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
e Dlepa"’gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁ{;fr;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)

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

D Check box if filing under: D Form 5558 D automatic extension D the DFVC program

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
RECO EQUIPMENT INC EMPLOYEE WELFARE BENEFIT PLAN

1b Three-digit plan
number (PN) » 503

1c Effective date of plan
02/28/1983

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) 31-1055941

RECO EQUIPMENT INC

41245 RECO ROAD
BELMONT, OH 43718

2C Plan Sponsor’s telephone
number
866-732-6760

2d Business code (see
instructions)
423800

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. 07/25/2025 HOLLY FILLIPOVICH
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 245
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) 245
a(2) Total number of active participants at the end of the plan year ... 63_(2) 339
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 339
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 4F 4H 4L 4Q 4D 4E
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __4
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

- This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
RECO EQUIPMENT INC EMPLOYEE WELFARE BENEFIT PLAN plan number (PN) > 503
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RECO EQUIPMENT INC

Part |

31-1055941

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 OF OMAHA LIFE 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
47-0322111 69868 GLUGOCGIOT 339

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

1795

(b) Total amount of fees paid

180

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
THE BALDWIN GROUP SOUTHEAST LLC

4211 W BOY SCOUT BLVD

(b) Amount of sales and base
commissions paid

SUITE 800
TAMPA, FL 33607

Fees and other commissions paid

(c) Amount

1795

(d) Purpose
0 | N/A

(e) Organization code
3

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

227 W MONROE STREET

(b) Amount of sales and base
commissions paid

SUITE 5200
CHICAGO, IL 60606

Fees and other commissions paid

(c) Amount

(d) Purpose

180 | ADMINISTRATION

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

(e) Organization code
5

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m 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 11968
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

- This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
RECO EQUIPMENT INC EMPLOYEE WELFARE BENEFIT PLAN plan number (PN) > 503
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RECO EQUIPMENT INC

Part |

31-1055941

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 OF OMAHA LIFE 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
47-0322111 69868 GVTLOCGIOT 182

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

20747

(b) Total amount of fees paid

1556

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
THE BALDWIN GROUP SOUTHEAST LLC

4211 W BOY SCOUT BLVD

(b) Amount of sales and base
commissions paid

SUITE 800
TAMPA, FL 33607

Fees and other commissions paid

(c) Amount

20747

(d) Purpose
0 | N/A

(e) Organization code
3

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

227 W MONROE STREET

(b) Amount of sales and base
commissions paid

SUITE 5200
CHICAGO, IL 60606

Fees and other commissions paid

(c) Amount

(d) Purpose

1556 | ADMINISTRATION

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

(e) Organization code
5

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




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 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 [X Other (specify) » VOLUNTARY LIFE & AD&D

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) 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 103737
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

- This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
RECO EQUIPMENT INC EMPLOYEE WELFARE BENEFIT PLAN plan number (PN) > 503
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RECO EQUIPMENT INC

Part |

31-1055941

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

CIGNA HEALTH AND LIFE 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
59-1031071 67369 00625828 236

descending order of the amount paid.

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

(a) Total amount of commissions paid

0

(b) Total amount of fees paid

88573

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

THE BALDWIN GROUP SOUTHEAST LLC

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

4211 W BOY SCOUT BLVD

(b) Amount of sales and base

commissions paid

SUITE 900
TAMPA, FL 33607

(c) Amount

Fees and other commissions paid

(d) Purpose

88573 | BENEFIT ADVISOR FEES

(e) Organization code

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

(c) Amount

Fees and other commissions paid

(d) Purpose

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

(e) Organization code

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) 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 3543109
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

- This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
RECO EQUIPMENT INC EMPLOYEE WELFARE BENEFIT PLAN plan number (PN) > 503
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RECO EQUIPMENT INC

Part |

31-1055941

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.
1 Coverage Information:

(a) Name of insurance carrier

THE GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
13-5123390 64246 00028868 265

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

31353

(b) Total amount of fees paid

6831

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
THE BALDWIN GROUP SOUTHEAST LLC

4211 W BOY SCOUT BLVD

(b) Amount of sales and base
commissions paid

SUITE 800
TAMPA, FL 33607

Fees and other commissions paid

(c) Amount

28415

(d) Purpose

6831 | FEES

(e) Organization code
3

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

2734 NORTH MILDRED AVE

(b) Amount of sales and base
commissions paid

#3
CHICAGO, IL 60618

Fees and other commissions paid

(c) Amount

2938

(d) Purpose
N/A

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

(e) Organization code
3

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part 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 B] Dental c @ Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract I D Indemnity contract

m [X Other (specify) P ACCIDENT; CANCER; CRITICAL ILLNESS

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 195863
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

Depariment of the Treasury
intarnal Revenus Service

Department of Labor
Employee Benefils Sacurity
Adminisiration

Panslen Benefit Guaranty Corporaticn

Annual Return/Report of Employee Benefit Plan

This form Is required to be filed for employee benefit ptans under seclions 104
and 4065 of the Employee Retirement Income Securlty Act of 1974 (ERISA) and
sections 8057 (b} and 6058(a) of the Internal Revenus Code (the Code).

» Gomplete all entries In accordance with
the instructlons to the Form 5500,

OMB Nos. 1210-0110
1210-0088

2024

This Form Is Open to Public
Inspection

I 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:

C' [f the plan Is a coliectively-bargained plan, check here

D cCheck box if filing under:

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

D a multlemployer ptan

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

employer informalion In accordance with the form instructions.)

[ ] a DFE (specify) ___
D the final return/report

@ a single-employer plan
B the first returnfreport
D an amended return/reporl

D Form 5558
|:| speclal exlension {enter description)

D automalic extension

.............................................

