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 multiple-.employgr 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: D Form 5558 D automatic extension D the DFVC program

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
WESTERN WINE SERVICES, INC. FLEXIBLE BENEFIT PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
01/01/2000

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) 68-0159752

WESTERN WINE SERVICES, INC.

2220 91ST STREET
NORTH BERGEN, NJ 07047

2C Plan Sponsor’s telephone
number
201-869-3300

2d Business code (see
instructions)
493100

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. 07/21/2025 HAL BRUNWASSER
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 07/21/2025 HAL BRUNWASSER
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 111
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) 111
a(2) Total number of active participants at the end of the plan year ... 63_(2) 104
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 104
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 4L
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __2
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

(5) D MEP (Multiple-Employer Retirement Plan Information)
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Part IlI | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woorvvoeereeeeeeenee e [] Yes [¥ No

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

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... |:| Yes D No

11c Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A 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
WESTERN WINE SERVICES, INC. FLEXIBLE BENEFIT PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
WESTERN WINE SERVICES, INC. 68-0159752
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
KAISER FOUNDATION HEALTH PLAN INC

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
94-1340523 00000 21303 173 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

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



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 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) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance

h @ 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) 0
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 1603607
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

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

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
WESTERN WINE SERVICES, INC. FLEXIBLE BENEFIT PLAN plan number (PN) > 501

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

WESTERN WINE SERVICES, INC.

68-0159752

D Employer Identification Number (EIN)

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

UNITED HEALTHCARE 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 308524 104 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

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

RSC INSURANCE BROKERAGE INC

160 FEDERAL ST
4TH FLOOR
BOSTON, MA 02110

(b) Amount of sales and base

Fees and other commissions paid

commissions paid (c) Amount

(d) Purpose (e) Organization code

540

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

m B Other (specify) P AD&D

d X Life insurance
h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
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 3572
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

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
D T
|ﬁf§ﬁ$e§;\?;$ee sf:,?:ew sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

Department of Labor » Complete all entries in accordance with

Empl Benefits $ i
P °”X§miﬁzst,a§on"°”'” the instructions to the Form 5500,

Pension Benefit Guaranty Corporation

OMB Nos. 1210-0110
1210-0089

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 retumfreport is for: D a multiemployer plan [] a multiple-employer plan (Filers checking this box must provide participating

@ 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 ifthepianisa collectively-bargained plan, check here. . .. .. ... ... ... . . . i

D Check box if filing under: D Form 5558 D automatic extension
D special extension (enter description)

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

employer information in accordance with the form instructions.)

l Part |l l Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit pian
WESTERN WINE SERVICES, INC. FLEXIBLE BENEFIT PLAN number (PN) » 501
1¢ Effective date of plan
01/01/2000
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) 68-0159752
WESTERN WINE SERVICES, INC. 2¢ Plan Sponsor's telephone
number
201-869-3300
2d Business code (see

2220 91ST STREET

NORTH BERGEN NJ 07047

instructions)
493100

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.

1
1 ! - § a
t et ¥
:gé 4 7‘1‘17 ( W . [ 2\ / Vv { HAL BRUNWASSER
Signamﬁ"of\plan)édministrator Date Enter name of individual signing as plan administrator
! //
SIG | - /')/{ 7/‘\ HAL BRUNWASSER
HERE F
SMof emNoyerlplan 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
3¢ 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 hame 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 | 111
6  Number of participants as of the end of the plan year uniess otherwise stated (weifare plans complete only lines 6a(1),
6a(2), 6b, 6c, and 6d).
a(1) Total number of active participants at the beginning of the PIAN YBAI .......c.o.ccv et eee e e e e ereseseesensesrea 6a(1) 111
a(2) Total number of active participants at the end of the PIAN YEAI .........cc.erweceveieeimiesrcetreeeeeeresesesesesesseeseeseereeseeeseessensoes 6a(2) 104
b Retired or separated participants reCeIVING DN ...........c.cvrve oo cseee e oo es e e esese s eeseesetes st esesesasessassssaesssesras 6b 0
c Other retired or separated participants entitied to future BENEMItS ..........c.oocovrrierreercer e es e eraseanns 6¢c 0
d Subtotal. Add HNes Ba(2), BD, BN BEC. ......c.c.o.ceeirierirerernere s ertre st et s s s s st et es bttt et seneeeneanns 6d 104
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..............ooceeemnevrrmrsreerree 6e
f Total. Add lines 6d and 6e. 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
g COMPIELE thiS HBIM) ....eviee ettt e bt sean st b sesa s b e b areeb et oheRsesssensaasbasssainsssrns g
2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 COMPIBLE thIS IIBIM) ..ot s st car e b b s s et sr st sabe e s ee s essae s en s saer et sresmseeatshemnsses et e sennanenneneas _§g(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1858 than 100% VESIEU ... ciuerre oot isses i soam s ees ot s sas s snssess s seesaes e oot s Aras e seneeneseemsenerassaesscnsensesssnnneeaee 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 It the ptan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4L
9a Plan funding arrangement (check all that apply) 9b Pian benefit arangement (check all that apply)
) insurance ) insurance
(2) l Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) I 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 (Financial Information — Small Plan
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financia ma ) 5
Purchase Plan Actuarial Information) - signed by the plan (3) El A (Insurance Information) — Number Atlached __<
actuary @ [] © (service Provider Information)

