Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

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

2024

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:

B This return/report is:

D a multiemployer plan

a single-employer plan
D the first return/report

D an amended return/report

D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

D a DFE (specify)
D the final return/report

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

D Check box if filing under:

[ ] Form 5558

D special extension (enter description)

D automatic extension

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

D a short plan year return/report (less than 12 months)

Part Il

Basic Plan Information—enter all requested information

1a Name of plan

MONROE ENERGY, LLC HEALTH AND WELFARE PLAN

1b

Three-digit plan
number (PN) » 502

1c

Effective date of plan
06/01/2012

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

MONROE ENERGY, LLC

4101 POST ROAD
TRAINER, PA 19061

2b

Employer Identification
Number (EIN)
45-5201144

2c

Plan Sponsor’s telephone
number
610-364-8260

2d

Business code (see
instructions)
324110

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. 07/14/2025 JOHN E. JOHNS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 07/17/2025 MATTHEW NOLAN
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
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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 513
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) 513
a(2) Total number of active participants at the end of the plan year ... 63_(2) 535
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 535
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4B 4D 4F 4H 4Q
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 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). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
MONROE ENERGY, LLC HEALTH AND WELFARE PLAN plan number (PN) S 502
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
MONROE ENERGY, LLC 45-5201144
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
DELTA DENTAL OF PENNSYLVANIA

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
23-1667011 54798 19140 457 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

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) 2024

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

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 527744
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
MONROE ENERGY, LLC HEALTH AND WELFARE PLAN plan number (PN) N 502

C Plan sponsor’s name as shown on line 2a of Form 5500
MONROE ENERGY, LLC

D Employer Identification Number (EIN)
45-5201144

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
HARTFORD LIFE AND ACCIDENT

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
06-0838648 70815 882465G 535 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

125075 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
MARSH & MCLENNAN AGENCY LLC 2300 RENAISSANCE BLVD
KING OF PRUSSIA, PA 19406
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
125075 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 Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 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
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Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X Other (specify) » ACCIDENTAL DEATH & DISMEMBERMENT

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 1497746
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

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




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210 - 0110
This form is required to be filed for employee benefit plans under sections 104 i

Department of the Treasury

Intemal Revenue Service and 4065 of the Employee Retirement Income Security Act of 1874 {(ERISA) and
Departmeant of Labor sections 6057(b) and 6058(a) of the Intemal Revenue Code (the Code). 2024
Empbm;?:i';ﬂl;ﬁewmy P Complete all entries in accordance with
PEneron Benatit Guaranty Corporation the instructions to the Form 5500. This Form is Open to

Public Inspection

[Partl]  Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 1273172024
A This retum/repori is for; |_| a multiemployer plan L] 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 retum/report is: the first return/report the final retum/report
an amended retum/freport a short plan year return/report {less than 12 months
C Ifthe planis a collectively-bargained plan, check here ... >
D check box if filing under: Form 5558 D automatic extension D the DFVC pragram

special extension (enter description)
If this is a retroactively adopted plan permitted by SECURE Act section 201, check here

IPa_rt |  Basic Plan Information - enler ail requested information
1a Name of plan 1b  Three-digit
MONROE ENERGY, LLC HEALTH AND WELFARE PLAN plan number (PN} P> 502
1ec Effective date of plan
06/01/2012
2a Plan sponsor's name (employer, if for a single-employer plan) 2b  Employer identification Number (EIN)
Maiting address (include room, apt., suite no. and street, or P.0. Box) 45-5201144
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) Plan Sponsoi’s telephone number
MONROE ENERGY, LLC 6 1 0-364-8260
2d Business code (see instructions)
324110
4101 POST ROAD
TRATNER PA 19061

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established,
Under penalties of pj?ﬁw}olhet penaities set forth in the instructions, 1 dectare that | hava examined this refurnfreport, including accompanying schedulas, slatemants and attachments, as well

as the electranic versigh of thig retum/rapont, and 1o the bast of my kaowladge and balief, it Is trus, correct, and completa,