D a short plan year returnfreport {less than 12 months)

l Part il I Basic Plan Information—enter all requested information

1a Name of plan
RECO EQUIPMENT INC EMPLOYEE WELFARE BENETXIT PLAN

1b Three-digit plan
number (PN} » 503

1c Effective date of plan

02/28/1583
2a Plan sponsor's name {employer, if for a single-employsr plan) 2b Employer Identification
Malling address {inciude room, apt., sulte no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or forelgn postal code (if foreign, see instructions) 31-1055%41
RECO EQUIPMENT INC 2¢c Plan Sponsor's telephone
number

41245 RECO ROAD

BELMONT

OH 43718

866-732-6760

2d Business code (see
instructions)
423800

Cautlon: A penaity for the late or Incomplete flling of this returnireport wiil he assessed unless reasonable cause Is established,

Under penalties of perjury and other penalties set forlh in the Instructions, | declare that | have examined this return/report, Including accompanying schedules,
slatements and atlachments, as well as the electronic version of this relurnfreport, and to the best of my knowledge and belief, It is true, correct, and complete.

SIGN | * %}‘ . ,) il *aﬁ/ Holly Fillipovich
HERE Y
Signature of plan administrator Dale Enter name of individual signing as plan adminisirator
SIGN
HERE
Signature of employer/plan sponsor Dale Enter name of individual slgning as employer or plan sponsor
SIGN
HERE
Signature of DFE Dale Enter name of indlvidual 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 ERN
3¢ Administrater's telephone
number
4  if the name andfor EIN of the plan sponsor o the plan name has changed since the last retumn/report filed for this plan, 4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last returnireport;
a Sponsor's name 4d PN
C Plan Name
§  Total number of parlicipants at the beglnning of the plan year [ | 24!
6  Number of participants as of the end of the plan year unless otherwise stated {welfare plans complete only lines 6a(1),
6a(2), &b, 6¢, and 6d).
a(1) Totai number of aclive participants at the beginning of the Plan YEar ... e 6a{1) 24!
a(2) Total number of active parlicipants at the end of 1he Plan YBar ... e 6a(2) 33!
b Relired or separated participants receiving Benefits ... s 6b
c Other retired or separated participants enfilled o future Benefts ... 6c
d Subtotal, Add lines Ba(2), Bb, ANd BC. ... Ve 6d 33
e Deceased particlpants whose benefictaries are recelving or are entitled to receive benefits. c..eniciirenes, frerisseansien e
f Total, AQG TNES G ARG BB .evvrrerrereesesssesssrsersees et sobssssss s cs st bbb LR Ee b LR ap s 118 a 0 FEAAS L4ES R enn bR T eS0T 00 . 6f
(1 Number of partlclpanls with account balances as of the beglnnlng of the p!an year {only defined contribution pians 6g(1)
) complete this item)... e 9(
(2) Number of panlctpanls with account balances as of !he and of the pian year (only def ned contribuﬂon plans
9L4) complete this Htem).......ccu.. eeeeneesenes | 6G(2)
h Number of paﬂicipanls who Iefminaied employmenl durmg the plan year wllh accrued benef ts thal were
1055 1131 T00% VESIO .ovv.ovvorveresssesmseesssessiesnstesssssessorssgstegatessass betebes Lo AESSEEd 18251 se5L e 1R R ARt st 6h
7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
Ba If the plan provides penslon benefits, enter the applicable penslon feature codes from the List of Plan Characteristics Codes in the instructicns:
b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characterlslics Codes In the instructions:
4A 4B AF 4H 4L 40 4D 4&E
9a Plan funding arrangament (check all that apply) 9b Plan benefit arrangement {check all that apply)
)] Instirance N insurance
(2) Code section 412{e){3) Insurance contracts (2} Code section 412({e)(3) insurance conlracts
(3) Trust (3) Trust
{4) General assets of the sponsor {4) General assels of the sponsor
10 Check all applicable boxes In 10a and 10b to Indicate which schedules are atiached, and, where ndicated, enter the number attached. (See instructions)
a Penslon Schedules b General Schedules
(1} D R (Retirement Pian Information) )] D H ({Financial Information)
2 i fal | tion — Small Pl
{2) D MB (Multlemployer Defined Benefit Plan and Certaln Money @ D | (Financlal Informalion — Small Plan) 4
Purchase Plan Actuarlal Information) - slgned by the plan (3} [x| A (insurance Information) — Number Attached %
actuary (4) [] © (Service Provider information)

(3) D SB (Single-Employer Defined Benefit Plan Actuarial
Information} - signed by the plan actuary
(4) D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

5y [] MEP (Mulliple-Employer Retirement Plan Information)

{5) [1 o (DFEParticipating Plan Information)



Form 5500 {2024) Page 3

Part Nl ] Form M-1 Compliance Information (to be completed by welfare benefit plans)

114a i the plan provides welfare benefils, was the plan subject to the Form M-1 filing requirements during the plan year? (Ses instructions and 29 CFR
25201012} sovvssemssemarsessnserenresconanrees || YOS No

If “Yeos" is checked, complete lines 11b and 11c.

11b 1s the plan currently In compilance with the Form M-1 filing requirements? (See Instructions and 29 CFR 2520.101-2.) ......ovne [] Yes D No

11 ¢ Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report, If the ptan was not required to file the 2024 Form M-1 annual report, enter the
Receipt Confirmation Gode for the most recent Form M-1 that was required lo be filed under the Form M-1 filing requirements. {Fallure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as Incomplete.)