(3) D SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

{5) D D (DFE/Participating Plan Information)

(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 Hi 1 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.) covvvvrcvnvernnrecienrnenveeeess ] YeS No

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

11Db is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... D Yes D No

11¢ 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

Insurance Information

OMB No. 1210-0110

This schedule is required to be filed under section 104 of the

Internal Revenue Servics Employee Retirement Income Security Act of 1974 (ERISA). 2024
D L
Employee B:r?:r%;n ;:::gntya:z;ninistration ) 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

WESTERN WINE SERVICES, INC. FLEXIBLE BENEFIT PLAN plan number (PN) ¥ 501

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

WESTERN WINE SERVICES,

INC. 68-0159752

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

KAISER FOUNDATION HEALTH PLAN INC

{e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or
b) EIN P d at end of
(b) code identification number peggﬁg;s S?‘ég;ﬁr agt ;2 aro (f) From {g) To
94-1340523 00000 21303 173 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

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

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

Fees and other commissions paid

(b} Amount of sales and base
commissions paid

{c) Amount {d) Purpose

{e} Organization code

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

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
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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 (€) 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

i

(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 () Amount (d) Purpose code
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Partil | 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 .........cveeieerieiriieerscerseenns 4
5 Current value of plan’s interest under this contract in separate accounts at year end..........cccocvvecveveecerreccrrecnreinecnnenne 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums Paid 10 CAMIET ..........covovirieeirearereeeeeeeseeeeeeeseeeeesseseeeese s eseeeess e eeessessssesmeaeesesseseessesesseess e seseeseeessesesens 6b
C  Premiums due but unpaid at the end OF the YA .. ...ttt et e e st ees s e eeeseeemeesenaen 6¢C
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or POliCY, @NLEr BMOUNL. ........c.coeiieieeeee et sttt ettt sest e ee e e e ras e eeaseane
Specify nature of costs P =
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) ¥
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 accotints)
a Type of contract: (1) [[ deposit administration (2} D immediate participation guarantee
(3) D guaranteed investment (4) D other »
b Balance at the end Of the PrEVIOUS YEAI.................coorveeeeerieeeereeveessessesseseeseseeseseessssessseessseessesesssssessessesssmeeseeesenns | 7b 0
C  Additions: (1) Contributions deposited during the year . - | 7c(1)
(2) DivIdends 8nd CTEGItS............ceireerirerieereeeereeeeseeesseorseseesesssseesessesesensrens 7¢(2)
(3) Interest credited dUriNg the YA .............ovoveeieceeeireseer e eerereeeeeenee 7¢(3)
(4) Transferred from SEPArate ACCOUNL........cecvrereerrereenrseseerrenrsesssessesesoneeen 7c(4)
{5) Other (SPECIfy DEIOW) .......ouverreereeereee e ievaece s ceees s e es s eeeeeneenen 7¢(5)
»
(B)TOMAl AAAIIONS .. cvvevveceieraesecsecresee e st see et s s seeemeesseees e reneeeseessseseeseseneoesenseeeenseaensesenemesesmsseesssemsenssessssasserans 7¢(6) 0
d Total of balance and additions (add lINES TB AN TC(B)). ..ue.vureveevrereereeemeeseeeeresseeseeseeeeesseeses e seesseeeeeesseeeeessssssene | 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e{1)
(2) Administration charge made by CaITIET .........c.vviioviviiieeeeeeeeeeeeeeeaene 7e(2)
(3) Transferred to SEPArate ACCOUNT.............o.coeveveeeeveemerees e eeeseeseeseserenns 7¢(3)
(4) Other (specify below)
>
(5) TOLI EUUCHONS ... cvoeeoeerisiaseceeneeninssssseesesnsssasssncssesstssessseesbss s sassaressses s sssssssssmessassesssemeersesseaemaeeenesseseremsnenes 7e(5) 0
f Balance at the end of the current year (subtract line 7e{5) from line Td) i ! 7f 0
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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 individuai
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 x| Dental c @ Vision d D Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment  h @ Prescription drug
i D Stop loss (large deductible) j @ HMO contract K D PPO contract ID Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

