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

Department of Labor
Employee Benefits Security

Pension Benefit Guaranty Corporation

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

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 muItipIe-.empongr pllan (Filers checki'ng this box !'nust pr'ovide 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. . ... ... ... ... .. i 4 |:[
D Check box if filing under: 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
JS FORT GROUP INC WELFARE PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
01/01/2014

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) 20-1313948

JS FORT GROUP INC

1400 BROOK DRIVE
DOWNERS GROVE, IL 60616

2C Plan Sponsor’s telephone
number
630-318-2355

2d Business code (see
instructions)
722513

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. 07/18/2025 JEFFREY T. ERICKSON
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 124
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) 123
a(2) Total number of active participants at the end of the plan year ... 63_(2) 128
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 128
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
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.

OMB No. 1210-0110

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
JS FORT GROUP INC WELFARE PLAN plan number (PN) » 501

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

JS FORT GRO

UP INC

20-1313948

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
UNITEDHEALTHCARE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
36-2739571 79413 1448811 220 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

61312

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

RT NELSON & ASSCOIATES LLC

903 COMMERCE DR. STE 150
OAK BROOK, IL 60523-8768

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

61312

0 | N/A

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



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) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 1187888
(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) 1187888
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 1187888
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
JS FORT GROUP INC WELFARE PLAN plan number (PN) » 501

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

JS FORT GROUP INC

20-1313948

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

THE GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

(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
13-5123390 64246 00472035 123 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

16959

545

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

RT NELSON & ASSCOIATES LLC

903 COMMERCE DR. STE 150
OAK BROOK, IL 60523

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

16959

545 | N/A

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

m |:| Other (specify) P

d |X Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 102556
(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) 102556
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 102556
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 OMB Nos. 1210-0110

1210-008
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
i il sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024

Internal Revenue Service

Department of Labor » Complete all entries in accordance with

Employee Benefits S it 2 &
il yAdmininS;;“Dnecun 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 seturrifreport s far D a multiemployer plan |:| a multiple-employer plan (Filers checking this box must provide participating
’ employer information in accordance with the form instructions.)
BI a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report I:I 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
D Check box if filing under; 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. . . ........oooveienon .. » D

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
JS Fort Group Inc Welfare Plan

1b Three-digit plan
number (PN) » 501

1c Effective date of plan

01/01/2014
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) 20-1313948
JS Fort Group Inc 2¢ Plan Sponsor's telephone
number

630-318-2355

2d Business code (see
instructions)

722513

1400 Brook Drive

Downers Grove IL 60616

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

Under penalti Fperjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statementsand attachmqpis, 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 <\_ A k&\ “ 7//!'/25”’ Jeffrey T. Erickson
HERE = : 7 7
Signatu}wqf plan administrator \ Date Enter name of individual signing as plan administrator
sl = -1//5’/25”Jeffrey T. Erickson
HER 7
Signature of employer/plan sponsor D!Ee 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 [X| Same as Plan Sponsar 3b Administrator's EIN
3¢ Administrator's telephone
number
4 If the name and/for EIN of the plan sponsor or the plan name has changed singe tha last returnfreport filed for this plan,  |4b EIN
enter the plan sponsar's nams, EIN, the plan name and the pfan number from the last return/repart:

8 Sponsor's name 4d PN

¢ Plan Name
8§  Total number of participants at the beginning of the plan year 5 l 124
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1), s

