Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

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

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

2024

This Form is Open to Public

Inspection

Part |

Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 01/01/2021

and ending  12/31/2021

A This return/report is for:

B This return/report is:

D a multiemployer plan

a single-employer plan
D the first return/report

D an amended return/report

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

employer information in accordance with the form instructions.)

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

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

D Check box if filing under:

[ ] Form 5558

D special extension (enter description)

D automatic extension

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

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

Part Il

Basic Plan Information—enter all requested information

1a Name of plan

KILLDEER MOUNTAIN MANUFACTURING INC DENTAL PLAN

1b

Three-digit plan
number (PN) » 502

1c

Effective date of plan
01/01/2017

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

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

233 RODEO DR
KILLDEER, ND 58640

2b

Employer Identification
Number (EIN)
45-0402475

2c

Plan Sponsor’s telephone
number
701-456-2801

2d

Business code (see
instructions)
336410

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. 08/05/2025 BRANDON SICKLER
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 08/05/2025 BRANDON SICKLER
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 151
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) 151
a(2) Total number of active participants at the end of the plan year ... 63_(2) 168
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 168
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4D
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __2
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A
(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 01/01/2021 and ending  12/31/2021
A Name of plan B Three-digit
KILLDEER MOUNTAIN MANUFACTURING INC DENTAL PLAN plan number (PN) > 502

C Plan sponsor’s name as shown on line 2a of Form 5500
KILLDEER MOUNTAIN MANUFACTURING INC

45-0402475

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

COMPANION 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
57-0523959 77828 VDL NDTV35017 0 01/01/2021 12/31/2021

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

7119

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

AZURANCE GROUP INC.

4510 13TH AVE SW
FARGO, ND 58121

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

4747

3

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

DIRECT BENEFITS, INC

7900 INTERNATIONAL DRIVE #1040
BLOOMINGTON, MN 55425

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2372

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
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Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 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 29291
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2021 and ending  12/31/2021
A Name of plan B Three-digit
KILLDEER MOUNTAIN MANUFACTURING INC DENTAL PLAN plan number (PN) > 502

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

KILLDEER MOUNTAIN MANUFACTURING INC

45-0402475

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
DELTA DENTAL OF MINNESOTA

(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
41-0952670 55304 100682 323 05/01/2021 12/31/2021

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

10327

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

AZURANCE GROUP INC.

4510 13TH AVE SW
FARGO, ND 58121

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

7944

3

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

DIRECT BENEFITS, INC

55 EAST 5TH STREET
SUITE 500
SAINT PAUL, MN 55101

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2383

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 91954
(2) Increase (decrease) in amount due but unpaid .............cccocccevrveennnee. 9a(2) -136
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMEA ((1) # (2) - (3)) evvvreveerereeeeeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeee e e ee e eee e ee e eeiee ettt e ettt nsesneees | 9a4) 91818
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 56908
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 2688
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 59596
(4) ClaIMS ChAIGEA........veeeeeeeeeeee et e e ee e ee e en e ene e n s ene e nanannas 9b(4) 59596
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMIUSSIONS ......cveeeeivieeetceceeeeeee e teeees et s e seasnesesesenes 9c(D)(A) 10327
(B) Administrative service or other fees ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 12627
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(E) TAXES.. ettt 9c(1)(E) 918
(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) 23872
(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 ......vvvteeisii ettt ettt ettt sttt ettt s bbb s e se s bbb e b et e et es bbb e se et b e b e st es e e e s s s esenens 9d(2) 2688
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 0
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




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

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

1210-0089

and 4065 of the Employee Retirement income Security Act of 1974 (ERISA) and g5
s tmiaty:stabiod b sections 6057(b) and 6058(a) of the Intemnal Revenue Code (the Code). 20
Department of Labor » Complete all entries in accordance with
E"“""Vmﬁa‘:ﬁ‘" iy the instructions to the Form 6500. 4 OZ{
Pension Benefit Guaranty Corporation This Form is Open to Public

Inspection

I Part | JAnnuaI Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning  01/01/2021

andending 12/31/2021

A This retum/report is for: [I a multiemployer plan

@ a single-employer plan

B This retum/report is: [] the first retum/report
D an amended retum/report

D a multiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)

[] a OFE (specity) __

D the final return/report

U a short plan year retum/report (less than 12 months)

C ifthe plan is a collectively-bargained plan, checkhere. . . .. ..... ... ..................... J T n

