
h Number of partlmpants who termmated employment dunng the plan year W|th accrued beneﬂts that were
less than 100% vested.. i geries : v | 6h
7  Enter the total number of employers obl|gated to contnbute to the plan (only multlemployer plans complete thls |tem) ........ 7
8a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4pn 4B 4D 4E  4F 4H 4L
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance (1) J Insurance
(2) I Code section 412(e)(3) insurance contracts (2) l Code section 412(e)(3) insurance contracts
(3) || Trust 3 Trust
(4) General assets of the sponsor 4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) U R (Retirement Plan Information) (1) D H (Financial Information)
2 I (Financial Inft tion —~ Small Plan
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ D ormation @ ) -
Purchase Plan Actuarial Information) - signed by the plan (3) E A (Insurance Information) — Number Attached
getany (4) D C (Service Provider Information)

(3) [l SB (Single-Employer Defined Benefit Plan Actuarial
information) - signed by the plan actuary
(4) D DCG (Individual Plan Information) — Number Attached (6)

(5) D MEP (Muitiple~Employer Retirement Plan Information)

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

(Financial Transaction Schedules)

—J



Form 5500 (2024) Page 3

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

11a if the plan provides weifare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) wecoovrirevoernrenieee s [J Yes [ No

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Insurance Information

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

OMB No. 1210-0110

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

b File as an attachment to Form 5500.

Pension Benefit Guaranly Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Hummel Group, Inc. Welfare Benefits Plan plan number (PN) » 501

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

Hummel Group, Inc.

D Employer Identification Number (EIN)

34-1096613

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

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

1 Coverage Information:

(a) Name of insurance carrier

AultCare Insurance Company

Approximate number of Policy or contract year
(c) NAIC (d) Contract or fe)
(b) EIN code identification number U e e i (f) From (g) To
policy or contract year
34-1624818 77216 25660 125 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

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

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

{b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

{d) Purpose (e) Organizalion code

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

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

v. 240311



Schedule A (Form 5500) 2024 Page 2 —

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.

4 Current value of plan's interest under this contract in the general account at year end ..o weiericeicinicsiiiscisicinens 4
5 Current value of plan’s interest under this contract in separate accounts at year end.........oceciicniiciciiniciccieciancians 5
6 Contracts With Allocated Funds:

a State the basis of premium rates P

b Premiums paid to carrier .........c...... 6b

C  Premiums due but unpald at the end of tNE YA i i rmtaiin i s e e ser e vons vor oo TRSTARTTATRIE RS REER L SRR SRR 6¢c

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

retention of the contract or policy, @nter AMOUN, ....c...cviieimeirs i ersnre e s s dneassins s

Specify nature of costs P

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

f  If contract purchased, in whale or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unaliocated Funds (Do not include portions of these contracts maintained in separate accounts)
@ Type of contract: (1) D deposit administration (2) D immediate participation guarantee
) D guaranteed investment (4) D other b

b Balance at the end Of the PrEVIOUS YR ... .. .ottt ctiais i sias b ah e sh s ed e oS cr 2 I 7h
C  Additions: (1) Contributions deposited during the year . | Te(1)

(2) Dividends and Gredits ....... ... .ccooocicviniiiiniessnsienresiessinsssissiissnseseninens | 1C{(2)

(3) Interest credited during the Year .........cccocewiemmiecmacssissssssssiisirinns |1 G(3)

(4) Transferred from separate account..........coceviemiieiiin i i 7c(4)

(5) Other (SPEGIfy DEIOW) .........ovciircimminssimssiessnssssssiisississmnssssssinssennees | 1C(8)

»

(6)Total additions ———........-.-. s b S R e s DGO
d Total of balance and addltlons (add llnes 7b and 7c(6)) | 7d
€ Deductions:

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

(2) Administration charge made by Carmier ............co i 7e(2)

(8) Transferred to separate account ... | 7e(3)

(4) Other (SPECIFY DEIOW) w..oveeeeerremecersscessecsssiossccssscssssnessessessenssesessnicns | 1€(4)

4

(5) Total deductions.. .
f Balance at the end of the current year (subtract Ilne 79[5] from I|ne Td)




Schedule A (Form 5500) 2024

Page 4

Part lll | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)
i D Stop loss (large deductible)
m [ ] Other (specify) »

