Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

Department of the Treasury

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024

Department of Labor
Employee Benefits Security

Pension Benefit Guaranty Corporation

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

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan D a muItipIe-.empongr pllan (Filers checki'ng this box !'nust pr'ovide participating
employer information in accordance with the form instructions.)
a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. . ... ... ... ... .. i 4 |:[
D Check box if filing under: 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
AQUA-CHEM, INC. HEALTH AND WELFARE PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
01/01/2008

2a Plan sponsor’s name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 20-4036248

AQUA-CHEM, INC.

3001 EAST GOVERNOR JOHN SEVIER HWY
KNOXVILLE, TN 37914

2C Plan Sponsor’s telephone
number
865-544-2065

2d Business code (see
instructions)
332400

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. 07/24/2025 DAWN KING
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 223
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) 221
a(2) Total number of active participants at the end of the plan year ... 63_(2) 243
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 2
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 245
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 4F 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules 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 __ 5
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
AQUA-CHEM, INC. HEALTH AND WELFARE PLAN plan number (PN) > 501

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

AQUA-CHEM, INC.

20-4036248

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
BLUECROSS BLUESHIELD OF TENNESSEE, INC.

(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
62-0427913 54518 115317 337 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

2314

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

COLE HARRIS

9648 KINGSTON PARKWAY
SUITE 8
KNOXVILLE, TN 37922

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2314

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental c @ 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 25227
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
AQUA-CHEM, INC. HEALTH AND WELFARE PLAN plan number (PN) > 501

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

AQUA-CHEM, INC.

D Employer Identification Number (EIN)
20-4036248

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
DELTA DENTAL OF TENNESSEE

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
62-0812197 54526 7154 426 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

6280

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

CBIZ BENEFITS & INSURANCE SERVICES

9648 KINGSTON PK
KNOXVILLE, TN 37922

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount (d) Purpose

(e) Organization code

6280

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount (d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 125609
(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) 125609
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 93389
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 532
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 93921
(4) ClaIMS ChAIGEA........veeeeeeeeeeee et e e ee e ee e en e ene e n s ene e nanannas 9b(4) 93921
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMIUSSIONS ......cveeeeivieeetceceeeeeee e teeees et s e seasnesesesenes 9c(D)(A) 6280
(B) Administrative service or other fees ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 21982
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(E) TAXES.. ettt 9c(1)(E) 2198
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F) 4082
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 34542
(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 ........ocveeieteete ettt ettt et et et et et et e e te et e et e et et et eseeasese et e et et ensessenseseetestessensessensereeseeresaetens 9d(2)
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 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 0
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
AQUA-CHEM, INC. HEALTH AND WELFARE PLAN plan number (PN) > 501

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

AQUA-CHEM, |

NC.

20-4036248

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

THE LINCOLN NATIONAL 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 (g) To
policy or contract year
35-0472300 65676 000010273920 243 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

8307

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

CBIZ BENEFITS & INSURANCE SERVICES

160 W SANTA CLARA ST
SUITE 675
SAN JOSE, CA 95113

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

8307

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d 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 55378
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
AQUA-CHEM, INC. HEALTH AND WELFARE PLAN plan number (PN) > 501

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

AQUA-CHEM, |

NC.

20-4036248

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

THE LINCOLN NATIONAL 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 (g) To
policy or contract year
35-0472300 65676 000010273921 243 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

13720

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

CBIZ BENEFITS & INSURANCE SERVICES

160 W SANTA CLARA ST
SUITE 675
SAN JOSE, CA 95113

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

13720

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311
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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 B 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 91466
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
AQUA-CHEM, INC. HEALTH AND WELFARE PLAN plan number (PN) > 501

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

AQUA-CHEM, |

NC.

20-4036248

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

THE LINCOLN NATIONAL 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 (g) To
policy or contract year
35-0472300 65676 000010273919 243 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

11757

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

CBIZ BENEFITS & INSURANCE SERVICES

160 W SANTA CLARA ST
SUITE 675
SAN JOSE, CA 95113

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

11757

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311
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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 D Dental c D Vision 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) » ACCIDENTAL DEATH & DISMEMBERMENT

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 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 78380
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

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




Form 5500 Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Department of the Treasury

Internal Revenue Service sections B057(b) and 6058(a) of the Internal Revenue Code (the Code).
WL i L SO » Complete all entries In accordance with
i ):Admmisuanm the instructions to the Form 5500.

2024

Pension Benefit Guaranty Corparation

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: |:| 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: |:| the first return/report |:| the final return/report
|:| an amended return/report I:I a short plan year return/report (less than 12 months)

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

D Check box f filing under: [ ] Form 5558 [] automatic extension
|:| special extension (enter description)

E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here. . ............c.oovvnnnn o

J Part IIJ Basic Plan Information—enter all requested information

1a Name of plan
AQUA-CHEM, INC. HEALTH AND WELFARE PLAN

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan

01/01/2008

2a Plan sponsor's name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

AQUA-CHEM, INC.

3001 EAST GOVERNCR JOHN SEVIER HWY

KNOXVILLE TN 37914

2b

Employer Identification
Number (EIN)
20-4036248

2c

Plan Sponsor’s telephone
number

865-544-2065

2d

Business code (see
instructions)
332400

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 ’%3 /( '\/y 07/24/2025 |Dawn King
HERE

Signature of plan administrator Date Enter name of individual signing as plan administrator

Ly

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 administrators name and address Same as Plan Sponsor

3b Adminlstrator’s EIN

3¢ Administrator's telephone

number
4 |f 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

¢ Plan Name

8§ Total number of participants af the beginning of the plan year 223
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 ... e 6a(1) 221
a(2) Tatel number of active participants at the end of the plan Year ... s 6a(2) 243
Retired or separated participants recelving Denefils ... e s | GE 2
¢ Other retired or separated participants entliled to future benefits........ovvevcnn o | BG 0
d  Subtotal Add lines 8a2), B, AN BO. .cerieiece et et | G 245
e Deceased participants whose beneficiaries are receiving or are entitled to receive benafils. ..., 6o
f Total. Add iines 6d aNd B8, ... ireerrenetrnt s et bbb s 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
COMPIBLE thlS HBM} ..ot S s £t nsr b 9
9 Number of participants with account balances as of the end of the plan year (only defined contribution plans
9(2) COMPIBLE ENIS TEEIMY 11 tirseire e et s car s s bR RSO ERsR O AR seEbEReRsanbessesnbebes b e s | 60(2)
h Number of parlicipants who terminated emp[oyment during the plan year with accrued benefits that were
less than 100% vested... ... | _6h
7  Enter the total number of emp[oyers obligated to contrlbute to the p[an (only mulhemployer plans complete th!S |tem) ........ 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:

