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
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 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. .. ....................... > D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
ABSOPURE COMPANY EMPLOYEE ASSISTANCE PLAN number (PN) » 503
1c Effective date of plan
01/01/2021
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) 38-2418014
ABSOPURE COMPANY -
2C Plan Sponsor’s telephone
number
734-455-3600
41605 ANN ARBOR ROAD 41605 ANN ARBOR ROAD 2d Business code (see
PLYMOUTH, MI 48170 PLYMOUTH, MI 48170 instructions)
339900

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. 07/17/2025 MICHAEL J PLOTZKE
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
p

PLASTIPAK PACKAGING, INC. 3C Administrator’s telephone

41605 ANN ARBOR ROAD number

PLYMOUTH, MI 48170 734-455-3600
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 4676
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) 4676

a(2) Total number of active participants at the end of the plan year ... 63_(2) 4676

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

C Other retired or separated participants entitled to future benefits ..o 6C

d Subtotal. Add lINES 6a(2), B0, AN BC.........cveeeeieeiete et ete et ee et ee et ete e e e eaeeteeeteeseeteeseeteeseeeteeseetesseeeesseenseereeans 6d 4676

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 6 (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 [oZe 00T o] (=1 (=T (T ES3N1 (=Y 1 1) ISP PPN 60(2
g
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thaN 100% VESTEA. ......e.eieieieeee ettt et e et ete e e eeeteesteetsesessesetsssessesesessesssseassseessesesassessssssassseessnsesassnssesesssneneas 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 4G 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) D Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M 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

(@) 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 D A (Insurance Information) — Number Attached
actuary 4) @ 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)

b General Schedules
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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 C Service Provider Information OMB No. 1210-0110

(Form 5500) 2024

Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁtrsnggczrityaAg:ninis\ra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
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
ABSOPURE COMPANY EMPLOYEE ASSISTANCE PLAN plan number (PN) » 503
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ABSOPURE COMPANY 38-2418014

Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. .. ............ D Yes B
No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
TELUS HEALTH (US) LTD.

52-1883918
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2024

v. 240311
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Page3-[ 1 |

Schedule C (Form 5500) 2024

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you

answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

TELUS HEALTH (US) LTD.

(h)

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

®)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes D No E

Yes D No D

Yes D No D

() Enter name and EIN or address (see instructions)

(h)

compensation? (sources

(e)
Did service provider
receive indirect

other than plan or plan

sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)
Enter total indirect
compensation received by

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

(a) Enter name and EIN or address (see instructions)

(h)

organization, or
person known to be
a party-in-interest

52-1883918
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
101349 CONTRACT 64575
ADMINIS OF EAP
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid

enter -0-.

by the plan. If none,

(e)
Did service provider
receive indirect

other than plan or plan
sponsor)

compensation? (sources

(f)
Did indirect compensation
include eligible indirect
compensation, for which th
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

e

Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
nter name an address) of source of indirect compensation escribe the indirect compensation, including any
d) Ent d EIN (add f f indirect ti e) D ibe the indirect tion, includi

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.




Schedule C (Form 5500) 2024

Page5-| 1

‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




Form 5500 Annual Return/Report of Employee Benefit Pian OFiETRos. T30 - 0110
This form is required to be filed for employee benefit plans under sections 104 1319- 0%
Eleesment o TS asury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
T sections 6057(b) and 6058(g) of the Internal Revenue Code fthe Code). 2024
FMployes Bencflls camrity P Complete all entries in accordance with
Fansion Boneit Guaranty Corparation the instructions to the Form 5500. This Form is Open to
Public Inspection
[PartT ]  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: u a multiemployer plan [_I a multiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)
E a single-employer plan a PFE (specify)
B This retumn/repart is: I the first retum/report the final return/report
an amended retum/report a short plan year retum/report (less than 12 months]
C It the plan is a collectively-bargained plan, check Rere >
D Check box if filing under: Form 5558 automatic extension D the DFVC program

special extension {(enter description)
E lithisisa retroactively adopted plan permitted by SECURE Act section 201, check here