D Check box if filing under: D Form 5558

U automatic extension &] the DFVC program

D special extension (enter description}

E Ifthis 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

KILLDEER MOUNTAIN MANUFACTURING INC DENTAL PLAN

_ 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)

1b Three-digit plan
number (PN) » 502

1¢ Effective date of plan
01/01/2017

2b Employer identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 45-0402475

KILLDEER MOUNTAIN MANUFACTURING INC

233 RODEO DR

KILLDEER ND 58640

2C Plan Sponsor's telephone
number
701-456-2801

2d Business code (see

instructions)
336410 -

Caution: A penalty for the late or incomplete filing of this returnireport will be agsessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, ! declars 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 bslief, it is true, comrect, and complete.

T e
SIGN 72,\,\3*/‘* B

[08/05/2025 |Brandon Sickler
HERE e e = ——— s
| Signature of plan administrator | Date | Enter name of individual signing as plan administrator
— -:) s ’,-"f / —

el > 8/S/2S | Rranden Sickier

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

Pian administrator's name and address E Same as Plan Sponsor

3b Administrator's EIN

3¢ Administrator’s telephone

number
4  if the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last retum/report:
a Sponsor's name 4d PN
€ Plan Name
5  Total number of participants at the beginning of the plan year 5 ] 151
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 planyear ... 6a(1) 151
a(2) Total number of active participants at the end of the PIAN YBAI ..ot cser st coree s samens s nreees 6a(2) 168
b Retired or separated participants receiving DeneflS . ... .. e 6b 0
¢ Other retired or separated participants entitied to future benefits ... 6c 0
d Subtotal. Add iNes BA(2), 61, BN BC. ........oveeeeeeeee et ettt s oa et st es s e messeses s amees s ssansssnsstars e et besassesmaneansanenan 6d 168
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... e
f Total. Addlines 6d and Be. ...t ene 6F
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
a( COMPIEIE TS MOIM) ..ottt et et ean s mese et s eaeem e ansassenammnensssmteseaans et ssmseeassssansmsmnans 9
() Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 COMPIELE TNES IHBIM) ...t e et et eta s m e e ta s be e e sdeaseasesssaese £ ensa e esseammamsmnnscamses s eemdsssessa e smsaneneesane et mnn _6_9(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1885 than 1000 VESEO ..o oo oot ressrsemaeeaseemaseeesaesesseaees seeeesee s easeas e E ettt rene 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 1f the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4D
9a Plan funding arrangement (check all that apply) 9b Pilan benefit arrangement (check all that apply)
1) X Insurance {1) insurance
{2) Code section 412(e}(3) insurance contracts {2) Code section 412(e)(3) insurance contracts
3) Trust {3) Trust
{4) General assets of the sponsor {4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are aftached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
4} D R {Retirement Plan information) {1) D H (Financial Information)
. 2 1 (Fi ial Infi fion — Small P|
@ [] M8 (Muliemployer Defined Benefit Plan and Certain Money @[] 1 (Financil iformation — Small Fen)
Purchase Plan Actuarial Information) - signed by the plan (3) E} A (Insurance Information) — Number Attached __ 2
actuary {4) D C (Service Provider Information)

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

4) D DCG (Individual Plan information) — Number Attached {6) D G (Financial Transaction Schedules)

{5) D MEP (Multiple-Employer Retirement Plan information)

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



Form 5500 {2024) Page 3

' Part It | Form M-1 Complia;c: Information (to be_cmomplete_a E;w—;ﬁér; bene?’n-bla;ss N

41a If the plan provides welfare benefits, was the pian subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
L 1 (13 1 VI I B - No

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

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

4 1 Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the_ib24 Form M-1 annual report, enter the
Receipt Confimation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure o enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)}

Receipt Confirmation Code




SCHEDULE A 1ati
Insurance Information VB 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 >
Employes Benefits Security Administration File as an attachment to Form 5500.
Reriion Ban=l Guariedy Corporaion } 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 01/01/2021 and ending 12/31/2021
A Name of plan B Thres-digit
KILLDEER MOUNTAIN MANUFACTURING INC DENTAL PLAN plan number (PN) D 502
C Ptan sponsor's name as shown on line 2a of Form 5500 D Empiloyer identification Number (EIN)
KILLDEER MOUNTAIN MANUFACTURING INC 45-0402475

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 | and lll can be reported on a single Schedule A.