7//9 / __[JOBEN E. JOHNS

e Stg of plan Wnlstratar Ddte ) Enter name of individual signing as plan administraior

: WV’M Vi [ 17 /ac ™ 2

o 117/

ﬂ.-' Signature of employerlplan,qponsor Datk ! Enter name of individual signing as employer or plan sponsor

SIGN

HEPF W—

| Signature of DFE Date Enter name of individual sighing as DFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2024)

v, 240311

418401 11-25-24
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Form 5500 (2024)

Page 2

3a Plan administrator's name and address Eq Same as Plan Sponsor

3b  Administrator's EIN

3¢ Administrator's telephone number

4 i the name and/or EIN of the plan sponsor or the plan name has changed since the last retum/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:
& Sponsor's name 4ci PN
C Plan Name
5  Total number of participants at the beginning of the pfan year 5 513
6 Number of participants as of the end of the plan year uniess otherwise stated (welfare plans complete only lines (e :
6a(1), 6a(2), 6b, 6¢c, and 64d), : e :
a (1) Total number of active participants at the beginning of the planyear .. .| B200) 513
a (2} Total number of active participants at the end of the planyear . . ... . |6a(2) 535
b Retired or separated participants receiving benefits .. 6b
C Other retired or separated participants enlitled to future benefits OO ...
d Subtotal. Add lines 6a(2), 8, and6e .| sad 535
€ Deceased participants whose beneﬂmanes are recewmg or are entetled toreceivebenefits Ge
f Total. Addfines6dand 6e | sof
a (1) Number of participants wnth account balances as of the begmnmg of the plan year (only deflned conlrlbutzon
plans complete this item) e, 69(1)
(2} Number of participants wﬂh account balances as of the end of the plan year (only dehned contnbutton plans
complete this item) . . | BO(2)
h Number of participants who termznated employment dunng the pian year wnth accrued beneflts that were
less than 100% vested .. e 6h
7 Enter the total number of omployers obllgated to contnbule to the plan (only multlemployer plans complete
this item) 17
8a If the plan provides pension benef:ts enter the apphcahle pension leature codes frorn the LlSl of Plan Charactenst:cs Codes in the instructions:

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

4B 4D 4F 4H 4Q

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

1

0 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

{1) R  (Retirement Plan information}

{2) MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan
actuary

(3} D 8B (Single-Employer Defined Benafit Plan Actuarial

Information} - signed by the plan actuary
DCG (Individual Plan Information) - Number Attached
MEP (Multiple-Employer Retirement Plan Information)

{4)
{5)

418402 1%-25-24

11240625 759479 64188502

2024.04000 MONROE ENERGY, LLC

b General Schedules

{1 H  (Financial Information}

{2} | (Financial Information - Small Plan}

i3} A {Insurance Information) - Number Attached ____2_
{4} C  {Service Provider Information)

{5) D {DFE/Participating Plan Information)

(6) G {Financial Transaction Schedules)

2
64188501



Form 5500 (2024) Page 3

Part 3II_EI_I.:; Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a I the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements duwring the plan year? (See instructions and 29

CFR2520.101-2)) ... Yes No
If "Yes" is checked, complete lines 11b and 11c.
11b |s the plan currently in compliance with the Form M-1 filing requirements? {See instructions and 28 CFR 2520.101-2)... I J Yes I l No

11¢ Enter the Receipt Gonfirmation Code for the 2024 Form M-1 annhual 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 1o 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 Gode

418403 11-25-24
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SCHEDULE A Insurance Information OMB No. 12100110
{Form 5500}
D This schedule is required to be filed under section 104 of the
epartment of the Treasury .
Intermal Revenua Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Employea g:::ﬁ?::iﬁ:ﬁgz:mmsmim M File as an attachment to Form 5500, _
ension BEnant Guaranty Corporation P Insurance companies are required to provide the information This Form is Gpen to
pursuant to ERISA section 103(a)(2). Public 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
MONROE ENERGY, LLC HEALTH AND WELFARE PLAN plan number (PN} P 502

