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

Department of the Treasury

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

1210-0089

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

Department of Labor
Employee Benefits Security

Pension Benefit Guaranty Corporation

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

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan D a multiple-.employgr pllan (Filers checki'ng this box !'nust pr'ovide participating
employer information in accordance with the form instructions.)
a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. . ... ... ... ... .. i 4 |:[
D Check box if filing under: 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
HEARTLAND FOOD PRODUCTS GROUP 401(K) PLAN

1b Three-digit plan
number (PN) » 001

1c Effective date of plan
03/01/2008

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

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 20-1938376

TC HEARTLAND, LLC DBA HEARTLAND FOOD PRODUCTS GROUP
HEARTLAND FOOD PRODUCTS GROUP

14390 CLAY TERRACE BLVD, SUITE 205
CARMEL, IN 46032

2C Plan Sponsor’s telephone
number
317-566-9750

2d Business code (see
instructions)
311900

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. 08/12/2025 RICH DOPPELFELD
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
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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 984
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) 800
a(2) Total number of active participants at the end of the plan year ... 63_(2) 803
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 199
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 1002
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccccooviiiiiiiiiiienen. 6e 0
f L= I X To I g Tot ol =T Vo TSR PRSPR 6f 1002
Number of participants with account balances as of the beginning of the plan year (only defined contribution plans
9(1) [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR 6g(1) 946
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 COMPIELE TNIS IEIM) ...ttt ettt ettt ettt ettt et et ettt eete et e et e te s easeseeaeeteebeebe s e b essenseseeseebe st este e ensessereeresrestesnan 69(2) 913
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 168
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:
2E 2F 2G 23 2K 2S 2T 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
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

(@) R (Retirement Plan Information) 1)

B 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 __ 1
actuary 4) @ C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) 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)

® (]

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

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits

Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
HEARTLAND FOOD PRODUCTS GROUP 401(K) PLAN plan number (PN) » 001

C Plan sponsor’s name as shown on line 2a of Form 5500
TC HEARTLAND, LLC DBA HEARTLAND FOOD PRODUCTS GROUP

20-1938376

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
TRANSAMERICA 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
39-0989781 86231 805493-000 913 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

20399

13387

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

MML INSURANCE AGENGY INC

PRODUCER PATRICK E MURRAY

PO BOX 771115

SPRINGFIELD, MA 01102-9500

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

20399

3

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

COMPENSATION SYSTEMS, INC.

900 E 96TH ST SUITE 325
INDIANAPOLIS, IN 46240

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

13387 | 0

5

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...................c....c.c.ococcoeveveieen.nn... 5 28534206
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) B other P STABLE VALUE OPTION
b Balance at the end of the PreviOUS YEaI .................oiiii oo 7b 427002
C Additions: (1) Contributions deposited during the year ...............c.ccccocuene.... 7c(1) 81623
(2) Dividends and CreditS...........c..vurvevreeeieeeieeceeieieees e 7c(2) 0
(3) Interest credited dUNNG the YEar...............cvovveueeeeeeeeee e 7c(3) 6882
(4) Transferred from separate aCCOUNt .............ccooerveeueeeeeeeeeeereeerseeeeeesnees 7c(4) 50501
(5) Other (SPECIFY DEIOW) ...ttt 7c(5) 385854
» EBA CREDITS & FORFEITURE CREDITS
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6) 524860
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d 951862
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 85100
(2) Administration charge made by carrier 409
(3) Transferred to separate account 23235
(4) Other (SPECITY DEIOW)........cueeeeieeeeee e 384777
» FEE FOR SVC-FORF WD
(5) TOAI ABAUCHONS ...t ee et e et en et es e eee s en s een et ene s enneeen 7e(5) 493521
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. 7f 458341
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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 |:| 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 |:| Other (specify) P

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)
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)
(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)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ........ocveeieteete ettt ettt et et et et et et e e te et e et e et et et eseeasese et e et et ensessenseseetestessensessensereeseeresaetens 9d(2)
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a
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 C Service Provider Information OMB No. 1210-0110

(Form 5500) 2024

Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁt;ngczrilyaAg:ninistra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
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
HEARTLAND FOOD PRODUCTS GROUP 401(K) PLAN plan number (PN) 4 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
TC HEARTLAND, LLC DBA HEARTLAND FOOD PRODUCTS GROUP 20-1938376

Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. .. ............ B Yes D
No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

TRANSAMERICA LIFE INSURANCE COMPANY

39-0989781
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2024

v. 240311
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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Schedule C (Form 5500) 2024

2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

GLOBAL RETIREMENT PARTNERS

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

other than plan or plan
sponsor)

plan received the required
disclosures?

compensation for which you
answered “Yes” to element
(). If none, enter -0-.

47-1411118
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
27 INVESTMENT 52881
ADVISORY Yes D No E Yes D No D Yes D No D
() Enter name and EIN or address (see instructions)
COMPENSATION SYSTEMS
35-1277460
(b) (c) (d) (e) ) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
compensation? (sources | compensation, for which the | service provider excluding | formula instead of
eligible indirect an amount or

estimated amount?

1537 64 RECORDKEEPER

40424

Yes No D

Yes B No D

Yes D No

(a) Enter name and EIN or address (see instructions)

TRANSAMERICA LIFE INSURANCE COMPANY

(h)

(d)

Enter direct

39-0989781
(b) (c)
Service Relationship to
Code(s) |employer, employee

organization, or
person known to be
a party-in-interest

compensation paid

by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

1537 52
62 64 67

RECORDKEEPER

22776

Yes No D

Yes No D

Yes D No @
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Schedule C (Form 5500) 2024

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you

answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

MML INVESTORS SERVICES

(h)

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

compensation, for which the

®)
Did indirect compensation
include eligible indirect

plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

959

Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes No D

Yes B No D

Yes D No D

() Enter name and EIN or address (see instructions)

(9)

(h)

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required

Enter total indirect
compensation received by
service provider excluding

eligible indirect

Did the service
provider give you a
formula instead of
an amount or
estimated amount?

disclosures?

compensation for which you
answered “Yes” to element
(). If none, enter -0-.

Yes D No D

Yes D No D

Yes D No D

(a) Enter name and EIN or address (see instructions)

(h)

organization, or
person known to be
a party-in-interest

04-3109325
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
22 2353 BROKER 0
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
by the plan. If none,

enter -0-.

(e)
Did service provider
receive indirect

other than plan or plan
sponsor)

compensation? (sources

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
nter name an address) of source of indirect compensation escribe the indirect compensation, including any
d) Ent d EIN (add f f indirect ti e) D ibe the indirect tion, includi

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

DFE/Participating Plan Information

This schedule is required to be filed under section 104 of the Employee

Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

OMB No. 1210-0110

2024

Employee Benefits Security Administration

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
HEARTLAND FOOD PRODUCTS GROUP 401(K) PLAN plan number (PN) [ 3 001

C Plan or DFE sponsor’'s name as shown on line 2a of Form 5500
TC HEARTLAND, LLC DBA HEARTLAND FOOD PRODUCTS GROUP

D Employer Identification Number (EIN)
20-1938376

Part |

(Complete as many entries as needed to report all interests in DFEs)

Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)

a Name of MTIA, CCT, PSA, or 103-12 IE:

AMER FUNDS BOND FUND OF AMERICA

b Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

d Entity € Dollar value of interest in MTIA, CCT, PSA, or
€ EIN-PN  82-5217478-387 code P 103-12 IE at end of year (see instructions) 254549
a Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA PARNTERS STOCK INDEX
b Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
C EIN-PN 39-0989781-587 d Entity p € Dollar value of interest in MTIA, CCT,.PSA, or 2009051
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  VANGUARD REIT INDEX REPT OPT
b Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- - 781- P ’ ’ ’ 90446
C EIN-PN 39-0989781-099 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  VANGUARD SMALL-CAP VALUE INDEX RET
TRANSAMERICA LIFE INSURANCE COMPANY
b Name of sponsor of entity listed in (a):
C EIN-PN 39-0089781-108 d Entity P € Dollar value of interest in MTIA, CCT,.PSA, or 331340
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN FUNDS WASHINGTON MUTUAL
b Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
C EIN-PN 39-0989781-235 d Entity P € Dollar value of interest in MTIA, CCT,‘PSA, or 414020
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE;  ALL SPRING SPECIAL MID CAP VALUE
b Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
C EIN-PN 39-0989781-748 d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 537679
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  TRANS RETIREONTRACK 2025
b Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 641924
- 39-0989781-690 2 . ’
¢ EIN-PN code 103-12 IE at end of year (see instructions)