Raceipt Conflrmatlor: Code




SCHEDUL i
E A Insurance Information OME No. 1210.0110
(Form 5500) -
Department of the Treasury This schedule is required to be filed under seclion 104 of the
Internal Revenue Service Employee Retirernent Income Security Act of 1974 (ERISA), 2024
Depariment of Lab
Employes Bﬁﬁé’mﬂ’&iﬂrnf Ag;mlssmuon » File as an attachment to Form 5500.
Penslon Bensfit 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 o fiscal plan year beginning  01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
RECO EQUIPMENT INC EMPLOYEE WELFARE BENEFIT PLAN plan number (PN) _} 503
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer identification Number (EIN)
RECO_EQUIPMENT INC 31-1055941

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each conlract
oh a separate Schedule A, Indlviduat contracts grouped as a unit in Parts Il and Iil can be reperted on a single Schedule A,

1 Coverage Information:

{a) Name of Insurance carrier

United of Omaha Life Insurance Company

Approximate number of Policy or coniract year
() NAIC (d) Contract or (@)
(b) EIN code identification number persons covered at end of (f) From {g) To
policy or contract year
17-0322111 69868 GLUGGOCGST 339 01/01/2024 12/31/2024

2 Insurance fee and commisston information. Enter the lotal fees and total commissions paid. Listin fine 3 the agents, brokers, and other persons in
descending order of the amount paid.
{a) Total amounl of commissions paid (b} Total amount of fees pald
1,735 180

3 Persons recelving commisslans and fees. (Complele as many entries as needed to report all persens).
(a) Name and address of the agent, broker, or other person to whom commisslons or feas were pald

he Baldwin Group Scoutheast LLC
1211 W Boy Scout Bivd

suite 800
lampa L 336067
(b) Amount of sales and base Feos and other commissions paid
commissions paid {¢) Amount {d) Purpose {e} Organization code
n/a
1,795 0 3

{a) Name and address of the agent, broker, or other person to whom commissions or fees were pald
fatchtower Benefits LLC
127 W Monroe Street
luite 5200

chicago IL 60606
(b) Amount of sales and base Fees and other commisslons pald
commisslons pald (c) Amount {d} Purpose {e) Organization code
administration
0 i80 5
For Paparwork Reduction Act Notice, see the Instructions for Form §500. Schedule A (Form 5600) 2024

v. 240341



Schedule A (Form 5500} 2024

Page 2 — I

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

Fees and cther commissions patd

(b} Amount of sales and base
commigsions pald

{c) Amount

{d) Purpose

(e)
Organization
code

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

Fees and other commisslons paid

(b} Amount of sales and base

(e)
Organization

commissions pald {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 ode
(a) Name and address of the agent, broker, or other person to whom commisslons or fees were paid
Fees and olher commissions paid (@)
{b) Amount of sales and base Organization
gommisslons paid (c) Amount (d) Purpose code
{a} Name and address of the agent, broker, or elher person to whom commissions or fees were paid
Fees and other commissions paid (e}
{b) Amount of sales and base Organization
{c} Amount (d) Purpose code

commissions paid




Schedule A (Form 5500) 2024 Page 3

Partll | investment and Annuity Contract Information

Where individual conlracts are provided, the entire group of such Individual contracts with each carrfer 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 al yearend .....cvaeninnnnnne: 4
§ Current vaiue of plan’s Interest under this contract in separate accounts at year end...........ocee i, ]
6 Contracts With Allocated Funds:
a  Slate he basls of premium rates »
b Premiums pald to carrer .. . . 6b
C  Premiums due bul unpaid at the end of lhe year... - . 6c
d  If the carrier, service, or other organization incurred any speclr c cosls ln connec!;on wilh the acquisitlon or 6d
retentlon of the contract or policy, enter amMoUNL ...t
Specify nature of costs P
e Type of contract: (1) D individual policles (2) D group deferred annuity
{3) D other {speclfy) »
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: (N D deposit administralion (2) D Immediate participation guarantee
(3) D guaranteed investment (4) D other P
b Balance ot the 6nd Of e PraVIOUS YBAE ..o ersrierrssasrassrsssssersrrsssrssergecs shbe st besdst bt saassrs ety esmas st s sasy st etis 7h 0
C Additions: (1) Contributions deposited during the Year ... |_1C(1)
(2) Dividends AR CTEAIS v..v.vereeesseeseerssmrcasirmmmccecesrsssisssssmsssssssssemsss s cassasans 7c(2)
(3) Interest credited during the YBar ..., o | TE(3)
(4) Transferred from Separate aCCOURL...u s ssissssssaissscsssens 7c(4)
(5) OEr {SPBCIY DEIOW) ..vvovvvvensrsrereresseressesesemmemesebeitisssisssssssssssomsssnsses 7c(5)
>
{6)Total additlons... . Q
d Total of balance and addrllons {add !Ines 7b and Tc(ﬁ)) ....................................................................................... 0
€ Deduclions:
{1) Disbursed from fund to pay benefits or purchase annultles during year Te{1)
{2) Administration charge made by CAIHEr ... s 7e(2)
(3) Transferred to separate ACCOUN ..o SRR Te(3)
(4) OINET {SPECIY BEIOW) 1.vvvvecovevesreescerersrscesimmmmssessassssssssssns s sisssnssss 7e(4)
»
{5) TOL BEAUCHONS .. ocvreremssscssessinsss s s e s s b s 0
f Balance at the end of the current year (subtract line 7e(5) from line 7d) 0