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number {EIN)
MONROE ENERGY, LLC 45-5201144

nformation Concerning Insurance 5ontract 5overage Fees, and ﬁommnsslons Provide information for each

1 contract on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reporied on a single Schedule A,

1 Coverage Information;

{a) Name of insurance carrier

DELTA DENTAL OF PENNSYLVANIA

{b) EIi¥ {c) NAIC {d) Contract or {e} Approximate number of persans Policy or contract year
code identification number covered at end of policy or contract year {f) From fg) To
23-1667011 | 54798 [1L9140 457 [01L/01/2024012/31/2024

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
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 o (Z’ "
commissions paid rganization
{c) Amount {d) Purpose code

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

G}
{b) Amount of sales and base Fees and other commissions paid ¢ .) .
o . Organization
commissions paid
{c) Amount {d} Purpose code

For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule A {Form 5500) 2024
v. 240311

418421 11-25-24
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Schedule A {Form 5500) 2024 Page 2- ] |

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

{b) Amount of sales and base Fees and other commissions paid {?) .
- . 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
{b} Amount of sales and base Fees and other commissions paid (E.!) :
o . Organization
commissions paid d
{c) Amount {d) Purpose code
{a} Name and address of the agent, broker, or other person to whom commissfons or fees were paid
{b) Amount of sales and base Fees and other commissions paid “-3) .
o , Organization
commissions paid d
{c) Amount {d) Purpose code
(a} Name and address of the agent, broker, or other person to whom commissions or fees were paid
e
{b} Amount of sales and base Fees and other commissions paid (.} .
e . Organization
commissions paid d
{c) Amount {d) Purpose 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 (e.x) .
o . Organization
commissions paid d
{c} Amount {d} Purpose code
418422 13-25-24
5
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Scheduls A (Form 5500) 2024 Page 3

Partil{ Investment and Annuity Contract Information

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

4 Current vale of plan's interest under this contract in the genaral accountatyearend ... | 4
5 Current value of plan's interest under this contract in separate accounts atyearend ... 5
6 Contracts With Allocated Funds:

@ State the basis of premium rates P

b Premiums paid to camier . OO O USROSV T.:...
€ Premiums due but unpald at the end of the year 6c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with

the acquisition or retention of the contract or policy, enteramount 6d

Specify nature of costs P>
€ Typeofcontract: (1) D individual policies 2 D group deferred annuity

{3) D other {specify) p
f If contract purchased, in whale o in pant, to distribute benefits from a terminating plan, check here ............... Pl—l

7 Gontracts With Unallocated Funds {Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) deposit administration 2) immediate participation guarantee
3) guaranteed investment {4) other p

b Balance at the end of the previous year ............ S B (-

C Additions: (1) Contributions deposited during ihe vear
{2) Dividendsandoredits ... .
{3) Interest credited during the year
{4) Transferred from separate account
{5) Other (specify below)
>

(6) Totaladditions ..

d Total of balance and addmons (add Imes 7!: and 70{6))

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year
{2) Administration charge made by cariier ...
(3) Transferred to separateaccount .
{4) Other (specify Below)..... ..o
»

(6) Total deductions . ... SRS £ - 0
f PRalance at the end of the current year (sublract Ime 7e(5] from |me 7d)

418423 11-25-24
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Schedule A (Form 5500} 2024

Page 4

Partlll| Welfare Benefit Contract Information

treated as a unit for purposes of this report.