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

Schedule D (Form 5500) 2024
v. 240311
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Name of MTIA, CCT, PSA, or 103-12 [E: TRANS RETIREONTRACK 2045

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN  39-0989781-694 d Entity P € Dollar value of interest in MTIA, CCT,.PSA, or 3199360
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |[E: TRANS RETIREONTRACK 2055
Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
EIN-PN  39-0989781-696 d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 2533540
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  TRANS RETIREONTRACK 2050
Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
EIN-PN 39-0989781-695 d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 2945055
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |IE:  TRANS RETIREONTRACK 2040
Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
EIN-PN  39-0989781-693 d Entity P € Dollar value of interest in MTIA, CCT,.PSA, or 3190920
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |[E: TRANS RETIREONTRACK 2030
Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
EIN-PN  39-0989781-691 d Entity P € Dollar value of interest in MTIA, CCT,.PSA, or 3641843
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  TRANS RETIREONTRACK 2060
Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN - - p ) ) )
39-0989781-821 code 103-12 IE at end of year (see instructions) 2384603
Name of MTIA, CCT, PSA, or 103-12 IE:  TRANS RETIREONTRACK 2035
Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN  39-0989781-692 P ’ ) ) 2373429
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: MFS GROWTH RET OPT
Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
EIN-PN  82-5217478-404 d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 1510046
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |[E;: HARTFORD SMALL CAP GROWTH HLS RET
_— . . TRANSAMERICA LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):
EIN-PN  39-0989781-647 d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 160636
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  TRANS RITEONTRACK 2065
Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
EIN-PN  82-5217478-444 d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 80723

code 103-12 IE at end of year (see instructions)
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Name of MTIA, CCT, PSA, or 103-12 [E:  PIMCO INTERNATIONAL STOCKSPLUS AR

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN  39-0989781-672 d Entity P € Dollar value of interest in MTIA, CCT,.PSA, or 295168
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |[E: TRANS RETIREONTRACK 2010
Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
EIN-PN 39-0989781-687 d Entity p € Dollar value of interest in MTIA, CCT,.PSA, or 77470
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  TRANS RETIREONTRACK 2015
- . . TRANSAMERICA LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):
EIN-PN  39-0989781-688 d Entity p € Dollar value of interest in MTIA, CCT,.PSA, or 104524
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  AMERICAN FUNDS BALANCED RET OPT
_— . . TRANSAMERICA LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):
EIN-PN  39-0989781-232 d Entity P € Dollar value of interest in MTIA, CCT,.PSA, or 234939
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN FUNDS NEW PERSPECTIVE RET
Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
EIN-PN  39-0989781-259 d Entity P € Dollar value of interest in MTIA, CCT,.PSA, or 395400
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |IE: AMERICAN FUNDS NEW WORLD RET OPT
Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN  39-0989781-628 code P 103-12 IE at end of year (see instructions) 102989
Name of MTIA, CCT, PSA, or 103-12 IE: FIDELITY ADV STRAT INCOME RET OPT
_— . . TRANSAMERICA LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 39-0989781-576 P ’ ) g 182990
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: VANGUARD SMALLCAP INDEX RET OPT
Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
EIN-PN  39-0089781-107 d Entity p € Dollar value of interest in MTIA, CCT,‘PSA, or 344443
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 [E:  TRANS RETIREONTRACK 2020
_— . . TRANSAMERICA LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):
EIN-PN  39-0989781-689 d Entity p € Dollar value of interest in MTIA, CCT,‘PSA, or 166362
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |IE:  JANUS HENDERSON ENT RET OPT
_— . . TRANSAMERICA LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):
EIN-PN  39-0989781-650 d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 330757

code 103-12 IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFEs, other than DCGs)
(Complete as many entries as needed to report all participating plans. DCGs must report each participating plan using Schedule DCG.)

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

Pension Benefit Guaranty Corporation 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
HEARTLAND FOOD PRODUCTS GROUP 401(K) PLAN plan number (PN) > 001

C Plan sponsor’s name as shown on line 2a of Form 5500
TC HEARTLAND, LLC DBA HEARTLAND FOOD PRODUCTS GROUP

D Employer Identification Number (EIN)
20-1938376

‘ Part | |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢c(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing cash ............ccccoiiiiiiiiii 1a
b Receivables (less allowance for doubtful accounts):
(1) Employer CONtTDULIONS ..........coovovoeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 1b(1) 145836 73238
(2) Participant CONLIDULONS.............vveeeeeeeeeeeeeeeeeeeeeeeseeee e eeeseseseea 1b(2) 114685 0
(B) OtNBT oottt 1b(3)
C General investments:
1) Interest-bgaring cash (include money market accounts & certificates 1c(1)
(o) f0 [T oo 1= 1 ) SRR OORPPR
(2) U.S. Government securities 1¢(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEfEITEA ... 1c(3)(A)
(B) AlLOtNET ..o 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PreferTed .......c.veeoeeeeeeeeeeeeeeeeeeeeee e 1c(4)(A)
(B) COMMON ... 1c(4)(B)
(5) Partnership/joint venture interests .................ccoooioeoeeeeeeeeeeeeeeeeeeeen 1¢(5)
(6) Real estate (other than employer real property) ...........ccccococeveveeveveeennn. 1c(6)
(7) Loans (other than to participants)...............ccceeveeeeereeeeereeneesenseeeas 1¢(7)
(8) Participant 08NS ............cccooveiiireeeneneenn 1¢(8)
(9) Value of interest in common/collective trusts.... 1¢(9)
(10) Value of interest in pooled separate acCoUNtS ...............ccocoveeererseeeens. 1c(10) 22564782 28534206
(11) Value of interest in master trust investment accounts..............c........... 1c(11)
(12) Value of interest in 103-12 investment entities ..............cocoveurveveeennnene. 1c(12)
(13) \f/uarlltéz)of interest in registered investment companies (e.g., mutual 1c(13)
(14) Zngi?aZI;;Tds held in insurance co.r'T.1pany genere.lyaccount (u-rTfallocat?-d 1c(14) 427002 458341
(15) OtNET ...ttt 1c(15)

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

Schedule H (Form 5500) 2024
v. 240311
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1d

> Q

(S

Employer-related investments:
(1) EMPlOyer SECUITIES ......c..uiiiiiiieiiie e

(2) Employer real property

Buildings and other property used in plan operation .............cccocceveviiienenee.
Total assets (add all amounts in lines 1a through 1€) .........ccccceiiiiiiiices
Liabilities
Benefit claims payable ...
Operating PaYabIEs ..........cooiiiiiiii e
Acquisition iNdebtedness ..o
Other abilities. .........ooiiiiiie e
Total liabilities (add all amounts in lines 1g through1j) ........cccoceiniiiiiiienis
Net Assets

Net assets (subtract line 1k from line 1)........cocoiiiiiiiii

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

1e

1f

23252305

29065785

19

1h

1i

1j

1k

23252305

29065785

Part Il [Income and Expense Statement

2

a

Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:
(1) Received or receivable in cash from: (A) Employers ...........ccccovcveennne.
(B) PartiCipants .........cooicuiiiiiiiie e
(C) Others (including rollOVErs)..........ccueeiruiiiiiiie e
(2) Noncash contributions.............cooiiiiiiiiiiiii e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) .............
Earnings on investments:

(1) Interest:
(A) Interest-bearing cash (including money market accounts and
certificates of deposit)

(B) U.S. Government SECUNLIES ........ccuuieiiiiiiiiiiieiiiie e
(C) Corporate debt iNStruments ............ccocoeeiiiiiiiiie e
(D) Loans (other than to participants) ..........ccoceeeiiiiiiiiiii e
(E) Participant l0@NnsS..........coouiiiiiiieiie e
(F)  OtNEI .
(G) Total interest. Add lines 2b(1)(A) through (F)........ccccceiiiiiiiinean.
(2) Dividends: (A) Preferred StocK...........ccueiiiiiiiiiiieiiieeiee e
(B)  COMMON SEOCK ....ceiiiiiiiiiiiie ittt
(C) Registered investment company shares (e.g. mutual funds)..........
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(B) RENES ..o
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...................
(B) Aggregate carrying amount (see instructions)............c.c.ccccooiiieeis
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..............
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate ...

