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). 2023

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending  12/31/2023
A This returnireport 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 the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)

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

D Check box if filing under: D Form 5558 |:| automatic extension @ the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . . ........................ » D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 502
KILLDEER MOUNTAIN MANUFACTURING INC DENTAL PLAN number (PN) »
1c Effective date of plan
01/01/2017
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)
CitE or town, state or province, count%, 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 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 (2023)

v. 230707




Form 5500 (2023) Page 2

3a Plan administrator's name and address B] 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 ‘ 237
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(l) Total number of active participants at the beginning of the PIan YEAr ..........coociiiiiiiiiiii e 6a(1) 237
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 0
b Retired or separated participants reCeiving DENETIS .........ouiii i 6b 0
C Other retired or separated participants entitled to future DENEfitS...........ccviiiiii e 6C 0
d Subtotal. Add liNes 6a(2), BB, AN BC. ........cc.eeiiiiiiiice et 6d 0
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ococeviiiiiieiiiiecenne. 6e
f o= o (o I g 1=t To B Ty Vo YOS 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 (oo 0] o] (o TN (=) 1 1) O S POPTPO PRSPPSO 9
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 (oo 0] o= (o TN (=) 1 1) S PPOUTPO PR TR PRPPPO 69(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thAN 100Y6 VESTEU ........eveceeieie ettt sttt et sses s ns s et et esses et sns st ens st es st ettt s ense st nsaneans 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)
1) 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 cCheck 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
1) D R (Retirement Plan Information) 1) D H (Financial Information)
) ) ) ) 2) D I (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached
actuary 4) D C (Service Provider Information)
3) D SB (Smgle—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)



Form 5500 (2023) Page 3

Part Ill | 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.) woooverneeereerinenenee e [] Yyes [¥ No

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

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

11c Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required to file the 2023 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2023 or fiscal plan year beginning  01/01/2023 and ending ~ 12/31/2023
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 D Employer 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 Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier
DELTA DENTAL OF MINNESOTA

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
41-0952670 55034 100682 343 01/01/2023 12/31/2023

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

15775 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

Fees and other commissions paid

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

12558 3

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

DIRECT BENEFITS, INC. 55 5TH STREET E
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
3217 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230707



Schedule A (Form 5500) 2023 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

(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




Schedule A (Form 5500) 2023 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

5 Current value of plan’s interest under this contract in separate accounts at year end.............cccccceerevereriereerenerrnnnes 5

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

D Premiums Paid 10 CAMMIET .......c.ccevivieeieeeceeee ettt sttt s st en st s et enen s 6b

C  Premiums due but unpaid at the end Of the YEAI..........ciiiiiiiii s 6¢c

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or PoliCy, ENEr AMOUNL. ........oiiiiiiiiie it 6d
Specify nature of costs P
€ Type of contract: (1) D 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 > I:I
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) |:| guaranteed investment 4 D other P
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens | 7b
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1)
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2)
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3)
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4)
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5)
4
(B)TOtAl AAOIIONS ...ttt e ettt ee s st e e s e e s e ene e et et es e n e s e ees s e e e eteeesannes 7c(6)
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2)
(3) Transferred to separate account . 7e(3)
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4)
4
(5) TOAl EAUCHONS .....eoveeveeceeeeeee e e eses s et ees st eeetess st es e s s e e s en st ses e s s set s nessena et e sntensnensneetansneas e 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans | 7f




Schedule A (Form 5500) 2023 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 ]E Dental (o3 D Vision
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) | D HMO contract k D PPO contract

m D Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET ........cveverivrrieeiiriieseeeseesies e 9a(1) 163431
(2) Increase (decrease) in amount due but UNPaId...........c.cccveveveeereenanns 9a(2) 2244
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 165675
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1) 98987
(2) Increase (decrease) in Claim rESEIVES ...........ccceveveveereeeeieeeeeeeeseeneneas 9b(2) -289
(3) Incurred claims (Add (1) AN (2))...vvevrreeereeirireieseeesseeseessse s es s e s esssess e ss s st ess st esness et en s ees et eneees 9b(3) 98698
() ClAIMS CRAIGEH ...ttt ee et es et en e s e en s s s st n s s naanes 9b(4) 98698
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS .....ovovieeceieeeeeeteeee e er st sen s s 9c(1)(A) 15775
(B) Administrative service or Other feeS........c.coovevvvveveeeieeeeeeneeeeens 9¢c(1)(B) 35088
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(E) TAXES w.vovoeeveeveeeeeese s eeseese st esesse st sesssesnens s enesnes s snesnees 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI TEEEIMTION .......ocvcvesicvteeeiete ettt ettt s et s st s a et s et s et se st s s s et st s s et st s s b s st s e s nees 9c(L)(H) 50863
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES ...ttt ettt e ettt ettt e s ae et es et e s et et e s e s es s et es st e s e sesesean e s s en st esesesesesesean s 9d(2) 3546
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 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..............c.ccceeenes 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




