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). 2023

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning 12/01/2023 and ending  11/30/2024
A This returnireport 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: B 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: Form 5558 |:| automatic extension |:[ the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . . ........................ » D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 501
GARRARD CONSTRUCTION GROUP, INC. EMPLOYEE BENEFIT PLAN number (PN) »
1c Effective date of plan
12/01/2023
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?rovince, count%, and ZIP or foreign postal code (if foreign, see instructions) 58-2087047
GARRARD CONSTRUCTION GROUP, INC.

2055 SUGARLOAF CIRCLE
STE 400
DULUTH, GA 30097

2C Plan Sponsor’s telephone
number
678-990-4531

2d Business code (see
instructions)
236200

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 REBEKAH RUDD
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 (2023)

v. 230707
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3a Plan administrator's name and address B] 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 ‘ 23
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(l) Total number of active participants at the beginning of the PIan YEAr ..........coociiiiiiiiiiii e 6a(1) 23
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 23
b Retired or separated participants reCeiving DENETIS .........ouiii i 6b
C Other retired or separated participants entitled to future DENEfitS...........ccviiiiii e 6C
d Subtotal. Add liNes 6a(2), BB, AN BC. ........cc.eeiiiiiiiice et 6d 23
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ococeviiiiiieiiiiecenne. 6e
f o= o (o I g 1=t To B Ty Vo YOS 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 (oo 0] o] (o TN (=) 1 1) O S POPTPO PRSPPSO 9
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g (oo 0] o= (o TN (=) 1 1) S PPOUTPO PR TR PRPPPO 60(2
g
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thAN 100Y6 VESTEU ........eveceeieie ettt sttt et sses s ns s et et esses et sns st ens st es st ettt s ense st nsaneans 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
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
(4) General assets of the sponsor 4) General assets of the sponsor
10 cCheck 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) D R (Retirement Plan Information) 1) D H (Financial Information)
) ) ) ) 2) D I (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __ 1
actuary 4) D C (Service Provider Information)
3) D SB (Smgle—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 Ill | 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.) woooverneeereerinenenee e [] Yyes [¥ No

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

11Db 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

11c Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required to file the 2023 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. 1210-0110

(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). 2023
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 2023 or fiscal plan year beginning  12/01/2023 and ending  11/30/2024
A Name of plan B Three-digit

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

GARRARD CONSTRUCTION GROUP, INC. 58-2087047

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:

(@) Name of insurance carrier
AETNA LIFE INSURANCE CO.

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
06-6033492 60054 0189122 23 12/01/2023 11/30/2024

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

0 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

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

(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) 2023

v. 230707
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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

(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) 2023 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

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

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

D Premiums Paid 10 CAMMIET .......c.ccevivieeieeeceeee ettt sttt s st en st s et enen s 6b

C  Premiums due but unpaid at the end Of the YEAI..........ciiiiiiiii s 6¢c

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

retention of the contract or PoliCy, ENEr AMOUNL. ........oiiiiiiiiie it 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4 D other P
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens | 7b
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1)
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2)
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3)
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4)
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5)
4
(B)TOtAl AAOIIONS ...ttt e ettt ee s st e e s e e s e ene e et et es e n e s e ees s e e e eteeesannes 7c(6)
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2)
(3) Transferred to separate account . 7e(3)
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4)
4
(5) TOAl EAUCHONS .....eoveeveeceeeeeee e e eses s et ees st eeetess st es e s s e e s en st ses e s s set s nessena et e sntensnensneetansneas e 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans | 7f




Schedule A (Form 5500) 2023 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 BI Health (other than dental or vision) b D Dental (o3 D Vision
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment
i B Stop loss (large deductible) | D HMO contract k D PPO contract

m D Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4)
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3)
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEEMEION ......veveetie ettt ettt ettt ettt eae et et et et eae et etese et ese s eteseetete s etese et ebesseseseesatesseeesensateseas 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 207145
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..ccccc..... 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?.............

B Yes

I:INO

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
CARRIER WOULD NOT PROVIDE DATA ON BROKER OR COMMISSIONS PAID




2023 Plan Information Worksheet Status: Not Ready
Plan Sponsor Information

Plan Sponsor's Name Plan Sponsor's Mailling Address Foreign D
Garrard Construction Group, Inc. 2055 Sugarloaf Circle

Ste 400
Plan Sponsor's Doing Business As Name Plan Sponsor’s Mailing City, Province, State and ZIP

Duluth GA 30097

Plan Sponsor's Location Address Foreign D

Plan Sponsor's Care Of Name

Plan Sponsor's Location City, Province, State and ZIP
Plan Sponsor’s EIN : i

58-2087047

Plan Sponsor's Phone Number
(678)990-4531

Plan Administrator Information
Same as Plan Sponsor

Plan Administrator's Name Plan Administrator's Address Foreign I:I
Plan Administrator's Care Of Name Plan Administrator’s City, Province, State and ZIP
Plan Administrator's EIN Plan Administrator's Phone Number