(B)  OtNEI ...t

(C) Total unrealized appreciation of assets.
Add lines 2b(5)(A) and (B) .......ceeivvereeieeiiieee e

(a) Amount

(b) Total

2a(1)(A)

1296894

2a(1)(B)

3547303

2a(1)(C)

189789

2a(2)

0

2a(3)

5033986

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

2b(1)(F)

2b(1)(G)

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(S)(C)
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Q 0

o

(6) Net investment gain (loss) from common/collective trusts.....................
(7) Net investment gain (loss) from pooled separate accounts....................
(8) Net investment gain (loss) from master trust investment accounts.........
(9) Net investment gain (loss) from 103-12 investment entities ...................

(10) Net investment gain (loss) from registered investment
companies (e.g., mutual funds) ...........cccocciiiiiiiinii

Other iNCOME ..o
Total income. Add all income amounts in column (b) and enter total
Expenses

Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers...........
(2) To insurance carriers for the provision of benefits ............cccccevciennn.
(B) ORI ... s
(4) Total benefit payments. Add lines 2e(1) through (3) ........ccooceveviniennnnne.
Corrective distributions (see instructions) .............cccccoviiiiiiiiiec,
Certain deemed distributions of participant loans (see instructions)...

INTErESt EXPENSE....oiiiiiiii it
Administrative expenses:

(1) Salaries and AllOWANCES ..........cccccuuiiiieeeiiiiiiie e

(2) Contract administrator fees
(3) Recordkeeping fees ...........
(4) 1QPA audit feeS.......cceiiiiiiiiiee e
(5) Investment advisory and investment management fees ..
(6) Bank or trust company trustee/custodial fees...............
(7) Actuarial fees
(8) Legal fees ......ccceevuerennne
(9) Valuation/appraisal fees..................
(10) Other trustee fees and expenses ...
(11) Other EXPENSES. .....eeiiiiiieeiiiieiiiie et
(12) Total administrative expenses. Add lines 2i(1) through (11)
Total expenses. Add all expense amounts in column (b) and enter total.....
Net Income and Reconciliation

Net income (loss). Subtract line 2j from line 2d

(a) Amount

(b) Total

2b(6)

2b(7)

2b(8)

2b(9)

2b(10)

3570740

2c

625

2d

8605351

2e(1)

2753823

2e(2)

2e(3)

2e(4)

2f

29

2h

2753823

2i(1)

2i(2)

2i(3)

38048

2i(4)

2i(5)

2i(6)

2i(7)

2i(8)

2i(9)

2i(10)

2i(11)

2i(12)

38048

2j

2791871

Transfers of assets:
(1) TO thiS PIAN. .. e
(2) From this Plan ........c.oieiiiiie e

2k

5813480

21(1)

21(2)
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Partlll Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) [{ Unmodified (2) [ ] Qualified (3) [ ] Disclaimer @) [ ] Adverse

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(a)(3)(C) audit. Check both boxes (1) and (2) if the audit was
performed pursuant to both 29 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither.

(1){ DOL Regulation 2520.103-8 (2)[ | DOL Regulation 2520.103-12(d) (3) [ | neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: CROWE LLP (2) EIN: 35-0921680

d The opinion of an independent qualified public accountant is not attached as part of Schedule H because:
(1) D This form is filed for a CCT, PSA, DCG or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

‘ Part IV ‘Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4l. DCGs do not complete lines 4e, 4f, 4k, 41, and 5, and DCGs generally
complete the rest of Part IV collectively for all plans in the DCG, except as otherwise provided (see instructions).

During the plan year: Yes No Amount

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.) .................. 4a X

b  Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is

CRECKEA. ) e e e e ee e e e e e eee e e e e s e ee e e eesee e ab X
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ........cccccoiieiiiiiiennnnenn. 4c X

d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Ill if “Yes” is

CRECKEA. ) ...tttk ettt ettt bbbttt s s 4d X

Was this plan covered by a fidelity BONA? ..........coovoviviiieee e 4e X 3000000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

by fraud Or dISNONESTY? ... ettt ettt e e e et e e neee s 4f X

g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser?..........cccococeeiiiiiniii e, 49 X

h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?............... 4h X

i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format requIremMENtS.) ...........oooiiiiiiiiiii e 4i X

j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked and

see instructions for format requiremMents.) ............ccocooiiiiii 4j X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another

plan, or brought under the control of the PBGC? ...........ooiiiiiiiiiieiie et 4k X
| Has the plan failed to provide any benefit when due under the plan?............ccccoooiiiiiiiiiiin. 4] X
m [f this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520 10T-3. ) ettt ettt bt a et et h et b et et nhe e pe e nee e nee e am X
n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one

of the exceptions to providing the notice applied under 29 CFR 2520.101-3. ........ccceeviieviniiniennnee. 4n

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes B No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
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5b  If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and
L1 (0 Tex (1] T PPt D Yes [[No [[Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500) 2024
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

6058(a) of the Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
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
HEARTLAND FOOD PRODUCTS GROUP 401(K) PLAN plan number
(PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
TC HEARTLAND, LLC DBA HEARTLAND FOOD PRODUCTS GROUP 20-1938376
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1 0
1] 14 o1 1)

2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the
two payors who paid the greatest dollar amounts of benefits):

EIN(s): 39-0989781

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3

Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? ........vvvverrreenn. D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

5  If a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 68
deficiency not waived) ................................................................................................................................
b  Enter the amount contributed by the employer to the plan for this plan year ...............ccccoeeeeveveveveeeeeceenn. 6b
C  Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount)............cccooiiiiiii e 6C
If you completed line 6c, skip lines 8 and 9.
7 Wil the minimum funding amount reported on line 6¢ be met by the funding deadline?................ccccevcevecereencan. D Yes D No D N/A

8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree with the Change? ... D Yes D No D N/A

Part 11l Amendments

9  Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate

DOX. I N0, CRECK thE “NO” DOX. .. eeeeeeeeeeeeeeeeeeteee e e e e e eeeeee e seeeeeee et et et et eeeeeseeeeens D Increase D Decrease D Both D No

| Part IV | ESOPs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.

10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? ............. D Yes D No
11 a Does the ESOP hold @ny preferred SEOCK? ...........ocveeiueieeeeeeeeeeeeeeeeeeeeeeeeeeteeteeees e eenseaeese et e ateate e eseneaseatseeesteseeseseeneeeeaeeeeesean D Yes D No
b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “back-t0-DACK” 108N.) ............iiiiiiiiiiii i
12 Does the ESOP hold any stock that is not readily tradable on an established securities market?..............ccccccooveveeereceeeceeeee e D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2024

v. 240311
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| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest contributors (measured in dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly |:| Weekly D Unit of production |:| Other (specify):

a Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unitmeasure:[ | Hourly  [] Weekly  [] Unit of production [ ] Other (specify):

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):
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14  Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:

a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: D last contributing employer D alternative D reasonable approximation (see 14a
instructions for required attaChMENL)............oooiiiiiiii e e e e e e e e e e e e

b The plan year immediately preceding the current plan year. D Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment)................cccccciiiiiie

C The second preceding plan year. D Check the box if the number reported is a change from what was 14c
previously reported (see instructions for required attachment)...........cooeiiiiiiiiiiee e e e

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year 15a

b The corresponding number for the second preceding plan year 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against sUCh Withdrawn emMIPIOYErS ... .o s

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attachment

| Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such
participants and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding
supplemental information to be included as an attachment

19 If the total number of participants is 1,000 or more, complete lines (a) and (b):
a  Enter the percentage of plan assets held as:
Public Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets: %
High-Yield Debt: % Real Assets: % Cash or Cash Equivalents: % Other: %
b Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
D 0-5 years D 5-10 years D 10-15 years D 15 years or more

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? [[ Yes D No
b Ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:
Yes.

[

D No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. Other. Provide explanation.

[ Part VIl | IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules?[{ Yes [ | No

21b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

D Design-based safe harbor method
B “Prior year” ADP test
D “Current year” ADP test

[] NA

22 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 07/ 30/ 2021
(MM/DD/YYYY) and the Opinion Letter serial number_Q704603A .




HEARTLAND FOOD PRODUCTS GROUP 401(k) PLAN

SCHEDULE H, LINE 4i - SCHEDULE OF ASSETS (HELD AT END OF YEAR)

December 31, 2024

Name of Plan Sponsor:
Employer Identification Number:
Three Digit Plan Number:

(b)
Identity of Party
(a) Involved

Pooled Separate Accounts:

Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.

* * * * * * * *

Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.

* * * * * * * * * * * * * * * * * *

* Transamerica Life Insurance Co.
Total pooled separate accounts

Guaranteed Return Account:

* Transamerica Life Insurance Co.