Form 5500 Annual Return/Report of Employee Benefit Plan

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

OMB Nos. 1210-0110
1210-008¢9

m'm me m’y sections 6057(b) and 6058(a) of the Internal Revenue Code (the Cods). 2023
Department of Labor » Complete all entries in accordance with
Employoe Senas Seaiely the instructions to the Form 6500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
\ Part| ] Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning  01/01/2023 and ending 12/31/2023
A This return/report is for: D a multiemployer plan [] a multiple-employer pian (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 retumy/report @ the final retum/report
[] an amended return/report D a short plan year return/report (less than 12 months)

C Iifthe plan is a collectively-bargained plan, checkhere. . ... ... ... ... . ... .........
D Chack box if filing under: D Form 5558 D automatic extension

........................ v [

D special extension (enter description)

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

@ the DFVC program

[ Part li | Basic Plan Information—enter all requested information

4a Name of plan 1b Three-digit plan
KILLDEER MOUNTAIN MANUFACTURING INC DENTAL PLAN number (PN) » | 902
1c Effective date of plan
01/01/2017
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include rcom, 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) 45-0402475
KILLDEER MOUNTAIN MANUFACTURING INC 2¢ Plan Sponsor’s telephone
number
701-456-2801
233 RODEO DR 2d Business code (see
instructions)
6
KILLDEER ND 58640 336410

Caution: A penaity for the late or incomplete filing of this retum/report will be assessed unless reasonable cause is established.

Under penatties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/ireport, including accompanying schedules,
statements and atiachments, as well as the electronic version of this return/report, and fo the best of my knowledge and belief, it is true, correct, and complete.

SIGN _-a/ 5 . 08/05/2025
HERE =28

Brandon Sickler

Sigﬁgt’txm of pian administrator

Enter name of individual signing as plan administrator

Date
SIGN :71_%/},_ %j’_, . 8/5/25_

— S‘,
Diandden Ve & ler—

Enter name of individual signing as employer or plan sponsor

HERE
Signature of employer/plan sponsor Date

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 §500 (2023)
v, 2300728



Form 5500 (2023) Page 2
3a Plan administrator's name and address El Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
4 Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last retum/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 | 237
Number of participants as of the end of the plan year unless otherwise stated (welfara plans complete only lines 6a{1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of aclive participants at the beginning of theplanyear ... ... 6a(1) 237
a(2) Total number of active participants at the end of the plan year ... 6a(2) 0
b Retired or separated participants receiving benefits . . . s 6b 0
c Other retired or separated participants entitted to future benefits ... e 6c 0
d Subtotal. Add lines 6a(2), Bb, AN BC........ ... et ae e eear e e e ae e essnae b e eaeeseneen 6d 0
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... . .....ccooiiiieennn. Be
f Total. Addiines A and B8, ... ... ettt sa et eea e et 6f
1 Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
a(1) COMPIETE IS IHBIMI). ... ettt e et e e e e e ee e e emme e et e en emnanssames s aan s sennnn g
2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
a(2) COMPIBEE HNIS T0BIM). ..o et e e e oot e et e ee s eee et e rea et em e e e ese et e s e s ant e e e et et aeamtaeaneneeeeeaneeean 6912]
h Number of participants who teminated employment during the plan year with accrued benefits that were
1058 than 10096 VESEOA. ..o oeeeo ittt es et semtseeeeeaeeameemseee st s enmcaseasasmssasesemeeeeeesesseemeeaemsmseeensmemenesmaen 6h
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 Cades in the instructions:

b i 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)