Plan Information

Plan Name Business Code Filing for Plan Year: DFE Plan D
Garrard Construction Group, Inc. Employee Benefit 236200 2023
Plan
Plan Year MM/DD/YYYY MM/DD/YYYY
Begins 12/01/2023 Ends 11/30/2024
Tax Year MM/DD/YYYY MM/DD/YYYY
Three-digit Plan Number Plan ID Begins 01/01/2023 Ends 12/31/2023
501
EIN for PBGC Forms Name Control

Effective Date of Plan

12/01/2023
Transmitter Information
Transmitter's TIN Transmitter Control Code (TCC)  Contact Name
Transmitter's Name Contact Telephone Number
Company Name Contact E-Mail Address

Company Mailing Address Foreign E’

Company City, Province, State and ZIP

Do NOT File with IRS, DOL or PBGC



Preparer Information

Preparer's Name

Preparer's Firm Name

Preparer's Address

Preparer’s City, Province, State and ZIP

Preparer's Phone Number

Foreign |:|

Trust Information

Name of Trust

Name of Trustee or Custodian

Trust EIN

Trustee's or Custodian's Phone #

Signers, Service Providers and Interested Individuals

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address




Form 5500 Annual Return/Report of Employee Benefit Plan OMS Nos, 210 0110
This form is required to be filed for employee benefit plans under sections 104 i
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
ﬁiESSQEELSL;ZZLfi?;W sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2023
a Dlepa""gem t?{ ’-gb"r ) » Complete all entries in accordance with
e 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 2023 or fiscal plan year beginning 12/01/2023 and ending 11/30/2024
A This return/report is for: |:| a multiemployer plan |:| a multiple-employer plan (Filers checking this box must provide participating
' employer information in accordance with the form instructions.)
@ a single-employer plan |:| a DFE (specify)
B This return/report is: @ the first return/report |:| the final return/report
D an amended return/report |:| a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. ... ......... ... .. i » |:|
D Check box if filing under: I_—_| Form 5558 |:| automatic extension |:| the DFVC program
|:| special extension (enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here. ., . .......ovverueirrrensn » D
| Part i | Basic Plan Information—enter all requested information
1a Name of plan ‘ 1b Three-digit plan
Garrard Construction Group, Inc. Employee Benefit number (PN) » 501
Plan 1¢ Effective date of plan
12/01/2023
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 forelgn postal code (if foreign, see instructions) 58-2087047
Garrard Construction Group, Inc
2C Plan Sponsor’s telephone
number
(678)990-4531
285548893rloaf Circle 2d Business code (see
e instructions
Duluth GA 30097 236200)

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 W W "Tl 1 ’25 Rebekah Rudd
HERE T +
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 §500. Form 5500 (2023)

v. 230728
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3a Plan administrator's name and address El Same as Plan Sponsor

3b Administrator's EIN

3¢ Administrator's telephone

number
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 Sponsors name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 | 23
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 .............co.vcrimiiiiriciceeeee s 6a(1) 23
a(2) Total number of active participants at the end of the plan year ... 6a(2) 23
Retired or separated participants receiving benefits...................... 6b
[ Other retired or separated participants entitled to future benefits. 6c
d Subtotal. Add lines 6a(2), 6b, and 6¢. .........ccoceuvoene 6d 23
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ....... 6e
f Total. Add lines 6d and 6e.. 6f
(1) Number of participants with account balances as of the beglnnmg of the plan year (only defined contribution plans 6 (1)
g complete this item) Gesi % R e g
(2) Number of participants with account balances as of the end of the plan year (only defned contribution plans
g complete this item)... N . _6_9(2)
h Number of partlcupants who termmated employment dunng the plan year W|th accrued beneﬁts that were
less than 100% vested .. e R N FS——— ——— 6h
Enter the total number of employers obllgated to contnbute to the plan (only multlemployer plans complete this item)........ 7

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

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

47
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
{1 Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
{1) D R (Retirement Plan Information) 1 D H (Financial Information)
2 Financial Inf ion — np
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financialiniormiation| = Small Kt 1
Purchase Plan Actuarial Information) - signed by the plan 3) EI A (Insurance Information) — Number Attached __ ~
actuary (4) D C (Service Provider Information)
(3) D SB (Slngle-Enthoyer Defined Benefit Plan Actuarial (5) 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) [:l MEP (Multiple-Employer Retirement Plan Information)



Form 5500 (2023) Page 3

[ Partlll | 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 28 CFR
2520.101-2) ovvvovcmreveeessniresneeeveneens L] 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 [] No

11¢ Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required to file the 2023 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. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Intenal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
e » File as an attachment to Form 5500.

2023

Employee Benefits Security Administration

This Form is Open to Public

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information Inspection
pursuant to ERISA section 103(a)(2).