Total investments

* Denotes party-in-interest

TC Heartland LLC

20-1938376

001

(c)

Description of

MFS Growth RET OPT
TA Vanguard REIT Index Fund
Vanguard Small Cap Value Index
Vanguard Small Cap Index
American Funds Washington Mutual
American Funds New Perspective
American Funds New World
American Funds Balanced
Retirement
American Funds Retirement 2010
American Funds Retirement 2015
American Funds Retirement 2020
American Funds Retirement 2025
American Funds Retirement 2030
American Funds Retirement 2035
American Funds Retirement 2040
American Funds Retirement 2045
American Funds Retirement 2050
American Funds Retirement 2055
American Funds Retirement 2060
American Funds Retirement 2065
Transamerica Partners Stock Index
Hartford Small Gap Growth HLS
PIMCO International Stock RETOPT
Janus Henderson Enterprise
All Spring Adv Special Mid Cap
American Funds Bond Fund of
America
Fidelity Advisor Strategic Income

Transamerica Stable Value Core

(d)

Investment Cost

** Cost information not required for participant-directed investments.

(e)
Current
Value

$ 1,510,046
90,446
331,340
344,443
414,020
395,400
102,989

234,939
77,470
104,524
166,362
641,924
3,641,843
2,373,429
3,190,920
3,199,360
2,945,055
2,533,540
2,384,603
80,723
2,009,051
160,636
295,168
330,757
537,679

254,549
182,990
28,534,206

458,341

$28,992,547

See Independent Auditor’'s Report

11.



Form 5500 Annual Return/Report of Employee Benefit Plan OHBlis. 121000
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

Department of lhe Treasury

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 202 4
Em'ﬂi"::g‘;g;ﬁ{gggar" » Complete all entries in accordance with
P ’;\dmims“aﬁon Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | I Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This retumireport 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 ptan 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 If the plan is a cotlectively-bargained plan, check here. . . ... ... ... . . » D
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, checkhere. .. .............ooviiunn . » H
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
HEARTLAND FOOD PRODUCTS GROUP 401 (K) PLAN number (PN) » | 001
1c Effective date of plan
03/01/2008
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) 20-1938376
TC Heartland, LLC dba Heartland Food Products Group 2¢ Plan Sponsor's telephone
HEARTLAND FOOD PRODUCTS GROUP number
317-566-9750
14390 Clay Terrace Blvd, Suite 205 2d Business code (see
instructions)
311900
Carmel IN 46032

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 /thﬁectronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN a (®) /Q/ RICH DOPPELFELD
£1n/ 20k

Signature of ya) Date Enter name of individual signing as plan administrator
::Ei'é @{v;oaq RICH DOPPELFELD

i

Signature of employ®&r/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
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3a Plan administrator's name and address @ 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 iast return/report:
@ Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year | 5 | 984
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, 6c, and 6d). |
a(1) Total number of active participants at the beginning of the plan Year ... |Ga{1} 800
a(2) Total number of active participants at the end of the Plan Year ... 6a(2) 803
b Retired or separated participants receiving benefits ... e | BB 199
[ Other retired or separated participants entitled to future benefits...........c.coccoiiiiiiiininiii e | BC 0
d Subtotal. Add lines 6a(2), 6B, aNA BC. ... ..o | O 1,002
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... | 6@ 0
f Total. Add lines 6d and 6e.. ————— 6f 1,002
Number of pamCIpants with account balances as of the beglnnlng of the plan year (only defined contribution plans
9(1) complete this item)... o 2 e T el P SR e e s e 69(1) 946
2 Number of parhcnpants with account balances as of the end of the plan year (only defined contribution plans
a(2) complete this item)... . — 1 ) 913
h Number of pamcnpants who termmated employment durlng lhe plan year W|th accrued beneflls that were
less than 100% vested.. e | 6B 168
7  Enter the total number of employers obllgated to contnbute to lhe plan (only multlemployer plans complete thls |lem) ........ 7

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

2E 2F 2G 2J 2K 28 2T 3D

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

9a Plan funding arrangement (check all that apply) 9b Pian 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 Check all applicable boxes in 10a and 10b to indicate which schedules are at}ached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules Ca R b General Schedules .
(1) R (Retirement Plan Information) (1) E H (Financial Information)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ D | (Financial lnfogmation SSmalliFlan)
Purchase Plan Actuarial Information) - signed by the-pian (3) A (Insurance Information) — Number Attached _ 1
getighy (4) E C (Service Provider Information)

(3) D SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the ptan actuary

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

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

(5) D MEP (Muitiple-Employer Retirement Plan Information)
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I Part Il ] 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.) covcerermenreveeirissscreeecnnens ] 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

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 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)

Deparimenl of the Treasury
Internal Revenue Service

Depariment of Labor
Employee Benefits Security Adminislration

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
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
HEARTLAND FOOD PRODUCTS GROUP 401 (K) PLAN plan number (PN) >y | 001

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

TC Heartland,

LLC dba Heartland Food Products Group

20-1938376

D Employer Identification Number (EIN)

Partl

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

1 Coverage Information:

(a) Name of insurance carrier

TRANSAMERICA LIFE INSURANCE COMPANY

(€) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN - - persons covered at end of
code identification number policy or contract year (f) From (g) To
39-0989781 86231 805493-000 913 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

20,399

13,387

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

MML INSURANCE AGENGY INC

PRODUCER PATRICK E MURRAY

PO BOX 771115

SPRINGFIELD MA

01102-9500

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount (d) Purpose

{e) Organization code

20,399

0

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

COMPENSATION SYSTEMS,

900 E 96TH ST SUITE 325

INC.

INDIANAPOLIS IN 46240
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

0

13,387

5

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 e

{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 codh

(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 o




Schedule A (Form 5500) 2024

Page 3

Partll | 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 ygar end ... | 4 |
5 Current value of plan's interest under this contract in separate accounts at year end............co.ooioeieiiiiiii | 5 I 28,534,206
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b  Premiums paid to carrier . e A e T 6b
€  Premiums due but unpald at the end OF thE YA .....oiiiitic et e 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, €Nter AMOUNT. .......iiiiiiiimic s s g
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 [l
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: €))] |:| deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) [X| other PSTABLE VALUE OPTTION
b Balance at the end of the previous year ... T — | 7h 427,002
C  Additions: (1) Contributions deposited dunng the Y | 7c¢{1) 81,623
(2) DIVIends and Credits ............c..ewmwsrmmmsmmmrirmmmsiiensoncens 7¢(2) 0|
(3) Interest credited during the year 7c(3) 6,882]
(4) Transferred from separate aCCOUNL............ccccurciemeerererreremcensienesccenens 7c¢(4) 50,501
(5) Other (specify below) ... y % 7¢(5) 385,854
PEBA CREDITS & FORFEITURE CREDITS [
|
(B)TOA) AATIEONS .......eveeevoereeaeeaeae ettt bbb see e e s s bbb 7c(6) 524,860
d Total of balance and additions (add lines 7b and 7C{B)). —........euiuiiiiioriiiiiniiiici st | 7d 951,862
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 85,100
(2) Administration charge made DY CaTMET .........ccuevcmcvuscssrmsrrssnssrmsseassressees 7e(2) 409
(3) Transferred to separate account............. .| 7e(3) 23,235
(8) Other (SPECITY DEIOW) ......vvvvvoecorerecererrseessressrennrsasssrecesssicsseessiescisscenecne | 1©(4) 384,777
PFEE FOR SVC-FORF WD
(5) Total deductions.. TS RN——G————— | (- 493,521
f Balance at the end of the current year (subtract Ilne 73{5} from I|ne 7d) | 7f 458,341
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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 stich 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 Heaith (other than dental or vision) b D Dental [» D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplementat unemployment  h D Prescription drug
D Stop loss (large deductible) j D HMO contract k D PPO contract I D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
@ Premiums: (1) AMOUNt TECEIVE .....ocoiviiiriieiiicisieee e i e 9a(1)
(2) Increase (decrease) in amount due but UNPaId...........ccceeeviverecroenenn.. 9a(2)
(3) Increase {decrease) in unearned premium reSerVe ..............cc..coven. 9a(3)
Y R v T ) T
b Benefit charges (1) Claims Paid..........ocooweiveeeerivemrsrcnsiasssissssessonsssseenes 9b(1)
(2) Increase (decrease) in ClaiM FESEIVES .......ccccvivereioiisisiississeisnsiisensine 9b(2)
(3) Incurred claims (AAA (1) ANA (2)).c.ceeieoreiierneiriimemasss i srississiessisessissssesssassessssesssessssesssssssesssssssenssensiossessrise 9b(3)
(4) Claims charged ... ; e 9b(4)
C Remainder of premium: (1) Retentlon charges (on an accrual baS|s) --
{A) COMMISSIONS ...oouveaieiisieneisismsnsseneeresimssssnsenssesesesesssesereiesenanes | QC(TWA)
(B) Administrative service or other feeS .......o.vovvioeeeireeeeereeeeeereen 9c(1)}(B)
(C) Other specific acquisition costs ......... 9¢(1)(C)
(D) Other BXPENSES -..cvererrrresisserrsinssessmsssiessonssnsssnssinssissesnnncsnnneese | C(1)(D)
(E) Taxes ............. OSSO I (= 4 ) [ (3
(F) Charges for rlsks or other contmgenmes ....................................... 9c(1)(F) |
(G) Other retention ChAIGES ..............co..ovveereeereerieseeeeeesseesteees s | 9c(1)(G) '
(H) Total retention .. . _— e | 9€{1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D pald 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) Claim reserves s s m i e S R S L R e e R s e e e s 9d(2)
(3) Other reSEIVES.cu. . ov.ieieeiee i i ia ek iaessania s 9d(3)
€ Dividends or retroactive rate refunds due [Do not |nc|ude amount entered in Ilne 9(:{2) ) 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carmier. ... ... e 10a
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...............cc.cc.o..... 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 Bl No