(1) Insurance

(2) Code section 412(e){3) insurance contracis
{3) Trust

(4) I General assets of the sponsor

9b Pilan benefit airangement (check all that apply)

) Insurance

{2) Code section 412(e)(3) insurance contracls
{3} Trust

(4) General assets of the sponsor

10

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

@ [

MB (Muitiemployer Defined Benefit Plan and Certain Money

Purchase Plan Actuarial Information) - signed by the plan
actuary

® [

w []
® []

8B (Single-Employer Defined Benafit Plan Actuarial
Information) - signed by the plan actuary

MEP (Mutltiple-Employer Retirement Plan Information)

DCG (individual Plan Information) — Number Attached

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

b General Schedules
n [] H (Financial Information)

@ [] 1 (Financial information — Small Pian)

(3) E A (insurance Information) — Number Attached 1
(4) D C (Service Provider Information)

9%  [] D (DFE/Participating Pian Information)

(6) [1 & (Financial Transaction Schedules)



Form 5500 (2023) Page 3

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

144 If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (Ses instructions and 29 CFR
L7 TR [1] B SR ] B (- No

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

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

14 ¢ Enter the Receipt Confirmation Code for the 2023 Form M-1 annual repodt. If the plan was not required to file the 2023 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be fifed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirnation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULEA i
Insurance information OMB No. 1210.0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Employee Benefits sgtq‘:rfnlf R:'nmmraﬂon P File as an attachment to Form 5500.
Panedon Batifh Gurarky Cofparaion » Insurance companies are required to provide the information This Form is Open to Public
pursuant {o ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending 12/31/2023
A Name of plan B Threedigit
KILLDEER MOUNTAIN MANUFACTURING INC DENTAL PLAN plan number (PN) » 502
C Pilan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
KILLDEER MOUNTAIN MANUFACTURING INC 45-0402475
Parti 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.

4 Coverage Information:

{a) Name of insurance carmier

Delta Dental of Minnesota

(b) EIN (e) NAIC _ {d) Contract or (;Lrso?:smcﬁ::‘earg)dnautn;bnﬁro?f R
code identification number policy or contract year {f) From {9} To
41-0952670 55034 100682 343 01/01/2023 12/31/2023

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

15,775

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

(a) Name and address of the agent, broker, or other person {o 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) Pumpose (e) Organization code

12,558 3

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

Direct Benefits, Inc.
55 5th Street E

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
3,217 3
For Paperwork Reduction Act Notice, see the Instructions for Form §500. Schedule A (Form 5500) 2023

v. 230728



Schedule A (Form 5500) 2023

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
(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 o code
B (a) Name and address of the agent, broker, or other person to whom commissions or fees were paid o o
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 commissians 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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Partil | Investment and Annuity Contract information
Where individuat 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 yearend..............ocoooeeoivececeeseiesisecenn, 4
5 Current value of plan’'s interest under this contract in separate accounts at year end. ............o.cooooovvieeniiicceeeeceeee 5

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

D Promiums PAIH £0 CAITION . ... oot et s e e et ee e e emne et er s emess e emi s et aneesnen 6b
€ Premiums due but unpaid at the end of the year ..... 6c
d  Ifthe camier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract of policy, enter aMOUNt. ... e eeanaa
Specify nature of costs P
€ Type of contract: (1) ﬂ individual policies (2) ﬂ group deferred annuity
3 ﬂ other (specify) P
f iIf coniract purchased, in whole or in part, to disiribute benefits from a terminating plan, check here » |:|
7 Contracts With Unaliccated Funds {Do not include portions of these contracts maintained in separate accounts)
a Type of contract: ¢)) D deposit administration 2 D immediate participation guarantee
3) ﬂ guaranteed investment (4) D other P
b Balance at the end of the Previous YBAI ... ... . oot oot eee e e seeem e e s cmenaes l 7b
C  Additions: (1) Contributions deposited duringthe year ... 7c(1)
{2) DiVIdends aNd CredItS..........oo.v..eveeeeeeereeeeeersesssecescessseeesssss s scsens s s sae 7¢(2)
(3) Interest credited during the Year................coooeoooeeeeeeeeeeeeeeeeeeeeeen 7¢(3)
{4) Transferred from SEPArate ACCOUN ... ..o oo ereneen 7c(4)
(5) Other (SPECHY BEIOW) ......ooc.. oo eeeee s e eaon 7c(5)
4
(BYTOMAI BAGIONS. .......oe.. cereeocees et cae et seas e et ess s ke RS 5 a5 mnn s e e R b5t 7¢(6)
d Total of balance and additions (add NS 7B ANG 7C(B)). —..........cc.occceereereereessoeeeeereoeoeesessssssssssseesssssmsssomsseesseneee | 7d
@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier.. e | Te(2)
(3) Transferred 10 SEPArate @CCOUNE ...............cooweeeoereeeeeeeeer e oo e 7e(3)
(4) Other (SPECIFY BEIOW) ...+ oo ee oo eeeeeee oo teen e et e e s eeee s e eeeenen 7Te(4)
»
(5) TOMBE ABOUCHONS......_. ot eeooeeocoee oo ese e sss e ssas s s s ss s e s s e eee e es oo emn et eemmseeeereeeeneeeeeeneene 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from Hine 7d) .............oooooooveomooioeeeeeeeeeee. |7
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Partlli | 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 employse 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 ﬂ Health (other than dental or vision)
e [j Temporary disability (accident and sickness)
i ﬂ Stop loss {large deductible)
m D Other (specify) P