b D Dental
f [ ] Long-term disabity
i D HMO contract

Cc I:] Vision
o] D Supplemental unemployment
k D PPO contract

d I:l Life insurance
h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) Amount received ......ccoveiicreunnen. 9a(1)
(2) increase (decrease) in amount due but unpaid.............ccoociiiiiini, 9a(2)
(3) Increase (decrease) in unearned premium rESeIVe ...........cccvvevvcenenin. 9a(3)
(4) Earned (1) + (2) - (3))vrrocscsosrsimsmsssssessiesernnioes oA P [ 9a(4) 0
b Benefit charges (1) Claims Paid.......c.oc.ecrvvieeeiiresirieenseeres e cvesseie s 9b(1)
(2) Increase (decrease) in Claim rESEIVES ........cirevrvimererienrerrneesiveniins 9b(2)
(3) Incurred claims (8 (1) @NA (2)) ..o ieasati b ese s st aassssassasssssae s s st e assssmsasasssessassaeene 9b(3) 0
(4) ClaimS CRATGEU wissisamssssisusvsnnsnsyyonsmnssisssmssssisssvimsseisas s e i s e soiosssis i 5 4os 1 48 s s e v 9h(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(AY COMMISSIONS ... v reeecscrscarreiaenssasiseieceans 9c(1XA)
(B) Administrative service or other fees........cccooeicericnviccnssiccnene. | 3C(1YB)
(C) Other specific aCQUISItION COSLS .....cvvvrervcrrcrierecerierrennrerenns | IS(INC)
(D) Other EXPENSES «...eoveeiecveeieeee e ebs e er e aereeneas 9¢(1)(D})
(E) Taxes mwamsimamsmmas i 9c(1)(E)
(F) Charges for risks or other contingencies..........cccveveeeveieriirniians 9c(1)(F)
(G) Other retention CHATgeS ........ccuivr i ettt 9c(1)(G)
(H) Total retention i e R L S S L e i 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cooeeneas 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) ClAIM TESBIVES ....iuieeieecuac et s iceee e eis e sebessaes s es sttt st s s s as s b s et e e st e emb e s 8 s e s snssans 9d(2)
(B) ONET TESEIVES ... cececirec e rs st sscsits st sies s sies s sr st s smsesas s e s sseaes e seaeae e ennnen s asereans e snnerssensssneneanss 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ......coeeeeviccnccnnnnes 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carmier...........ceevieiineriieinn 10a 424,262
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount...........c.c..coevevvee 10b

Specify nature of costs.

| PartIV | Provision of Information

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

D Yes JZI No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
internal Revenue Service

Department of Labor
Employee Benefits Securily 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).

b File as an attachment to Form §500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Hummel Group, Inc. Welfare Benefits Plan plan number (PN) > 501

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

D Employer Identification Number (EIN)

Hummel Group, Inc. 34-1096613
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separale Schedule A. Individual contracts grouped as a unit in Parts |l and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Vision Service Plan

Approximate number of Policy or contract year
{c) NAIC (d) Contract or e
LI code identification number persons e o (f) From (g) To
policy or contract year
06-1227840 39616 12122251 150 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid

{b) Total amount of fees paid

628

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

The Hummel Group, Inc.
PO Box 3
Orrville OH 44667-0003
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {(d) Purpose (e) Organization code
628 3

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

(b) Amount of sales and base

commi

Fees and other commissions paid

ssions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page 2 — [ |

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan's interest under this contract in the general account at Year eNnd .........cooooeeieeineceiesereecreceenaes 4
5 Current value of plan's interest under this contract in separateé accounts at Yar eNd........cccoveerecereccsmicsnesranisossaianees 5

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

b Premiums paid to carrier . .. Bt . T 6b
C  Premiums due but unpald at the end of the year... 5 ST A Py 6¢c
d  Ifthe carrier, service, or other organization |ncurred any specmc costs in connection W|th the ach|S|t|on or 6d

retention of the contract or policy, enter amount. .

Specify nature of costs P
@ Type of contract: (1) D individual policies (2) D group deferred annuity

3) D other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1 D deposit administration (2) D immediate participation guarantee
) D guaranteed investment (4) D other b

b Balance at the end Of the PIEVIOUS YA ... ..ot bbb b s bb bbb sttt | 7b
C  Additions: (1) Contributions deposited durlng the Year .....coveveveceeveeeeeces 7c(1)

(2) Dividends and CreditS ..........ooiiiririeorecire it 7c(2)

(3) Interest credited dUNNG the YEar . ...........ccccovvvvvioeersiiienisassimsioneessnienne | 16(3)

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

(5) Other (SPECITY DEIOW) ....o.vveierverreceiiiasiesssiisissenmssssessiomsersiosonsesesnss | 1C(5)

14

(6)Total additions.. e AR f - (.
d Total of balance and addltlons (add Ilnes 7b and 7c(6) A S R s s v e it !_7d
€ Deductions:

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

(2) Administration charge made by carrier ............cccocciiiinininciien e 7e(2)

(3) Transferred to SEParate ACCOUNt ... .o i it enie e ainiee 7e(3)

(4) Other (SPECify DEIOW) ... veerereeeeeeeeeecerieneieeeeeeeseiieenssneseneenneeneineneneee | 1€(4)

4

(5) Total deductions.. Y 4 -1 () |
f Balance at the end of the current year (subtract I|ne 7e{5) from hne 7d] S I ¢ i




Schedule A (Form 5500) 2024

Page 4

Partlll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental
e D Temporary disability (accident and sickness) D Long-term disability
D Stop loss (large deductible) j D HMO contract

m D Other (specify) »

