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
ELECTRONIC SYSTEMS, INC. LIFE PLAN

1b Three-digit plan
number (PN) » 503

1c Effective date of plan
05/01/1993

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) 46-0357074

ELECTRONIC SYSTEMS, INC.

600 EAST 50TH ST. NORTH
SIOUX FALLS, SD 57104

2C Plan Sponsor’s telephone
number
605-338-6868

2d Business code (see
instructions)
335900

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. 07/11/2025 JEFFREY TORNOW
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 07/11/2025 JEFFREY TORNOW
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 189
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) 189
a(2) Total number of active participants at the end of the plan year ... 63_(2) 185
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 185
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:
4B 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 __2
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
(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
ELECTRONIC SYSTEMS, INC. LIFE PLAN plan number (PN) » 503

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

ELECTRONIC SYSTEMS, INC.

46-0357074

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
UNITED OF OMAHA 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
47-0322111 69868 GLUGOAMBA 187 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

1702

170

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

PREMIER BENEFIT ADVISORS INC

809 W TECHNOLOGY CIR
SIOUX FALLS, SD 57108

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1702

3

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

PREMIER BENEFIT ADVISORS INC

3130 W 57TH STREET SUITE 108

SIOUX FALLS, SD 57108

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

170 | OTHER COMPENSATION

3

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) P AD&D

d [X Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
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 .....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 17024
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
ELECTRONIC SYSTEMS, INC. LIFE PLAN plan number (PN) » 503

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

ELECTRONIC SYSTEMS, INC.

46-0357074

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
UNITED OF OMAHA 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
47-0322111 69868 GVTLOAMBA 51 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

3654

273

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

PREMIER BENEFIT ADVISORS INC

809 W TECHNOLOGY CIR
SIOUX FALLS, SD 57108

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3654

3

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

PREMIER BENEFIT ADVISORS INC

3130 W 57TH STREET SUITE 108

SIOUX FALLS, SD 57108

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

273 | OTHER COMPENSATION

3

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) P AD&D

d [X Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
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 .....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 24363
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
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From: Electronic Systems Inc

To: Gloria Burkar Email: hrgroup@electronicsi.com

Fax:
Fax: 16053391306 ax: 6053385061

Subject: ESI signed 5500 forms

Confidential!

Comments:

Please see attached signed 5500 form information.



7/11/2025 11:18:03 AM (GMT-6) FROM: 6053385061-TO: 16053391306 Page: 2 of 8

DOL e-file Signature and Filing Authorization
for the Form 5500 Series Report

Name of I'lan: Electronic Systems, Inc. Health, Life, Long Term Disability,
Dental, Short Term Disability, and Vision Plans

EIN / PN: 46-0357074 / 502, 503, 504, 505, 506, and 507

Plan Year Ending: 12/31/24

PART1 Return Information
Total active participants as of the end of the plan year

Healih 128
Life 185
Long Term Disability 185
Dental 151
Short Term Disability 119
Vision 127

PARTII = Declaration and Signature of Authorized Signer

Under penalties of perjury, I declare that [ have examined the return/report, including all
applicable schedules, and to the best of my knowledge and belief, it is true, correct, and
complete.

I further declare that the information provided in Part I above is the same as shown on Form
5500. 1 hereby authorize Eide Bailly LLP to enter their EFAST2 PIN on our return/report in
order to electronically submit this return/report. [ understand that by selecting this electronic
signature option the PDF image of my manual signature will be included with the rest of the
return/report posted by the Department of Labor on the Internet for public disclosure.

This authorization is applicable only to the filing for the above-named Plan and applies only for
Plan year end stated above.

PR MM
/ -

Plan Administrator: JE’.$ ﬁiéq £ Tovnmes

Printed name

Uit hoa.s‘

Plan Sponsor (if not the Plan Administrator): Date:

PARTIII  Certification of Designated Service Provider
On behalf of the service provider designated above, I hereby certify that the firm will use the
authority granted only for the express purposes described above.

For the service provider: Date:
(signature and ritle)

The designated service provider must retain this authorization.
Do not submit this form to the DOL unless requested to do so.



