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

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepa"’gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁ{;fr;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

D Check box if filing under: 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
THE LANE PRESS, INC. WELFARE BENEFITS PLAN

1b Three-digit plan
number (PN) » 509

1c Effective date of plan
07/01/1997

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) 03-0136330

THE LANE PRESS, INC.

87 MEADOWLAND DRIVE
SOUTH BURLINGTON, VT 05403

2C Plan Sponsor’s telephone
number
802-863-5555

2d Business code (see
instructions)
323100

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. 07/30/2025 TIA FIEDLER
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 D Same as Plan Sponsor 3b Administrator’s EIN
THE LANE PRESS, INC. 3C Administrator’s telephone
87 MEADOWLAND DRIVE number
SOUTH BURLINGTON, VT 05403 802-863-5555
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 136
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) 136
a(2) Total number of active participants at the end of the plan year ... 63_(2) 135
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 135
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 [oZe 00T o] (=1 (=T (T ES3N1 (=Y 1 1) ISP PPN 60(2
g
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7

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

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

4B 4H 4F 4Q

9a Plan funding arrangement (check all that apply)

9b Plan benefit arrangement (check all that apply)

) Insurance 1) Insurance

2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust

4 |_| General assets of the sponsor 4) |_| General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

a Pension Schedules
(@) D R (Retirement Plan Information)

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

actuary

3) D SB (Single-Employer Defined Benefit Plan Actuarial

Information) - signed by the plan actuary

4 D DCG (Individual Plan Information) — Number Attached
(5) D MEP (Multiple-Employer Retirement Plan Information)

b General Schedules

1) D H (Financial Information)

2) D | (Financial Information — Small Plan)

?3) A (Insurance Information) — Number Attached
4) D C (Service Provider Information)

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

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

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

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

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

Receipt Confirmation Code




SCHEDULE 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
THE LANE PRESS, INC. WELFARE BENEFITS PLAN plan number (PN) 3 509

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

THE LANE PRESS, INC.

03-0136330

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

RELIANCE STANDARD LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
36-0883760 68381 VCI 878811 20 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

910

228

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

RICHARDS INCORPORATED

PO BOX 820
BREATTLEBORO, VT 05302

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

910

3

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

COMBINED SERVICES LIMITED LIABILITY

2 DELTA DRIVE, SUITE 301
CONCORD, NH 03301

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

228 | FEES

3

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

Schedule A (Form 5500) 2024
v. 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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

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




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 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) » VOLUNTARY CRITICAL ILLNESS

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 4551
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




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
THE LANE PRESS, INC. WELFARE BENEFITS PLAN plan number (PN) 3 509

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

THE LANE PRESS, INC.

03-0136330

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

RELIANCE STANDARD LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
36-0883768 68381 VAR 210765 13 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

54

18

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

RICHARDS INCORPORATED

PO BOX 820
BRATTLEBORO, VT 05302

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

54

3

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

COMBINED SERVICES LLC

2 DELTA DRIVE SUITE 301
CONCORD, NH 03301

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

18 | ADMINISTRATIVE FEES

3

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

m B Other (specify) » AD&D

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

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 362
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
THE LANE PRESS, INC. WELFARE BENEFITS PLAN plan number (PN) 3 509

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

THE LANE PRESS, INC.

03-0136330

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

RELIANCE STANDARD LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
36-0883760 68381 VAI 878816 26 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

1031

258

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

RICHARDS INCORPORATED

PO BOX 820
BRATTLEBORO, VT 05302

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1031

3

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

COMBINED SERVICES, LLC

2 DELTADR STE 301
CONCORD, NH 03301

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

258 | ADMINISTRATIVE FEE

3

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 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 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) » VOLUNTARY ACCIDENT INSURANCE

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 5155
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




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
THE LANE PRESS, INC. WELFARE BENEFITS PLAN plan number (PN) 3 509

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

THE LANE PRESS, INC.

03-0136330

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

RELIANCE STANDARD LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
36-0883760 68381 LTD 134567 135 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

2648

947

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

RICHARDS INCORPORATED

PO BOX 820
BRATTLEBORO, VT 05302

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2648

3

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

COMBINED SERVICES LLC

2 DELTA DRIVE SUITE 301
CONCORD, NH 03301

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

947 | ADMINISTRATIVE FEE

3

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 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 21735
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
THE LANE PRESS, INC. WELFARE BENEFITS PLAN plan number (PN) 3 509

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

THE LANE PRESS, INC.