43 4B 4D 4E 4F 4H 4Q

9a Plan funding arrangement {check all that apply)
] insurance

{2) I Code section 412{e}(3) Insurance contracts
3) | Trust
4 ) General assefs of the sponsor

9b Pian benefit arrangement (check all that apply)

m Insurance

{2) . Code section 412(e)(3) insurance contracts
{3) | Trust

{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
(1 |:| R (Retirement Plan Information)

@ []

MB {Multiemployer Defined Benefit Plan and Certain Money

Purchase Plan Actuarial Information) - signed by the plan
actuary

@ [

@w [}
® [l

SB (Single-Employer Defingd Benefit Plan Actuarial
Information) - signed by the plan actuary

MEP (Multiple-Employer Retirement Plan Information)

40 - Accidental Death & Dismemberment

DCG (Individual Plan Information) - Number Attached

b General Schedules
1) |:| H (Financial Information)

@ [] 1 (Financial Information — Small Plan)
(3) A (Insurance Information) - Number Attached 2
(4) D © (Service Provider Information)

(5) |:| D (DFE/Participating Plan Information)
(6) D G (Financlal Transaction Schedules)




Form 5500 (2024) Page 3

[ Partlll | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan sublect to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) covvveeerrsmmnssesrmrsssesas erensenns [] ves 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.) ...ven [| Yos |:| No

11¢ Enter the Recelpt Confirmation Code for the 2024 Form M-1 annual report. if the plan was not required to flle the 2024 Form M-1 annual report, enter the
Recelpt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Fallure to enter a valld
Receipt Confirmation Code will subject the Form 5500 flling to refection as Incomplets.)

Receipt Confirmation Code




SCHEDULE A
(Form §500)

Department of the Traasury
Internal Revanue Servioe

Depariment of Labor
Employes Benefits Securlty Administration

Pension Benefit Guaranty Corporation

Insurance Information

This schedule is required to be filed under section 104 of the
Employse Retiremerit Income Security Act of 1974 (ERISA),

} File as an attachment to Form 5500.

P Insurance campanies are required to provide the information

CMB No. 12100110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or flscal plan year beginting  01/01/2024 andending 12/31/2024
A Name of ptan B Three-digit
AQUA-CHEM, INC. HEALTH AND WELFARE PLAN 501

plan number (PN) _ 4

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

AQUA-CHEM, TNC.

20-4036248

' D Employsr ldentification Number (EIN}

Partl

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide Information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts 11 and |l can be reported on a single Schedule A,

1 Coverage Information:

(a) Name of insurance carrier

BLUECROSS BLUESHIELD OF TENNESSEE, INC.
{e) Approximate number of Policy or contract year
(b) &N o dorioaton rommber persons covered af end of {f From (g) To
policy or contract year
' 62-0427913 54518 115317 337 01/01/2024 12/31/20G24

2 Insurance fae and commission Information, Enter the iotal fees and total commisslons pald. Llst In line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a} Total amount of commissions paid

{h) Total amount of fees paid

2,314 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons),
(a) Name and address of the agent, broker, or other person to whorm commissions or fees were paid
Cole Harris
9648 Kingston Parkway
Suite 8
Knoxville TN 37922
(b} Amount of seles and base Fees and other commissicns pald
commissions pald {e) Amount {d) Purpase (¢} Organization code
2,314 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
{b) Amount of sales and base Fees and other commissions pald
commisslons paid {e) Amount {d) Purpose {g) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schadule A (Form 5500) 2024

v. 240311




Schedule A {Form 5500) 2024

Page 2 w

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

Fees and other commissions paid (e)
{b) Arnount of sales and base Organlzatlon
commissions paid {€) Amount (¢ Purpose code
(a) Name and address of the agent, broker, or cther person to whom commissions or fees ware paid
Feas and other commissions paid ()]
{b) Amount of sales and base Organlzation
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 {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 pald
Faes and other commissions paid (e}
(b) Amount of sales and base Organlzation
commissions pald {€) Amaunt {d) Pumose code
{a) Name and addrass of the agent, broker, or other person to whom commissions or feas were paid
; Fees and other commissions paid {e)
(b} Amount of sales and bas!é Organization
commissions paid ) {d) Purpose

,-1,

{c) Amount

code




Schedule A (Form 5800) 2024 Page 3
S_Pa_rt' Il | Investment and Annuity Contract information
B Where Individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
thils repoit.
4 Current value of plan's interest under this contract in the general account at year end 4
B Current value of plan’s Interest under this contract in separate accounts at Year end...........ccou e sinsrsesssssssssseeres )
6 Contracts With Allocated Funds:
&  State the basis of premium rates P
b Premiums paid to carrier .. v rreerseinesasrassen 6h
¢ Premiums due but unpaid at 1he end of the year... . 6c
d  If the carrler, service, or other organlzation Incurred any speclflc costs in connectlon wlth the acqulsttlon or 6d
retention of the contract or policy, enter amount. . i ee e e gar bR e e bap R
Specify nature of costs b
€ Type of contract: {1) |:| indlvidual policles . {2} D group deferred annulty
3) |:| other (spacify) P
f  If contract purchased, in whole or in part, to distrlbute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not include portions of these coniracts maintained in separate accounts)
& Type of contract; (1) |:| deposit administration (2) D immediate participation guarantee
{3) D guarantesd investment 4) D other P
b Balance at the end of the pravious year... OO B 4 - e o
C  Additions: (1) Confributions deposited durlng the year ..., o | Te(1) SR R
{2) DIVIdeNdS AN CrEAHS ..........oeoeeveirevaes e ivsi e biemseresss st st b 7c(2) BT R R
(3} Interest credited dUNNG the YBAT ......c....creivveeevsesiceseeessceneseneesenseesssesnnes 7¢(3) G el
{4) Transferred from SEPArate ACCOUNE.....oeuv..vvvrreomresrrerseersesssesssresrnerees 7e(4) e L e

(5) Other (Spacify DEIOWY cvvivreecvesirnrr e renarinerenerreressssrserrveserersservssenes
4

(6 Total addltions...

d Total of balance and addillcns (add ||nes Tb and 70(6]] .............................