Cc

Vision

d D Life insurance
g D Supplemental unemployment  h D Prescription drug
k D PPQ contract

| D Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) Amount received .. 9a(1)
(2) Increase (decrease) in amount due but unpald 9a(2)
(3) Increase (decrease) in unearned premium reserve ... 9a(3)
(4) Earned (1) + (2) - (3))..c..... I | 9a(4) 0
b Benefit charges (1) Claims PaId........coevververreerimreesrere oo, 9h(1)
(2) Increase (decrease) in claim reSerVES .......oovoivieviiieeiinniens 9b(2)
(3) Incurred claims (Add (1) @NA (2))...ooiioiiiiiiiii i sessees e sss st sbese st eeeas 9b(3) 0
(4) Claims charged ... 9b(4)
C Remainder of premium: (1) Retentlon charges (on an accrual baS|s)
(A) Commissions .. - 9c(1)(A)
(B) Admlnlstratlve service or other fees 9c(1)(B)
(C) Other specific acquisition costs .. 9c(1)(C)
(D) Other BXPENSES .......coviviiiiireerier s steaseesireasiesenesnenaae 9c(1){D)
(E) Taxes .. 9¢(1)(E)
(F) Charges for rlsks or other contmgencles 9c(1)(F)
(G) Other retention Charges.........o...ocveeerene 9c(1)(G)
(H) Total retention .. . — e 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D pald in cash, or D credited. ) 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) Claim FESOIVES iiinc. ... eoweayssiism wisieses s o ibssisashe it oo Forevosedui s COETALIRTTAHRTT NN 1+ 1o oS00 HS TR ¢ 10 v s e ne ST 9d(2)
(3) Other reserves.. @ 9d(3)
€ Dividends or retroactwe rate refunds due {Do not |nc|ude amount entered in Ilne 9r.{2) ) 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid tO CAITIET ..o isie et is e essee s ss et e st ssse e sseaeranes 10a 74313
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............cceeveuennn. 10b

Specify nature of costs.

| PartIvV | Provision of Information

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

D Yes E No

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




SCHEDULE A
(Form 5500)

Deparlment of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administralion

Pension Benefit Guaranly Carporation

Insurance Information

OMB No, 1210-0110

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

b File as an attachment to Form 5500.

2024

» Insurance companies are required to provide the information

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Hummel Group, Inc. Welfare Benefits Plan plan number (PN) » 501

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

D Employer Identification Number (EIN)

Hummel Group, Inc. 34-1096613
Part| Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and il can be reported on a single Schedule A

1 Coverage Information:

(a) Name of insurance carrier

Principal Life Insurance Company

(e} Approximate number of Policy or contract year
{c) NAIC {d) Contract or
(b) EIN code identification number persqns covered at end of (f) From (g) To
policy or contract year
42-0127290 61271 1052796 298 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

6,084

4,786

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

Hummel Group, Inc.
PO Box 250

Berlin OH

44610-0250

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount (d) Purpose

(e) Organization code

6,084

Bonus

4,786

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

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount (d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan's interest under this contract in the general account at year end ........coovvvvreiniiiinnn e 4
5 Current value of plan's interest under this contract in separate accounts at y@ar end.......ccoceceee i 5

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

D Premiums Paid 10 CAMTIEE ......imeiwsrmserasseseemseemseeseeseessesseceeeasesssesessasesssessssssssassssssssnss s s n s soss s oo sosessssas 6b

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

Cc
d If the carrier, service, or other organization |ncurred any specmc costs in connection with the acqwsmon or 6d
retention of the contract or policy, enter amount. .

Specify nature of costs P

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

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 14 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: ) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other b

b  Balance at the end of the PreVIOUS YBAL. ..o weemmursemrsuieesiomiomsosissssessemsonssomssssom syt sttt ersin [ 7b
C Additions: (1) Contributions deposited during the Year ............cccrueprcermee |_16(1)

(2) Dividends and Gredits ..........uvieeremimeeererer oo esesmsscsseesssmsesossenmsensens 7¢(2)

(3) Interest credited during the year .... 7¢(3)

(4) Transferred from Separate ACCOUNt .............vrerrmessessesesnsemseeererssesseeeee |1 C(4)

(5) Other (SPECfY DEIOW) .....vvvvovervevcossesneeesssioeesessseseseenesssssessenessessssenennee |1 (D)

4

(6)Total additions ............... e oressss s ppssttassapestisssssetmssasnssrmpspeamserssesasssrperesmsebiiint o HORD
d Total of balance and add|t|ons (add Imes 7b and 7c(6)) 7d
€ Deductions:

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

(2) Administration charge made by carrier .. e | T€(2)

(3) Transferred t0 SEPArate ACCOUNT ....... .- cowrereeceeeereemeeeercorreisisisinnsesssenes 7e(3)

(4) Other (SPECITY DEIOW) oo eeeeeeeesnisseesitsissimsstiicsssmsennens | 1€(4)

»

(5) Total deductions.. SRR { -1 ()
f Balance at the end of the current year (sublract I|ne 73[5] from Ilne 7d) T B i




Schedule A (Form 5500) 2024 Page 4

Part il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) »