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




SCHEDULE C Service Provider Information | A8 by RACELID

(Form 5500)

Depariment of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬂtsmggczrilyaAgininistratlon P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit G y Corporatl Inspection.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of pian B Three-digit
HEARTLAND FOOD PRODUCTS GROUP 401 (K) PLAN plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
TC Heartland, LLC dba Heartland Food Products Group 20-1938370

| Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . ............. Yes D
No

b If you answered line 1a "Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
TRANSAMERTCA LIFE INSURANCE COMPANY 39-0989781

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2024
v. 240311
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whorm you
answered "Yes" to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

Schedule C (Form 5500) 2024

(a) Enter name and EIN or address (see instructions)

GLOBAL RETIREMENT PARTNERS

47-1411118

(b) (c) (d) (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect | compensation received by |provider give you a

organization, or  |by the plan. if none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you  estimated amount?
answered "Yes” to element |
27 (f). If none, enter -0-.
|
INVESTMENT [
ADVISORY Yes [| No Yes [| No [] | Yes [} No[]
52,881 |

(@) Enter name and EIN or address (see instructions)

COMPENSATION SYSTEMS

35-1277460

(b) (c) (d) (e) 4] | (9) _ (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you | estimated amount?
answered "Yes" to element
15 (f). If none, enter -0-.
37
64 RECORDKEEPER
YesBI No[l Yeslgl NOD Yes[] No
40,424

(@) Enter name and EIN or address (see instructions)

TRANSAMERICA LIFE INSURANCE COMPANY

39-0989781

(b) (c) (d) (e) () (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or

a party-in-interest sponsor) disclosures? compensation for which you estimated amount?

15 67 answered "Yes" to element
(f). ¥ none, enter -0-.

37 |
52 RECORDKEEPER |
62 Yeslgl N0|:| Yeslgl NOD | YesD No
64 22,7176 0
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered "Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of vatue) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(a) Enter name and EIN or address (see instructions)

MML INVESTORS SERVICES

04-3109325

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

(b) (c) | @ (e)
Service Relationship to Enter direct Did service provider
Code(s) |employer, employee | compensation paid receive indirect
organization, or  |by the plan. If none,| compensation? (sources
person known to be enter -0-. other than plan or plan
a party-in-interest sponsor)

|
22 '
23 j
53 |BROKER -

| I Yes Ig No D

0

Yes No D

959

Yes D No D

(@) Enter name and EIN or address (see instructions)

|
(b) (c) (d) (e)
Service ‘ Relationship to Enter direct Did service provider
Code(s) |employer, employee ' compensation paid receive indirect
| organization, or  |by the plan. If none,| compensation? (sources
person known to be | enter -0-. other than plan or plan

a party-in-interest sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element
(f). If none, enter -0-.

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

i YesD NoD

Yes D No D

Yes D No D

(@) Enter name and EIN or address (see instructions)

(b) | (c) ' (d) (e)
Service | Relationshipto | Enter direct Did service provider
Code(s) | employer, employee | compensation paid receive indirect
l organization, or by the plan. If none,| compensation? (sources
| person known to be other than plan or plan
‘ a party-in-interest Sponsor)
|

enter -0-.

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element
(f). If none, enter -0-.

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D
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| Partl |Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

| (€) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

(@) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

| (c) Enter amount of indirect
[ compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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[ Part Il | Service Providers Who Fail or Refuse to Provide Information

4

Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

I(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

[(b) Nature of
Service
! Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

Service
Code(s)

i

(b) Nature of | (€) Describe the information that the service provider failed or refused to

provide
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Schedule C (Form 5500) 2024

Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)
b EIN:

Part il

a Name:

C Position:
© Telephone:

d Address:

Explanation:

a Name: b EIN:

C Position:
e Telephone:

d Address:

Explanation:

a Name: b EIN:

C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:
C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C Position:
© Telephone:

d Address:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Sarvice

Department of Labor
Employee Benefits Security Administration

DFE/Participating Plan 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.

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

HEARTLAND FOOD PRODUCTS GROUP 401 (K) PLAN

B Three-digit

001

plan number (PN} >

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

TC Heartland, LLC dba Heartland Food Products Group

D Employer identification Number (EIN)

20-1938376

Part i

(Complete as many entries as needed to report all interests in DFEs)

Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFEs)

a Name of MTIA, CCT, PSA, or 103-12 IE:XAMER FUNDS BOND FUND OF AMERICA

b Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

€ EIN-PN 62-22174%3 387

I d Entity 5
| code B

103-12 {E at end of year (see instructions)

e Dollar value of interest in MTIA, CCT, PSA, or

254,549

a Name c_)f MTIA, CE, PSA, or 103-12 IE: TRANSAMERICA PARNTERS STOCK INDEX

b Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

| d Entity

€ Dollar value of interest in MTIA, CCT, PSA, or

C EIN-PN 3S%-03289%97&%L 587

code i

103-12 IE at end of year (see instructions)

2,009,051

a Name of MTIA, CCT, PSA, or 103-12 IE: VANGUARD REIT INDEX REPT OPT

b Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

[d Entity

€ EIN-PN 25-028%780 059
! code

[ e Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

80,446

a Name of I\/TTIA, CCT, PSA, O_f 103-12 IE: VANGUARD SMALL-~CAP VALUE INDEX RET

b Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

" d Eniy

C EIN-PN
code

€ Dollar value of interest in MTIA, CCT, PSA, or
| 103-12 |E at end of year (see instructions)

331,340

C EIN-PN 38-028887¢1 235

a Name of MTIA,_CCT, PSA, or 103-12 IE: AMERICAN FUNDS WASHINGTON MUTUAL

b Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

d Enity
code B

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

414,020

a Name of MTIA, CCT, PSA, or 103-12 IE:AT1, SPRING SPECIAL MID CAP VALUE

b Name of sponsor of entity listed in (a)) TRANSAMERICA LIFE INSURANCE COMPANY

' d Entity

| code

C EIN-PN 25-0389751 748

2]

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

537,679

a Name of MTIA, CCT, PSA, or 103-12 IE: TRANS RETIREONTRACK 2025

b Name of sponsor of entity listed in (a):TRANSAVERICA LIFE INSURANCE COMPANY

| d Entity

C EIN-PN 39-028273%. 69C
code

P

i € Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

641,924

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

Schedule D (Form 5§500) 2024
v. 240311
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Name of MTIA, CCT, PSA, or 103-12 IE: TRANS RETIREONTRACK 2045

Name of sponsor of entity listed in (a). TRANSAMERICA LIFE INSURANCE COMPANY

| d Entity € Dollar vaiue of interest in MTIA, CCT, PSA, or .