6a(2), 6b, 6c, and 6d).
a(1) Total number of active participants at the beginRing of the PIAN YBAH ..ot ceees s vasre s e ert s srareans 6a(1) 123
a(2) Total number of active participants at the end of the PIAN VBB ..o e ssserseesvesseeesssssnsacen 6a(2) 128
Retired or separated participants receiving benefits 6h 0

c Other refired or separated participants entitled to future benefits.... 6¢c 0

d  Sublotal. Add iN@s Ba(2), BD, BN B .....cuireeriereceiereee et eese s b bbb e neer s 6d 128

e Deceased participants whose beneficiaries are receiving or are entitled fo receive benefits. ..o veecevvorccvrennianns 6o

f Total. Add lines B aNd BB. ......coccceieiieiecricrs e bbb e 6f

(1) Number of participants with account balances as of the beginning of the plan year {only defined contribution plans 6g(1)
9 COMPIBLE TS HBIM) .o e ettt b s reae s et b e st et eb et ettt s erese e sarrserarearenter s g
2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
a(2) COMPIBLE thES HBIT) ottt et s e e s S b4 E4 4 n s emessemernnene s nemmt et et ansreransene |6g{2)
h Number of participants who terminated employment during the plan year with accrued benefits that wera
1658 AN 100% VBB ...cev. s e sresserns st s as st et eemesss s bmes s esscemsss s st A eEE L1 R AD £ A st e rmsrtn s rsrens 6h

7 Enter the total number of employers obligated io contribute to the plan {only multiempioyer 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 frem the List of Pian Characteristics Codas in the instructions:

4A 4B 4D  4E

9a Plan funding arrangement {check all that apply) 9b Plan benefit arrangement (check all that apply)
() Insurance (1) Insurance
(2) I Code section 412(e)(3) insurance contracis (2} Code section 412{)(3) insurance contracts
(3) (| Trust (3) Trust
(4} General assets of the spensor 4 General assets of the sponsor
10 Check all applicable boxes in 10a and 10b 1o indicale which schedules are attached, and, where indicated, enter the number attached. (See instructions}
a Penslon Schedules b General Schedules
N D R (Retirement Plan Information) (1) D H (Financiaf Information)

(2) D MB (Multtemployer Defined Benefit Plan and Certain Money

(2) l_—_l I (Financial Informaticn — Smalt Plan)

Purchase Plan Actuarial Information) - signed by the plan 3) A (Insurance Information) ~ Number Attached __2___
actuary 4 |:| C (Service Provider information)
(3} D SB (Single-Employer Defined Benefit Plan Actuarial () D D (DFE/Participating Plan Information)

Information} - signed by the plan actuary

{4) D DCG (Individual Plan Infermation) — Number Attached (6) D G (Financlal Transaction Schedules)

(5) D MEP (Multiple-Employer Retirernent Plan Information}




Form 5500 (2024) Page 3

[ Part [Nl I Form M-1 Compliance Information (to be completed by weifare 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.) soviiiietsoeeeeeeeeeaes e eeeeeereren [] Yes No

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

11k Is the plan currently in compliance with the Form M-1 filing requirements? {See instructions and 29 GFR 2520.101-2.) ... [Jyes [] No

11¢ Enter the Receipt Confirmation Cade 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 raquirements. (Failure 1o enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplets.)

Receipt Confirmation Coda_




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Depariment of Labor
Employes Beneflls Securlty Administration

Penglon Banefit

Guaranty Corporation

Insurance Information

This schedule is required fo be filed under section 104 of the
Empioyee Retirement tncome Securlty Act of 1974 (ERISA).

) File as an attachment to Form 5500,

¥ Insurance companias 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 catendar plan vear 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024
A Name of plan B Thres-digit
JS Fort Greup Inc Welfare Flan 501

plan number {PN) )}

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

JS Fort

Group Inc

D Employer ldentification Number (EIN)

20-1313948

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 1 and |1l can be reported on a single Schedule A.