@ Deductions:

(1} Disbursed from fund to pay benefits or purchase annuities during year
{2} Administration charge made by CAITIE ... cvimimismimemen
(3) Transferred to separate a660UNE. ...t

(4) Other (specify below) ......cocvemeee
»

(5) Total deductions...

7¢6) 1

f Balance at the end of the current year (subtract line 7e(5) from line 7d)




Schedule A (Form 5500) 2024 Page 4

“Partill | Welfare Benefit Contract Information
o " 7| 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 Benaflt and contract type (check all applicable boxes)

a D Health {other than dental or vision) b D Dental C [¥] Vision d D Life insurance
e [I Temporary disabllity (accident and sicknass)  f |:| Long-term disability g l:l Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) j |:| HMO contract kD PPC contract ID Indemnlty contract

m D Other (specify) P

9 Experience-rated contracts: E
a Premiums: (1} AMount raosived ... 9a(1)
{2) Increase (decrease) in amount due but unPaid..........cc.eceeerreerieeerecenen, 9a(2)
(3} Increase (decrease) in unearned Premilum FESEIVE ... ga(3) I AR
(4) EAM@d ({1) + (2) = (8))esreemeecrresssssscesssssss e seessesssssssesossessmsss et agisessss o I | 9a) 0
b Bensfit charges (1) Claims Paid........uoiiimnsmsss 8h{1) R
{2) Increase (decraase) in Claim rESEIVES ... isrnies i rises 9h(2) . T TS
(3) Incurred cJaims (B (1) NG (2)). e e e s ras b e eess et es R e 8h(3) 0
{4) Clalms charged ... 8h(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basls)
(A} Commissions .. wervemmmensrmensrnenersensrsenmsoenens | GGLTI){AY
(B} Administrative servlce of Other fees .............................................. 9c{1)(B)
{C) Other speciic ACQUISTHON COBLS .o ssssssessrsesers e 9c(1)(C) |
{D) Other @XpENSES ... ernereaeererresmersrsr s s renseonesees 9c(1)(P)
(E) Taxes .. ST 1 () (-1 :
F) Charges for risks or ofher contlngencies ....................................... 9c(1)(F)
(G) Other retenfion ChArges........uvmrervinisi s s 9¢(1)(G) Lt e .
(H) TOUAL FEEBNHIDN o.v..vvvevss e resesincvsssssses s nssssssesbabessetsssesssussssassnssasmentassssesssossssasssasarasstsasesesssansssnnsssnsssnnssns 9c(NH{H) Q
{2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| cradited.).....ocoivierne 9c(2)
d Status of pollcyholder reserves at end of year: (1) Amount held to provide henefits after retirement ............... 9d(1)
{2} CIAIM FESEEVES «ovuvvesrurrreensresraseessssesrasarsesressssresssssssessesonsessssconssessasstssstarsesesntsssssitatssntssnssbas essenareasstsessneerens 9d(2)
(B} T TRSBIVES iviveiiitreresrmrensasssstssraesonesseaesarstasasssss sseesss ststenstststasasnsassnsstsrtsssseesssssnssennestsentosrssesesmmesnansasnsasa 9d(3)
@ Dlvidends or retroactive rate refunds due (Do not mclude amount entered In !Ine 9(:(2) ) 9o
10 Nonexperience-rated contracts: S S e
a Total pramiums or SUDSCHPHON CRAMGES PRI 0 CAMIET ........cc.ecev v ieseeseieeerere bbbt semssemassmsssbts b bbbt st 10a 25,227
b ¥ 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 |, lina 2 above, report amount...........ececeevenene. 10b

Specify nature of costs.

.PartlV | Provisicn of Information

11 DM the insurance company fail to provide any information necessary to complete Schedule A%............. D Yes Ig No

12 [fthe answer fo line 11 Is “Yes,” specify the information not provided, #




SCHEDULE A
(Form 5500)

Deparment of the Treasury
Internal Revenue Servica

Department of Labor
Employee Benefits Security Adminlsiration

Pansion Beneflt 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 companles are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). tnspection
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024
A Name of ptan ‘B Three-digit
AQUA-CHEM, INC. HEALTH AND WELFARE PLAN

plan number (PN) > 7 5017

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

AQUA-CHEM, INC,

D Empleyer Identification Number (EIN)

20-4036248

. Partl: | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide Information for each contract

on a separate Schedula A. Indlvidual contracts groupad as a unit In Paris |l and 1l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

DELTA DENTAL OF TENNESSEE

{0} Approximate number of Policy or contract year
El {c) NAIC _{d) Contract or tond of
(b) EIN code identification number pe;iggj gfﬁzﬁzga; $2aro (fH From {g) To
62-0812197 545726 7154 426 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 pajd.

(a) Total amount of commissions pald

(h) Total amount of fees paid

6,280

3 Persons receiving commisgions and fees. (Complete as many entries as neaded fo repott all persons).

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

CBIZ BENEFITS & INSURANCE SERVICES

9648 Kingston Pk

KNOXVILLE N 37922
{b) Amount of sales and base Fees and other commisslons paid
commissions paid (¢} Amount {d) Purpose {e) Organizaticn code

6,280

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

Fees and other commisslons paid

{b) Ameunt of sales and hase
commissions paid

(e) Amount

{d) Purpose

{e) Organization code

P

\

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

Schedule A {Form 5500) 2024
v. 240311




Schedule A (Form 5500} 2024

Page 2 ~

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

Fees and other commissions paid (e}
{b) Amount of sales and base Organization
commissions paid {e) Amount {d) Purpose code
{a} Name and address of the agent, broker, or other person to wham commissions or fees wete paid
Fees and other commissions paid (@)
(b) Amount of sales and base Organization
commissions paid (¢) Amount (d) Purpose codo
(a) Name and address of the agent, broker, or other person to whormn commlssions or fees were pald
Fees and other commissions paid (@)
{b) Amount of sales and base Organization
commissions paid {¢) Amount {d) Purpose code
{a) Narae and address of the agent, broker, or other person to whom comimissions or fess were pald
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 peraon to whom commissions or fees were paid
Fees and other commissions paid (e}
(h) Amount of sales and base Qrganization
commissions pald (c} Amount (d) Purpose code