4 Coverage Information:

{a) Name of insurance caimier

Companion Life Insurance Company

{e) Approximate number of Policy or contract year
(b) EIN e Ccaioaon smber REIEOMS coVeredict enid ol () From (@) To
policy or contract year
57-0523959 77828 VDL NDTV35017 0 01/01/2021 12/31/2021

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

7,119 0

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

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

Azurance Group Inc.
4510 13th Ave SW

Fargo ND 58121

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

4,747 3

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

Direct Benefits, Inc
7900 International Drive #1040

Bloomington MN 55425
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
2,372 3
For Paperwork Reduction Act Notice, see the Instructions for Form 6§500. Schedule A (Form 5500} 2024

v. 240311
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Page 2 —I I

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

Fees and other commissions paid

{e)

{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
{(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid {e)
{b} Amount of sales and base Organization
commissions paid {c} Amount {d) Purmpose oy
= (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 goode
(a) Name and address of the agenl, broker, or other person {o 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 gcode
o (a) Name and address of the agent, broker, or other person to whom commissions or fees were paid o
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

Partli | 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 Cument value of plan’s interest under this contract in the general account at yearend ..........ocoooooreoreicoross e 4
5 Current value of plan’s interest under this contract in separate accounts at year end........o..coooooecnccennitccnecnnes 5
6 Contracts With Allocated Funds:
a State the basis of premium rates b
B Premiums PAIH 10 CAMIBT .. ..o ee oo oot eestseemeses s taesranns b s b s eassenss s essaamaresssranmanssss s sensres e 6b
¢ Premiums due but unpaid at the end of the Year............ e er e e 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, @nter AMOUNE. ...............coooo it et ae e e et enae s s meeeeie
Specify nature of costs ¥
€ Type of contract: (1) [:] individual policies (2) D group deferred annulity
@) [] other (specify) ¥
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type of contract: (1) r_l deposit administration 2) D immediate participation guarantee
3) D guaranteed investment 4) D other P

b Balance at the end Of the PIEVIOUS YBBI . . ... it sttt eaet s | 7b 0
C  Additions: (1) Contributions deposited during the year ................c.ccccoeee.e. 7c(1)

{2) DIVIENGS AN CTOARS ... e eeeeeeeesesee e s eeeesseeeresseseesesn s seee 7c(2)

{3) Interest credited during the year ....... .| Te(3)

(4) Transferred from separate acCOUNt_..............c..cocooooveeviieeeeeeeeeeeeeeeeeans 7c(4)

{5) Othar (SPECITY BBIOW) ........coimeceeeeeeer et s sese e s s s e s emneen 7¢(5)

»

(BYTOMAE BOAIONS ... .o oot eee e oo ee e eeeeeeaees e e st oot eee e s ens e et sees e se s seme et esnseemmes e 7¢(6) 0
d Total of balance and additions (add lines 7b and Z(8Y). ... oot eeeeeene e | 7d c

& Deductions:

f

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

(2) Administration Charge made DY CAITIOT ..............ovoeeeeeeeeeeeees oo eeeereenen 7e(2)

(3) Transferred to SEPArate ACCOUNME .............ccooveveeeeerre oo seeeneseereeneseeensnee 7e(3)

{4) O {SPECHY DOIOW) ..o oo seee e ees s ene s ene s Te(4)

»

{5) TOMBI ABOUCHONS ..ottt et et e s s s e s e maeeess e necoesen e ar s et entesrne e e s st e amaennren 7e(5) 0

Balance at the end of the current year (subtract fine 7e{5) fromline 7d) .............ooiiiiiiiiiiiteeeas [ 7f 0




Schedule A (Form 5500) 2024 Page 4

Part lll | Weifare 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 contracls are experience-rated as a unit. Where contracts cover individual
employses, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

h Benefit and contract type {check all applicable boxes)
a D Health (other than dental or vision) b @ Dental c ﬂ Vision

i [] Stoploss (large deductible) j [] HMO contract k [] PPO contract
m D Other (specify) ¥

d I:] Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment  h D Prescription drug
ID Indemnity contract