Schedule A (Form 5500) 2024

Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)
a [ ] Heatth (other than dental or viston)
e |:| Temporary disabllity (accident and sickness)
i D Stop loss (large deductible}
m[x] Other (speclfy) »AD&D

b D Dental
f [] Long-term disability
] D HMO contract

c[] vision

k D PPO confract

d @ Life insurance
g D Supplemsntal unemployment  h D Prescription drug

1 D Indemnily contract

9 Experlence-rated contracts:

A Premitms: (1) AMOUNnt reCeIVE ... s ssssinens 9a(1)
{2} Increase (decrease) In amount due but unpald........... 9a(2)
(3) Increase (decrease)} In unearned premium reserve ... 9a(3)
(4) BRI ({1) # (2) ~ (8)erervrevsssisssrsemsosesssesssssssssassesssssssssassssessessens sz ) 0
b Bensfit charges (1) Claims pald........coovceeeen. gb(1}
{2) Increase (decrease) in clalm reserves ...... 9h{2)
{3) Incurrad claims {add {1) and (2))....... gh(3) 0
{4) ClAIMS CRATGET ....vveecereessereesremssesss s eeresss s cests st enea s r S o PR 1R RS R b 111000 9h(4)
¢ Remainder of premlum: (1) Retentlon charges {on an aceruat basls) -
{A) COTTUBSIONS «ovvvrrrrerrsersecmresio it s s enns s s b s gc{1)(A)
(8) Administrative service or other fees .......... 9c{1)(B)
{C) Other specific acquisition costs ........ 9¢(1)(C)
(D) Other BXPENSES ..o 9c(1)}D)
(E) TAXES weonvevvamsrsesrssserssssiasssseisssossesasnsissrnans 9c(1)(E)
(F) Charges for risks or other contingencties...... 9c(1)(F)
(G) Other retention Charges ... o [ 9e(1)(G)
[HE) T TEIBNTON .....vovesririnsssnssesenesseessanssssssrsssare s asmsesae bbb e A EeEAR R R eSS d gcl1)(H) 0
(2) Dividends or retroactive rate refunds, (These amounts wers D pald In cash, or D credited.}.....covvrrin 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retiremant ............... 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
© Dividends or retroactive rate refunds due. (Do not Include amount entered in ine 9¢{2}.) ....cooeiiinnniinn 9¢
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CaITIBr ... s 10a 11,968
b If the carrier, service, or other organization incurred any specific costs In connectlon with the acquisition or
retention of the contract or policy, other than reported In Part |, fine 2 above, report amount..........cccoiinvivren. 10b

Specify nature of costs.

| PartlV | Provision of Information

11 Did the insurance company fall fo provide any Information necessary to complete Schedule A?,............

12 | the answer to line 11 Is “Yes," specify the Information not provided. P

i



SCHEDULE A Insurance information

OMB No. 1210-0110

(Form 5500)

Depariment of the Treasury
Internat Revenue Service

Daparimerd of Labor
Employee Bensfits Security Adminisication

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

} File as an attachment to Form 6500,

2024

Pension Benefit Guaranty Corporation b Insurance companles are required to provide the information

This Form is Open to Public

pursuant to ERISA saction 103{a)}{2). Inspection
For calendar plan year 2024 of fiscal plan year beginning ~ 02/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
RECO EQUIPMENT INC EMPLOYEF WELFARE BENEFIT PLAN plan number (PN) > 503

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

RECO EQUIPMENT INC 31-1055941

D Employer identification Number (EIN)

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide |

nformalion for each coniract

on a sepatate Schedule A. Individual contracts grouped as a unit fn Parts ii and $)l can be reporled on a single Schedule A,

1 Coverage Information;

(a) Name of Insurance carrier

United of Omaha Life Insurance Company

(e} Approximate number of Policy or contract year
b} EIN (c) NAIC (d) Contract or d at end of
th) code identification number pe;(lnig;; g?z?jgrazl ;:2 aro () From {g} To
17-0322111 60868 GVTLOCGAT 182 01/01/2024 12/31/2024

2 Insurance fee and commission Information, Enter the total fees and total commissions pald. Listin line 3 the agents, brokers, and othsr persons in

descending order of the amount paid.

(a) Total amount of commisslons paid

{b) Total amount of fees pald

20,747

1,556

3 Persons recelving commissions znd fees. (Completg as many entrles as needed to report all persons).

{a) Name and address of the agent, broker, or other persgp to whom commissigns or fees were paild

*he Baldwin Group Southeast LLC
1211 W Boy Scout Blvd

suite 800
lampa L 33607
th) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpase {e) Organization code
n/a
20,747 G 3

{a)} Nams and address of the agent, broker, or other pergon to whom commisslons or fees were paid

Jatchtower Benefits LLC
127 W Meonroe Street
juite 5200

*hicago IL 60606
(b) Amount of sales and base Fees and othar commisslons paid
commisslons paid (c} Amount (d) Purpose (e} Organlzation code
administration
0 1,556 5

For Paperwork Reduction Act Notice, see the Instructions for Form 6500,

Schedule A (Form 5600) 2024

v. 240311



Schedule A (Form 5500) 2024

Page 2 -!:]

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

Fees and other commisslons paid (e)
{b) Amount of sales and base Organization
commisslons paid (e) Amount {d) Purpose code
{2) Name and address of the agent, broker, or othet persen to whom commissions or {ees were pald
Fees and other commissions pald (e}
(b) Amount of sales and base Organization
commisslons 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 ()
(b} Amount of sales and base Grganization
commisslons paid (¢} Amount {d) Purpose code
{a) Name and address of the agenl, broker, or other person to whom commissions of fees were paid
Fees and ¢lher commissions paid (e}
(b) Amount of sales and base Organization
commlsslons paid (c) Amount {d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or foes were pald
Fees and olher commissions pald (e)
(b) Amount of sales and base Organization
{¢) Amount {d} Purpose code

commissions pald




Schedule A {Form 5500) 2024

Page 3

Part §i

Investment and Annuity Contract Information
Where Individual contracts are provided, the entire group of such individual contracts with each carrler may be ireated as a unit for purposes of