For calendar plan year 2023 or fiscal plan year beginning 12/01/2023 and ending 11/30/2024

A Name of plan . ] B Three-digit

Garrard Construction Group, Inc. Employee Benefit plan number (PN) > 501

Plan

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

Garrard Construction Group, Inc.
58-2087047

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

Aetna Life Insurance Co.

Approximate number of Policy or contract year
(c) NAIC (d) Contract or )
(D) EIN code identification number persons coveredigiendion (f) From (g) To
policy or contract year
06-6033492 60054 0189122 23 12/01/2023 11/30/2024

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
0 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
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230728
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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

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

this report.
4 Current value of plan’s interest under this contract in the general account at YEar end ..........ccccveirrircrnersnssissreene 4
5 Current value of plan’s interest under this contract in separate accounts at Year eng.............cooeueiiecerissnsisieiensnns 5

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

D Premiums Pait to CAITIEN .............oieceeee ettt ea bttt eb bbb n s es et 6b

C  Premiums due but unpaid at the end of the year .. 6C

d  If the carrier, service, or other organization mcurred any specn' c costs in connection with the acqwsmon or

retention of the contract or poliCy, enter aMOUNL. ... ... e s rane e e assaraae e s 6d
Specify nature of costs P
e Type of contract: (1) I:l individual policies 2) l:l group deferred annuity
3) [] other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 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
C  Additions: (1) Contributions deposited dunng the V= L 7c(1)
(2) Dividends and Credits...........c..c.oiuerrcerinissscissinseemscsesiesiesmessecassesanses |1 C(2)
(3) Interest credited during the YEar. .........cc.cocceerecreeemeerereemsseeseeneeecieenee |_1C(3)
(4) Transferred from separate 8CCOUNt ...........coo.ccvcvueeuseerereessimenssnssiicsecenns | 1C(4)
(5) Other (SPECITY DEIOW) .......v.veeveeeeereeeceeeeeee st eeine s eeee s seeesienessenaes 7¢(5)
>
(6)Total additions .. i SRS NTEIR PRSP - (- |
d Total of balance and addmons (add hnes 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 CArfer...........ccocoreeerriiveeriernneeeesiesesenns 7e(2)
(3) Transferred to Separate aCCOUNt ...........c.oovwcverovocmccimineesiniiserecnnnes | 1€(3)
(4) Other (SPECIfY DEIOW) ......o.coceverciniarisrensnciernisimsresmeimnssesiesssessesseneens | 1€(4)
>
(5) Total deductions .. OO -1 ()
f Balance at the end of the current year (subtract I|ne 7e(5} from I|ne 7d] I 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 [X] Health (other than dental or vision) b[] Dental c[] vision d [ ] Life insurance
e D Temporary disability (accident and sickness) f I:l Long-term disability g |:| Supplemental unemployment  h D Prescription drug
E Stop loss (large deductibie) i D HMO contract k D PPO contract 1 D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) Amount received ..........c..ccieei 9a(1)
(2) Increase (decrease) in amount due but unpald 9a(2)
(3) Increase (decrease) in unearned Premium resServe ... 9a(3)
Ot N R v T ) )
b Benefit charges (1) ClaIMS Paid...........c.ccccvereremrerenesserensmsereemseceremrecscenns | 9B(1)
(2) Increase (decrease) in claim reserves... 9b(2)
(3) Incurred claims (A (1) BN (2)).oxeeeiomruerieieriesiersaeererereeseesesee e sssaesesesesesseesaete st et s sessees st saeassssas et eanaras 9b(3)
(4) Claims charged... 9b(4)
€ Remainder of premium: (1) Retentlon charges (on an accrual ba3|s) -
(A) COMMISSIONS ....cccovruiaiiniieeiereit et ee e s 9c(1)(A)
(B) Administrative service or other fees ...........coveveevcveeecrereesacceee. | 9C(1)B)
(C) Other specific aCqUISIION COSES .........ovevreecrroerrerecrereenrenree. | IC(1HC)
(D) ONET EXPENSES ...ovoevevevrereeereeeeereerecmssresseneseneeressesssnsennensaneeesee. | 9C(1)(D)
(E) Taxes... vemrerireereesemessonsemsseeneens | 9C(1)(E)
F Charges for nsks or other contungencnes cereereemeerieereeniee | 9C(1)(F)
(G) Other retention charges 9¢c(1)(G)
(H) Total retention................ everrennines | 9C(IXH)
(2) Dividends or retroactive rate refunds (These amounts were |:| pald in cash, or|:| credited. ) ..... 9c¢(2)
d Status of policyhoider reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
L7 0 =T T ==Y Y- O U 9d(2)
(3) Other reserves ..........ccoeveeeecrmerencenne 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in fine 9¢(2).).......ccooooiiceiiiens 9e
10 Nonexperience-rated contracts:
@ Total premiums or subscription charges paid 10 CAMMIET...........ccccireriirerire e sesr e s seasseneressenene 10a 207,145
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. .............ccceecenne 10b

Specify nature of costs.

| PartIv | Provision of Information

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

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. » Carrier would not provide data
on broker or commissions paid