1 Coverage information:

{a) Name of insurance carrier

UnitedHealthcare Insurance Company

Appraximate number of Polisy or contract year
(o) NAIC {d) Contract or (e)

b} EIN p d at

b} code identification number pe[:{s)ﬁg; g?;:ﬁrait 52:{01‘ (f) From (&) To
36-2739571 79413 1448811 220 01/01/2024 12731/2024

2 Insurance fee and commission informafion. Enter the total fees and total commissions paid. Listin Jine 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

61,312

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 o whom commissions or fees were paid

RT Nelson & Asscoiates LLC

903 Commerce Dr.

Oak Brook

STE 150
IL

605238768

{b} Amcunt of sales and base
commissions paid

Fees and cther commissions paid

{¢) Amount

(d) Purpose

{e) Organization code

61,312

N/A&
0

{a} Name and address of the agent, broker, or other parson to whom commissicns 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



Schedule A (Form 5500) 2024

Page 2 w l

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

Fees and cother commissicns pald (e)
{b} Amount of sales and base Organization
commissions paid {e) 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 commissfons paid ()
{b) Amount of sales and base Crganization
commissions paid (¢} Amount (d) Purpose code

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

{b) Armnount of sales and hase

Fees and other commissions paid

(e)

Organization

commissions paid {c} Amount {d) Purpose code
{a) Name and address of the agent, broker, or other persan to whom commissions or fees were paid
Fees and other commissions paid {2)
(b} Amount of sales and base Organization
commissiens paid {c) Amount {d) Purpose code
(a) Name and address of the agent, broker, of other person to whom commissions or fees were paid
Fees and other commissicns paid ()
(b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code




Schedule A (Form 5500) 2024 Page 3

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

“Partll | Investment and Annuity Contract Information ‘
|

Ll s this report.
4 Current value of plan's interest under this contract in the genaral accaunt at year end ..o 4
8 Currentvalue of plan's interest under this contract in separate accounts at year end. .......ocoeeinnrireniec e e 5

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

B Promiums Pait 10 CAIHET ...o...cooieeiecrrs ervusssasssassssisss s1sssteseeessees e seesesessreessstsssessseeastssss st eeeso 6b
€ Premiums due but unpaid at the end of the year B¢
d [(ithe carrier, service, or other erganlization incurred any specific costs in connection with the acquisition or ad
retention of the contract of POliCY, MBI BMOUNL ..crieie ettt e see et reeesess s s esseess s e eeree s
Specify nature of costs
€@ Type of contract: (1) |:| individual policies (2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whale or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unatlocated Funds (Do not include portions of these contracts maintained in saparate accounts)
a Typs of contract: {1} D deposit administration (2) D immediate participation guarantee
{(3) |:| guaranteed investment {4} D other b
B Balance at the end af the PrOVIOUS YEAM... ..o .coc.eeesursessess s esseeeeesssessesssseseeeesessssesessmmenssesesessssessos e eeseenns | 7b 0 i
C  Additions: {t) Contributions deposited during the Year .......c.veemeveeneeenn. 7c{1) - '
(2) Dividends and oretitS ... ieei e smeerse s senees 7c{2)
(3) Interest creditad dUFNG the YEAT ... iiseeeeeereceeees e onsemsesesssssssnees 7c(3)
(4} Transfermres from Separste 8E00UNL ... w i ecoeeseresssssesseseesaens Tc(4)
{5) Oher (SPECITY BEIW) .....cvvireeeecsits s seeeeesesees s es e seseeseaseesesaesessesanes 7¢(5)
4 B
{BYTOMAN AUIIONS . oecevmversrr st sstiss bbbttt eomss bt a s st £t et e ens et st 7c(8) 0
d Total of batance and additions {Add 1NES 7B 8N TEB)). - rvvvevvvverrerererereeersmsssesssssessseessssssssssesessoeeeees oo eeseseseens | 7d 0
€ Deductions: L N LT
(1) Disbursed from fund to pay benefits or purchase annuities during year Te(1)
(2) Administration charge rade by Garmier .........oveeeeeee oo vsessrreenr | 18(2) :
(3) Transferred to §EPArate BECOUNL .. ...ivu .o eeeseeeseeseereemsoeeee e eeoeseeee s, Te(d)
{4} Other (specify bElIOW) .....eeevi.... e ————— 7Te(d) ;
{5) TOREL OBOUCHONS ... cereecereecesserssans s sssss st st seessseseesesee e eeseeesesees e aseaaee s ee st eee s eeees s e e s eeeeee e eseeesseeeee e Te(5) 0
f Baiance at the end of the cuirent year {(sublract fine 7e{5) from line 7d) ..o I 7f 0