@ Premiums: (1) Amount received .......cccvvveeeerernrncnesnenes v rrreeinns 9a(1)
(2) Increase (decrease) in amount due but unpaid.............ccoecvveeereceneennn.. 9a(2)
(3) Increase (decrease) in unearned premium resServe .......ooocevereceeeen. 9a(3)
(4) Earned ({1) + {2) = (3)).eirveveeerrereecermreereeesesreesrenens . 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim FESEIVES ..........ccceveeeeveveeecceecice s 9b(2)
(3) Incurred claims (Add (1) And (2))......cccorreiirnes e reste e serease s ss s e sessaeneesmemestas s eenteanseeeeeean 9b(3) 0
(4) ClaIMS CHAJEA ......oovi ettt etetet st s ere bbb e bt bsasees s s r s s sen et sessts s emtmnssre s seneeesremsesenanene 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
{A) COMMISSIONS «.e.eciveerrracanirnceer e s etessteceesr e sessseneseresesessassssssssan 9c(1)(A)
(B) Administrative service or other fees... .. | 9c(1)}(B)
(C) Other specific acquISItion COSES ....ovvcevieecvceeevvereceeerceisrerennan 9¢(1)(C)
(D) Other @XPENSES ......c.ceeeervirieirereerrosreseseseees e rasssesreneneasesersaosenes 9c(1)(D)
(E) TAXES 1vvvrevvereeereeeeeeseeraeesessensassasss s ssasessssseesesssessesosseareeemssessesenes 9c(1)(E)
(F) Charges for risks or other contingencies..........ccvcvveemneverenrennnns 9c(1)(F)
(G) Other retention ChATGES .........oc.cveeeeerrererseeseenrees e seseceseesesseesesees 9c(1HG)
(H) TOUAI TREIEIHON .....oeiviieteietciecrr et ee e e bbb e e sr et st e ssses s ems e eees et areesaneeseneennesesenessaranaen 9c{1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were l___] paid in cash, or D credited.).......cooee.c.. 9¢(2)
d  Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ... 9d(1)
(2) ClM TBSEIVES ....ceeciceie e s sieasscrerasssaetesm s se s s s ssss s sessans s sat e ans st s smemenese s easessnsessenentsenssensesensaneneses 9d(2)
(3) Other reserves 9d(3)
€ _Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2).) ......coocvvevrvnrurmnncn.. 9¢
10 Nonexperience-rated contracts:
@ Total premiums or subscription charges PaIT 10 CAITIET........ccocvveiveireceeee e iee et ere e e s aeesseeesseeeseeeessesssesenens 10a 1,603,607
b if the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount.........c...ccoveene.. 10b
Specify nature of costs.
| PartlV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes E(l No

12 If the answer to line 11 is “Yes," specify the information not provided. »




SCHEDULE A
(Form 5500)

Department of the Treasury
internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

Insurance Information

P File as an attachment to Form 5500.

pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

2024

This Form is Open to 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
WESTERN WINE SERVICES, INC. FLEXIBLE BENEFIT PLAN plan number (PN) P 501

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

WESTERN WINE SERVICES,

INC.

D Employer Identification Number (EIN)

68-0159752

Part |

information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

UNITED HEALTHCARE INSURANCE COMPANY

Approximate number of Policy or contract year
{c) NAIC (d) Contractor (e)
(b) EIN code identification number persons covered at end of (f) From {g) To
policy or contract year
36-2739571 79413 308524 104 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

540

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

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

RSC INSURANCE BROKERAGE INC

160 FEDERAL ST

4TH FLOOR
BOSTON MA 02110
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {e) Organization code
COMMISSION
540 0 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 For 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