Schedule A (Form 5800) 2024 Page 3

~“Part ||_ | 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 8nd .....coivirinnnnimmennnn 4
8§ Current value of plan’s interest under this contract In separate accounts at year end 5
6 Contracts With Allocated Funds:
4  State the basis of premium rates P
b Premiums pait 10 CRITIRT ..vvcersveees ererrserrerisnrseans 6h
€ Premiums due but unpaid at the end of the vear... 6¢
o I the carvier, service, or other organization Incurred any spemr G costs in connectlon wlth the acqulsman ar 6d
retenilon of the contract or polley, enter amount. . [T
Specify nature of costs P .
e Type of contract: (1) I:I indlvidual policies (2} D group deferred annuity
(3) |:| other {specify) P
f

If contract purchased, In whole or In part, to distribute benefits from a terminating plan, check here 4 D

T Contracts With Unallocated Funds (Do not include portions of these confracts maintained In separate accounts}

@& Typeofcontract: (1) [] deposit adminlstration (@) D immediate participation guarantee
(3) D guaranteed investment 4) |:| other P
b Balance at the end of the previous vear................. eeavesebeentetstere LR et e Leth LS A bR e ebed bR AR b b A bennes . 7b 0
¢ Additions: (1) Contributions deposited during the year ... o | TC(1}
(2) Dividends and credits.. ..o cvenssess s serssnns | TC(2) !
(8) Interest cradited during the year .... 7¢(3)
{4) Transferred from separate account e | Te()
(5) OEr (SPECITY BEIOW) .1vvcsermsesrsensssarisssissmsssssssanssssssasssssssssssssssssessssansens 7c(5) |
Gy IR e 1[0y TR OOy S OO TSR TTN
d Total of balance and additions (add lines 7 and 7e{B)). ...ewmereommmererrmsrrsorressenracecreroe s . | _

@ Deductions:

f

{1} Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2} Administration charge made by Carmer ... ' 79(2)
{3) Transferred to SEPAratE BEEOUNT...........ocemiemeeesssssssmsivisrensnsssserineenns | 18(3)
(4) OEr (SPECHY DEIOW) coerr vveerisscorssesssrrmrcrsnsessesssssssssssssssressesssessaseesssncss | E(A)

(5} Total deductions... "
Balanoe at the end of the current year (subtract Iine 79(5) from Iine Td) .............................................................. |




Schedule A (Form 5500) 2024

Page 4

CPartll

Welfare Benefit Contract Information

If more than ona contract covers the same group of employees of the same employer(s) or members of the same employee organizations{s),
the Information may be combinad for reperting 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 & unit for purposes of this report.

8 Baneﬁt and contract type (check all applicable boxes}
|:| Health {other than dental or vislon)

e D Tempotary disability (accident and sickness)
i D Stop loss (large deductible)
m EI Other (specify) P

b [l Dental
f D Long-term disability
i D HMO contract

c

k

I:I Vision

D PPO contract

d D Life insurance

(] D Supplemental unemployment h D Prescription drug

| D Indemnity contract

9 Experlence-rated contracts: R
a Premiums: (1) Amount recelved .. 9a{1) 125,609 - -
{2) Increase (decrease) in amount due but unpald .................................... 9a(2) o i
(3) Increase (decrease) In uneamed PramiUm IESEIVE .......ouiromessens 9a(3) ol
(8) EAINGT (1) 4+ {2) = (3))..reveerresmmeeseneemessssessssesmessesseeeseesesressesssssssssoeesesess e .| 9a(4) 125,609
Beneflt charges (1) CIAIMS PAIG......o.veveersosseenreersssssmsnsssossesssesnrerernes | 9B(1) 93,389 .. R
(2) Increass (decrease) In clalM FEBEIVES ... ssseases 9h{2) 5321 L. Do
(3) Incurred claims (AU (1) aN0 (2))n e i s e ser s st e ren s e e 9b(3) 93,9821
{4) ClAIMS CHAIGEY Lovvvivieenriiis s ess e esssssiescssas ssssessaa s sassasessass b st sesssssasre s sssbas b bos seRsa st b se Rt b s e b e ah(4) 23,821
Remainder of premium: (1) Retention charges (on an accrual basis) -- SR FERE
{A) Commlssions ., ST O+ 1.V 6,280 3
(B) Administratlve servlce or other fees .............................................. 9c(1){B) 21,982 - <
{C) Other spacific ACAUISIHAN COBES .vvreereceseeceeseeseermcrrrecrseerenneeee | SCG{THC) ;
(D) OHhBI BXDBNSOS .....cooooeveevrec e cerseeeeesessessoressssssmssssssessessssesones 8c(1)(D) S
(E) TAXOS o.ooeeereeseesrrecssssesssseses st sssmnssssssissesssesssssssssssses 9c{1NE) 2,198 .
(F) Charges for risks or other contingensles.............cc..ceee.eeerveeeveeeenn. 9c{1){F) 4,082}
() Othr FOLOMHON CHAMGES ..v..vvereeesss e eemseereseessses e eseoeeseemsessessesenon 9c(1)(G) L
(H) Total retention .. cvernnenens | 9e{1MH) 34,542
(2) Dividends or retroar.:tlve rate rafunds (These amounts wera I:I paid in cash, or I:I credited., ) 9c(2)
¢ Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) Claim reserves . 9d(2)
(3) Other reserves.......... - 9d(3)
@ Dividends or retroactlve rate refunds due (Do not mclude amount entered in Ilne 9(:(2) ) e S¢
10 Nonexperlence-rated confracts: :
a8 Total premiums or subscription charges paid to carrier . 10a 0
b If the catrler, service, or other arganization ncurred any speclfic costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, repott amount............c.cveecnee. 10b
Specify nature of costs.
| PartiV .| Provision of Information ¥
11 Did the insurance company fall to provide any information necessary to complete Schedule A?............. D Yes @ No

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




SCHEDULE A
(Form 5500)

Dapariment of the Treasury
Internal Revenue Service

{epartment of Labor
Employee Benefits Security Adminlsiration

Pension Benellt Guaranty Corparalicn

Insurance Information

This schedule is required to be filed under sectlon 104 of the
Employee Retirement Income Seourity Act of 1874 (ERISA).