EIN-PN 39-0989781 694 | code 5 103-12 IE at end of year (see instructions) 3.199,360
Name of MTIA, CCT, PSA, or 103-12 IE; TRANS RETIREONTRACK 2055
Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

) 0989781 696 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or = =
EIN-PN 3970989781 code 103-12 IE at end of year (see instructions) 2,533,540
Name of MTIA, CCT, PSA, or 103-12 IE:TRANS RETIREONTRACK 2050
Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

- d Entity €@ Dollar value of interest in MTIA, CCT, PSA, or o -

B 9-098%781 695 b y y =

EIN-PN 33-098378 ? code r 103-12 IE at end of year (see instructions) 2.EE01050

Name of MTIA, CCT, PSA, or 103-12 [E: TRANS RETIREONTRACK 2040

Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN 39-0989781

693

d Entity
code

2

@ Dollar vatue of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see inslruclions)

3,190,920

Name of MTIA, CCT, PSA, or 103-12 |IE: TRANS RETIREONTRACK 2030

Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN 39-0889781

691

d Entity
code

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

3,641,843

Name of MTIA, CCT, PSA, or 103-12 IE: TRANS RETIREONTRACK 2060

Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN 38-0989781

821

d Entity
code

2

@ Dollar value of interest in MTIA, CCT, PSA, or
103-12 |IE at end of year (see instructions)

2,384,603

Name of MTIA, CCT, PSA, or 103-12 [E: TRANS RETIREONTRACK 2035

Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN 39-0989781

692

d Entity
code

P

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

2,373,429

Name of MTIA, CCT, PSA, or 103-12 IE:ME'S GROWTH RET OPT

Name of sponsor of entity listed in (@) TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN 82-5217478

404

d Entity
code

et

e Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

1,510,046

Name of MTIA, CCT, PSA, or 103-12 IE:HARTFORD SMALL CAP GROWTH HLS RET

Name of sponsor of entity listed in () TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN 39-0989781

647

d Entity
code

p

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

160,636

Name of MTIA, CCT, PSA, or 103-12 [E:TRANS RITEONTRACK 2065

Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN §2-5217478

444

d Entity
code

2

@ Dollar value of interest in MTIA, CCT, PSA, or
103-12 |IE at end of year (see inslructions)

80,723
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Name of MTIA, CCT, PSA, or 103-12 IE: PIMCO INTERNATIONAL STOCKSPLUS AR

Name of sponsor of entity listed in (a): TRANSAMERTICA LIFE INSURANCE COMPANY

d Entity p @ Dollar value of interest in MTIA, CCT, PSA, or

PN 20-798573: 4§72 ; p
EIN-PN 35-7989781 672 code 103-12 |E at end of year (see instructions)

295,168

Name of MTIA, CCT, PSA, or 103-12 [E: TRANS RETIREONTRACK 2010

Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN 39-0989781 g7 |d Entty o € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

77,470

Name of MTIA, CCT, PSA, or 103-12 |[E: TRANS RETTIREONTRACK 2015

Name of sponsor of entity listed in (a): TRANSAMERTCA TLIFE INSURANCE COMPANY

i d Entity D € Dollar value of interest in MTIA, CCT, PSA, or

PN 39-0289721 688 |
EIN-PN / N code - 103-12 IE at end of year (see instructions)

104,524

Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN FUNDS BALANCED RET OPT

Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

d Entity D € Dollar value of interest in MTIA, CCT, PSA, or
code - 103-12 IE al end of year (see inslruclions)

234,939

Name of MTIA, CCT, PSA, or 103-12 IE: AMZRICAN FUNDS NEW PERSPECTIVE RET

Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

S i d Entity B € Dollar value of interest in MTIA, CCT, PSA, or

B 39-0939751 25 ; :
bl = code 103-12 IE at end of year (see instructions)

395,400

Name of MTIA, CCT, PSA, or 103-12 IE: AMERTCAN FUNDS NEW WORLD RET OPT

Name of sponsor of entity listed in (a): TRANSAMERTCA LIFE INSURANCE COMPANY

EIN-PN 35-0280787 628 | d Entity P € Dollar value of interest in MTIA, CCT, PSA, or

code - 103-12 IE at end of year (see instructions)

102,989

Name of MTIA, CCT, PSA, or 103-12 IE:TIDELITY ADV STRAT INCOME RET OPT

Name of sponsor of entity listed in (a) TRANSAMERTCA TIFE INSURANCE COMPANY

l'd Entity

EIN-PN 29-0029787 574 | - € Dollar value of interest in MTIA, CCT, PSA, or

code N 103-12 IE at end of year (see inslructions)

182,990

Name of MTIA, CCT, PSA, or 103-12 IE: VANGUARD SMALLCAP INDEX RET OPT

Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

07 d Entity D €@ Dollar value of interest in MTIA, CCT, PSA, or
code B 103-12 IE at end of year (see instructions)

i
N
T
P
Cad
o
|

>
S
(ee)
W
—

b}

.
-

344,443

Name of MTIA, CCT, PSA, or 103-12 [E: TRANS RETIREONTRACK 2020

Name of sponsor of entity listed in (a): TRANSAMERTCA TIFE INSURANCE COMPANY

I d Entity P € Dollar value of interest in MTIA, CCT, PSA, or

PN 39-0959721 689
SIS X oEE code - 103-12 IE at end of year (see instructions)

166,362

Name of MTIA, CCT, PSA, or 103-12 [E: JANUS HENDERSON ENT RET OPT

Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

d Entity - € Dollar value of interest in MTIA, CCT, PSA, or

. W= e
EIN-PINE B code 103-12 |E at end of year (see instructions)

330,757
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i

Part Il | Information on Participating Plans (to be completed by DFEs, other than DCGs)

(Complete as many entries as needed to report all participating plans. DCGs must report each parlicipaling plan using Schedule DCG.)

@ Planname

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Planname

b Name of C EIN-PN
plan sponsor

Plan nhame

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Departmenl of Labor

Financial Information OMB No. 1210-0110

2024

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

Employee Benefits Security Administralion |

) File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation | Inspeclion
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
HEARTLAND FOGD PRODUCTS GROUP 401 (K) PLAN plan number (PN) > 001

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

TC Heartvliand, LLC dba Heartland Food Products Group

D Employer Identification Number (EIN)

20-1938376

Part| |Assetand Liability Statement

1

Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the

value of plan assets held in more than one trust. Report

the value of the plan's interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar

benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 10
and 1i. CCTs, PSAs. and 103-12 IEs also do not complete lines 1d and 1e. See instructions,

3-12 IEs do not complete lines 1b{1), 1b(2), 1c(8), 1g, 1h,

. Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ....... ..o 1a
b Receivabies (less allowance for doubtful accounts):
(1) Employer contributions..... 1b(1) 145,836 73,238
(2) Participant contributions.... i 1b(2) 114,685 0
L) TR0 =Y SO 1b(3)
C General investments:
(1) Interest-bgaring cash (include money market accounts & certificates 1c(1)
OF AEPOSTE) ittt e s s et
(2) U.S. Government SECUMtIES ......cicuiuiiimiiciarieseeassaia s caessanessenacesasaanen 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) Preferred..... oo vveeovcsioricrcvennns . S .| 1e(3)A)
(B) All OBt teeiemssssesnsstiesiesessneeesienesenienss | 1G(3)(B)
(4) Corporate stocks (other than employer securities): |
(A) Preferredumamssmimmie e, M . sl . S st i, Sy i s e l 1c(4)(A) l
(B) COMMON ittt e bt et l 1c(4)(B) h I
(5) Partnership/joint venture interests ... ... iieciiciecsiaiesisans Il 1c(5) | :
(6) Real estate (other than employer real propenty).......ccocroiiceivneceenserons 1c(6)
(7) Loans (other than to participants)-............c.occocueoeemiusreeeecseceeme s eeee ’ 1c(7) |
(8) Participantioans................... | 1c(8) ' :
(9) Value of interest in common/collective trusts ............ccccovciviiiiiivciieeee s 1c(9) I |
(10) Value of interest in pooled separate accounts i 1c(10) 22,564,782 28,534,206
(11) Value of interest in master trust investment accoumts ..........ovcvvoeee. | 1€(11) |
(12) Value of interest in 103-12 investment entities ..., | 1c(12) | |
(13) Value of interest in registered investment companies (e.g., mutual ' 1c(13) '
) omiracta) o e company genera accoun (nalocaled | 1ot 421, 002| 458,341
e L e e— | 1c(15) | |

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

Schedule H (Form 5500) 2024
v. 240311
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1d Employer-related investments: | (a) Beginning of Year (b) End of Year
(1) EMPIOYEr SECURIES ... vorioooioeeeieee it seceneemscneeeenee | 1A(1) I
(2) EMPIOYET 1@l PrOPEMY ......coioeeeccessreeasesesermseessremssmssenssesssnessenssnenssnnsne | VO(2) - B
€ Buildings and other property used in plan operation ... I
f Total assets (add all amounts in lines 1a through 1e) .. 23,252,305 29,065,785
Liabilities - S -
g Benefit claims Payable ... ..ot 19 | - -
' Operating Payables. . ..........ciiicreriinrissesiessiiensesemsessssss st e csesisanie i - -
i ACQUISHION INAEDIEANESS .....ovocvocvereeee et 1i - “__
0y S [T o ————————— N | -
k Total liabilities (add all amounts in lines 1g throUgh1j) .eveecevvvvvcvcvrercnrrerrrcenen | 1K i .
Net Assets S
| Net assets (subtract line 1k from liNe 1)......omuiimumiiriimiieecee e ’ 11 3,252,305] - 29,065,785
|Part i |Income and Expense Statement o -

2 Pianincome, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained

a

fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |Es do not

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income

Contributions:

(1) Received or receivable in cash from: (A) Employers..........cocovvvicvicinnnns
(B) PartiCiPants .......cccoimiiiiiiiiciiiiiasiimismasssis s sae s e s snnn s s e
(C) Others (including rOllOVETS).....c.cuuimiimrimmsiiasiisisesiimeincssiieiasasineans

(2) Noncash contribUtioNS ...