this report.
4 Current value of plan's Interest under this contract In the general account al yearend ..o vy 4
5 Current value of plan's inlerest under this contract in separate accounts at year end........oco s s 5
6 Contracts With Allecated Funds:
a  State the basls of premium rates P
D) PrOIMILIMS PAIE O CAITIET ....ocvorivvieeisacrsssconeseeresssnsermosessceesssshbsbst b ssdss AR bAoA R 6b
C  Premiums due but unpaid at the ent of e YEar. ...t s 6c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acqulsition or 6d
retention of the contract or policy, enter aMOUNL, ... s i
Specily nature of costs P
€ Type of contract: (1) D Individual policles {2) D group deferred annuity
@3) [ other (specify) P
f  If contract purchased, In whole or In pari, lo distribute benefits from a terminating plan, check here 14 |:|
7 Coniracts With Unallocated Funds (Do not include partions of these contracts maintalned in separate accounts)
a Type of contract: (1) D deposit administration (2) D immediate particlpation guarantee
(3) D guaranteed investment @ D other P
b  Balance at the end of 118 DreVIOUS YBAT ... it siriss isrsryres s sses e e ra v ase ese s et sss b s s 7b 0
¢ Additions: (1) Conlributions deposited during the year ..., 7c{1)
(2) DIVIAENAS ANT CIEIS 1vcurnvererseeesseererssmracerreesiassssssssiseassmsssssssssssssraassss 7¢({2)
(3) Interest credited dUTING the YEaT ........cmsmmmmmmmsssiimasisesssssesemessennes 7c(3)
(&) Transferred from $eparate ACCOUN ..ot 7c(4)
(5) Oter (SPECHY DEIOW) c.ovvovmerrvcscsminssisssssssresnnresssissssssssssssssssssesissssssssanseos 7¢(5)
»
(B)TOLA} AAUIIONS ,.evmee-erenrreeesssses s sssassmsssssssts s ceesss s asssssseesess s st s 7¢{6) 0
d Total of balancs and additions (add Hnes 7h and TEB)) i e s s s | 7d 0
@ Deductions:
{1) Disbursed from fund to pay benefits or purchase annulties during year Te(1)
(2) Administration charge made by CArmer ... 7e(2)
{3) Transferred {0 5eparate ACCOUNL....orimmmimmssesiasiss st Te(3)
(4) ONET (SPEGHY BBIOW) 1111111vmmeeereasesessssseessscsssssssissmmss e ssssssssesssssssssins Te(4)
>
(5) TOAI BOUBHONS 111111+ -eeevesesrnceerssrescamssnasssi s osereesessss 1444518885880 A RS R8s Te(B) 0
f Balance at ths end of the current year {subtract line 7o(8) from Hne 7d) e ey 7f 0




Schedule A {Ferm 5500) 2024 Page 4

Part 1l | Welfare Benefit Contract iInformation

If more than one conlract covers the same group of employees of the same employer{s) or members of tha same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experlence-rated as a unit. Where conlracts cover individual
employees, the entire group of such Individual contracts wiih each carrler may be treated as a unlt 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 c D Viston d D Life Insurance
e D Temporary disabllity {accident and sickness) D Long-term disabllily g D Supplemental unemployment  h D Presciiption drug
i [] Stop loss (large deductible) i D HMO contract k|:| PPO confract IED fndemnity contract

m x| Other (specify) Pvoluntary life & AD&D

9 Experience-rated contracts:

a Premiums: (1) AMOUN FECEIVEM ..eccvriv st eiress 9a(1)

(2) Increase (decrease} In amount due but unpald.........coveiiiiniinnna, 9a{2)

{3} Increase (decrease) In unearned premium reserve ..o, 9a(3)

(A) EAIREA {{1) + (2) = (3))eovsssossssssssessssersssssosssssesssessssss s st s g | 9a(4) 0
b Benefit charges (1) Claims Palt.......cccmirrmmmss s iseasermenensssmesic 9b(1)

(2) Increase (decrease) in claim rESEIVES .......coimsen s 9h(2)

(3) Incurred claims {Add (1) AN (2]]. e cirmersisi e s e e e e 9h(3) 0

{4) CRAIMS CRAIGEE 1ovvvvvive e e sssa s s s s b a0 bbbt b b e b ren 9b(4)

¢ Remainder of premium: {1) Retention charges (on an accrual basis) --
(A} COMMISSIONS 11uvorvvieercsssrsienneiacescessenssesseseesrsssensareeionremmsarnsen | 9C{T1){A)
(B) Administrative service or other fBes ... s 9c{1)(B)
(C) Other Specific aCqUISIION COSIS ...vvvwmrsrmssserimersensanrece | FC(IHC)
(D) Ot BXPBNSES «.vvvrsrirerrresiervesessess bbb s s s inaess 9c(1)(D)

(E) TBXES covcvoooeseseeserssesssssssse e ssssssssssssssssssssssessss s ssssss s ssssssssens 9¢(1)(E)
(F} Charges for risks or 0lher CONUNGENCIES...cccoccmvenrecervecrmsrnanenerers | SCLT){F)
(G) Other retenlion CHAIGES ... v reereserssseesseerssmmessesstibissisissss 9c(1)(G)
EH) TOAE FREBNIION 1cruuvervestrrrisierisareseresseseestssssssissastsoss bt bbbt s s PR R g6 R8s 9c{1)(H) o
(2) Dividends or retroaclive rate refunds. (These amounts were D paid in cash, or D credited.} .o 9c(2)
d Status of pollcyholder reserves at end of year: (1) Amount held to provide benefils after retirement .......... 9d(1})
{2) CIaim FESEIVES ...covveerrrncerirenrscamesenssiseens ettt ad(2)
{3) OB TESBIVES . cvevsestret i srae et e renses s besstes s 150400 s b esd b e S et 8 9d(3)
e Dividends or retroactive rate refunds due, {Do not include amount enterad in line 9¢{2).) ..oovcrnaesiiniin 9e
10 Nonexpsrience-rated centracts:
a  Tota! premiums of subSCIPHoN Charges Palt 1o CAIHBT ... reiseress s s s i st ssnrss s isrs st 10a 103,737

b If the carrier, service, or other organization incurred any speclific costs In connection with the acquislition or
retention of the contract or policy, other than reported In Part |, line 2 above, report amount....couvronennenn: 10b