9 Experiencertated contracts:
@ Premiums: (1) AMOUNETECEIVEA ..o oot eeee oo ene 9a(1)
(2) Increase (decrease) in amount due but unpaid......................cocooeee. 9a(2)
{3) Increase (decrease) in uneamed premium reserve ... 9a(3)
(4) EQMed (1) + (2) = (3))..voeereoeeervooeeemeeeeeeeeesee e enee oo ennneneae et | 9a(4) R
b Benefit charges (1) Claims paid........._...... — | 8b(1) | -
(2} Increase (decrease) in claim reserves ... 9b(2)
(3) Incurred claims (add (1) and (2))..... e | 8D(3) 0
(4) CHAIMS CHAIGEU ..o e e e e e esare v eemass s s sas asmeses s snea e e enensnscas s ssssnassasreenrasasemsmssenssmnseonne J_ _8b(4) o
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A COMMISSIONS ... e 9c(1)(A)
(B) Administrative service or other fees .... ~ | 9¢(1)(B) )
(C) Other specific acquisSition COStS ... oo | 9c(1)}C) o
(D) OtNOT BXPBNSES ... seeeee e ee e eeeeseneen 9¢c(1)(D)
(E) TAXES ...oooeoeoe oo receeene e ceceess e ces s e 9c(i)}E) |
(F) Charges for risks or other contingencies......................... | 9¢{1)F)
(G) Other retention charges 9c(1}G)
(H) TOUGE FEIBIEOM e eeeeeeereeeseeeeeseseeneeesee s essesssssesesesreeseeseesssaseseseseesseseeeereseresereres | 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orﬂ credited.)................ 9¢c(2)
d Status of policyhoider reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2 CHAIM FESGIVES ... ... eaeneses s eseaeneeerseanseessesmsaeesseesssossemessssessamensemeseme 1o smmeeeseeeemseeemrmeseeetmeaseteeememsmsronn 9d(2)
(B OUNBE TESBIVES........ceeeeeeeeeeeeeseeeeeeeeeeeeeeeeeeamereseeveereeeesearseeesessatsmemermemnanseoeseseeseoeseesmerenmmea vesomensaereeemsmeeesenenomene 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount enteredinline 9¢(2).) ...............cc.o.o...... e
10 Nonexperience-rated confracts:
@ Total premiums or subscription charges paid to CamMEr.... ...ttt 10a 29,291
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.
| PartlV_| Provision of Information B
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes E&'} No -

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Depariment of tha Treasury This schedule is required to be fited under section 104 of the
internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
mﬁmﬁmmm P File as an attachment to Form 5500.
Fension Benefil 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 01/01/2021 andending 12/31/2021
A Name of plan B Three-digit
KILLDEER MOUNTAIN MANUFACTURING INC DENTAL PLAN plan number (PN) ) 502
C Pian sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
KILLDEER MOUNTAIN MANUFACTURING INC 45-0402475
| Partl | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

| on a separate Schedule A. Individual contracts grouped as a unit in Parts !l and iil can be reported on a single Scheduis A.

4 Coverage Information:

{a) Name of insurance carrier

Delta Dental of Minnesota

{e) Approximate number of Policy or contract year
NAIC {d) Contract or
{b) EIN (c) g Lo persons covered at end of
code identification number policy or contract year {f) From {g) To
41-0952670 55304 100682 323 05/01/2021 12/31/2021

2 insurance fes 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

10,327

3 Persons receiving commissions and fees. (Complete as many eniries as needed fo report ali persons).

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

Azurance Group Inc.
4510 13th Ave SW

Fargo ND 58121
{b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
7,944 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Direct Benefits, Inc
55 East 5th Street
Suite 500
Saint Paul MN 55101
{b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount (d) Purpose (e) Organization code
2,383 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

(a) Name and address of the agenl, 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 codo
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Partll | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be {reated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general accountat yearend ...............ccoccovveiieeicevceeeennenn, 4
5 Current value of plan’s interest under this contract in separate accounts at year end..............ooooooiimiia. 5