03-0136330

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

RELIANCE STANDARD LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
36-0883760 68381 GL 166807 127 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

3933

3182

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

RICHARDS INCORPORATED

PO BOX 820
BRATTLEBORO, VT 05302

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3933

3

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

COMBINED SERVICES LLC

2 DELTA DRIVE SUITE 301
CONCORD, NH 03301

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3182 | ADMINISTRATIVE FEE

3

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

m B Other (specify) P AD&D

d [X Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 52165
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




Form 5500 Annual Return/Report of Employee Benefit Plan OME Nasat2 100
This form is required to be filed for employee benefit plans under sections 104
Depariment of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intemal Revenue Service [ sectlons 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
Departrent of Lebar g » Complete all entries In accordance with
Emp'oy::mmmn':m ty : the Instructions to the Form 5500.
Pension Benefit Guarenty Corporation i This Form is Open to Public
! Inspection
| Part] | Annual Report Identification information I _ L
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 _andending  12/31/2024
A This returnreport is for: D a multismployer plan D a multiple-employer plan (Filers checking this box must provide participating
’ employer information in accordance with the form instructions.)
@ a single-employer plan D a DFE (specify) ___
B This return/report is: D the first retumn/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........ .. N (i T P D
D Check box if filing under: @ Farm 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, checkhere.. . ... ... ... ....... ... .o » U
I - == ) ’ T T o
I Part il | Basic Plan information—enter all requested information ~
13 Name of plan 1b Three-digit plan
THE LANE PRESS, INC. WELFARE BENEFITS PLAN number (PN) » | 509
1¢ Effective date of plan
: - B 07/01/1997 .
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number {EIN)
City or town, state or province, country, and ZIP or foreign postal code {if foreign, see instructions) 03-0136330
THE LANE PRESS, INC. 2¢ Plan Sponsor's telephone
number
802-863~5555
87 MEADOWLAND DRIVE 2d Business code (see
instructions)
323100

SOUTH BURLINGTON VT 05403

Caution: A penaity for the late or incomgiete filing of this return/report will be assessed unless reasonable cause is establishad. e

Under penalties of perjury and other penaities set forth in the instructions, | declare that | have examined this retum/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/repert, and to the best of my knowledge and belief, it is true, corect, and complete.

| |
- /:_ . ;;
pr —Z:ﬂ.— [ /u.cp% _ '?’{30/.25 Tia Fiedler _ !
Signature of plan administrator _ _Date __ | Enter name of individual signing as plan administrator
SIGN
HERE - e e -
_Signature of emplayer/plan sponsor _Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE . - 1
Signature of DFE . Date Enter name of individual signing as DFE i
For Paperwork Reduction Act Notice, se¢ 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

THE LANE PRESS, INC.

87 MEADOWLAND DRIVE

3b Administrator's EIN
03-0136330

number

3¢ Administrator’s telephone

802-863-5555

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

4B 4H 4F 4Q

SOUTH BURLINGTON vT 05403
4 Ifthe 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 ‘ 136
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¢c, and 6d).
a(1) Total number of active participants at the beginning of the plan Year ... 6a(1) 136
a(2) Total number of active participants at the end of the plan year 6a(2) 135
b Retired or separated participants receiving benefits............ccoe.c. 6b 0
Cc Other retired or separated participants entitled to future benefils................c.cii 6¢c | 0
d  Subtotal. ADd lINES BA(2), BD, BNG BC. .........ov.eeereerrereeerereeas e eeseeessceeeeseseeeassseessesssaes s s s ans s assssss st ens e s s sanssessciscrtnens 6d | 135
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...l 6e
f Total. Add fINES BA AN BE. .......cceieuieeriiicr ettt e e nae e e ee e e e e ceas s st s seshea e s e b e s na e e b e assme e e sr e e R b e s R ne s ne st et aas ef |
1 Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6a(1
g(1) COMPIETE this HEM) ..oveiiiiceriiini ettt em oo e e e e e b bt e et s ta s e abesb e eb b s e e e e ba s et e b as s m e bebet et n e a(1)
2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
L e U O 6g(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were '
less than 100% Vested.......cccuiiiiici i ettt e et 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:

9a Plan funding arrangement (check all that apply)

1 Insurance

(2) Code section 412(e)(3) insurance contracts
3) Trust

(4) General assets of the sponsor

9b Pian benefit arrangement (check all that apply)
(1) 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) D R (Retirement Plan Information)

(2) D MB (Multiemployer Defined Benefit Plan and Certain Money

b General Schedules
(1) D H (Financial Information)

(2) D | (Financial Information — Smali Plan)

Purchase Plan Actuarial Information) - signed by the plan (3) E A (Insurance Information) - Number Attached __°

actuary

(3) I:I SB (Single-Employer Defined Benefit Plan Actuarial

Information) - signed by the plan actuary

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

(4) I:I C (Service Provider Information)
(5) D D (DFE/Participating Plan Information)

(6) D G (Financial Transaction Schedules)



Form 5500 (2024) Page 3

| Part lll I 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.) cevorveeeerrvcrereniinrnenenaeee. || 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.) ........... D Yes |:| No

11¢ Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual report, enter t?we
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
THE LANE PRESS, INC. WELFARE BENEFITS PLAN plan number (PN) N 509

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

THE LANE PRESS, INC.