7/11/2025 11:18:03 AM (GMT-6) FROM: 6053385061-TO: 16053391306 Page: 3 of 8

Form 5500 Annual Return/Report of Employee Bensfit Plan OMB Nos. 1210 - 0110
This form is required to be filed for employes benefit pians under sections 104 1210 - 6089
D a Iroasury and 4065 of the Employee Retirement income Security Act of 1974 (ERISA) and
Deparmment of Laoor sections B057(b) and 6058(a) of the Internal Revenue Code {the Code). 2024
Empto:?mBESQQT:;!:aiWMiw P Complete all entries in accordance with
Pengon Seneht Guaranty Corporalion the instructions fo the Form 5500, This Form is Open to

Public inspection

Annual Report identificatiecn Information

For calendar fan year 2024 or fiscal plan year baginning 01/01/2024 and ending 12/31/2024

A This return/raport is for: l_| a multiermnployer plan U a myitiple-employer plan (Fifers checking this box must provide participating
_ employer information in accordance with the form instructions.}
;5 a single-.employer plan a DFE {specify)

B This return/report is: | the first retum/report the final return/report
. { an amended return/report a short pfan year return/report {less than 12 months

C It the plan is a coltectively-bargained plan, check here. ... ... ...

D Checkbox# filing under: . | Form 5558 D automatic extension D the DFVC program
. | speciaf extension {enter description)

E If this is a retroactively adoptad plan permitted by SECURE Act section 201, checkhere . b ﬂ

Pneld Basic Plan Information . enter all requested information

1 @ Name of plan 1b  Three-digit
ELECTRONIC SYSTEMS, INC. HEALTH PLAN plan numbar (PN) P 502
1c Effective date of plan
03/01/198%
2a pun sponsor's name (employer, if for a single-employer plan) 2k  Employer ldentification Number (EIN)
Maifing addrass éinclude room, apt., seite no. and street, or P.0. Box) 46-0357074
ity or town, stafe of province, couatry, 2rd 7P or foreign postal code [ foreign, see instruchions) Plan Sponsor’s telephone number
ELECTRONIC SYSTEMS, INC. 605 338-6848
2d Business code {ses instructions)
335900
600 E S50TH ST. NORTH

SIOUX FALLS Sb 57104

Cautien: A penalty for the late or incomplete filing of this return/report will be assessed unfess reasonable cause is estabhshed

vrdar penaitios of perjury and other peraiiies sct fonnin the instrustiors, | gecizre what i nave oxamincd thia fBtura/ropen, inciuding atcompanying achedules, atatements arg afac hmenis, as wall
as the gleconic version of this ralurareport, and 'o the bes! of my Xrow!edge and bel:sf, it is rue, correct. and complede.

%’ I 28 JTE mﬁy . Tocags

Enter name of individual signing as plan administrator

7 =y 7 1-2025 j-lﬂ:ﬂ_t‘ . ﬂ(ﬂc‘lﬂ
S; natufe df employer/pian sponsor Date Enter name of individuial signing as employer or plan sponsor
cm 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

$718401 11.35-22



7/11/2025 11:18:03 AM (GMT-6) FROM: 6053385061-TO: 16053391306 Page: 4 of 8

Form 5500 Annual Return/Report of Employee Benefit Plan OV Nos. 1210-9t10
This form is required to be filed for employee benefit plans under sections 104 1210 - 628
D ey and 4085 of tho Employee Retiromont Incomo Security Act of 1974 (ERISA) and
PySpm———Tto sections B057{b) and 6058(a) of the internal Revenue Code (the Cade), 2024
EMD’OVAZ;?:;::;?WW P Compiste all entries in accordance with
Pemsion Bereht Guarany Gorporation the instructions to the Form 5600. This Form is Open to

Public Inspection

Annual Report Identification Information

For calendar plan year 2024 or fiscal plar year boginning 01/01/2024 and ending 12/31/2024
A This return/report is for: I_J a multiermployer plan U a mulfiple-employer ptan {Filers cheecking this box must provide participating
_ employer information in accordance with the form instructions.)
_}S a single-ermployer plan a DFE (speuifly)
B This return/report is: | | the first returrvreport the final return/report
| | an amended return/report a short pian year return/report {less than 12 months)
C ifthe plan is a collectively-bargained plan, checikkhere . ... . e e P
D Chaeck box if fiing under: | | Form 5558 D automnatic extension ﬂ the DFVC program
special extension {enter description)
E i this is a retroactively adopted plan permitted by SCLCURE Act section 201, checkhere ... P H
Eg;”j,‘%”@ Basic Plan Information - enter all requested information
1a Name of plan 1b Three-digit
ELECTRONIC SYSTEMS, INC. LIFE PLAN plan number (PN} B+ 503
1c Effective date of plan
05/01/1993
2a Plan sponsor's name {employer, if for a single-zmployer plan) 2b  Employer Identification Number (EIN)
¥lailing address (include room, apt.. suife no. and street, or P.0. Box) 46-0357074
Gsty or iowa, slate or province, counley, and ZiP or fpreign postal code {if foreign, ses instructions) Plan Sponsor’s telephone number
ELECTRONIC SYSTEMS, INC,. 605 338-6868
2d Business code {see instructions)
335900