If more than one contract covers the same group of employees of the same employer(s) or members of the same
employee organization(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

8  Benefit and contract type {check all applicable boxes)
a Health (other than dental or vision) b E Dental C | iVision

d| | Lteinsurance

€ | | Temporary disability {accident and sickness) f l Long-term disability ¢ | | supplemental unemployment O | | Prescription drug
1 Stop loss {arge deductible} J ' HMO contract k| | PPC contract

M} | Gther (specify)

[ Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received e | 9801
@ Increase {decrease) in amount due but unpald il _sa®
(3} Increase (decrease) in uneamed premiumreserve | 8a(3)
(4) Eamed (11 4+ (21 (BN vovvvvveriiereccsineenbissscosisas s | 94)
b Benefit charges (1) Claims paid ..o | 9B(1)
(?) Increase (decrease)inclaimreserves 9b(2)
(8) tncurred claims (add (1) 800 (2)) ........c.cccovcrmrrrereermersressessss s sirsesssns s | SO(9)
{4) Claims charged .. ah{4)
C Remainder of premium; (1) Retemlon charges (on an accmal basm) -
(A)  COMMISSIONS ,.........coeoovveiierreceivisece e | SCIHA)
(B} Administrative service orotherfees ... |9¢{1)(B)
(C) Other specific acquisition costs.______...._ ... [9¢(1)(C)
(D) Otherexpenses . .. .. oo | 9S{1)(D)
B) TaXeS _._oeeeeeeeeereoessneeeeersenrenennene. | QCUTHE)
(F) Charges for risks or other contingencies ... | 9c{1}{F)
(G) Otherretentioncharges ... ... ... |96(1)G)
(H) Total retention . . | 9¢(1)(H)
{2} Dividends or retroactlve rate refunds (These amounts were I:I pald in cash or D credlted ) 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d{1)
{2) ClaiM I@SOIVES ... ...\ \ooooooooooeeeeeveeoesrr oo eseeeeneseeesessesees s | OCH(2)
{3) Otherreserves 9d{3)
€ Dividends or retroactive rate relunds due (Do nol mc!ude amount entered in Ime 9c(2) ) Oe
10 Nonexperience-rated contracts: R e
a Total premiums or subscription charges paid to carrier _ 10a 5 2 7 7 4 4
b It the carrier, service, or other organization incurred any specific costs in connectton wﬂh
the acquisition or retention of the contract or policy, other than reported in Part |, line 2
above, repOrt amount e esiesseseenenniesennes. 10D

Specify nature of costs.

[Part iV} Provision of Information

11 Did ths insurance company fail 1o provide any information necessary to complete Schedule A? ... ..

U Yes ﬂ No

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

418424 11-25-24
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SCHEDULE A
{Form 5500)

Insurance Information OMB No. 12100110

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

P File as an attachment ta Form 5500,

Bepartment of the Treaswy
Internal Revenue Service

2024

Department of Labor
Employee Benefits Security Administration

P Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2).

This Form is Open to
Public Inspection

enslon denelt Guaran orporation

Faor calandar plan year 2024 or fiscal plan year beginning 0L/01/2024 and ending 12/31/2024

A Name of plan
MONROE ENERGY, LLC HEALTH AND WELFARE PLAN

B Three-digit
plan number (PN)

502

D Emp!oy}er Identification Numbe.r. (EI N)
45-5201144

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

MONROE ENERGY, LLC

Information Concerning Insurance Contract 5overage, Fees, and COMMISSIONS Provide information for each
conlract on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and 1l can be reporied on a single Schadule A,

_Eart B

1 Coverage Information:

(a) Name of insurange carrier

HARTFORD LIFE AND ACCIDENT

(b) EIN (c) NAIC (d) Contract or {e) Approximate number of persons Policy or contract year
code identification number covered at end of policy or contract year {f) From {g)To
06-0838648 | 70815 [882465G 535 101/01/2024[12/31/2024

2 Insurance fes 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 {id) Total amount of fees paid

125075 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

MARSH & MCLENNAN AGENCY LLC
2300 RENAISSANCE BLVD

KING OF PRUSSIA PA 19406
(b) Amount of sales and base Fees and other commissions paid (‘.ﬂ ,
. . COrganization
commissions paid
{c} Amount {d) Purpose code
125075 3
{b) Amount of sales and base Fees and other commissions paid (‘.e) .
. . Organization
commissions paid
{c) Amount {d) Purpose code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024
v, 240311
418421 11-25-24
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Scheduie A {Form 5500) 2024 Page 2- I I