03-0136330

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 1l and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Reliance Standard Life Insurance Company

(e) Approximate number of Policy or contract _year
(c) NAIC (d) Contract or
(b) EIN code identification number persons covered at end of (f) From (g) To
- policy or contract year B
36-0883760 68381 VCI 878811 20 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

910|

228

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

Richards Incorporated
PO Box 820

Breattleboro VT 05302
(b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount | (d) Purpose (e) Organization code

910

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

Combined Services Limited Liability

2 Delta Drive, Suite 301

Concord NH 03301

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount (d) Purpose

(e) Organization code

Fees

228

3

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

Schedule A (Form 5500) 2024

v. 240311
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Page 2 = '

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

{b) Amount of sales and base

T
Fees and other commissions paid |

(e)

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) Amaount (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
(c) Amount (d) Purpose code

commissions paid




Schedule A (Form 5500) 2024 Page 3

Part !l | 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 ...........ccccooiieeviiniinnincneens | 4

5 Current value of plan's interest under this contract in separate accounts at year end.............coococoeveenronnnincn | 5

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

D Premiums Paid t0 CAITIET ....o.o.iooeieeeeeeeeeeeeeec vt eeee et mse s e seae e eeb e nes ettt e enr e b s seam st sraes 6b

G Premiums due but unpaid at the end of the Year...........cocii it 6¢c

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNL. ...

Specify nature of costs P

e 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) |:| deposit administration (2) D immediate participation guarantee
(3) |:| guaranteed investment 4) D other P
b  Balance at the @nd of the PreVIOUS YEAM .......ccorwireeu e ceecreerer e ssesresmscrses s emies s s cres et et ensnne s eeans e areaes | 7
C  Additions: (1) Contributions deposited during the year ...
(2) Dividends and credits ............ccovimioriiiiceec o
(3) Interest credited during the year .............c..ociiiieccc e N
(4) Transferred from separate account ...
(5) Other (Specify DEIOW) ... e
4
(B)TOMAI AAAIONS _..._....ecovcervevesees v sesses s seeeseee s ecsss s saseeses e s st eb s st esran b bn e 7¢(6)
d Total of balance and additions (Add NES 7B AN TE(B)). w.........errereoroooeeeoeooeooeeeoesseseeseseseeesseeeeseesssssssssssssssssesses | 7d

€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year r 7e(1)

(2) Administration charge made by carrier 7e(2)

(3) Transferred to SEPArate ACCOUNL..............cieeeereerereessancerereeesessiancesessenes 7e(3) |

(4) Other (SPECHY DEIOW) ........ervvereereeseceeceneiireciasisees s ees st sensanenes 7e(4) |

»

(5) TOLA] QOUUCHONS ... cvoeoe e eeecess s esasas s eeseesscs st sassessoss st ens s mm e e ce s nmsaesess s enssseon 7¢e(5)

f Balance at the end of the current year (subtract line 7e(5) from line 7d) ..o | T7f




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m Other (specify) PVoluntary Critical Illness

9 Experience-rated contracts:
A Premiums: (1) AMOUNt reCEIVE ......o..vieieecce e eceen s 9a(1) 3
(2) Increase (decrease) in amount due but unpaid....................coooeeeee. 9a(2) -
(3) Increase (decrease) in unearned premium reserve ..... 9a(3)
(8) EBMNEA (1) + (2) = (3))--evevremremeeesseesseseeeseeeeeesemeeseeeesesseeesesessssseoeeeseee s rsmseesees st oo | 9a(4) 0
b Benefit charges (1) Claims Paid..........ccocooeeurieereiirnecseseeere e 9b(1)
(2) Increase (decrease) in ClaiM rESEIVES .......c.oeceviicrererieeieinerircecenenns - 9b(2)
(3) Incurred claims (8dd (1) NG (2))...verevrvrreeriirieeeieirieeee ettt ee e eaecessaes e st sana s s b ne e 9b(3) - 0
(4) Claims charged 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMISSIONS .....cooviieieeirieeeiicrireseces e sase s esss s es 9c(1)(A) ]
(B) Administrative service or other fees ..., 9¢(1)(B)
(C) Other SPecific ACQUISIION COSES ........ev..eeerreerressreesersssereesaeenenns 9c(1)(C)
(D) Other expenses .. e | 9¢(1)(D)
(E) TAXES w.oovveereerraenssiisseesesssnsasssssssns s cs st cess e s reerciores 9c(1)(E)
(F) Charges for risks or other contingencies................cccciineniiienn 9c(1)(F)
{G) Other retention ChargeS .........cco..eueeerirreersseescerceeeseees e eenseeneens 9c(1)(G)
(H) TOLAI TEEENTION .......cvvee st eeesesetseeesser s seeene e s essce s eescae e emre s eemenesem e eemsenesabnsanssnsnssenseraens 9c(1)(H) - 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)....... 9¢(2) B
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES ....ooov oot eeeeteee et ses e ebas bbb etae bbbt en st s b s bbb s s i bt mern s emanes 9d(2)
(3) OLNET FESEIVES....c.ocveiiriee et eeeeece e oo s re s et s st et ee s e 9d(3)
€@ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).} ......cooeceveecinencens 9e
10 Nonexperience-rated contracts: B
@ Total premiums or subscription charges paid 10 CAITIEN. ... 10a 4,551
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............ccooveenn 10b