P 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
AQUA-CHEM, INC. HEALTH AND WELFARE PLAN 501

__plan number (PN) _ ’, _

C Plan sponsor's name as shown on |

AQUA-CHEM, TINC.

ine 2a of Form 5500

D Employer Identification Number (EIN)

20~4036248

“Partl

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide Information for each contract
on a separate Schedule A, Individual contracts groupad as a unit in Parts |l and 1l can be reported on a single Schedule A,

1 Coverage Information:

(a) Name of insurance carrler

The Lincoln National Life Insurance Company

Approximate number of Policy or coniract year
{¢) NAIC (d) Contract or o)
El . . d at end of
{b) EIN code identification number pe;iﬁg; gf;’gﬁzra; 32ar0 (H From {g) To
35-0472300 65676 000010273920 243 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the totai fees and total commissions paid. List in line 3 the agen{s. brokers, and other persons In
descending order of the amount paid.

(a) Total amount of commissions paid

(h) Total amount of fees paid

8,307

3 Persons recelving commissions and fess. (Complete as many enitles as heeded to report all persons),

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

CBTZ7 BENEFITS & INSURANCE SERVICES

160 W Santa Clara St
Suite 675

San Jose CA 95113
(b] Amount of sales and base Fees and other commissions paid
sommissions paid {c) Amount {d) Purpose {e} Organization code

8,307

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

Fees and other commissions pald

{b} Amount of sales and base
commissions paid

{¢) Amount

{d) Purpose

{e) Organization code

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

Schedule A {Form 5500) 2024
v. 240311
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Page 2 -I:l

(a) Name and address of the agant, broker, or other person te whom commisslons or fees were paid

Fees and other commissions pald {e)
(b) Amount of sales and base Organization
commissions paid {c) Amount (d) Puipose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and olher commissions paid (e)
(b) Amount of salss and base Organization
commissions pald {¢) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom comimissions or fees were paid
Fees and other commissions pald (e)
{b) Amount of sales and base Organlzation
commissions paid (¢} Amount (d) Purpose gode
() 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 () 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 {o)
{b) Amount of sales and base Organization
commissions paid {c) Amount {d} Purpose code




Schadule A (Form 5500) 2024 Page 3

[ Part Il - | Investment and Annuity Contract Information
[ . ... | Where individual contracts are provided, the entlre group of such: Individual confracts with each carrier may be treated as a unit for purposes of

<. | fhis report.
4 Current value of plan’s Interest under thls contract In the general account at Year 8nd ... ieeenreessisssarisnisnsonsens 4
§ Current value of plan's inlerest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a  State the basls of premium rates P
B Premiums paltd 10 CAMTIBE ..........cceorvoveeveeeeevreve e eerecesreesseerseesssamssessssessnessnesssressstessessstsessesssessssssnsmsssnmsssnssrossossncses | OE)
¢ Premiums due but unpaid at the end of the YBEF ... s e sneeas 6c
d  Ifthe carrier, service, or other organization incurred any specific costs In connection with the acquisition or 8d
ratention of the coniract ar policy, @nter AMOUNE, ...vv.ecirmrrrecermrrrsienme s reserrsers e srasmsasss sepssessesssssessesemns

Speocify nature of costs P

@ Type of contract: {1} |:| individual policies (2) D group deferred annuity
3 D other (specify) P

f If contract purchased, in whole or in patrt, to disiribute benefits from a terminating plan, check here 4 D
7 Confracts With Unallocated Funds (Do not include portions of thess contracts malntained in separate accounts)
a Type of contract: 4))] |:| deposit administration ) D immediate participation guarantee
(3) D guaranteed Investment (4) D other #

b Balance at the 8nd of the PrevioUS Ve .. i iossssss i ssspssariassssrssssssisms st sass s sassssssessisessssass asessass

¢ Additions: (1} Contributions deposited during the year ...
{2} Dividends and gradifs..........coeriencnnnnn,
(3} Interest credited during the year ........
(4} Transferred from separate account....
(B) Other (specify below}
P

{B)TOtal BAAIIONS .....eeeerre v irrreeiersnrsesrerermr e onare ersressssresssseassaseraesrsssnsesns w

d Total of bafance and additions (add lines 71 and 7E{B)}. «.ovveveervereererneesesrseresrecsressseesssrsssssessness

¢ Deductions: S
{1} Disbursed from fund to pay benefits or purchase annuitias during year
{2} Administration charge made by Garmier ... vevceenncree e
(3} Transferred to separate account
{4} Cther (specify below)
4

{5) TOAl BUUGHIONS ... o ittt eee e ems et cmpeesreeaeeaeasseesbmenbae s ensteenbeaeasasserernrenbbebbsesehababass
f Balance at the end of the current year {subtract line 7e{5) from line 7d}




Schedule A (Form 5500) 2024
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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 confracts cover Individual
employees, the enfire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Beneflt and contract fype (check alf applicable boxes)

D Health {other than dental or vision}) b D Dental
e D Temporary disability (accident and sickness)  f (¥ Long-term disability
i D Stop loss (large deductible) J D HMO canfract