600 EAST 50TH ST. NORTH

SIOUX FALLS SD 57104

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

wnder penaliies of Do/ jury and wiher pasulZes set ferth in G st uctions, | ceslere el [ DEve RXRTINGY (95 roturnreaort, InCIURIng aCCOmpanying scnedules, statersenis and allachman:is, as wes
as the elecaonie version of 1is feturadreport. and o the mect of my Kaow!sage and bekaf, T s true, correct, and complete.

‘].j-l\~a01M Je Hrew E. Nvaves
T Enter name of individual signing as plan administrator
7-U-205¢ Jeftrey £ Totavw
Data Enter name of individual signing as employer or plan sponsor
o Date Enter nams of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Form 5500 (2024)

v. 240311

G 140t 11-25-24



7/11/2025 11:18:03 AM (GMT-6) FROM: 6053385061-TO: 16053391306 Page: 5 of 8

Form 5500 Annual Return/Report of Employee Benefit Plan

Deparirnant of the Treasury

Daepartment of Labier
Employes Benglirg SecurH P :
ebieraton Y P Complete all entries in accordance with

the instructions to the Form 5500,

Pengion Berafit Guaranty Corporation

This form is required to be filed for employee bensfit plans under sections 104
istas ot Rgve:iog Servics and 4065 of the Employes Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 8058(a) of the Internat Revenue Code {the Code).

{MB Nos. 1210 0110
210 - 5083

2024

This Form is Open to
Public inspection

Annual Report dentification information

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/3024
A This return/report is for: I__I a multiemployer plan U a multiple-employer plan (Filers checking this box must provide participating
_ employer information in accordance with the form instructions.)
DY o single employer plan a DFE (specify)
B This return/report is: | | the first returmn/report the finai raturn/report
an amended return/report a short plan year return/report fless than 12 months
C Ithe plan is a collectively-bargained plan, checkhera ... ... P
D Check box # filing under: || Form 5558 D alitomatic extension D Ehe DFVC program

|| special extension {enter description)
his is a retroactively adopted plan permitted by SECURE Act section 201, check horo

Basic Plan Information . enter all requested information

1 a Name of plan t Three-digit
ELECTRONIC SYSTEMS, INC. LONG TERM : plan number (PN) P S04
DISABILITY PLAN ic Effective date of plan
05/01/1993
2a Plan sponsor's name {employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include rgom, apt., suite no. and street, or P.O. Box) 46-0357074

CHy or 1own, state or province, countey, and ZIP or foreign postal code (f foreign, see nsiruclions)

Plan Sporsor's telephone number

ELECTRONIC SYSTEMS, INC. 605 338-6868

2d

600 EAST 50TH ST. NORTH

SI0OUX FALLS SD 57104

Business code {sse instructions)

335900

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

Wnder senaities of perfury and other perahiss sat forth in tho InGTuctianz. | dockare thatl fave examined this rolrnitepert, incluging Bochmpanying schedules, statements and altechments, na wail

as lhe electronic version of this ratornrepor), and o the bes! of my knowiedge and belief, it is rue, correct. and complate.

RETE > '.'&F&u, E. Tovaga
m Enter name of individual signing as plan administrator
T-1n a0y 3“’&&4 E. 'TB(_,, Y]
Date Enter name of individual signing as smplayer or plan sponsor
: Date Enter name of individual signing as DFE
Fur Paperwork Reduction Act Notice, see tha Instructions for Form 5500. Farm 5500 (2024)
v, 240311

418301 11.25-24



7/11/2025 11:18:03 AM (GMT-6) FROM: 6053385061-TO: 16053391306

Page: 6 of 8

Annual Return/Report of Employee Benefit Plan
This form is required to be fifed for employee benafit plans under sections 104
and 4065 of the Employes Retirement Income Secwrity Act of 1874 (ERISA) and
sections 6057(b) and 6058(a} of the Internal Revenue Code (the Code).