Specify nature of costs.

| PartlV | Provision of Information
11 Did the insurance company fall to provide any Information necessary to complete Scheduie A?............. |:| Yes No

12 |fthe answer to line 11 Is “Yes," specify the information not provided. P




SCHEDULE A
(Form 5500)

Departmend of the Treasury
Internal Revenue Service

Depariment of Labor
Employee Benefils Securily Adminlsleation

Pansion Benefit Guaranly Corporation

Insurance Information

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

» File as an attachment to Form $5600,

} insurance companhles are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a}){2). Ingpection
For calendar plan year 2024 or fiscal plan year begloning ~ 01/01/2024 andending 12/31/2024
A Name of plan B Three-digit
RECO EQUIPMENT INC EMPLOYEE WELFARE BENEFIT PLAN plan number (PN) b 503

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

RECC EQUIPMENT TNC

D Employer identification Number (EIN}

311055941

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each conlract
on a separate Schedule A._Individual centracts grouped as a unit in Parts Il and I}l ¢can be reported on a single Schedule A,

1 Coverage Information;

(a) Name of insurance carrier

Cigna Health and Life Insurance Company

(e) Approximate number of

Policy or contract year

b} EIN {c} NAIC {d) Contract or d at end of
(b} code identificalion number pegiﬁgi gfzgftraza sgaro (i From {g) To
y89-1031071 67369 00625828 236 01/01/2024 12/31/2024

2 Insurance fee and commission Information. Enter the total fees and total commissions pald. List in line 3 the agents, brokers, and other persons In

descending order of the amount paid.

{a} Total amount of commissions pald

{b) Total amount of fees paid

¢

88,573

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

“he Baldwin Group Southeast LLC

1211 W Boy Scout Blvd

juite 500
ampa 33607
{b) Amount of sales and base Fees and other commissions pald
commissicns paid {c) Amount {d) Purpose {e) QOrganization code
BENEFIT ADVISOR FRES
0 88,573 3

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

(b} Amount of sales and base
commissions paid

Fees and other commissions pald

{c) Amount

(d) Purpose

{e) Organization code

For Paperwork Raduction Act Notice, ses the instructions for Form 5600.

Schedule A (Form 5500} 2024

v. 240311



Schedule A {Form 5500) 2024

Page2—-| I

{a) Name and address of the agent, broker, or other person to whom commisslons ot fges were pald

Feas and olher commisslons paid (e}
(b) Amount of sales and hase Organization
cemmissions pald (c) Amount {d) Purpose code
{a) Name and address of the agent, broker, or olher person to whom commissions or fees were pald
Fees and other commissions paid (e}
(b) Amount of sales and base Organization
commisslons pald {c} Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions of fees were pald
Fees and other commisslons pald (e)
{b) Amount of sales and base Crganization
commisslons 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 commisslons pald {e}
{b} Amount of sales and base Organizalion
commssions pald (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions of fees were pald
Fees and other commissions paid {e}
(b} Amount of sales and base Organization
{¢) Amount (d) Purpose code

commissions pald




Schedule A {Form 5500) 2024 Page 3

Part Il | Investment and Annulty Contract Information
Where indlvidual contracts are provided, the entire group of such Individuat 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 yearend ... 4
5 Current value of plan’s Inlerest under this contract In separate accounts at yearend...........coerviininicen, perens 5
6 Contracts With Allocated Funds:
@&  State the basis of premium rates P
D Promitims PAIt 10 GAITIOT ....coivisvisessesersssssuesssrmersiesssnsmtses seessse st sosssisecs st sha18 s 48 v s RRasn 188 AR 4818 TR SRS b s 6b
€ Premiums due but unpald at the end 0f the YBAM......cce e s st st s b s s 6c
d  If the cariler, service, or other organization incurred any specific costs In connection with the acquisition or 6d
retentlon of the contract or policy, enter 8MOUNL .. e e
Speclfy nature of costs
€ Type of contrach: (1) D individual poiicltes (2) [] group deferred annuity
3 D other (specify) P
f  If contract purchased, in whole or In part, to distripute benefits from a terminating plan, check here » D
7 Contracts With Unaliocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract:  {1) D deposit administration (2} D Immediate participation guarantee
(3) [ ] guaranteed investment (4) [] other »
b Balance at the end of 1he PrevioUS YBar ... et ieas et st s s [ 7b
€ Additions: (1) Contributions deposited durlng the YEar .....veeeiinsansnnns 7c(1)
(2) Dividends and Gredits .......emiiimi s s
(3) Interest credited during the year ......
(4) Transferred from separate account
(5) Other {specify below} ...
4
(B)TOAN FUGHIONS ..vvvvvscereeersssssaseesesssesessessssssessssasseen b ss s bR ASS R R LR RS RSP 8 Ebb 7¢(6)
d Total of balance and additions (add lines 7b and 76{B)). ......vuuniiimmimmem e s | 7d
€ Deductions:
{1) Disbursed from fund fo pay benefits or purchase annuiltiss during year | 7e(1)
(2) Adminlstration charge made by CAMMEE .....cirmmiiemrersinssssesssiens 7o(2)
(3) Transferred 10 SEPArate ACCOUNL ... ... urerresussiressseesetssmsessssssssssssssssssisnss 7e(3)
{4) Other (SPECHY DEIOW) ...v-covricvisiimecsiniismmssssissss st sbassemsssisssnins Te(4)
4
(5) TOMAT QEAUCIONS ....-vvvecesserencrscemssssssssmarassssassisssssseesres 41 4ess0 e 151418301808 7e(b)
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ..c.curnirniiiiims s s | 7
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Part 1l

Welfare Benefit Contract Information
#f more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations{s),
{he Information may be combined for reporting purposes if such conlracls are experience-rated as a unit. Where contracts cover fndividual
employess, the entire group of such indlvidual contracts with each carrler may be treated as a unll for purposes of this report.