m [ ] other (specify) #

c D Vision

d D Life insurance

g D Supplemental unemployment  h D Prescription drug
k D PPO contract

1] indemnity contract

9 Expetience-rated contracts:

a8 Pramlums: {1) Amount received .. 9a(1) o
(2) Increase (decrease) In amount dua but unpald ......................... 9a(2) .
(3) Increase (decrease) in unearned premium resemne ............. 9a(3) o
(4 EAINEG (1) % {2}« (3)).rsveeersceressosoresseeesesssemessomsesseeomosesssesessressos s pssssessp s cssesessesassrsessessesessee | 9a(4) 0
b Benefit charges (1) Claims Palt........coevieemsersmeeevenssesssersssesssssssssessesses oh(1)
(2) Increase (decrease) In lalm regEVES .o.ovee.ceeeee e 9h(2) i
(3) Incurred claims (B (1) B0 (2))sweeecceinririmsiemnimssessisis s ettt somssssssssstencsthabbesstsbessbaimssisstassbin 9b(3) 0
(4) Clalms CRANGEA ...cacecvccesscen i ieaisrese st tsssse e e esbe e bbb essmen ks s snanann emsasmcta ke s sesessbesseetsnbbeesbins 9b(4)
¢ Remainder of premium: {1) Retantion charges (on an accrual basls) - .
(A} Commissions .. 9c{1){A) B
(B} Administrative service or other fees ...................................... S 9c(1)(B) oy
(C) Other specific ACqUISIEON GOBLS .oounvsssecsessesssesmonesines 8c(1)(C) Ty
(D) OhEr BXPBIISES ....vvverseressssiesisenssssssss s ssssssssssesssesssses 8c(1HD) S
(E) Taxes ., - 8c{1)(E) oo
(F) Charges for rsks or ofher contingencles ............................ Sc(1)(F) .
(G) Other retention chargas ... e 9c(1}(G) ol
(H) Total retention.. bt veneesseeneens | BC{1{H) Q0
(2) Dividends or retroactive rate refunds (Thase amounts were |:| paid ln cash or |:| creditad ) .................. 96(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) ClAlM TEEBIVES .......covrevremsrrraressrisimiseretsisisssssssssarasarsssrastsessssssssassssesns esesssssssesssssasessasssenssantsssnssarassassssssesnsn 2d(2)
(B) OHNEE FEBBIVES a1 iiscsssemsesessess it isaessesae v easee s sreasseassas e v e s v e b ras R en e en b e R s ensse b srmerae b en b prs A 2d(3)
¢ Dhvidends or retroactsve rate refunds due (Do noi lnc!ude amount entered In !lne 9c(2) ) 9o
10 Nonexperience-rated contracts: S
4 Total premiums of subscription CHAFGES PAIL 10 GAITIEE.....c.visesecs s eser st sess s sess s srsssraressresssesstsss st siases 10a 55,378
b If the carrier, service, or other crganization incurred any specific costs in connection with the acquisition or
reteniion of the confract or policy, other than reported in Part |, line 2 above, report amount. ........ccoccoeiene 10b

Specify nature of costs.

[ Part V| Provision of Information

11 Did the insurance company fall fo provide any information necessary to complete Schedule A7.............

12 Tithe answer fo line 11 Is “Yes,” specify the nformation not provided. »




SCHEDULE A Insurance Information
{Form 5500)
Depariment of the Treasury This schedule is required to be filed under section 104 of the
Internal Ravenue Servics Employee Retirement Income Security Act of 1974 (ERISA).
Deparimant of Labo
Employes B:r?:m?;:cgmf Ad:nlnlatrallan » File as an attachment to Form 5500,
Pansfon Benafil Guaranty Comaration b Insurance compahles are requlred to provide the infarmation
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 beglnning 01/01/2024

and ending 12/31/2024

A Name of plan B Thres-digit
AQUA-CHEM, INC. HEALTH AND WELFARE PLAN plan number (PN) 9 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Emplo-y.er Idéntiﬂcaﬂon Number (EIN}
__AQUA-CHEM, INC, 20-4036248
- 'Part1 | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide informatlon for each contract
T on a separate Schedule A, Individual contracts grouped as a unit In Parts |l and 1ll_can be reported on a single Schedule A,

1 Coverage Information:

(a) Name of insurance cartler

The Linceln National Life Insurance Company

Approximate number of Polley or contract year
NAIC {d) Conract or (e)
{b) EIN {o) e persons covered at end of
code identification number nalley of contract year {f) From {g) To
35-0472300 65676 000010273921 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 pald,

{a) Total amount of commissions paid

{b) Total amaunt of fees paid

13,720

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

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

CRIZ BENEFITS & INSURANCE SERVICES
160 W Santa Clara St

Suite 675
San Jose CA 95113
{b} Amount of sales and base Fees and other gcommisslons paid
sommissions pald (e} Amount (d} Purpose {e) Organization code
13,720 3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid {c) Amount

(f) Purpose

{e) Organization code

For Ba_perwork Reduction Act Nofice, ses fhe Instructions for Form 5500,

Sched

ule A (Form 5500) 2024
v, 240311
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{a) Name and address of the ageni, broker, or other person to whom comrnissions or fees were paid

Fees and other commissions paid (e)
(b} Amount of sales and base QOrganlzation
commisslions pald {¢) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whorm commissions or feas were paid
Fees and other commissions pald {e)
(b} Amount of sales and base Organlzation
comimisslons paid (c) Amount {d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissicns or fees wera paid
Fees and other commissions pald (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 sommissions or fees were paid
Fees and other commlissions paid {e)
{b} Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose code
{a) Naime and address of the agent, broker, or other person fo whom commissiens 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

) -Pa'rt ll | Investment and Annuity Contract Information
: Where Iindividual 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 yeBar 8Nd ... s 4
§ Current value of plan's interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
A  State the basis of premium rates P
b Premiums paid t0 GAITIEE ..covirierinssessssseeinren . et en e e 6b
¢ Premlums due but unpald at the end of the year... 6c
¢t Ifthe carrier, service, or other organization incurred any apecmc costs In connectlon wlth lhe acqulsition ar 6d
retention of the contract or policy, enter amount. ..
Specify nature of costs P
8 Typeof contract: (1) |:| Individual pollcles 2) D group deferred annully
(3) I:I other (specify) P
f Ifcontract purchased, In whole or in part, to distrlbute 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 Typeofcontract: (1) |:| deposit administration {2} D immediate participation guarantes
(3) |:| guaranteed Investment {4} D other P
D Balance 2t the ONG OF H18 PIEVIOUS YOII............ccsrorrseessessresietacesstasmsmsesssesitesssessotseresssssstesssasssessoscssssssssessensse | 7b
€ Additions: (1} Contributions deposlted during the year ... - | Te(1)
(2) DIVIdeNds BNG GHERS vvvrvreeeesere v csssssnsssanssseinnars o | Te(2)
(3) Interest credited during the year ..... Tc(3)
(4) Transferred from separate account, | Te{d)
(5) Other (Specify BBIOW) ....c.comirriminmmime s
»