b [ﬂ Dental

j [] HMO contract

f | ] Long-term disability

c ﬂ Vision
g D Supplemental unemployment  h D Prescription drug
k[ ] PPO contract

d n Life insurance

IH Indemnity contract

9 Experience-rated confracts: B - =
8 Premiums: (1) AMOUNt received .............coooremr oo . %1 | 163,431
(2) Increase (decrease) in amount due but unpaid..............o.cooooevieenernnn. | 9a(2) 2,244
(3) Increase (decrease) in uneamed Premium feserve............ocoveveeeeeevne. | 9a(3)
(4) EBINEA ({1) # (2) = (31)-rrromerrre oo oo oot e | _9a(4) 165,675
b Benefit charges (1) Claims paid............oo.coveroeurerercrmereenecercenraceereeeaes ~_9b(1) . 98,987
(2) Increase (decrease) in ClaiMm rESEIVES .....c.....ovcruwcerereernrmecercreeceanne | Of2 | -289 T .
(3) INCUITEd CIAIMS (AU (1) BNG {2))......oevvrreeeeeeesaeesosmmsssessssassseecesssssereesss oo eesoesseacssseesessses e seeerecone | 9b(3) 98,698
(4) CIBIMS CHAIGE ... e roee e mese oo ettt et s | 9b(4) 98,698
C Remainder of premium: (1) Retention charges (on an accrual basis) - -
(A) COMMISSIONS .. ..oooeeoeoeeeeeeeeee oo eee e eeeee s reere [ 9c(1}{A) | 15,775
(B) Administrative service orotherfees ... [ 9¢c{1)}(B) 35,088
(C) Other specific ACQUISIION COSIS..._...........coocevvereeeeereerereessssrsssreeens [Gc{t¢),
(D) Other expenses .. | 9¢(1)}D) - -
{E) TAXES .....cooroeeee e cemenenseenneeesescrenes .. | 9c(1IME)
(F) Charges for risks or other contingencies................ooccco.ooorrvon. [ 9c(1F) | -
(G) Other retention Charges..............ooo oo [l | _
(H) TORBITOIBMEON ... oot eees s eaemee s e nae s e st s rae s aeare e res s ant s e et et aeanen 9¢c(1)(H) 50,863
(2) Dividends or retroactive rate refunds. {These amounts were [—| paid in cash, or ﬂ credited ) .................. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIBIMI TESBIVES «......ocooe oo oo oo oo eeee oo osee s asneersanssesseesane s ssse s nas e s abans s ses s eessecmesaerennes 9d(2) 3,546
(B) OUhBE FBSBIVES ......cceoecereoraeeree e e oo eeceer o eeeceemaceeeeon e seas s anmanes e sres s e s beeE s s s per st 9d(3) L
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 8c(2).)........ococceoieinl Qe
10 Nonexperience-rated contracts:
@ Total premiums or subscription charges paid 10 CAITIE ..........c.c..ocecrrerirerereacerie oot eennes 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.
| PartlV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?......._.... D Yes | No

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