(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ..............

Earnings on investments:

(1) Interest:

(A) Interest-bearing cash (|nclud|ng money market accounts and
certificates of deposit)....

(B) U.S. Government SECUMIES ..........ccvvviiimeiicimsiemies e
(C) Corporate debt insStruments ............ccoooieiimiiciccc e
(D) Loans (other than to participants) ..o
(E) Participant l0aNns ... imisss s sssn s s sanss e
(F) Other.........iiceecisioaeiononnen iifaiasins aiiaie e oo sesoomik e cdtdliiiassiie i s e e
(G) Total interest. Add lines 2b(1)(A) through (F)......c..coocoviiiaiinnnnns

(2) Dividends: (A) Preferred SLOCK......c.ooviieiiciiceiecsricciesses e
(B) CommOn SIOCK ..c.cueciimmemsioniiimiecorie e iaEaaimanse s ae s i siae s diba s eiae
(C) Registered investment company shares (e.g. mutual funds) ..........
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)

(3) ReNts i s it i i i s v e s

(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...

(B) Aggregate carrying amount (see instructions) ...
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result...............
(6) Unrealized appreciation (depreciation) of assets: (A) Real estate ....................

(B) Other......a st e e i e s il bk e b SR S e

{C) Total unrealized appreciation of assets.
Add lines 2b(5)(A) and (B) ......ccc.ccivmmmimiiiiniiminni i

[ 2a(1)(a)

(a) Amount

(b) Total

2a(1)(B)

| 2a(1)(©)

|
—

2202

2a(3) |

5,033,986

l 2b(1 NA) .

_2b£1)(_D)
_2b(1)(E)

2b(1)(B) '

2b(1)(C)

2b(1)(F)

2b(1)(G)

| 2b2)A)

2b(2)(B)

2b(2)(C)
| 2b(2)(D) |

(3) |
20(4)(A) |

2b(4)(B) |

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)




Schedule H (Form 5500) 2024 Page 3

(g]

[}

S K

(a) Amount (b) Total

(6) Net investment gain (loss) from common/collective trusts....................... | 2b(6)

(7) Net investment gain ({loss) from pooled separate accounts..................... 2b(7)

(8) Net investment gain (loss) from master trust investment accounts.......... 2b(8)

(9) Net investment gain (loss) from 103-12 investment entities .................. 2b(9) i
O irpEniesc op mltal tndele e o o 26(10) I 3,570, 740
Other INCOME suxsussassnisommsssuimsasimsunsiussssisnis s siabins s vssssdsdosssvrassHusFsaws e HS 2c . 625
Total income. Add all income amounts in column (b) and entertotal ................... 2d | 8,605,351

Expenses

Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers .......... 2e(1) 2,753,823|

(2) To insurance carriers for the provision of benefits..........ccccvviiccccininancs 2¢(2) ;

(3 OMNBT ..o esssenssseensensneenes | €A

(4) Total benefit payments. Add lines 2e(1) through (3) ..o, | 26(4) 2,753,823
Corrective distributions (see INStructions) ... ciiies 2f

Certain deemed distributions of participant loans (see instructions) ............. 2g

INEEIESE EXPEISE ....vvviireerrsesseriesies e iosee st esesseas s eessessamesnee st eemtseeessensesssenens 2h

Administrative expenses: |

(1) Salaries and alloWanCes L. iiiiiiieiiinimiiii it ittt srassasesinssn 2i1)

{2) Contract adMinISIrALOr FEES.....c.....iirviiorrirreeisersesssnsssnssenssinsiniornieenss | 2H2) | |

(3) RECOMAKEEPING FEES ...\ iviirireeeeer e eeee s eete e st et eee s teneeen Co2(3) | 38,04 8i

(4) 1QPA BUAIt FEES. ..o esossiee oot sseeseesemsiee oo | 20(8) ] '

(5) Investment advisory and investment management fees ...........ccccoceeunen. 2i(5) :

(6) Bank or trust company trustee/custodial fees .............ccccooeoiooiuiceecinanc. 2i(6) | |

(7) ACUAMA! FEES ..voocveiee oo isesi et ssssnecssesseeonsssennennnnne | 20T !

(B) LEGAI TS .ottt esess s eseees s smeresnn e :_2i(_8)

(9) Valuation/appraisal feeS ... iiiciiiiioesiieenenieeienenes | 2H9) |

(10) Other trustee fees and EXPENSES .....cccvvireviiirriieeeeecieeisisisseirasieseneseneas 2i(10) .

(11) Other expenses miiimiiiamsintmiiin omimirmn it mrt ' 2i(11) |

(12) Total administrative expenses. Add lines 2i(1) through (11) .................. ;_ﬁ(m | 38,048
Total expenses. Add all expense amounts in column (b) and enter total ..... 2 2,791,871

Net Income and Reconciliation -
Net income (loss). Subtract line 2j from line 2d........... 2k | 5,813,480

Transfers of assets:

(1) TO NS PIAN 1ottt en et ettt esssenes 21(1)

=
(2) From this planiiiviawieismsnisiamsmmmrassinsrmrmasmnem ] 2M2
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| Part Il Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to thls Form 5500. Complete Ilne 3d if an opinion is not

attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):

() [] unmodified  (2) [ | Quatified (3)[ ] Disclaimer @) [ | Adverse

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(a)(3)(C) audit. Check both boxes (1) and (2} if the audit was

performed pursuant to both 29 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither,
(1) [X| DOL Regulation 2520.103-8 (2) D DOL Regulation 2520.103-12(d) (3) D neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

C Enter the name and EIN of the accountant (or accounting firm) below:

d The opinion of an independent quallfled public accountant is not attached as part of Schedule H because

(1) Name \,RO‘AJ‘_. JLP

(2) EIN: 35-0921680

(1) D This form is filed for a CCT, PSA, DCG or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

\ Part IV | Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTiAs, 103-12 |Es, and GliAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k 4m 4n, or 5
103-12 |Es also do not complete lines 4j and 4l. MTIAs also do not complete line 41. DCGs do not complete lines 4e, 4f, 4k, 4, and 5, and DCGs generally
complete the rest of Part IV collectively for all plans in the DCG, except as otherwise provided (see instructions).
During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time l | |
period described in 29 CFR 2510.3-102? Continue to answer “Yes" for any prior year failures until |
fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.).................. 4a _‘_ N .
b Were any loans by the plan or fixed income obligations due the plan in default as of the |
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant's account balance. (Attach Schedule G (Form 5500) Part | if “Yes" is |
checked.).. s e ke GETE e e R N  AT SET ke SERA OR. REE ES a Sl renenns 4b
C Were any leases to which the plan was a party in default or classified during the year as
uncollectible? {(Altach Schedule G (Form 5500) Part Il if “Yes" is checked.) ......cccovevviviiieniiiniiinns 4c
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions |
reported on line 4a. Attach Schedule G (Form 5500) Part IIl if “Yes" is
checked.)... e ety lad |
€ Was this plan covered by a fidelity bond? .........cccoociiminiiminier i | 4@ X 3,000,000
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused | [
BY fraud OF AISRONESIY? ..., ovcvererersereneessrsemssanasesemsnnesessensmssanesasnesessscsssansssessnsessmsssasssemsonnsiiesinins | AF | X .
g Did the plan hold any assets whose current value was neither readily determinable on an [
established market nor set by an independent third party appraiser? ... | dg X
h  Did the plan receive any noncash contributions whose value was neither readily |
determinable on an established market nor set by an independent third party appraiser?............... | 4h
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes" is checked, : '
and see instructions for format requUIremMents. }........ccccemiiiarrnii s | B X
i Were any plan transactions or series of transactions in excess of 5% of the current l .
value of plan assets? (Attach schedule of transactions if “Yes” is checked and
see instructions for format reqUIrEMeNts. ). | 4] L
K Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC? ... | 4k
| Has the plan failed to provide any benefit when due under the plan? ... | 4l X I
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR '
N If 4m was answered "Yes," check the “Yes" box if you either provided the required notice or one
of the exceptions to providing the notice applied under 29 CFR 2520.101-3. ..o | 4N | _—
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ |:] Yes @ No

If"Yes," enter the amount of any plan assets that reverted to the employer this year
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Sb If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were
transferred. (See instructions.)