9 Experience-rated contracts:

@ Premiums: (1) AMOUNt F@CEIVET ......ocvuiiiicriiiiiiiriessieie st snseaserenas 9a(1)
(2) Increase (decrease) in amount due but UNPaid..........ccceverirrieceiiierians 9a(2)
(3) Increase (decrease) in unearned premium reserve ...............cc..ccovveus 9a(3)
(4) EAMNEA (1) + (2) = (3))eeerereescemoeeseeeseseeemreessesesssessscsmeessessesmsesesessesssssesmsessssessesessssesssseeeserecesscsesesremsccce] 9A(4) 0
b Benefit charges (1) Claims Paid...........oovroovesrseeeece s esssesssssssessosssees 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
(3) Incurred claims (@Ad (1) AN (2))..cuirir it s s ssssss st sssssssesessesesesarees e ssenes e sneseemssmseaenes 9b(3) 0
(4) Claims Charged i it i oiv s s s e asi st ibesai it rbdmsrmens smgpsspmn s yassesasese eaesras 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) CommisSIoNS ......ccccevnvennen sevrsmssaeaiinnizn | L 9C(1)(A)
(B) Administrative service or other fees 9c{1)(B)
(C) Other specific acquisition costs .. IR "+ 4 (%))
(D) Other @XPENSES 1.u-su-reissmmsrisnensrrererrsmmmssisanesanisasonssaisssibisensesesssessnes 9c(1)(D)
(E) Taxes ....ccoveenee S| -1 8| ()]
(F) Charges for rlsks or other contlngencres ceevernsenrenernisenienns | QC(1)(F)
(G) Other retention charges.. 9c(1)(G)
(H) Total retention.. S - o F— 1T () 0
(2) Dividends or retroactive rate refunds. (These amounts were D pa|d in cash, or D credited. ) .................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ......._..._... 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves.. 9d(3)

@ Dividends or retroactlve rate refunds due (De not |nc|ude amount entered in Ilne 9c{2} } 9e
10 Nonexperience-rated contracts:

a Total premiums or subscription charges paid tO CAMTIET ... vei e ce ettt ssee it eeae e eessaesieees s 10a 152,905

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

Specify nature of costs.

I Part IV | Provision of Information

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

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Adminisiralion

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

» Insurance companies are required to provide the information

an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Hummel Group, Inc. Welfare Benefits Plan plan number (PN) Y 501

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

Humme l Group, Inc.

34-1096613

D Employer Identification Number (EIN)

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

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

1 Coverage Information:

(a) Name of insurance carrier

American Heritage Life Insurance Company

(c) NAIC (d) Contract or (e} Approximate number of Policy or contract year
(b} EIN code identification number persons U R Gy (f) From (g) To
policy or contract year
59-0781901 60534 11933 53 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Tetal amount of commissions paid

(b) Total amount of fees paid

6,876

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

Hummel Group Inc

PO Box 250
Berlin OH 44610
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code

3,283

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

Michael T Harwood
36 Shannon Drive

Apple Creek OH 44606
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code

2,715

3

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

Schedule A (Form 5§500) 2024
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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

Layne Financial
3009 Wilmington Rd, Ste 100

New Castle PA 16015
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
353 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Covey Run Insurance
341 Copper Creek
Amherst OH 44001
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
251 3

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

CGI Voluntary Benefits Inc
3500 Woodridge Road

Cleveland Heights OH 44121
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose i
99 3

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

Mark I Hufhand
925 S Main Street

North Canton OH 44720
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
80 3

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

Michael W Berube
PO Box 9825

Canton OH 44711

Fees and other commissions paid

(e)

{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
21 3




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

Thomas W. Boston
1275 W Maple St

Hartville OH 44632
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (€) Amount (d) Purpose code
o) 3

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

Katie Duer
2801 S Medina Line Rad

Wadsworth OH 44281
Fees and other commissions paid (e)
(b} Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
5 3

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

Buhl Ins Agency
4204 East Ewalt Rd

Gibsonia PA 15044
Fees and other commissions paid {e)
(b} Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
3 3

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

Partll | Investment and Annuity Contract Information
Where individual cantracts 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
S Current value of plan's interest under this contract in separate accounts at YBAT eNnd isisinamsianminsrisisniin s aimiis 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid t0 CAMTIET ........ooiviiiveceoeeoeeee st iee s eea s ess s seeseseee e e s seee s e st ee e st temeeeeee et s ss e ss e eenons 6b
C  Premiums due but unpaid at the end of the Year..........cccuveiriiieriiei et 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acqmsmon or 6d
retention of the contract or policy, enter amount. .
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
3) [] other (specify) ¥
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) |:| other »
b Balance at the end of the PrEVIOUS YT ...........uccmumumesmmsiessesisssscssemsissesesse s sesseessssssssscssssseseseeesemsesseosesccence | 16D
C  Additions: (1) Contributions deposited durlng the VLT L 7¢(1)
(2) Dividends and Credits .......owvwiueeeeriee e eere st 7¢(2)
(3) Interest credited during the Year ...........coceeeeeernrseseesssssionssesssnieieiccenns: | 1C{3)
(4) Transferred from separate acCoUNt............o.ooeceveemseeeereceereeeerieseneeennes | 1C(4)
(5) Other (SPECIfY DEIOW) ...evrvcrrrerereereeeriereesnscssssesensssbesessesesnesseessseesnscesnnee. | LC(D)
4
(6)Total additions............... OSSOSO { 1 (- ) |
d Total of balance and addltlons (add Ilnes 7b and 7c(6)) OO N £
© Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carrier ............ccoeeiecreceeerse et 7e(2)
(3) Transferred to SEPArate @GCOUNt ..........ocovecvreieeeeeceeeeve et ee s eeree 7¢e(3)
(4) Other (specify below) 7e(4)
»
(5) Total deductions................ N S e . 16(D)
f Balance at the end of the current year (subtraci Ilne 76[5] from I|ne 7d} T——