Specify nature of costs.

| PartIV | Provision of Information -
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

P Insurance companies are required to provide the information

Insurance Information

P File as an attachment to Form 5500.

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

OMB No. 1210-0110

2024

This Form is Open to Public

| Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
THE LANE PRESS, INC. WELFARE BENEFITS PLAN plan number (PN) » 509

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

THE LANE PRESS, INC.

03-0136330

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 Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Reliance Standard Life Insurance Company

(e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or
b) EIN . f ) d at end of
®) code |d?11t|ﬁcat|on number pe;ﬁ(r:; g:’ \clzz::ragt 52 aro (f) From (g) To
36-0883768 68381 VAR 210765 13 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

54

18

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

Richards Incorporated
PO Box 820

Brattleboro VT 05302
(b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount (d) Purpose (e) Organization code
54 3

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

Combinéa Services LLC
2 Delta Drive Suite 301

Concord NH 03301
(b) Amount of sales and base _Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

18

Administrative fees

3

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

Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form §500) 2024

Page 2 —|:|

(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
o (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
1
o (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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c} Amount

(d) Purpose

(e)
Organization
code




Schedule A (Form 5500) 2024 Page 3

Part 1l | 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 accountat yearend ..o 4_
5 Current value of plan's interest under this contract in separate accounts at year end.............occooioieiieiinicniienccnne. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremilUms Paid 10 CAITIET ........o.ocuuvceissseeeereeresseeseasesseseas s eneeesseenes b sasssess s bt b st b saseb st bane b s e bssaesnssensas 6b
€  Premiums due but unpaid at the end of the year 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter aMOUNL. ... o
Specify nature of costs P
e Type of contract: (1) D individual policies (2) |:| 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 > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: W) |:| deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other »
b Balance at the end of the previous year............ccoocoeecnene | 7b 0
C  Additions: (1) Contributions deposited during the year
(2) Dividends and €reditS ...
(3) Interest credited during the year ..o
(4) Transferred from separate account...............coooiiiiies
(5) Other (Specify DeIOW) .......cccoovie e
»
(B)TOIAI AAAINONS ...........evveveaeereeeseesessseeessscee s eees e ess o cer st s sesess R s 7¢(6) 0
d Total of balance and additions (add lin@s 7b and 7C(B)). -......ceowuereurrmrrrreerereccarietesiemeeeesscssssstsmmssssssnrss e [ 7d 0
€@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CalTIEN ...........c.ccrreeecoriermrcereciciernsssenns 7e(2) -
(3) Transferred o SEPArate CCOUNt «........cvwcviecuuerurrerecencrrmserucrecsssessemimsesas 7e(3) ~
(4) Other (specify below) ...........cccoccee... . 7e(4)
L 4
(B) TOMA! AEAUCTIONS ........vvveeveeeveee s eeesenee e eesess e st es ettt rens bbb b 7e(5) 0
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ....o.ooiieierne et | 7f 0
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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 D Health (other than dental or vision) b I:I Dental
e |:| Temporary disability (accident and sickness) f |:| Long-term disability