8 Benefit and contract type (check all applicable boxes)
a @ Health {other than dental or vistan)
e D Temporary disabllity (accident and slokness)
i {] Stop loss (large deductible)
m D Other {specify} P

b D Dental
f [} Long-term disabllity
§ [} HvO contract

G |:| Vision

k[ ] PPO contract

d D Life insurance

d D Supplemental unemployment  h D Prascription drug

| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNLFECOIVEL ......vvvimeeree i s sssssssrasssens ga(1)
{2} Increase {decrease) [n amount due but unpaid Ya(2}
{3) Increase (dscrease) In unearned premlum reserve ....... 9a{3)
(8) EAIMEA {{1) + (2) = (3))revvesssessssesssssesmsssessosssssssssessssessee s osssssssg s s ssss e | 9a(4) 0
b Benefit charges (1) Claims pald.......c.omimm s, ab(1)
{2) Increase (decrease) In claim reserves ..... 9h(2)
(3} Incurred claims (2dd (1) 8N {2 revrimimire i s s b b 9b(3) 0
(4) CIIMS ChAIGEU 1u.vvcverimeomreerroremtiess st i ba s saa 818 b RSB SR s bb a0 9b(4)
C Remalnder of premium: (1) Retentlon charges (on an accrual basis} -
{A) COMMIBSIONG ..coveveriniiicsiinirmre st sesses ettt essssasasssnssans gc{1)(A)
(B) Administrative service oF olher fEes ..., 9c(1){B)
(C) Other SPECIfic ACUISIHON COSLS ...vvvvwsmmssrerrsrmmmssssmrerseesisssiesssonsss 9c(1)(C)
(D) OHBT BXPBNSES ..cvcrirersicirecocssnecbmrisis bbb s ssss s absssrenerars 9¢(1)(D)
(B} TAKES oo ssssssssss s ss st s s 9c(1)(E)
{F) Charges for risks or other contingencies......nnn, 9c(1)(F)
(G) Other retention ChATGES ... cemiisssmsmssissrsssssesssisrtessssssssess 9c(1){G)
(H) TOLA TELBNHIONM ..vvvooerveessessaserarssssorcesietsssssisssss st samsassbiss P R£81 14188518 b R a8 R0 9¢(1¥H) 0
(2) Dividends or refreactive rate refunds. (These amounts were D paid in cash, or I] credited.) ..o g¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefils after retirement............... 9d{1)
{2) Claim reserves 9d(2)
(3) Other reserves 9d{3}
€ Dividends or relroactive rate refunds due, (Do not include amount entered in line 96(2).} .....ccccovvvererariionn Oe
10 MNonexperience-rated contracts:
a Total premiums or subscription Charges Pait 10 CAITIEN ...t sccss s ssasss 10a 3,543,109
b If the carrer, service, or other organization Incuired any specific costs In cornection with the acqulsition or
retentlon of the contract or pollcy, other than reported In Part |, line 2 above, report amount.......ciin 10b
Specify nature of costs,
| PartIV_| Provision of Information
44 Did the Insurance company fail o provide any information necessary to complete Schedule A?............. D Yes No

12 I ihe answer to line 11 Is "Yes," specify the Information not provided. ¥




SCHEDULE A Insurance Information OMB No. 121001140
(Form 5500) :

Departrent of the Treasury This schedule is required to be flled under section 104 of the
Internal Revenua Service Employee Retiremant Income Security Act of 1974 (ERISA). 2024
Department of Labor
Employes Benefils Security Adminlstration ¥ Flle as an attachment to Form 6500.
Penslon Benefit Guaranly Corporalion » Insurance companles are required to provide the information This Form Is Open to Public
pursuant to ERISA sectlon 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
RECO EQUIPMENT INC EMPLOYEE WELFARE BENEFIT PLAN plan number (PN) P 503
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer |dentification Number (EIN}
RECC KEQUIPMENT INC 31-1055941

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 |l and lii can be reported on a singie Schedule A.

1 Coverage Information:

(a) Name of insurance carrler

The Guardian Life Insurance Company of America

Approximate number of Policy or conlract year
() NAIC {d) Contract or (e)
(b) EIN code identification numbser persons covered at end of {fh From {a} To
policy or contract year
.3-512339¢0 642446 00028868 265 01/01/2024 12/31/2024

2 insurance fee and commission Information. Enter the lotal fees and total commissions pald. Listin line 3 the agents, brokers, and othar persons in
descending order of the amount paid.
{a) Total amount of commissions paid {b) Total amount of fees pald
31,353 A 6,831

3 Persons recelving 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 pald

‘he Baldwin Group Southeast LLC
1211 W Boy Scout Blwvd

juite 800
lampa FL 33607
(b) Amount of sales and base Fees and other commissions pald
commissions paid {c) Amount {d} Purpose {e) Organization cede
fees
28,415 6,831 3

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

jatchitower Benefits LLC
1734 North Mildred Ave

I3
chicago 11, 60618
(b) Amount of sales and base Fees and other commissions paid
commlssions pald {c) Amount (d) Purpose (e} Organizatlon code
n/a
2,938 0 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5600. Schedule A (Form 5600) 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 commisslons paid (e}
{b) Amounit of sales and base Organization
commisslons paid {c) Amount (d) Purpose code

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

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

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

Fees and other commisslons paid {e)
{b} Amount of sales and base Organization
commisstons pald (¢} 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 Organlzation
commisslons pald (¢) Amount {d) Purpose code