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [ ] Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) Amount received ..........cccceuees 9a(1)
(2) Increase (decrease) in amount due but unpald .................................... 9a(2)
(3) Increase (decrease) in unearned premium resServe ............ccouurnns 9a(3)
() EAMEA (1) + (2) = (3))-seerseersseesorssosstntosststessesesesoes oot ssesssesseesoeesossseseeeseneceesccee]90(4) 0
b Benefit charges (1) Claims paid............ 9b(1)
(2) Increase (decrease) in Claim FeSEIVES ........ccviimmrcisesssisimnssianmsaenines 9h(2)
{3) Incurred claims (BAd (1) AN (2)). srusmms s 5-ss oo wiosissa s s oo S SO TOVR g ese 9b(3) 0
(4) Claims ChArGEd sjussssmesssimsssassnssisssissrinssssssamssessssessss usrssissvss ssms st et i e e s PR s 08 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) Commissions .. 9c(1)(A)
(B) Administrative service or other fees crererererenmeeisen e | 9C(1)(B)
(C) Other specific acquisition COSES ........ccoimiimininieisiesisensrranns 9c(1)(C)
(D) Other eXpenses ..o 9c(1)(D)
(E) TaXes ..occovvomee. ez || 9C{INE)
(F) Charges for rlsks or other contlngen0|es ....................................... 9¢(1)(F)
(G) Other retention Charges ... 9c(1)(G)
(H) Total retention ...........cocevecrecienns : o v | 9C(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D pald in cash, or D credited. ) 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) ClAIM FESEIVES ....vvcvoeveeseeacaseesteeeiseese e eessbest s sess ot as e bR e eees b ma 88 S s s 14 9d(2)
(3) Other reserves.. - 9d(3)
€@ Dividends or retroactive rate refunds due (Do not |nclude amount entered in Ilne 9c{2} ) 9e
10 Nonexperience-rated contracts:
a Total premiums or sUbSCHption Charges Paid t0 CAIMIET .......oc.iir ittt e ess i 10a 18,862
b I the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ...........cccccevenee 10b

Specify nature of costs.

| Part IV ] Provision of Information

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

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Deparlment of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor R
Employee Benefits Securily Administration > File as an attachment to Form 5500.
iRensicRiBenefii ClatantylCarporaiion P Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024
A Name of plan B Threedigit
Hummel Group, Inc. Welfare Benefits Plan plan number (PN) > 501
C Plan sponsor’'s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Hummel Group, Inc. 34-1096613

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

1 Coverage Information:

(a) Name of insurance carrier

AFLAC
(e} Approximate number of Paolicy or contracl year
{c) NAIC {d) Contract or
(b) EIN code identification number persons parE (f) From (g) To
policy or contract year
58-0663085 60380 FRO11 il 01/01/2024 12/31/2024

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

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

12 0

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

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

Terri Pease
567 Saguaro PL

Barberton OH 44203
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
4 3

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

Michael R Reber
20101 Heron Crossing Drive

Tampa FL 33647
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
3 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

Hummel Group Inc.

PO Box 3
Orrville OH 446677
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose code
2 3

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

Gaylord Kauffman
315 Green Ridge Road, Ste H 1

New Castle PA 16105
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
il 3

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

Mark Hufhand
925 S Main Street, Ste B

North Canton OH 44720
Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions pald (c) Amount (d) Purpose code
1 3

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

Stengrim Ins Inc
47108 276th Street

Harrisburg SD 57032
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1 3

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

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




Schedule A (Form 5500) 2024 Page 3

Part I | 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
§ Current value of plan's interest under this contract in separate accounts at YEar nd...............cc......ocecoeevveevieererernren. 5