c[ ] vision
g D Supplemental unemployment  h D Prescription drug

d D Life insurance

i D Stop loss (large deductible) j D HMO contract k D PPO contract | D indemnity contract
m [X| Other (specify) PA D & D
9 Experience-rated contracts: o
A Premiums: (1) AMOUNE FECEIVED ....cevvevecc e e ceees s esenis 9a(1) B
(2) Increase (decrease) in amount due but unpaid......................... 9a(2)
(3) Increase (decrease) in unearned PremiUMm reServe ..........oco.oceveeeeeeens 9a(3)
(8) EBIMEA (1) + (2) = (3))-rvvvvemeeoeemeeeeeseesessessessessseeeesmsssseneeessssssssss s sessss et s | 9a(4) 0
b Benefit charges (1) Claims Paid.............cccooovueeeercer e ecesieeeenes 9b(1)
(2) Increase (decrease) in Claim reSEIVES ........coivicimiciieesesveereans 9b(2)
(3) Incurred claims (add (1) and (2)) | 9b(3) 0
(8) ClaIMS CRANGEA ... et ce e e ce et e s et 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMISSIONS .....ovvieeeeieieneirireeeteeeiseeeeetsceem et snessesseae e msasans 9c(1)(A)
(B) Administrative service or other fees...........oceceviiivcniniiicaniiincnaeens 9¢(1)(B) .
(C) Other specific acquisition costs .. 9¢(1)(C)
(D) QT EXPENSES ...eooveeeveeeeeeeeeee e ceeera e sees st sessneseres 9c(1)(D)
(E) TAXES 1.ovevverreniveiesaesassbesssesessses s sseseesensess e eaessss st s sasenane 9c¢(1)(E)
(F) Charges for risks or other CONtiNGENCIES................covvrvresrereresnecenns 9¢c(1)(F)
(G) Other retention ChargeS............c..orveremveeevseesseeseeemenessesesseessanse 9¢(1)(G) -
(H) Total retention 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)......c.ccnenenne 9¢(2)
d 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) ~
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccocoiviiiunnns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription Charges Paid 10 CAITIET .............c.ureereecriurece et eceseeecreceeseesesscnserecseesrenres 10a - 362
b [fthe 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.
| PartIv | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes E No

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




SCHEDULE A Insurance Information
OMB No. 1210-0110

(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration D File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024 -
A Name of plan B Three-digit
THE LANE PRESS, INC. WELFARE BENEFITS PLAN plan number (PN) > 509
C Plan spc;sor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
THE LANE PRESS, INC. 03-0136330

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 lll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Reliance Standard Life Insurance Company

(e) Approximate number of Policy or contract year
(c) NAIC {d) Contract or
b) EIN . iy d at end of
(b) code identification number pe';(s)ﬁgys g? ;g::r ait :garo (f) From (9) To
36-0883760 68381 VAI 878816 26 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
1,031 258

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
Richards Incorporated

PO Box 820
Brattleboro vT 05302
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1,031 3

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

Combined Services, LLC
2 Delta DR STE 301

Concord NH 03301
[ Fees and other commissions paid

{b) Amount of sales and base I
commissions paid | {c) Amount . (d) Purpose (e) Organization code

Administrative Fee

258 3

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 () 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

n Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.
_4 Current value of plan’s interest under this contract in the general account at year end ...........c.c.oeeesiciincnniieiinnne 4
5 Current value of plan's interest under this contract in separate accounts at year L= 1L [TV SRR, 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid 10 CAIMTIEE ..o curreeerreeeerireeseres s iss e cesessss s st sns s s d sttt | _6b
C  Premiums due but unpaid at the end of the Year..............oo 6¢C
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d

retention of the contract or policy, enter amount.
Specify nature of costs P

€ Type of contract: (1) D individual policies
(3) D other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here

(2) D group deferred annuity

> [1

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
@ []
(4) [] other »

a Type of contract: (1) D deposit administrat

(3) |:| guaranteed investment

b Balance at the end of the previous year..............

ion immediate participation guarantee

€ Additions: (1) Contributions deposited during the year

(2) Dividends and credits...........coooeviinincnn.
(3) Interest credited during the year ...................
(4) Transferred from separate account................
(5) Other (specify below) ...
4

(6)Total additions..........ccccoriiiiiierreie

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

€ Deductions:

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

(2) Administration charge made by carrier
(3) Transferred to separate account.....................
(4) Other (specify below) ...........cccooiiiiniiinnns
>

(5) Total deductions..........cooeviuieiiiiiieieee

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

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision)
e D Temporary disability (accident and sickness)
i D Stop loss (large deductible)

b D Dental c D Vision d D Life insurance
f D Long-term disability g D Supplementat unemployment  h D Prescription drug
j D HMO contract k D PPO contract I D Indemnity contract