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

B Premiums PRI 10 CBITIE .......o..ooooeooeoeeeee oot eee oo et reeeea b er e e eemem e st s emsememetenbass et aemess st sesnasass s st enassesasssneastaen 6b
¢ Premiums due but unpaid at the end of the year 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 amOUNL. ...t e s
Specify nature of costs
e Typeof contract. (1) D individual policies (2) D group deferred annuity
@) [] other (specify) P
f ifcontract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unaliocated Funds (Do not include portions of these contracts mainteained in separate accounts)
a Type of contract: {1 D deposit administration ) D immediate participation guarantee
3) D guaranteed investment 4) D other ¥
b  Balance at the end 0f the PreVIOUS YBAI ... ... oo oottt et s et et samss e msamsseess st emssass b seensenes [ 7b
¢ Additions: (1) Contributions deposited during the year ... 7c(1)
(2) DIVIAONTS and €IS ............veeece oot eeeeeeee et eeees e e emne s enes 7¢(2)
(3) Interest credited during the YEar ..................coo.oooecivvocviceeee e Te(3)
(4) Transferred from separate account ................c...ccovvveooveeeveeeereeeesnnene. | 16(4)
(5) Other (SPECHY BEIOW) .. ... oot seae s 7c(5)
| 4
(B)TOMAL BOGHIONS ...t ene oo eeme et eeeees et e b e e eee s emeemeessese e eemeees s seoetsevseesessomeeserenmaseeeseasereamemnes 7¢(6)
d Total of balance and additions (add iNes 7B @NG 7E[6)). ...........o....ormeemerieers et mm st sn s | 7d
€@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7Te(1)
(2) Administration charge made bY CAIET ..............oo v, 7e(2)
(3) Transfermed t0 SEPArate ECOUN .............oowerveeeeeeeeess e eeeeeee s eereeseeeseemerenes 78(3)
(4) Other (specify beIOW) ... Te(4)
>
(5) TO! AEOUCTIONS ... ..ot ee st eem e caee s e eme et n s esseanes seneanaeas Te(5) 0
f Balance at the end of the current year (subtract line 7e(5) from lin@ 7d) ... | 7f 0
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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) B
a D Health (other than dentat or vision) b ﬂ Dental [ D Vision d ﬂ Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g H Supplemental unemployment h H Prescription drug
i H Stop loss {large deductibie) j H HMO contract k D PPO contract { H Indemnnity contract
m D Other (specify) »
9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECBIVED .............oooeoeeeeeeeeeeeeeeeeeeeeees oo 9a(1) 91, 954
(2) Increase (decrease) in amount due but unpaid ... . 9a(2) _ -—136
(3) Increase (decrease) in uneamed premium reserve ............................. 9a(3)
O K R v L ) ) N e 98(4) 91,818
b Benefit charges (1) ClaIMS PAIG..................ocevvceereecrarsersssaeerecmeeseseeme e 9b(1) o 56, 908
(2) Increase (decrease) in ClaiMm FESBIVES .......o..c.ooveveeeeeeeeeeeeeeeeeeeeeeesraeen 9b(2) 2,688
(3) INCUTED CIAIMS (A0 (1) BN (2. e oot eeeeeeeeeeees e eesees s ereesemeeeeresemmeeseresees o e e eees [ 9b(3) 59,596
{4) CIAIMS CRBIGEM ...........ovoevereeeneereeeessseesvssssss eressess sessassssesssn s sessssssaesassessesssre s sssesssss o sessressssnms res e senssessees | 9b(4) | 59,596
¢ Remainder of premium: (1) Retention charges (on an accrual basis) - - !
(A) COMMISSIONS ... 9c(1)(A) 10,327
(B) Administrative service or other fees ............o.ooooeeeveevevce e, 9c({1}(B) 12,627
(C) Other specific BCUISHION COSS ... oo oo oo 9c({1)}(C)
(D) Other BXPENSES ... ..ot eeeeaet et s sent e 9¢c(1XD)
(E) TBXES oot eeee e reeeeeeeeeee s e emes e eeeeesenteseeeeene st enees 9c(1){E) 918
{F) Charges for risks or other contingencies..........cccccvvceavecmrrerseneeveenns 9c(1)(F)
(G) Other retention charges.......................... 9c(1)}G)
(H) TOMBITEIBIEON ... e eee e e s eeese oo sseeeeeeseereeeeeesesrms s esees s sanmes e ser s emseneens 9c(1)(H) 23,872
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or r] credited.).......cco...n.. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement . ... 9d(1) B
(2) CHAHTI TOSOIVES ... e eeeeee e eaeemeaeseeasoeeeesememeae s seasaessasssssseanesanasesesnasssamasesemeaeasanaseanas 9d(2) 2,688
(3) OUNEE FESBIVES ... eeeeceeec et caerereae rea et ae et e e e et s mraesecr s s svmeesas e s s s aneanesas s b et e e e omene s m et eee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2).) ..c......ooooceeainnee. e
40 Nonexperience-rated contracts:
a Total premiums or subscription Charges Paid t0 CAITION.........c....co.ewereererversmsereresrrsessssasssssemrcessesesessas semssessnseonss 10a 0
b Ifthe 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...............ccco........ 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?.............

E Yes

¥ No

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