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

b  Premiums paid to carrier . A R A N N R G S e T S T e 6b
C  Premiums due but unpa|d at the end of the year 6¢C
d  Ifthe carrier, service, or other organization incurred any spegific costs in connection with the acquisition or 6d
retention of the contract or policy, €Nter AMOUNT. ... et e e r e e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other P
b Balance at the end of the PrevViOUS YEar ... .......cvueevceeesoeciesiossscos s eseeseessoseeoeeesssseeseoscessosssesreseesrencesecnie | TD)
C Additions: (1) Contributions deposited durlng the year .......ccoveereeceivcecnns 7¢(1)
(2) Dividends and credits................ .| 7e(2)
(3) Interest credited during the Year ..............cccvviiveiesesueciennecesieeeseeeine | 1€(3)
(4) Transferred from separate acCoUNt.........couvcrceiressinsvessiieisinionrinene | 1C(4)
(5) Other (SPECIfY DEIOW) ........c.cuvieirieiireieersrenisresesreseresans 7¢(5)
14
(B)TOMAI AAGIIONS 1..vvvvev vt esaee s eeeesecess et e esee et Eseeeesb et et s e ne e ean e et et ss e esnn e seeemee e 7¢(6)
d Total of balance and additions (add lINES 7B AN TE(B)). ....v.vvrreeerueromiinssimsesssesserssssaseeesmseceaseeesmieeeseeseeseesemeeeeneee ] 7d
€@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CarTIer ..........covovveeieinsiicmiisence. | 1€(2)
(3) Transferred to SEPArate ACCOUNE ..............o..eevereeeeer et et ee e e 7e(3)
(4) Other (SPECify BEIOW) c...v.vieceiceieieiececeectiiessesss s ssiessesesnesneceneene | 1€(4)
4
(5) Total deductions... ey i : | (-}
f Balance at the end of the current year (subtract I|ne 7@{5} from Ilne 7d) [ 7f




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [¥| Other (specify) PCancer

9 Experience-rated contracts:
a Premiums: (1) AMOUNt TECEIVET ..crivoviiaeiieeicrsirnenessrese e sesnesessins 9a(1)
(2) Increase (decrease) in amount due but UNPaid..........ooeorecrcreieineenne 9a(2)
(3) Increase (decrease) in unearned premium reserve ............coc.oceuiueies 9a(3)
(4) EAIed (1) + (2) - (B))ssiieissiosssissisms it o g s b i isimisisissiosisscmn] 9a(4) 0
b Benefit charges (1) Claims Paid......coocuiiioiee it emeemsissiees 9b(1)
(2) Increase (decrease) in ClAIM FESEIVES ...t 9h(2)
(3) Incurred claims (AAd (1) NG (2]t s as s sh sy b eSS ns s s 9h(3) 0
{4) Claims charged uiiiaie st mit it i s : 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS imisnussmmmmwmmimismswmssamraanes || C(1MA)
(B) Administrative service or other fees .............................................. 9c(1)(B)
(C) Other specific acquiSition COStS ..........ccociemiiimiicie i 9c(1)(C)
(D) OhEr EXPENSES .....vvveverrireiesissicsenniriesesssessssssssnmssssnssssnnsneesnee | 9C(1){D)
(E) Taxes ..ccoovverres O .-~ 4 01 { )|
(F) Charges for risks or other contlngenmes coviereniensiernenearenee | 9C(1)(F)
(G) Other retention charges 9c(1)(G)
(H) Total retention ..........coceveveesecrennnns . 7 i | 9€(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D pald in cash, or D credited. ) 9c(2)
d Status of palicyholder reserves at end of year: (1) Amount held to provide benefits after retirement .. 9d(1)
(2) CAINM TS OIVES 1553000850330 55 55 0 5 O G T Y S TR P S S s ap oo 9d(2)
(3) Other reserves.. 9d(3)
€ Dividends or retroactive rate refunds due (Do not |nclude amount entered in Ilne 90{2} ) 9¢
10 Nonexperience-rated contracts:
a Total premiums or SUbSCTIPHON Charges Paid 10 CAITIBT .......ouuureerseiseremsarseessiamsesesessasesessamsessesssssemssens raessreerases 10a 87
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part [, line 2 above, report amount..........c...ccccoceeiee 10b

Specify nature of costs.

| PartlV | Provision of Information

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

12 Ifthe answer to line 11 is “Yes," specify the information not provided. 4




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Deparlment of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administralion » File as an attachment to Form 5500.
Pension Benefil Guaranly Carporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Hummel Group, Inc. Welfare Benefits Plan plan number (PM) 3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Hummel Group, Inc. 34-1096613

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

1 Coverage Information:

(a) Name of insurance carrier

Colonial Life & Accident Insurance Company

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

b) EIN N d at end of

(b) code identification number pe;ﬁg; g:)\c/f);irait ;egaro (f) From {g) To
57-0144607 62049 E3713302 12 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid (b) Total amount of fees paid
1,151 82

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

Hummel Group Inc
PO Box 250

Berlin OH 44610

Fees and other commissions paid

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

Additional Compensation

475 4 3

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

MH Advisors Inc
36 Shannon Drive

Apple Creek KY 44606
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
437 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