Te(0)

(BITOLE] AAUIIONS ..cvcveeceercr et s sras e e s o1 srm s sarean s e e s s eRre R s reRare e 6O s EraEA s et bsconprarereanranereee

d Total of balance and additions (add lines 7b and Te(6)).
e Deductions: B
(1) Disbursed from fund ta pay benefits or purchase annuities during year | 7€(1)
(2) Administration charge made by CAMET ..o | 18(2)
(3) Transferred 10 SEPArate ACCOUN ... umirsissimecnemsiteeessssessmssessosnerse | 1E(S)
(4) Ot (SPECITY DEIOW) cvcevvsvcrseservcsnsssesssssssiessssomessssesssssinessesssssoressenns | _1ECA)_ |

(5) TOIAl HEUUBHONS .o vieeerreracerrererernsrasereonresesesrsassenrsasasesesassmenssrensessasnssssenseseassarnecssenneie sesmspesesaneinsbmmdbibeshisiosies

f Balance at the end of the current year (subtract line 7e{5) from N8 7d) ..o et iecesi e sessnrssnins




Schedule A (Form 5500) 2024 Page 4

‘Part lll. | Welfare Benefit Contract Information

e | Hmore 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. Whare 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 vislon) b |:| Dental c |:| Vislon d D Life insurance
e Temporary disabliity (accldent and sickness)  f D Long-term disability a I:] Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k |:| PPQ contract ID Indemnity contract

m [ ] Other (specify) »

9 Experience-rated contracts: e
& Premiums: (1) AMOURE IBCEIVE .......oeveeeresvsmcenssersesomssssersessssssmssmsseemeennes | 98T} LR
{2) Increase (decrease} in amaunt due but unpald .......... 9a(?) L T LT
(3) Increase (decrease) in unearned Promium resaIvVe ... wrirerersmmisens 9a(3) . e e
(AY B ({1) # (2)  (3)).rrosvormrsreesmsrsessssreesmessssssesssessessesesenesssreess s T | 9a(4) 0
b Benefit charges (1) CIAIMNS PAI.. .. v seeeerisrissemesseeerssssssssossessessaoess 9h{1) e LT
(2) Increase (decrease} in Claim FESEIVES ... esserraees 9b(2) o s
(3) Incurred claims (Add (1) BN {2))- o eeeeereneeeecerrerensreressesrrrssssinesspererrasressssarenesressasssssresestessearvensrescsmeesseeecers | OO{3) 0
(4) Clalms charged ... Oh{4)
C Remainder of premium (1) Retentlon charges (on an accrual basls) -
(A) COMIMISSIONS Lvvuireariesninsriesaesiorstessssssessssaessssssssessesterssisssnrereaseans 9c(1)}{A) SR AN R
(B) Admilnistrative Service or other fE88 ... esrssimrsssens 9¢(1)(B) T A R
(C) Other specific ACqUISTHON COBLS ..u.......eceee e cese st renene 9c{1)(C) o RN

(D) OMEr BXPANSES .veevrrecrrsersssrsisrerisssssssssrs s msisrsss st ss s ssass 9c(1)(D)

(E) TEXES covreererrevnisrssesrsosrisisssentesssaasbs it sestassbsbanbabotstassisss e ssannsanasis (I UE)
(F) Charges far risks o other CONNGENGIES wu.rwwwrmeerseinesssirsssnsiensns 9c(1)(F)
(G) OhET TELERHAN GHAITES 1ivveeesseersss s srsesssssscsssimmssomssessssssressssssssesees 9c{1)(G) o Lo
(H) Tetal rat@IIION ...v e ecveisesreneriscs s s s s st st cesese e bbbt s an s e anrasee st e bt seanansnanss et b e ne e sberessavasen 9c{1)}{H) 0
(2) Dividends or retroactive rate refunds, (These amounts were D paid in cash, or |:| credited.}..oeriren 9¢(2)
¢ Status of polioyholder reserves at end of year: (1) Amount held to provide benefits after refivement ............... 9d(1)
(2) CIBHTL TOSBIVES w..uevvurereieermsstssnsssessnssssrssesssesssssivsssss sesbsasasss smsessssssssass s sassasssstsssmsssnsssses issnassnsstsssssansvssssrassensas 9d(2)
(3) Other reserves.,. ST 9d(3)
€ Dividends or retroacl[ve rate refunds due (Do not Include amount entered in line 9¢(2).) ....oveernnisinnnens, %@ - o
10 Nonexperience-rated contracts: e T
a  Total premiums of sUbSCHPHON ChArges PAId 10 CAITIBE......cic.uicrvisvnssnnsissssissssssssie s sessesssosssssses s amsssssssssamsssns 10a 91,466
b I 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, reporf @mount.......e. . 10h

Specify nature of costs.

- Part V| Pr&vision of Information

11 Did the Insuraﬁce company fail to provide any information necessary to complete Schedule A?............. I:I Yes @ No

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




SCHEDULE A Insurance Information OME No. 1240-01D
{(Form 5500)
Dapariment of the Treasury This schedule Is required to be filad under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1674 (ERISA), 2024
Employee g:r?:fg;n g:iﬂ:i:'yamnlnlatmuun } File as an attachment to Form 5600.
Fenslon Benefit Guarenly Carporatlon } 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 yearbeglhning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
AQUA-CHEM, INC, HEALTH AND WELFARE PLAN

plan number (PN) 4

501

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

AQUAZCHEM, TNC.

D Employer Identification Number (EIN)

20-4036248

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Indlvidual contracts grouped as a unit in Parts [ and i can be repotted on a single Schedule A.