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

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

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

Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Partll | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.
4 Current value of plan’s interest under this contract in the general account at Year end ... 4
§ Current value of plan’s interest under this contract in separate accounts at YEAr @Nd.......cocoriviiiiiiiiiree e 5
6 Contracts With Allocated Funds: s
@  State the basis of premium rates P
D Promiums Pait tO CAITIET w.uu.vuereeieeies i eeeeeeeoneesens e eeeeoeeseeereseseneseasose s eene s eemseesesssssses e s sessens e see e ssees s e 6b
C. Premiums due but unpaid at the end of the YEar.... ...ttt sb e eon e en e eenesee e 6¢c
d i the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, NI AMOUNL. .......c.c ettt sb s e e s eeeeanenana
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 »
D Balance at the end Of the PrEVIOUS YEBI ...........cc.o..coovvieeoeseeeseesesoseesesssaessesseeressersseeesssnseserssssasessssessessssemseeessrenns | 7b
C  Additions: (1) Contributions deposited during the year .... e L Te(1)
(2) DIVIENAS BNA CrEAIS ... oveveeececeeaeceseses et eeeseeseeeseesereseseenseennene 7¢c(2)
(3) Interest credited during the Year ..........c.veoveecererceneeeeereeveeeseeeseeeeee e 7¢(3)
(4) Transferred from SEPArate AGCOUN ..........cc.cveecermiaeeeeessteee e eemsessesesesnoens 7c(4)
(5) Other (SPEGITY DEIOW) .....cv.vceriecereseeer e eaeeeas et eseemse e seseeerseeeeeraes 7¢(5)
>

d Total of balance and additions (add lines 7b and 7¢(6)).

(6)Total additions.......c..cceevreernn.n.

€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
{2) Administration charge made bY CaImer ..........coooouocueeceeeereeeeeeerere e eeseenen 7e(2)

(3) Transferred to separate account
(4) Other (specify below)
>

(5) Total deductions...........ccceeeeene.

f Balance at the end of the current year (subtract line 7¢(5) from line 7d)
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Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental Cc D Vision d @ Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract ID Indemnity contract

m E] Other (specify) PAD&D

9 Experience-rated contracts:

A Premiums: (1) AMOUNt r8CEIVED .......coveevcrcecivr s eeeer et 9a(1)
(2) Increase (decrease) in amount due but UnRPaId.......c..oeeveiecceviicenneens 9a(2)
(3) Increase (decrease) in unearned premium reSeIVe ............cooevervanae.. 9a(3)
(4) Eamned ({1) + (2) = (3))--wvvvreeemmeereeeeemeereeseeeenesseesesenes . 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES ......c...ocvevecreeresiincriirees oo 9b(2)
(3) Incurred claims (Add (1) NG (2))...c oo oeecereriiri it cere st es et en s s e ses e et essacss s emeasrsee bt aeseseseesaseensensn 9b(3) 0
(4) ClAIMS ChAIGEH ...ttt e b bbb et et A bbbt st eaaetsbemsasm s s et et meesen e rentannaen 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMISSIONS .ov.eerrrcvereerereerense s coverraesssee s saeessseesseseneesssssssones 9c(1)}(A)
(B) Administrative service or other fees ... .. | 9c(1)(B)
(C) Other specific acqUISIION COSLS .......ocvuereireerrverriereveeenreeeeae e 9¢(1)(C)
(D) OthEr @XPEMNSES ...ouceeveeeceeciiniaeeeierers e tsasesasnsssaess o senevsssssarsrenas Sc(1)(D)
(E) TAXES oot trae s nscs e s et tsas s sa s s sassvessesavasnesasasesnnns 9c(1)(E)
(F) Charges for risks or other contingencies......... er et e eane 9c¢(1)(F)
(G) Other retention ChArgES ............cco.vveeeerersesecsserecsssmsesesnseeeeseones 9c(1)(G)
(H) TOUI FOEENTION ....c..vecs ettt et aes st sa s s s nsens o ee et ess s eers e sesesesssseasaeesransernesemennran 9c(1)}(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)....oceeveencne 9¢(2)
d  Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM TESEIVES ..oveerirrerieieceeeeteterre e se e crne s e avas et e st e s asrasassass s nens s st seseesseneesssaeseeesensens eeesesamtesenssresmsans 9d(2)
(3) Other reserves 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{(2).) ...ccccevvevevrvveneee. e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAMEI ... e ettt ser e seeeeesesreeenas 10a 3,572

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 1, line 2 above, report amount..............cceeenn.n... 10b

Specify nature of costs.

| PartIV | Provision of information

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

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