Gregory Paul Staudinger
11320 Shadduck Rd

North East OH 16428
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
(c) Amount (d) Purpose code

commissions paid

Additional Compensation

100 36 3

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

Coordination Group LLC
13130 W 130th Street

Strongsville OH 44136
Fees and other commissions paid (e)
(b} Amount of sales and base Organization
(c) Amount (d) Purpose code

commissions paid

Additional compensation

55 27 3

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

Kevin Wrona
9740 Cedarwood Dr

North Royalton OH 44133
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
(c) Amount (d) Purpose code

commissions paid

Additional Compensation

42 7 3

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

Matthew Walsh
26566 Locust Dr

Olmsted Falls OH 44138
Fees and other commissions paid (e}
({b) Amount of sales and base Organization
(c) Amount (d) Purpose code

commissions paid

Additional Compensation

14, 8 3

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

Michael Berube
PO Box 9825

Canton OH 44711
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
(c) Amount (d) Purpose code

commissions paid

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

Mark Hufhand
1664 N Main St Ste 7

North canton OR 447720
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amaunt {d) Purpose code
38 3

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

Layne Financial
3009 Wilmington Rd, Ste 100

New Castle PA 16105
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
8 3

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

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

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

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

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

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

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

this report.
4 Current value of plan's interest under this contract in the general account at year end ........ooooovevecveiccncccnccnn 4
5 Current value of plan’s interest under this contract in separate accounts at year end.............ccoeiiiiiniincsiineninns 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b  Premiums paid to carrier .. 6b
C  Premiums due but unpald at the end of the year............. 6¢c
d  If the carrier, service, or other organization incurred any specmc costs in connection W|th the acqwsmon or 6d
retention of the contract or policy, enter amount. .
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1 D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment 4) D other b
b Balance at the end of the previous year... 7b 0
C  Additions: (1) Contributions deposited durlng the year . . | Te(1)
(2) Dividends and Credits...............corvwrrverermissrssmssssessesemssssenssinsinsonieionneeese |1 C{2)
(3) Interest credited during the Year ..............co..ccooorricinecnniciiinecceneionncens. | 1€(3)
(4) Transferred from separate account. ... | Tc(4)
(5) Other (SPECfY BEIOW) -.....oo..ivoeeeeeeeieeenesveieneencssseesrmseenssessnaeensssennneenne |1 C{(D)
4
(6)Total additions... ) 7¢(6) 0
d Total of balance and addltlons (add ||nes 7b and 7c(6)) 7d 0
© Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier ........ccoccvciiimniiciiies 7e(2)
(3) Transferred to separate account... | 7e(3)
(4) Other (SPECifY DEIOW) ...........oiciiimsissemiisimmsenissisesseriesssrnssnisssensssenssnianns | 1€(4)
14
(5) Total deductions... 7e(5) 0
f Balance at the end of the current year (sublract I|ne ?e(ﬁ) from Ilne 7d) .............................................................. 7f 0
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Part Ill

Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMount received .........ccovereomveeereerirersimreneens 9a(1)
(2) Increase (decrease) in amount due but UNPaId......cc.ecrereierecrererscancnnes 9a(2)
(3) Increase (decrease) in unearned premium reserve ... 9a(3)
YT R (v Rt ) O - LY 0
b Benefit charges (1) ClaIMS PAId...........ovvvoiuiorereeioiiereeesie s recereesns 9h(1)
(2) Increase (decrease) in Claim reSErVES .......ccvecviceiierssimiieessiseninens 9b(2)
(3) Incurred claims (Add (1) @NA (2))...v ittt es sttt ettt st ase et eere 9b(3) 0
(4) Claims Charged ...cccoiiiniiiisisiiisnms s sisesssivssstersisssesian issaiasnns 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...cvvieciiiiciinicniiciiinsinasinsisesiisiesisssssneressiseseeenene | JC(1)(A)
(B) Administrative service or other fees........oococevcieinevviecnnnn, .. | 9c(1)(B)
(C) Other specific aCqUISIION GOSES ..........ovveeerceeriseeriieeeere s 9¢(1)(C)
(D) Other BXPENSES ....coviiiiiieie it ctieiemiieiin e essenesess et ensree 9c(1)(D)
(E) TAXES weooeevreirieosiiscisesseemssissesssessssssesssessssessessesssseseseeneeeness | OC(INE)
(F) Charges for risks or other contingencies.............cccoccvuciininccc. | SC(IHF)
(G) Other retention charges............ooeee...... .. | 9¢c(1)(G)
(H) TOAl FEEIMHION ...t earsee ettt s st s e es st ae et st enatee et st e e e mn st se e ee s etss e e e eeemsamns 9c(1}(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.) .....cccvenieee 9c¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............. 9d(1)
(2) ClaiMm FESEIVES .....itee.rcremer it biiasibmasivte e esssesahesn ses b o LHRR EXE ven v o n TaEe o ARS8 THRTSEHEREL B en smenee it 9d(2)
(3) OthEr rESEIVES.............. st masis, <ie e oo bR AR E R G L e S S 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ......cvvvivivisinninn, 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid tO CAMMIET ... v eweeeeorivciee i ctieisesiees s eee e remie et eees e ereereseessaaesns 10a 5,740
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount...............cccoucu.., 10b
Specify nature of costs.
| PartIv I Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes lgl No

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




SCHEDULE A
(Form 5500)

Departmenl

Internal Revenue Service

t of the Treasury

Deparlment of Labor
Employee Benefils Securily Administration

Pension Benefil

Guaranty Corporation

Insurance Information

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

P File as an attachment to Form 5500.