Schedule A (Form 5500) 2024 Page 4

Partlll | Welfare Benefit Contract Information

L if more than one contract covers the same group of employees of the same empioyer(s) or members of the same employee organizations(s),
the information may be combined for raporting 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 Benefitand contract type (check all applicable boxes)

a EI Health (other than dentai or vision) bD 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 |:| Stap loss {large deductible) j D HMO contract RD PPO contract ID Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracs: e
a Premiums: {1) AMount reCaiVEd oo ensrosens ga(1) 1,187,888 . - -
{2} Increase (decrease) in amount due but UNPaId....vcceeveever e fa(2) e
(3) Increase (decrease) in unearned Premium reserve .........w.ooeeeeeens 9a(3) s c e
(8) EEBINEA ({1} H {2) = (1) eerrrverrsreieriisserissessssessssesessesssssemseemmsessessoesseeee aveseeessotes seccesseesssressaseesesesetsecssstsenessasecsssend | 9a(4) 1,187,888
b Benefit charges (1) GIAIMS PRI ... iesressiresesss o sssrsmtsins 8b(1) RE R S S
(2) Increase (decrease) in claim reserves ... 3
(3) Incurred claims {add (1) and (2))........ erere bbb e e ettt sasas st b 9b(3) 0
{4} ClAIMS CRATGOU .e.eerereree e rcemacrvesra st iae bt serus s sear b eress s ers e bbb sar s b4}
C Rermainder of premium: (1) Retention charges (on an accrual basis) -
{A) COMITUSEIONS 1..voverereeeeee e eermee st as s errss s srsmsss seressns st ss e s s sassnncn 9e(1}(A)
(B) Administrative service or other fees ..o vnvinsivinenens | JE(THB)
(C) Other specific aCQUISTIION COBES 1uv...ivvceveeer e 9¢{1){C)
(D)) OUHEE BXPEISES wruvvasvssrrssssssessissssarmsersssesssins s s rssssss st sassssssssans 9c(1){D)
{E) TBXEE 1overcrrree s rmsnncsseese s ssesss s rms s ssbssmesr s srsssesessssssssnsansns ge(1ME)
{F) Charges for risks or other contingencies............coevenrvesnvrennnnne | CLTHF)
(G) Other retention CHBIGES ... e eeeeeeoeeeoreeeseereeeer e eeeeeeeeeseereenee 8c{1)(G)
(H) TOAI TBIBITION .ottt ettt ere e e ek e sa s et s aste bbb st b in 9e(1)(H) 0
(2) Dividends or retroactive rate refunds. {These amounts were D paid in cash, orD credited.)......ccoccvie 9c(2)
d  Status of palicyholder reserves at end of year: {1) Amount held to provide benefits after retirement ............... 9d(1)
(2) ClAIM TESBIVES oooneeeeeeceee et eeceeerees et s s s ee e eessssssessnesessssanseterons et rn e sttt es b s 9d(2)
(3) OHRIBT TESBIVES cev.cverrsererseesisstemsessssiastssss s b8 8 ks rta s s s s s hearb s sesss st eemseesssassssesseesesssasss anaresseatasarssarensarsasnren 9d(3)
e Dividends or retroaciive rafe refunds due. (Do not include amount entered in line 9c(2).) ..ooooeieiriiereeinnenan %%
10 Nonexperience-rated confracts:
& Total premiums or subscription charges paid 10 CAMEE....coiiiviiii e e s e s smae e 10a 1,187,888
b ifthe carrer, service, or other organization Incurred any spacific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, repert amount. ........ccccoeeecreneen. 10b

Specify nature of costs.