[ Part I | Basic Plan Information - enter all requested information
18 Name of plan 1b  Three-digit
ABSOPURE COMPANY EMPLOYEE ASSISTANCE PLAN plan number (PN) > 503
1c Effective date of plan
01/01/2021
2a Pplan sponser's name {employer, if for a single-employer plan) 2b  Employer Identification Number (EIN}
Mailing address {include room, apt., suite no. and street, or P.0. Box) 38-2418014
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2¢  Plan Sponsor's telephone number
ABSOPURE CCMPANY 734-455-3600
2d Business code (see instructions)
339900
41605 ANN ARBOR ROAD
PLYMOUTH MI 48170

Caution: A penaity for the [ate 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 instruclions, | declare that | have examined this return/report, inciuding accompanying schedules, statements and attachments, as wall
as the slectronic version of this retu%e.pm:’!ﬂd%%the best of my knowledge and balief, it is frus, corract, and complate.

=~/ - P
W e — %: - /¢ fin < |MICHAEL J PLOTZKE
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

416401 11-26-24
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3a  Plan administrator's name and address |_| Same as Plan Sponsor 3b  Administrator's EIN
PLASTIPAK PACKAGING, INC. 38-2418126

3C  Administrator's telephone number

734-455-3600

41605 ANN ARBOR ROAD
PLYMOUTH MI 48170

4 |f the name and/or EIN of the plan sponsor or the plan name has changed since the last retum/report filed for this plan,

enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report:
& Sponsor's name
C Plan Name

4b EiN

4d PN

D Total number of participants at the beginning of the plan year 5 4,676
6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans compiete only lines
6a(1), 6a(2), 6b, 6¢, and 6d}.
a (1) Total number of active participants at the beginning of the planyear 6a(1) 4,676
& (2) Total number of active participants at the end of the planyear ___ |6Ba(2) 4,676
b Retired or separated participants receiving benefits 6b
G Other retired or separated participants entitled to future benefits 6¢c
d Subtotal Addfines 6a(2), 6b,and B 6d 4,676
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefts 6e
T Total. Add lines BAENA BE ... oo 6f
(1) ‘Number of participants with account balances as of the beginning of the plan year (only defined contrlbutlon
plans complete this Item) ... 6g(1)
(2) Number of participanis with account balances as of the end of the plan year {only defined contribution plans
complete this em) e 69(2)
h Number of participants who terminated employment durlng the plan year with accrued benefits that were
less than 100% vested ... e e e 6h
7 Enter the total number of employers obligated to contribute to the plan (only multlemployer plans complete
HS IEONY 7

8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characterlstlcs Codes in the instructions:

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

4B 4G 49Q

9a Plan funding arrangernent {check all that apply) 9b Pplan benefit arrangement (check all that apply}
{1) Insurance (1) || Insurance
{2) Code section 412(e)(3) insurance contracts {2)

{3) Trust 3) || Trust
{4) General assets of the sponsor

(4) Xl General assets of the sponsor

Code section 412(e}{3) insurance contracts

10 Check all applicable boxes in 10a and 10k to indicate which schedules are attached, and, where indicated, enter the number attached.

(See instructions)

@ Pension Schedules b General Schedules
{1} R (Retirement Plan Information) 1 1 H  {Financial Information)
{2} MB (Muitiernployer Defined Benefit Plan and Certain Money @ 1] | (Financial Information - Small Plan})
Purchase Plan Actuarial Information}) - sighed by the plan 3@ ] A (Insurance Information) - Number Attached _
actuary @ [B ¢ (Senice Provider Information)
{3} I:I 8B (Single-Employer Defined Benefit Plan Actuarial B D (DFEParticipating Plan Information)
Information) - signed by the plan actuary ® L G (Financial Transaction Schedules)

4) DCG (Individual Plan Information) - Number Attached
{5} MEP (Multiple-Employer Retirement Plan Information)

418402 11-25-24