1 Coverage Information:

{a} Name of insurance carrier

The Lincoln National Life Insurance Company

Approximate number of Paolley or contract year
(¢} NAIC (d) Contract or (o)

(k) EIN code identification number pe;gﬁg; gr?zgrnﬁfagtt 32;01‘ {f From (g) To
35-0472300 65676 00001027391¢ 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and tofal commlgsions pald. Listin line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(@) Total amount of commissions pald

{b) Total amount of fees pald

11,757

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

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

CBIZ BENEFITS & INSURANCE SERVICES
160 W Santa Clara St

Sulte 675
San Jose CA 95113
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d} Purpose {e} Organization code
11,757 3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid {c) Amount

(¢f) Purpose

{e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form 5500,
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(a) Name and address of the agent, broker, or other person fo whom commlssions or fees were paid

Fees and other commissions paid (e)
(b} Amount of sales and hase Organization
commissions pald (c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person fo whom commigsions or fees were paid
Fees and other commissions paid (o)
(b} Amount of sales and base Organization
commissions paid {c) Amount {d} Purpose code
{a) Name and address of the agent, broker, or other peraon to whom commissions or fees were paid
Fees and other commissions pald (o)
(b} Amount of sales and base Qrganlzation
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 1G]
(b) Amount of sales and base Organization
commissions paid {c) Amount {d) Puipose code
(a) Name and address of the agent, broker, or ather person to whom commissions or fees were paid
Fees and other commissions pald {e)
(b} Amount of sales and base Crganization
commissions paid (c) Amount {d) Purpose code
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Part II | Investment and Annuity Contract Information
© - /| Where individual confracts are provided, the entire group of such Individual contracts with each carrier may be freated as a unlt for purposes of

this report.
4 Current valus of plan’s interest under this contract In the general account at year 8nd .........cccevceevnnicnisiicivirseerees 4
8 Current value of plan’s interest under this contract In saparate BCCOUNLS at YBAT BN, ..o erriccsrnissossasissessssssssens 5

6 Contracts With Allocated Funds:
a  State the basle of premium rates P

b Premiums paid to carrier .. 6h
G Premiums due but unpald at tha end of the year éc
d Ifihe carrler, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or palicy, enter AMOUNL, ... s s e
Speclfy nature of costs P
@ Type of contract: {1) I:I individual policles (2) D group deferred annulty
(3) [ ] other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here b |:|
7 Contracts With Unallocated Funds (Do not include portlons of these contracts malntalned in separate accounts)
a Type of coniract: {1 [] deposit administration 2) |:| Immediate participation guarantee
(3) D guaranteed investmant 4 D other P
b Balance at the end of e ProVIOUS VEAI.....cemiimiisricisisssssstisssssssriessees s msesssstssessossessasssssmsssstsessssssases sesse [ 7b 7 0

C  Additlons: (1) Contributions deposited during the year ...
(2) Dividends and eradits ...
(3) Interest credited during the Year ... cvrren s
(4) Transferred from separate accoUNt...cvcciii e
(5) Other (spesify BEIOW) ..ot svsset e seser s freeeebenenenrn
»

(BYTotel AAAIONS ..ccv v erer e enare e seseres
d Total of balance and addilions (add lines 7b and 7¢(6)).
@ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year | _7e(1)

(2) Administration charge made by carrler

T 70(6)

(3) Transferred to separate account................

(4} Other (specify BEIOWY ...v.v...coererreenen, O Te(4) |

{8) Total deductions.., o 7Te(5) 0
f Balance at the end of the current year (subtract Iine 70(5) from llne Td) LT 0

AR -
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' F?art"_l_l,l -| 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 employes organizations(s}),
the Information may be combined for reporting purposes [f such contracts are experience-rated as a unit. Where contracts cover individual
employeas, the entire group of such Indlvidual contracts with each carrler may be treated as a unit for purposes of this report,

8 Bsneﬁt and contract type (check all applicable boxes)

a |:| Health {other than dental or vision) b I:] Dental c D Vision d [ Life Insurance
e D Temporaty disability {aceident and sickness) I:I Long-term disabillty d D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k D PPO contract |D Indemnity contract

m [x] Other (specify) PACCIDENTAL DEATH & DISMEMBERMENT

9 Experience-rated contracts:

a Premiums: (1) Amount received .. 9a(1) :
(2) Increase (decrease) in amount due but unpald ..... 9a(2) L
{3) Increase (decrease) in unaarned premium reserve .. 9a(3) =
(4) Earnad ((1) + (2) = (3))rvremsemreicrniimeassesssmmisersomrneseressmmsssmisssiesns sesssesinns s ssmsisnges e 0

b Bonsfit charges (1) Clalms Paid... ... rcsmmsmcessmereeesssesnesssisonss 9b{1) o
{2) Increase (decrease} In Claim FBBBIVES ... iccversssssssrsnreesesres 9h{2) :
{3) Incurred claims (BAA (1) AN (211 reecmoireonnermrnscrses rsssresriemsssissssisassssamssesresssssssassssasssssnssesns ssrsres 9b(3) 0
{4) Claims charged ... e 9b(4)

¢ Remainder of premium (1} Retention chargas (on an accrual basls) -

(A COMIMISSIONS +..vvvrvvsrvssressssesssssessssosesssrassssssssrssssssesssssnssessmsesasossess 9c(1)(A)
(B) Administrative service or other fees.... Ac(1)}(B)
(C) Other spacific acquisition costs ......... 8c(14(C) :
(0}) Other expenses ... b s et gc(1)(D) ;
(E) TEXES wuvvusvrnecmiens vetmveseseenses et s rereprss s s s 9c(1)(E}
(F) Gharges for risks or other contingencles......memimnen | FE(1)F) |
(G) Other 1GLentlon CRATES.....ccususseesssrssssssses s rssrsssesssasssssssssssans 9c(1)(G) A
(H) Total retention... veeermemeeennes | SC{(1HH) 0
{2) Dividends or ratroacllva rate refunds (These arnounts ware |:| paid in cash or D credited ) . 9c(2)
¢l Status of polleyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... gd(1}
{2) Claim reserves . et etee et et eeerer it 9d(2)
{3) Other reserves.. " 9d(3)
@ Dividends or retroactive rate refunds due (Do not Include amount entered En llne 9(:(2) } .............................. Yo
10 Nonexperience-rated contracts: e

a Total premiums or subscription charges Pald 10 CAME......cu i s assnssins 10a 78,380

b 1If the carrier, setvice, or other organization incurred any specific cosis In connection with the acquisition or
refention of the contract or pollcy, other than reported in Part 1, {lne 2 above, report amount. ... 10b

Specify nature of costs.

i ~PartIV. | Provision of Information

11 _Did the Insurance company fail to provide any Information necessary to complete Schedule A?.............

|:| Yes

No

12 ifthe answer to line 11 is "Yes," specify the information not provided, P