m[>__<] Other (specify) PVoluntary Accident Insurance

9 Experience-rated contracts:
a Premiums: (1) AMOUNT rECEIVED ......ccovmimeomeeriirircer e ar s 9a(1)
(2) Increase (decrease) in amount due but unpaid................c.ccoonveinnnn 9a(2)
(3) Increase (decrease) in unearned premium reserve .. 9a(3) B
(8) EAMEA (1) + (2) - (3))-re-eeereeressceersessereressesressesseressseeeeesssressassssoessssssseneses e | 9a(4) 0
b Benefit charges (1) Claims paid...........co.eoeereerrrmrereenrseeceerereeresseeeeeenecns 9b(1)
(2) Increase (decrease) in ClaiM rESEIVES ...........cccvvverimicrensieveinecseecees 9b(2)
(3) Incurred claims (Add (1) AN (2))-.- e reerreerrrnrrireeeereentest et ssesscs s s sasess et s saes e sssesnsensemsnssnsssnnss 9b(3) 0
(4) Claims charged | 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....vveveeiesesereeeeercinreseseieestnacscasisassseenss e eerancasssaees 9c(1)(A)
(B) Administrative service or other fEes........ccoeeirencecrincevceceinenns 9c(1)(B)
(C) Other specific aCQUISIION COSES ...........ecurrreceeeriecreresmiereaeceeaeeces 9¢c(1)(C)
(D) Other expenses ... B ) 9¢(1)(D)
(B) TAXES .oooroveee e erenssenesssssesessnssecss e eesb s s ressare s 9c(1)(E)
(F) Charges for risks or other CONtNGENCIES...............wccrrrrrvemreersneeenes 9c(1)(F)
(G) Other retention CRATGES ............ewveeeeeeeeeeesseneasnsesce s osenesesssseeas 9c(1)(G)
(H) TOLAI TELENHON ..ottt ce bbb b bbb bbb bt 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or [:l credited.).................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) CIRIM FESEIVES ......e.ceocvieeseee e erasee e ece et s ees e e e e e s s s bbb b e s 9d(2)
(3) Other reserves 9d(3) B
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .........ccoooooenene. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAITIEN .........ccccoi it e 10a 5,155
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.
| PartIV | Provision of Information . B
11 _Did the insurance company fail to provide any information necessary to complete Schedule A?............. |1 Yes B No

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




SCHEDULE A i
Insurance Information 10
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor i
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
* For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
THE LANE PRESS, INC. WELFARE BENEFITS PLAN plan number (PN) > 509
" C Plan sponsor's name as shown on line 2a of Form 5500 o D Employer Identification Number (EIN)
THE LANE PRESS, INC. 03-0136330

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

Reliance Standard Life Insurance Company

(e) Approximate number of Policy or contract year
{c) NAIC {d) Contract or
(b) EIN code identification number persons Govered dhend of (f) From (g) To
policy or contract year
36-0883760 68381 LTD 134567 135 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in
____descending order of the amount paid.

(a) Total amount of commissions paid {b) Total amount of fees paid
2,648 947

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
Richards Incorporated

PO Box 820
Brattleboro VT 05302
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
2,648 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Combined Services LLC
2 Delta Drive Suite 301

Concord NH 03301

Fees and other commissions paid

(b) Amount of sales and base
commissions paid __ (e) Amount (d) Purpose (e) Organization code

Administrative Fee

947 3

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
{c) Amount {d) Purpose code

comrmissions paid

(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
{c) Amount {d) Purpose code

commissions paid

(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 l (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part I | Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the general account at year end

................................................ 4
5 Current value of plan’s interest under this contract in separate accounts at yearend..........coocooevevveenn... . _L 5

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

D PremiUms Pait t0 CAITEN ......o.cveveceeieeeceeeeee s eeeeee et et et et eete st saeaes et eb et bbb ests s essssassasasebsesessssasassessesnseesssceraners 6b
C Premiums due but unpaid at the end of the year 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount. ...
Specify nature of costs P
€ Type of contract: (1) |:| individual policies (2) D group deferred annuity
(3) [] other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: N D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other P
b  Balance at the end of the PreVIOUS YEAT...........etirwrreeieie et ettt et tsee e sttt st msaae | 7b 0
C Additions: (1) Contributions deposited during the Year ..............ccccoceciveeeenes 7c(1)
(2) Dividends and credils...........ccccocovriiciiiiininiee e
(3) Interest credited during the year ...
(4) Transferred from separate account...
(5) Other (specify BElOW) .........ccoeiiiiiii e
»
(BYTORAI AUGIIONS ....o...eooceoeeee oo eet e se e ceaessa e bs s s bas s s s st nat et e ent b 7¢(6) 0
d Total of balance and additions (add liNes 7b @nd 7C(B)). ..........coveervirrrrereercerreaseenrereseaemsmssesessssesesersssescsessssssonns [ 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) |
(2) Administration charge made by carrier ........cc...covniiiiiicieeen ; 79(2[ I -
(3) Transferred 10 SEPArate ACCOUNL ......... ... rremrecerseeeemceseecemereeeesemssescocones L 7e(3) | -
(4) Other (SPECITY BEIOW) ....oe.cevreeeieeeeeecis oot en b s s 7e(4)
4
(5) TOMA! AEUUGHONS ........veeoereeeeeerseeseeeeseseeeeeesesessseeseeeseeseemaseseesaeseeesses s sesensess s s ses s sessennses st ens et arss 7e(5) 0
f Balance at the end of the current year (subtract line 7e({5) from line 7d) .........ccooieroreruereriieeeeeeeecieressasneeeee e | 7 0
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Part Il

Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) Amount received .........ooveiiiiiiniininiiic e, 9a(1) o |
(2) Increase (decrease) in amount due but UNpaid...........ccocooereeerireerenne. 9a(2)
(3) Increase (decrease) in unearned premium resServe .............ccoeceeene 9a(3)
(4) EBMNET (1) + (2) = (3))-cevsererrsesseerioreeeesseresmseseeossssssssssoeeemsneesseeeesss | 9a(4) 0
b Benefit charges (1) Claims paid - |
(2) Increase (decrease) in claim reserves
(3) Incurred claims (@dd (1) AN (2)) .- oottt ettt 9b(3) 0
(4) ClAIMS CRAMGEM .......ooeeceei ettt et et et e bt et 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....eoviveeeeteceieeieieiscetee ettt seeee e eeae oo eaeeeneas 9c(1)(A)
(B) Administrative service or other fees..............coorveeerrrveecersresenennon. 9c(1)(B)
(C) Other specific acquisition COStS ...........cccoveiiicciiniieecn e 9c(1)(C)
(D) Other EXPENSES .......oveureerririreeninteeeerseaeenteeernaesssseesseesenseessassssons 9¢(1)(D)
(E) TAKES 1oeooeeeeeecee e ene sttt 9c(1)(E)
(F) Charges for risks or other contingencies... .. | 9¢(1)(F) o B
(G) Other retention CRATGES ............c.coevcvereeeererntens et ssssisensenens 9¢c(1)(G)
(H) TOUAI FEENTION .....ocvoeeee ettt ss st eeens e ces s emeeses e ees et aa s e snsaeasaaseesce s e st rea v et sererenenncsesres 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)......cccc.ce.. 9¢(2) B
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) CIIM TESEIVES ..uueueeiereriireeesisiieesiseessessesesesesets s seseeasee sttt seae e et e e as e s eb b eeh et s eeasa s s b saeneserees 9d(2)
(3) Other reserves....... 9d(3) -
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccovoeicvvuecnnnncn. 9e
10 Nonexperience-rated contracts:
@ Total premiums or subscription charges paid to CAITIEN ............ooi.eueieieieeeiee e e e ease e seaen e 10a 21,735
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 I, line 2 above, report amount...........c..cccecen. 10b
Specify nature of costs.
|_PartIV_| Provision of Information - -
41 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes | No -

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation b Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024 o
A Name of plan B Three-digit

THE LANE PRESS, INC. WELFARE BENEFITS PLAN plan number (PN) » 509

) C Plan sponsor's name as show;1 on line 2a of Form 5500 D Employer Identification Number (EIN)
THE LANE PRESS, INC. 03-0136330

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 1ll can be reported on a single Schedule A.

1 Coverage information:

(a) Name of insurance carrier

Reliance Standard Life Insurance Company

N Approximate number of Palicy or contract year
(c) NAIC (d) Contract or (e)
b) EIN e d at end of
(b) ) code identification number pe;;zﬁcr:l;;rozz:ﬁragt :garo () From (9) To
36~-0883760 68381 GL 166807 127 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in
descending order of the amount paid. .

(a) Total amount of commissions paid (b) Total amount of fees paid
3,933 3,182

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
Richards Incorporated

PO Box 820
Brattleboro VT 05302
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
3,933 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Combined Services LLC
2 Delta Drive Suite 301

Concord NH 03301

Fees and other commissions paid

(b) Amount of sales and base
commissions paid (¢) Amount (d) Purpose (e) Organization code

Administrative Fee

3,182 3

For Paperwork Reduction Act Notice, see the Instructions for Form §500. 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 cixle

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

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

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

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

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

Fees and other commissions paid (e)