P insurance companies are required to provide the information

OMB No.

1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Hummel Group, Inc. Welfare Benefits Plan plan number (PN) 3 501

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

Humme |

Croup,

Ine.

D Employer Identification Number (EIN)

34-1096613

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

Cincinnati Life Insurance

(e) Approximate number of Policy or contract year
{c) NAIC (d) Contract or
(b) EIN code identification number persans SRR (f) From (g) To
policy or contract year
31-1213778 76236 00XG7 21 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid

(h) Total amount of fees paid

1,265

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

Hummel Group, Inc.
PO Box 250
Berlin OH 44610
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1,265 3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

{c) Amount

(d) Purpose

(e} Organization code

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

Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..o 4
5 Current value of plan's interest under this contract in separate accounts at year end.........c.coiveiiniiiiinoniiene 5

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

D PromiUums PAid 10 CATTIEN uumssssmssssssserimss: s s es s o ooy e st e eSS s e arss 6b

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

d  If the carrier, service, or other organization incurred any spec|fc costs in connection W|th the acqwsmon or 6d
retention of the contract or policy, enter aMOUNL. ... s s e

Specify nature of costs P

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

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) D other P

b Balance at the end Of the PrEVIOUS YBRAT....c.eresusersmsssmssssssssossssisissimss it smisass s sismnins ssimssmiesssaserss visistsanssaymassyssssss | 7b
C  Additions: (1) Contributions deposited during the Year ...........ccccoecceerveenenns 7¢(1)

(2) DiVIdends and Credits ........wwoerereiemsiiennnascesssissssssiseomsaeosssssssicssennnees | 1C(2)

(3) Interest credited UMNG te YEA ..ot secsiiesiones 7¢(3)

(4) Transferred from separate @CCOUNT..........ewmirermecisiieemieniieesiemsneecreseees 7c(4)

(5) Other (SPECIfy DEIOW) w......voeuvovviiiercsssmiesieisssssiscmsesssmmssmsessnsssssnsesssssnse |1 (D)

4

(6)Total additions............. R S sty — LGB
d Total of balance and add|t|ons (add Ilnes 7b and 7c(6)) ] 7d
€ Deductions:

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

(2) Administration charge made by CaArTier ........ccvvmriirmmimsisserannsesnnssens 7e(2)

(3) Transferred to SEPArate AGCOUNE .........c.ieeciiiresi i sesssneessseesncsesas 7¢(3)

(4) OthET (SPEGIY BEIOW) w..vevvocevvscencsssiseesessssessssnsssssssssssssessseasssseseesneeene | 1€(4)

14

(5) Total deductions............... R sy (D)

f Balance at the end of the current year (subtract Ilne 79[5] from Ilne 7d) | 7f
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Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [ ] Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received .........ccvccciiccniiincsiecrininnn %a(1)
(2) Increase (decrease) in amount due but UNPAId..........ccovuvereeressmsessenes 9a(2)
(3) Increase (decrease) in unearned premium reserve ... 9a(3)
NN (G R T T €))  0) 0
b Benefit charges (1) CIaiMS Paid.........c.ccowuiceeeeeireieieiieeesssivscesserssesessonnies 9h(1)
(2) Increase (decrease) in claim reSEIVEs .......ccccovmvcriereseiereisese s 9h(2)
(3) Incurred claims (add (1) and (2))i. i s b i i i i s b e et s eg anas s e vav et 9b(3) 0
(4) Claims ChaNGEd s i s st e s oo A S ooyt o S e e e i e r A Peiesiin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...vevivirieviiiniiacicmaiierieicsseminsescvssenenisssiiiossanies | SC(1)(A)
(B) Administrative service or other fees.........ccevmevivecinvincsinerens | 9€(1)(B)
(C) Other specific acquisition COSES .......cccccoviireiiiiani i 9c(1)(C)
(D) Other EXPENSeS ..o orersecieemsimmiernrersssermsissnssesneeinnee | 9C(1)(D)
(E) TAXES 1ovvemreiinerensestssesemstssnsssassissssassmassstse s sssssssesasass s essenssassen 9c(1)(E)
(F) Charges for risks or other contingencies..........cocciociiicieveicciienns 9c(1)(F)
(G) Other retention charges 9¢c(1)(G)
(H) TOAI TEEENEON ...ttt s et et et ees e em et e sesesse s es £ asee e se et e et ne s et e emsaneneee 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ..o 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) Claim reSeIVEes s sssmssinisatiiisisiusssns s smassiiss ity s i aiems s s s e ataate 9d(2)
(B) OFNEI [ESEIVES .c..cucvvvvieieriiieetese et s et eese st st esesssheseeeta b b an et et bbb e eeseners 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 96(2).) ......cveveriviccreriarenns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid tO CAITIET............ccuicviviiiie ettt sresssssssrassbasssssassssbansasnes 10a 11,144
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ........cccc.oceenu.... 10b

Specify nature of costs.

| Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes l>—_<] No

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