| PartIlV | Provision of Information
11 Did the Insurance compariy fail to provide any information necessary to complete Schedule A?............. |:| Yes @ No
12 Ifthe answer o line 11 Is “Yes,” specify the information not provided. P ‘




SCHEDULE A
{Form 5500)

Department of the Treasury
Internal Revenue Service

Dapartment of Labor
Ermployes Baneflts Security Administration

Penslon Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

b Insurance companies are required to provide the information

OME Neo. 1210-0110

2024

This Farm 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 Thres-digit
J3 Fort Greup Inc Welfare Plan ) 501

plan number (PN}

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

JS Fort Group Inc

D Employer Identification Number (EIN)

20-1313548

- Partl -

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

The Guardian Life Insurance Company of America

(e) Approximate number of Policy or contract year
by EIN (c) NAIC ' (d)‘ Coptract or d at end of
(b) code identification number pe;ﬁz; gfzggetragt ?earo {f} From () To
13-5123390 04246 00472035 123 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

16,959

545

3 Persons receiving commissiens and fees. {Complete as many shirleg as needed to report all persons),

{a) Name and address of the agent, broker, or cther person 1o whom commissions or fees were paid

RT Nelson & Asscoiates LLC

903 Commerce Dr. STE 150
Oak Brook In 60523
(b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount {d) Purpose {e) Organization code

N/A

545

146,959

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

Fees and other commissions paid

{b) Amount of sales and base
commigslons paid

{¢) Amount

(d) Purpose

(e} Organization coge

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 commisslons 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 wers paid
Fees and other commissions paid {e)
{b} Amecunt of sales and base Crganization
commisstons pald {c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paig E
Fees and other commissions paid ()
{b} Amount of sales and base QOrganization
commissions paid (¢} Amount (e} Purpose codo
{a) Name and address of the agent, braker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e}
(b} Amount of sales and base Organization
commissions pald (¢} Amount (d) Purpose code
(a) Name ard address of the agent, broker, or other persan 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




Schedule A (Form 5500) 2024 Page 3

“Part Il | Investment and Annuity Contract Information
: Where individual confracts 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 pfan's interest under this contract in the general account at year end .. 4
5 Current value of plan's interest under this cantract in separate accounts at year end...........cvvvencnncsiis i 5
6 Contracts With Allocated Funds:
A  Siate the basis of premium rates »
B Premitms DaIG 0 CAITIE .....ooovveesoeevvecsveess et oensssesesases s asessseseees st e s seseeessssses s oot s ssms s eee st sttt e e eseeeee oo 6h
C  Premiums due but unpaid at f1e end of $he YeBm.....cc i s e st 6¢
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the confract or policy, BNET AMOUNE. ...t rcenses e earaa b raent e b b s st seeneen
Specify nature of costs P
@ Type of contract: (1) D individual policies {2) D group deferred annuity
(3) D other (spacify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, chieck here 4 I:l
7 Contracts With Unallocated Funds (Do not include portions of these contracis maintained in separate accounts)
a Type of contract; (N D deposit administration {2} D immediate participation guarantee
3) |:| guaranteed investment {4) D other b .
|
b Balance at the end of e PrevIOUS YEAT ... ....cceru..er e assas s sessssssseseesesseseereseesesseeessssssesesssenmsaressans I b 0 '
¢ Additions: (1) Conltributions deposited during the Year ...........ecenavinn, Te(h) . S
(2) Dividends and credits.................
(3} Interest credited during the year
(4) Transferred ftonm Separate AG60UM ..o vriecue v csceee s srserens 7c(4)
{8) Other (SPEeify BEIOW) .....oc..ioecrrereeicnies s eses s eeererarsnas 7¢(5)
) —
{BYTOtal AAUIIONS...-orvvvrrrrs s rrssaes s sssss bbbt rasesssr s resssrsssssssssssssss st sessnsessrescesnssnscessseresons £ GLO) 0
d Total of balance and additions (add lines 7b and 7¢(6)). eAaas R AR [ 7d 0
€ Deductions: : - ' ;
(1) Disbursed from fund to pay benefits ar purchase annuities during year 7e(1)
(2) Administration charge made BY CAITIET ......civveneee e 7e(2)
(8) Transferrad to S8PArate BBCOUN........ccoviovreereeeeresseeersesseesemeemessessesesenes 7e(3)
{4) Other (BPGIEY DBIOW) ivvruiiereersereeesisieeeaeste e esnssees e sereseessessssereessrsen Te{4)
} .
(5) Total dedoONS ... ..o vivrraererse et eeseme e eneens 0
f  Balance at the end of the current year {subtracl line 7e{5) from line 7d) 0