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

Fees and other commissions paid (e}
{b} Amount of sales and base Organization
commisslons paid {c) Amount {d) Purpose code
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Part i | Investment and Annuity Contract Information
Where indlvidual contracts are provided, the entire group of such Individual contracts with each carrfer 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
5 Current value of plan's Inlerest under this conlract In separate accounts at year ent.........coioiimmes i 5
6 Conlracts With Allocated Funds:
a  State the basls of premlum rates P
D Promiums Pait to CAMEE .o ceeeesssiisssssssss esssasssss e sssarstsbesisss st sessessssssssnsesnses . 6b
G Premiums due but unpaid at the end of the Year....... s s 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, enter BMOUNL. ...
Specify nature of costs  }
e Typeof contract: {1} D individual policies (2) D group deferred annuity
3) [] other (specify) P
f I contract purchased, in whole or In part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not Include portions of these contracts maintained In separate accounts)
a Typeofcontract (1) [] deposit adminlstration (2} D immediate participation guarantee
{3) D guaranteed investment (4) D other b
D Balance at the end 0f 1he PrEVIDUS YBAF . iwiiisrareuoierssrasm et st hesb 415118464118 P b ab et anen | 70 0
C Additions: {1} Contributions deposited during :ha year .. ST I {+1 4 ) |
(2) Dividonds AN CTEARS .....ce.ceivvisrenesssssssisrsssiesssssssensssassssssssrssssecsaserseession 7c(2)
(3) Interest credited during the year ......... 7¢(3)
{4) Transferred from separale account..... 7c(4)
(5) OLher (SPECIRY DEIOW) ...vuvveee e seecsiessmsectsmeasssssssssssssssn s ssssssssssssssssassses 7c(5)
»
(B)TOLEl BUIIONS .11 veveaveees s eesme osssssssesess s bssessste s e st b8 e ent s s ra e rmesem AR B A A RSB R SBE ras E bbb e 7c(6) 0
d Tola! of balance and additions (add lines 7hb and Tc(6)}. ...ccoveninnnninniniiinns Feetbrereeae ety sbEs et f 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuifies during year 7e{1)
(2) Administration charge made by carrler ............ et b st 7e(2)
(3) Transferred to SEPArale ACC0UNL. ... v s vasins Te(3)
{4) Other (SPECITY DRIOW} ..vvrceieriecrerermmnrromreeseimensssesiss s issssssssssasssssnasions Te(4)
| 4
(5) TOAE ABAUGHONS ..vvvvserevaaesesseeeeeceesass st seassnenssd s eses R b AR RR 801 RRS e b AR AR RS0 7e(5) 0
f Balance at the end of the current year {(subtract line 7e(5) from line 7d) ..o s I 7§ 0
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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 organizalions(s},
the Information may be comblned for reporting purposes f stich contracts are experlence-rated as a unit. Where contracts cover individual
employeaes, the entire group of stich individual contracts with each carrler 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 vislon) b ¥ Dental c EI Vision d D Life Insurance
e D Temporary disabllity (accident and sickness)  f D Long-ferm disabliity g D Supplemental unemployment  h D Prascription drug
D Stop loss (large deductible) j D HMO confract k D PPO contract | D Indemnily contract

m Other (specify} *accident; cancer; critiecal illness

9 Experience-rated confracts:

a Premiums: (1) Amount recelved .. ga(l}
(2) Increase (decrease) In amounl due but unpald 9a(2)
{3) Increase (decrease) In Unearned Premium TESEIVE .....wvvirieesranrien 9a(3)
Yt R R T ) T —— | 9ga(4) 0
b Benefit charges (1} Claims pald........c.iv.. 9b(1)
{2) Increase (decrease) In claim rESEIVES ... e e 9b{2}
{3) IncLred claMs (A (1) 80U {20 e e rssas s raras s b er s e s bR R b b e 9h({3) 0
{4) Clalms charged ... et ne 9hbi{4)
C Remainder of premium (1) Retenllon charges (on an accrual basls) -
{A) Commissions .. evererssinmnss s | SCUIAY
{B) Administrative service or olher fees v | 9C(1NB)
(C) Other sPecific ACQUISTION COSES ... isssisre s sssiseens 9¢(1){(C)
{D) ONET BXPONSBS couve.cvvcrrenrirte s et tarna st ra s ssssess et sen 8c(1KD)
(E) TAXES 1vvveessvvesie s ssesssesssesesessstsese bt sases st s srasesssossasmsossoasesas 9c{1ME)
{F} Charges for risks or other contingencles........vemnirruessimens 9c(1)(F)
{G) DT FEtENION CHATGES rvvuvresevesseeesssses e ssssssasstesssssssesessssssns 9c(14G)
{H) Total retentlon.. SRR I [+ 4 15 )] 0
(2) Divldends or retreactive rate refunds (These amounts were D pald ln cash or D credlteci ) 9c{2)
d Stalus of policyholder reserves at end of year: (1) Amount held to provide benefils after retirement ... 9d{1)
(2) Claim reserves ..... 9d(2)
(3) OMNET FEBBIVES. ... eeernceeysemsereae st reesesaeeetgusembsesressbesress s aseeensessesagsemvenssperesrone v 9d{3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered In line 9¢{2).} .......cc.conr 9¢
10 Nonexperience-rated contracts;
a Total premiums or subscription charges Palt to CAMTIEr ....ccucroeci e srs s svescs s st e cesnssseseesenenss 10a 195, 863
b If the carrler, service, or other erganization Incurred any specific costs In connection with the acquisition or
retention of the contract or policy, other than reported in Part |, fine 2 above, report amount. ... 10b

Speciy nature of costs.

| PartlvV | Provision of Information

11 Did the Insurance company fait lo provide any Information necessary to complete Schedule A?..oene.

D Yes

No

12 If the answer o line 11 Is “Yes," specify the Information not provided. »