{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 (('e) .
commissions paid Organization
{c) Amount {d) Purpose 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 @ .
. , Organization
commissions paid d
{€) Amount {d} Purpose code
{b} Amounit of sales and base Fees and other commissions paid (E.'l) .
L . Organization
comrissions paid d
{c) Amount {d) Purpose 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 (?} i
s . Organization
commissions paid do
(¢) Amount {d) Purpose co
(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 k.’) .
. . Organization
commissions paid code
{c) Amount {d] Purpose

418422 11-25-24
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Schedule A (Form 5500) 2024 Page 3

Partlll 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 coniract in the general account at yearend  ..........ocooovvvveennn... 4
5 Current value of plan’s interest under this contract in separate accounts at vearend .............ccocoovvveennn... 5
6 Contracts With Allocated Funds:

a State the basis of premium rates

b Premiums paid to carier . OSSOSO - |+
€ Premiums due but unpald atthe end of the year S -
d If the carter, service, or other organization incurred any specmc costs in connect:on wuth

the acquisition or retention of the contract or policy, enteramount . 6d

Specify nature of costs P
€ Typeof 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, checkhere _ ... . >ﬂ

7 Contracts With Unatlocated Funds {Do not Include portions of these contracts maintained in separate accounts)
a Type of contract; (1) deposit administration {2) immediate paricipation guarantee
&3] guaranteed investment 4 other P

b Balanceattheendofthepreviousyear ... e | TD
C Additions: (1} Contributions deposited during Ihe year . |7e(d)

() Dividendsand credits ... | 1C{2)

) Interest credited duringtheyear ... ... 7€)

(4) Transferred from separate account . [7c{d)

{5) Other (specify below) 7¢(b)

4 .

(6) Totaladditions
d Total of balance and addmons (add Ilnes 7b and 70(6))
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year
{2) Administration charge made by carrder | ...
(3) Transferred lo separate account | . ..o
{4) Other {specify balow)... .............ccccoeemicmiereee e,

>
(5) Total deductions cevsressssosseessss s 1€(8) 0
f Balance at the end of the current year (subtract !lne 7e(5} from ||ne 7d) ! 7f

418423 11-25-24
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Schedule A {Form 5500) 2024 Page 4

Partiil [ Weifare Benefit Contract Information

I more than one contract covers the same group of employees of the same employer{s) or members of the same

employee organization(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.

Benefit and contract type {check alt applicable boxes)

a I Health {other than dentai or vision) b I Dentai C | | Vision d E Life insurance
=
e [ZI Temporary disability {aceident and sickness) | E‘ Long-term disability G| | supplemental unemployment  h l Prescription drug
1 l Stop loss {large deductible) ) I HMO contract k| | PPO contract | l Indemnity contract

MR other (specify) p ACCIDENTAL DEATH & DISMEMBERMENT

Experience-rated contracts:

Premiums: (1) Amount received ... oo, |21}
(2} Increase {decrease) in amount due but unpald ________________________ 9a(2)
@ Increase {decrease) in uneamed premiumreserve | 9a{3}
2 e B | R o =717
Benefit charges (1) Claims paid ... | 8b(]}
() Increase (decrease) in claim reserves ..o, 9B
{3} Incurred claims {add (1}and (2)) 9h(3)
{4) Claims charged .. 8h{4)
Remainder of premium: (1) Retentlon charges (on an accrual baSIS)

(A Commissions ... | 9C{IHA)

(B} Administrative service oratherfees | 8c{1){B)

{C) Other specific acquisition costs ... |9c()NC)

(D) Otherexpenses ... | 2CND)

B) Taxes ..o | SC((E)

{F) Charges for risks or other contingencies .. . 9c{1){F)

{G) Other retention charges 90(1)(6)

(H) Total retention . 9e(1){(H)