{b) Amount of sales and base Organization
commissions paid (c) Amount ~ (d) Purpose code
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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. B
_4_ Current value of plan’s interest under this contract in the general account at year end .........cocococvviicnirnncinineeennnen. i
5 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
D Premiums Paid 10 CAITIET .........ereerveeereeeeseeeseese s scssetas s s cssscisses et esesss s s cmsne et sssaesmencsses e sreaeeesnesnissen 6b -
C Premiums due but unpaid atthe end ofthe year..................... 6¢c —
d If the carrier, service, or other organization incurred any specific costs in connection w1th the acquisition or 6d
retention of the contract or policy, enter amount. ... e I
Specify nature of costs P
e Type of contract: (1) D individual policies (2) |:| 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 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: m D deposit administration (2) |:| immediate participation guarantee
(3) D guaranteed investment (4) D other P
b Balance at the €nd Of the PrEVIDUS Y8 .............c.ooveieeteeeeeeieeeeeeeer et eeeesevesseeeeseaeseesaneeeesesseesasesasmasessnannnanssssansacas | 7b 0
€  Additions: (1) Contributions deposited during the year .... _Tc(1)
(2) Dividends and Credits................oouermveeeiemeiiseesereceenessscssesssescssemeess e cencsnces 7¢(2)
(3) Interest credited dUNG the YEAT .........ccc.cooevervieerieee e esseees s srnses 7¢(3)
(4) Transferred from separate account... 7¢(4)
(5) Other (SPECITY DEIOW) .__.........uveeieereeeeeceeee e eeereses e meess e asesesss s eessnes 7¢(5)
4
(B)TOUAI AATIIONS ....oeoveeveceeee ettt ete s casenaess b ss s s s s s ses s eb s s oo rme e em e nt s st 7¢(6) 0
d Total of balance and additions (add lines 7b and 7G(B)). ......ccco.ecreririmriereuriuesaeeeeeeeeemeies et ememesssaseacasessssesssneeeas | 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1} 3
(2) Administration charge made by CaITIET .............c..coeuevrevuevvesiireres e 7e(2)
(3) Transferred to Separate CCOUNL ..........co...ovcervererirveeererieesrirsereeesenensesses 7e(3)
(4) Oer (SPECHY DEIOW) .......cvvveeeeeceereeceees e veeeeeesssvenass e eeea s mansenesennm e 7e(4)
4
(5) TOLAI AEAUCHONS ..........o.vvovvveieeeeeeteeeissessassaessscssses e sess s s s s st sese e sae s bbb eam bbbttt 7e(5) 0
f Balance at the end of the cumrent year (subtract line 7e(5) from lin@ 7d) .......coocecniuecncneinioccicscecriseecreeceees ‘ 7f 0
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Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m Other (specify) PAD & D

9 Experience-rated contracts:

@ Premiums: (1) AMOUNT FECEIVED ......c.coveerirrieeiicii e en s senaens 9a(1)
(2) Increase (decrease) in amount due but UNPaId.............coceeerireecrcrirennne 9a(2)
(3) Increase (decrease) in unearned Premium rESEIVe ........ccviveeeernreins 9a(3) | -
(8) EAMNED ({1) + (2) = (B))-evvevreeeveveemmmeesoeeeeeeeseeeeeeseeeeeeeeeseeeesseseeeseomsses s eeessssmssasssssssssss s sssesmssse s seeessnees | 9a(4) 0
b Benefit charges (1) Claims paid. .............o.coooooooooii 9b(1)
(2) Increase (decrease) in Claim ESEIVES .........ccuvurucveorieureeceierireserereerees | 9b(2)
(3) Incurred claims (Add (1) @NA (2))...ccoriierieie ettt s bbbt 9b(3) 0
(4) ClAIMS CRAIGEA ......oeeereiee ettt ettt bbbt s e e p b e s e s e nens 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMISSIONS ......oottiviieieiieins ceteaeteeanecsennesssssanseesesesesereraebeneaen 9c(1)(A)
(B) Administrative service or other fees ...........oveureriricemeneeerceeene 9¢(1)(B)
(C) Other specific acquisition COSES ........ccooiiiiiiiiie i 9c(1)(C)
(D) OtEr BXPENSES ...oo.veceeeeeeeeaeseeeeeeeeeeesesseeesesesees s eeseneas e eneae 9¢(1)(D)
(E) TXES .o eeeeereesseesees oo s ess e sesssssesess s sessssesessenenes 9c(1)(E)
(F) Charges for risks or other contingencies.............co.oveeeervvereeereov. 9c(1)(F)
(G) Other retention CRAIGES .........coeeieeeeeeeeieeerecesessessesiesesassessesssesenon 9c(1)(G)
(H) Total retention - 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or|:| credited.) ...t 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) ClAIM FESEIVES ...o.vuieiiiuis i eeee et ee ettt esoess s st s b s as et e et ahse et e b e e ch e bt st aesteae e bsaasstmr e bscaene 9d(2)
(B) OFHEI FESEIVES........oome ottt ceeeie et s e e seses s sssas s st s e e e raesch e et s et et b b e an e br s et esesemeanen e e s eremeaneenenentrenen 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .........oooveeirnnnnens 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAITIET........cc.cocovriariiiciiinici e 10a I 52,165
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 I, line 2 above, report amount. .......................... 10b o

Specify nature of costs.

| PartlvV | Provision of Information

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

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