Form 5500

Departmant of the Treasury
Inteunal Reveinue Serviee

OMB Nos, 1210 - 1110
1210 - 5089

2024

Department of Labor
Employes Senreafits Sacurl - R .
P yAcmznis!faﬁon v P Complete all entries in accordance with

the instructions to the Form 5500.

This Form is Open to
Pubtic Inspection

Pansign Benelit Guarany Coporaton

Annual Report ldentification Information

01/01/2024 12/31/2024
Ll a multiple-employer plan (Filers checking this box must provide participating
ampioyer information in accordance with the form instructions.}
a DFE (specify)

For calemdar plan year 2024 or fiscal plan year baginning
A Tnis return/report is for:

and ending

Ll a multiernployer plan

1

a single omployer plan
the first returnreport the final return/report

|| an amended return/report a short plan year returm/report {less than 12 months
C Ifthe plan is a colfectively-bargained pian, check here ... .. .. TURO U »
D Check box if filing under: Form 5558 automatic extension D the DFVG pragram
special extension (enter description)

f th|s is a retroactively adopted plan permitied by SECURE Act section 201, check here
: Basic Plan Information . enter aii requested information

1a Name of plan

B this return/report is:

ib  Three-digit

ELECTRONIC SYSTEMS, INC. DENTAL plan number {PN) 505
PLAN 1c Effective date of plan
03/01/1989
23 Plan sponsor's name {employor, if for a single-emplayer pfan) 2b  Employer Identification Number (EIN)
Mailing address (include reom, apt., suite no, and straet, or P.0. Box) 46-0357074

City or fovn, state or province, couatry, and ZIF or foreige postal code {if foreiga, see instructions}

ELECTRONIC SYSTEMS, INC.

Plan Sponsor’s felephone number

605 338-6868

2d Business code {see instructions)

335900

600 EAST 50TH ST. NORTH

SIOUX FALLS Sb 57104

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

Undier panaities of berjury and oihsr penaities set forth in tha InGlrustionn. | doclera that | rave oxarmincd 13 return/ropart seciuding acoem potying achedul
as the elecironic version of this refuy negert, Bnd 10 the est of my Xnowledge and belisf, 1 is true, correct, and complata,

13 and atleg 8, as weil

/ -0 vy Ji C-Fﬁrex,, B Torngo
4 Si re df plan administrator g Enter name of individual signing as plan administrator
b = 7-11-308" Telbey, 2. Torans
22nat] Signatiife of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
%1 Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form S500. Form 5500 (2024}
v, 240311

418207 1-25-24



7/11/2025 11:18:03 AM (GMT-6) FROM: 6053385061-TO: 16053391306 Page: 7 of 8

Form 5500 Annual Heturn/RepO!’t of Employee Benefit Plan OMB Nos. 1210 - 0110
This form is required to be filed for employee bensfit plans under sections 104 1210 9088
[ i and 4065 of the Fmployes Retirement income Security Act of 1974 (ERISA} and
Y ——rpr sections 6057(b) and 6058{a) of the Internal Revenue Code (the Code). 2024
Empmf\?mf;:f::tf;“ﬁ"w P Complete all entries in accordance with
Pansin Benelit Guaranty Gorporation the instructions to the Form 5500, This Form is Open to

Public Inspectien

Annual Report identification Information

For mlpnriar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This return/report is for: |_| a multiemployer plan U a multiple-employer plan (Filers checking this box must provide participating
_ employer information in accordance with the form instructions.)
Kl a singlo-cmployer plan a DFE (specify) :
B Tnis return/report is: || the first retum/report thg final return/report
| | an amended return/raport a shori plan year return/repott {fess than 12 monthsg
C iihe plan is a collectively-bargained plan, Check hGre ... ... ... i e e e >
D check box if filing under: | | Form 5558 D automatic extension D the DFVYC program
special extension (enter description)
!f th:s is a retroactively adopted plan permitted by SECURE Act section 201, chackhere = P ﬂ
Basic Plan Information . enter all requested information
1a Name of plan 1t Three-digit
ELECTRONIC SYSTEMS, INC. TEMPORARY plan number (PN) B 506
DISABILITY INSURANCE 1e Effactive date of plan
05/01/1993
2a pian sponsor's name {empioyer, if for a sirgls-erployer plan} 2b  Employer Identification Number (CIN}
Mailing address {include room, apt,, suite no. and sirzet, or P.O. Box) 46-0357074
City or towwn, staie or province, country, and 71P or foreign postal cede {Hf forsign, ses instreeficrs) Plan Sponsor's telephone number
ELECTRONIC SYSTEMS, INC. 605 338-6868
2d Business code {see instructions}