(2) Dividends or retroactwe rate refunds (These amounts were I:I pald in cash or |:| cred:ted ) 9¢(2)

Status of policyholder reserves at end of year: {1) Amount held to provide benefits after ratirement 9d(1)
(2) ClaMIESEIVES | . ..ooooooooeveeesveesseeessse oo seessssesssssssessese s cnneee | SA(2)
(3) Otherreserves ... e | 8d(3)

Dividends or retroactive rate refunds due (Do not lnc!ude amounl entered in Ilne 9c{2} ) e

Nonexperience-rated contracts: T A e
Total premiums or subscription charges paid to carrfer 10a 1497746
If the carrier, service, or other organization incurred any specific costs in connectlon waih
the acquisition or retention of the contract or policy, ather than reported in Part |, line 2
above, FEPOrt BMOUNE |\ oo ssss s eeeeeenneseses s o 1O

Specify nature of costs.

iPart W] Provision of Information

11

Did the insurance company fail to provide any information necessary to complete Schedule A? ... |_| Yes B] No

12

i the answer to fine 11 is "Yes," specify the infarmation not provided. P

418424 11-26.24
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SUMMARY ANNUAL REPORT
FOR

MONROE ENERGY, LLC HEALTH AND WELFARE PLAN

This is a summary of the annual report for Monroe Energy, L1.C Health and Welfare Plan (Employer Identification Number:
45-5201144; Plan Number: 502) for the period beginning January 1, 2024 and ending December 31, 2024. The annual report has been
filed with the Employee Benefits Security Administration, as required under the Employee Retirement Income Security Act of 1974
(ERISA).

INSURANCE INFORMATION
Delta Dental of Pennsylvania and Hartford Life and Accident pay the benefit claims incurred under the terms of the plan. Insurance
contract premiums for periods ending with or within the reporting plan year were $2,025,490,

YOUR RIGHTS TO ADDITIONAL INFORMATION

You have the right to receive a copy of the fufl annual report, or any part thereof, on request. The items listed below are included in that
report:

. insurance information.

To obtain a copy of the full annual report, or any part thereof, write or call the office of Monroe Energy, LLC, 4101 Post Road, Trainer,
PA 19061, (610) 364-8091.

You also have the legally protected right to examine the annual report at the main office of the plan at Monroe Energy, LL.C, 4101 Post
Road, Trainer, PA 19061 and at the U.S. Department of Labor in Washington, D.C., or to obtain a copy from the U1.S. Department of
Labor upon payment of copying costs. Requests to the Department should be addressed to Public Disclosure Room, Employee Benefits
Security Administration, U.S. Department of Labor, 200 Constitution Avenue, N.-W., Washington, D.C. 20219.



FILING AUTHORIZATION
FORM 5500 SERIES OF FORMS, SCHEDULES AND ATTACHMENTS (FORM 5500)

Name of Plan: Monroe Energy, LLC Health and Welfare Plan
EIN/PN: 45-5201144/502
| hereby authorize Maillie LLP (Maillie) to electronically file (E-File) the Plan’s Form 5500
through the Department of Labor's (DOL) ERISA Filing Acceptance System 2 (EFAST2).
| understand in granting this authority that:
1. I am the signer of the Form 5500 as evidenced by the copy of the signature page

provided to Maillie and as required by the DOL, and a copy of this signature page
will be included with the Form 5500 posted by the DOL on its website for public

disclosure;

2, This authorization wilt remain in effect until revoked by notification in writing to
Maillie; and

3. Maillie shall not be an administrator or a fiduciary with respect to the Plan solely

on account of the services performed under this authorization.

Plan Administrator (Signature): p ;4/ Date: 7//‘5/ M
i

E. Sohns

Plan Administrator (Print Name}:

Employer/Plan Sponsor (Signature/ymgdl}d M/L{r/é Date:__ ZZQ 2[2[

’ /
Employer/Pian Sponsor (Print Name): V\/’ Q 1—1" LTQCJ N 0/ q )