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 pusposes if such contracts are experience-rated as a unit. Where contracts cover individual
employess, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

B Benefit and contract type (check afl applicable boxes)

a I:I Health {other than denta or vision) b Dental CEI Vision d [¢| Life insurance
e D Temporary disability {accident and sickness) @ Leng-term disability g D Supplemental unemployrment  h |:| Preseription drug
i D Stop loss (large deductibla) ] D HMO contract k D PPO contract ID Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

& Premiums: (1) AMOUNE TECRIVE uur e ssesereseerseesissssessssenssstnesseeesss s 9a(1) 102,558
(2} Increase {decrease) in amount due but UnPaId..........c.cc.oevevviienne 9a(2)
(3) Increase (decrease) in unearnsd premium reserve .............. . 9a(3)

(4) Earned ({(1) + (2) = (3))veerveerrsserssrossesmeesosrrnensrese N — | 9a(4) 102,556 ‘
b Benefit charges (1) Claims Pald.....coueuvciniees s osescsseessesemmeesseennes 9b{1) B T AT ,
{2) Increase (decrease} in ClaiiM FESEIVES .o urcnersrmsresisssee e earens gb{2) s |
{3) Incurred claims (Add (1) N (2]} bttt 9b(3) 0 :
(4) ClaiMS ChEMGRA .....cce e e s e e e e st st b b b e ce s s s someassssnon s s sass s ann 9b{4)
€ Remainder of premiumn; {1) Retention charges (on an accrual basis) -
{A) COMMISSIONS .vovicvreinreerieiriarsnssrsearsessrssrssass s asrs s esssvssrmsasesses Ge(1){A)
(B) Administrative service or 0thar f8es........co v vccevnesr e 9s(1)(B)
(C) Other specific acquisiion COSES .....oocecerccecere s 9¢(1)(C)
(D) OABE BXPENSES ..ovvvvvve e sersssssssssssssssss s ssssssss st bomesesess e srsen 9c(1)(P)
{E) TBXES ..o e st sr st st ens e s asra e s et smnanran 9c{1)E)
(F} Charges for risks or other contingenties ... einsssenne. 9e(1)(F)
{G) Other retention charges..........evereeeeseencsessessecsnsnssesmenennee | SC{THG)
(H) Total retention................ e trrarirer e r b b aab sttt e d st et e 9c(1){H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or [l credited.) .o 9¢(2)
d  Status of policyboldar reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d{1)
(2) Claim reserves 9d(2)
(3} Other resarves 9d(3)
€ _Dividends or retrogotive rate refunds due. (Do not include amount enterad in [iN@ 96(2).) oo Ye
10 Nonexperience-rated contracts:
a Total premiums or subscription charges PAI 10 CAITIEN ............cocoeeeeeecerirremirrercreresrssersserssessssssssssssssresaassacns 10a 102,556
b If the caier, service, or other arganization Incurred any specific costs in connection with the acquisition or
retention: of the contract or policy, other than reported in Part |, line 2 above, raport amount. ... e, 10b

Specify nature of costs,

| PartIV [ Provision of Information

11 Did the Insurance company fall fo provide ary information necessary to complete Schedule A7............. I:l Yes @ No

12 Ifthe apswer to line 11 is *Yas,” specify the informatien not provided. »