600 EAST 50TH ST. NORTH

SIOUX FALLS SD 57104

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

Untar peraities of parjury and other panaites set ferth in the ing Yuct-one. | desiare 1at ! "ave exarmrad this rewurnden ord. snalugng accompanying sonodulas, statomenis and attachmenta. oo wilt
as the eglgelrenic viusion of this returnireport. anp to the besi of my Knowleaga ana belal, it is trug, carrest, ang corplele.

BT -

Jei iy }ﬁ./ 12 6x g Fif-bven, E: Totaos

smeu] Signatdre gf plan administrator % Enter name of individua! signing as pian administrator

mckid /A%r:;:-/ 2-1V-203Y8 Jf.ﬂafu, £, Torngu

St B urd of emialu;er!plan sponsor Date Enter name of individual signing as employer or plan sponsor
Signature of DFE Date Enter rame of individual signing as DFE

For Paperwork Reduction Act Notice, see ths instructions for Form 5500. Form 5500 (2024)

v, 240311

£1Baf1 171.25-24



7/11/2025 11:18:03 AM (GMT-6) FROM: 6053385061-TO: 16053391306

Page: 8 of 8

Form 5500

Department of the Treasury
Intarnal Aevenua Service

Department bl Lubor
Employes Berelits Saguity
Admeniatration

Pyogivs Byielit Guaranly Corpgravon

Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employes Retirement Income Sacurity Act of 1974 (ERISA) and
sections B057{b) and 6058(a) of the Internal Revenue Cede (the Code),

P Complete all entries in accordance with
the instructions to the Form 5500,

OMB Nos. 1210 -9110
1210 - 0083

2024

This Form is Open to

Public Inspection

Annual Report Identification Information

For calandar plan year 2024 or fiscal plan year beginning

01/01/2024

and ending

12/31/2024

This return/report is for: |_| a multismployer plan

[

a single-amployer plan

the first returnfreport

| an amenided return/report

if the plan is a collectively-bargained plan, check hera ... . . .
Check box ¥ fing under: Form 5558

spectal extension {enter description)

This return/repart is:

O

i thns is a retroactively adopted plan permitted by SECURE Act section 201, check here

L[ a muitiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)
a OFE {spegify)

the final return/report

a short plan year return/report {less than 12 months

N

automatc extension D the DFVC program

................ »f]

Basic Plan Information . enter all requasted information

1 a Name of pfan 1 Three-digit
ELECTRONIC SYSTEMS, INC. VISION plan number (PN} B> 507
PLAN 1c Effective date of plan
10/01/2012
2a Plan sponsor's name {employer, if for a single-employer plan) 2b  Employer Identification Number {CiN)
Mailing agdress (include room, apt., suite #0. and street, or P.0. Box) 46-0357074

Ceiy orf town, state or province, counlry,

ELECTRONICS SYSTEMS, INC.

600 EAST 50TH S8T. NORTH

SIOUX FALLS SD 57104

and ZIF or forexge postal code {f forzign,

sée instructisns} Plan Sponsor's telephone number

605 338-6868
2d

Business code {see instructions)

335900

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

iirwier penaities of perjury and other penaites set forth in tha inBTuRlions, | daciare that ! have examingd thg returnirapernt. incluting accomparying senedulcs, statemania end ettachmenta, aa wcl
as iha elecTonic veesion of this satur n/regort, anid to the Dest of my knowiedge and oeiief, ¢ is rue, correct, and conmpiate.

s oy
: . T-1\-305¢ Jetban £ Tovapy
o] Si Ta of plan‘administrator Enter name of individital signing as plan adminisirator
“’;’; h-30ag Jebbey . Tovasd
S Signdsire femegﬁ’rlplan sponsor Date Enter name of individuial signing as employer or plan sponsor
=] Signature of DFE Date Enter name of individuat signing as DFE

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

41BAGT 1125324

Form 5500 (2024)
v. 240311