5b(1) Name of plan(s) 5b(2) EIN(s) 5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and
L] (3o (o] - 0 O U S USSP RPN |:| Yes l:l No |:| Not determined
If “Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year




OMB No. 1210-0110

SCHEDULER | Retirement Plan Information

(Form 5500) | 2024
This schedule is required to be filed under sections 104 and 4065 of the
Employee Retirement Income Security Act of 1974 (ERISA) and section |

6058(a) of the Internal Revenue Code (the Code). |
| This Form is Open to Public

Deparimenl of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits Security Adminislration D File as an attachment to Form 5500. Inspection.
Pension Benefil Guasanty Corporation - | o
For calendar plan year 2024 or fiscal plan year beginning _01/01/2024 and ending 12/31/20 24
A Name of plan (B Three- d|g|t |
HEARTLAND ©CCD PRODUCTS GROUP 401 (K) PLAN | plan number )
(PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
TC Heavilang, [LC dba Heartland Food Products Group 20-1938376

Part|  Distributions _
All references to distributions relate only to payments of benefits during the plan year.

1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1 |
1T LT Lo o) =T S - P G

(o]

2 Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the
two payors who paid the greatest dollar amounts of benefits):

EIN(s): 39-0989783

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3
VBB o s e B e A B o S S G SR Vi |
Partll | Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Interal Revenue Code or
| ERISA section 302, skip this Part.)

4 Is the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)7? .....c...cvvevivcence [J Yes E' No | | N/A

If the plan is a defined benefit plan, go to line 8.

5 if a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding

|
deficiency not walved) |
b Enter the amount contributed by the employer to the plan for this plan year................cocoviiiiiiiiies 'i

[

C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative @amOoUNt) ... | 66 )

If you completed line 6c, skip lines 8 and 9.

7 Will the minimum funding amount reported on line 6c be met by the funding deadline? ............c.ccciviiiciicasinniiinns D Yes _D No D N/A

8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the pian sponsor or plan 7 I:I " M NA
administratoragree:with the ChamGei) s i i s s e o EaeSh e S G E000T 8218 - “
1]

| Partlll | Amendments — P

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes check the appropnate
box. If no, check the "No” box. . ceveensenes e e H5e o D Increase [ | Decrease D Both [I No
| Partlv | ESOPs (see mstrucllons) If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.

!
10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.......... Yes D No

11 @ Does the ESOP Nold any PreferT@a SIOTK? ............oi.otriiiuectiisieiimisssetseiassiosscssts e soma st st eesesenscesnsssssenass s esseaetcasmscaera e etbeaes s L Yes LJ No

b  If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? "1 Yes D No
(See instructions for definition of “back-to-back” loan.) ... ik - A A SN S AR e =

12 Does the ESOP hold any stock that is not readily tradable on an established securities Market? ..., Yes D No

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form §500) 2024
v. 240311
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| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13  Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest contributors (measured in dollars). See instructions. Complete as many entries as needed to report all applicable employers,

a Narr?e-(-Jf contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (/f more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)

(1)  Contribution rate (in dollars and cents)

(2) Base unit measure: |:| Hourly H Weekly ﬂ Unit of production D Other (specify):

a Name of contributing émployer

b ENN - € Dollar amount contributed by employer

d Date collective bargaining agreement expires (/f employer contributes under more than one collective bargaining agreement, check box D .
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (/f more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hot_.lrly H Weekly D Unit of production I] Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required aftachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:ﬂ Hourly ﬂ Weekly [_l Unit of production ﬂ Other (specify):

a  Name of contributing employer

b EIN € Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement. check box D
___and see instructions regarding required attachment, Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (/f more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure: [l Hourly Weekly Unit of production Other (specify):
—l

@  Name of contributing employer

b EN . € Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (/f more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:ﬂ Hourly H Weekly ﬂ Unit of production D Other (specify):

a  Name of contributing employer

b EN C  Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
__and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:| and see instructions regarding required atfachment. Otherwise,

complete fines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

{2) Base unit measure:B Hourly D Weekly D Unit of production I:I Other (specify):
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14  Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the

plan year, whose contributing employer is no longer making contributions to the plan for: PE— i

@ The current ptan year. Check the box to indicate the counting method used to determine the number of
inactive participants: D last contributing employer alternative reasonable approximation (see 14a
instructions for required attachment) ..

b The plan year immediately preceding the current plan year. D Check the box if the number reported is a : 14b
change from what was previously reported (see instructions for required attachment) ...

[ The second preceding plan year D Check the box if the number reported is a change from what was 1 14c

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current pian year to:

@ The corresponding number for the plan year immediately preceding the current plan year .............cc....ooeo. 15a

b The corresponding number for the second preceding plan year .. R ee— L)

16 Information with respect to any employers who withdrew from the plan during the precedlng plan year: [

a Enter the number of employers who withdrew during the preceding plan year ..........cccccoovmicneneeimnescciianens 163__ |

b Ifline 16ais greater than 0, enier the aggregate amount of withdrawal liability assessed or estimated to be 16b ‘
assessed against such withdrawn @mMpIOYETS ... s

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regardin
supplemental information to be included as an attachment[ﬁ

| PartVi | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such
participantls and beneficiaties under twu ot mole pension plans as of immediately before such plan year, check box and see instructions regarding
supplemental information to be included @s an AttaChMENT... ... s

19 If the total number of participants is 1,000 or more, complete lines (a) and (b):
a Enter the percentage of plan assets held as:
Public Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets: %

High-Yield Debt: * % Real Assets: % Cash or Cash Equivalents: _ % Other: %
b  Provide the average duration of the Investment-Grade Debt and Interest Rate Hedgmg Assets:
—| 0-5 years [_— -10 years D 10-15 years D 15 years or more

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a s the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? D Yes D No
b Ifline 20a is “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D Yes.

'] No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. Other. Provide explanation.

[ Part VIl | IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
lhe permissive aggregation rules? [X X Yes |:| No

21b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

D Design-based safe harbor method
“"Prior year” ADP test
D “Current year” ADP test

L] A

22 1f the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 07/30/2021
(MM/DD/YYYY) and the Opinion Letter serial number £ 704603a




HEARTLAND FOOD PRODUCTS GROUP 401(k) PLAN

SCHEDULE H, LINE 4i - SCHEDULE OF ASSETS (HELD AT END OF YEAR)

December 31, 2024

Name of Plan Sponsor:
Employer Identification Number:
Three Digit Plan Number:

(b)
Identity of Party
(a) Involved

Pooled Separate Accounts:

Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.

* * * * * * * *

Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.
Transamerica Life Insurance Co.

* * * * * * * * * * * * * * * * * *

* Transamerica Life Insurance Co.
Total pooled separate accounts

Guaranteed Return Account:

* Transamerica Life Insurance Co.

Total investments

* Denotes party-in-interest

TC Heartland LLC

20-1938376

001

(c)

Description of

MFS Growth RET OPT
TA Vanguard REIT Index Fund
Vanguard Small Cap Value Index
Vanguard Small Cap Index
American Funds Washington Mutual
American Funds New Perspective
American Funds New World
American Funds Balanced
Retirement
American Funds Retirement 2010
American Funds Retirement 2015
American Funds Retirement 2020
American Funds Retirement 2025
American Funds Retirement 2030
American Funds Retirement 2035
American Funds Retirement 2040
American Funds Retirement 2045
American Funds Retirement 2050
American Funds Retirement 2055
American Funds Retirement 2060
American Funds Retirement 2065
Transamerica Partners Stock Index
Hartford Small Gap Growth HLS
PIMCO International Stock RETOPT
Janus Henderson Enterprise
All Spring Adv Special Mid Cap
American Funds Bond Fund of
America
Fidelity Advisor Strategic Income

Transamerica Stable Value Core

(d)

Investment Cost

** Cost information not required for participant-directed investments.

(e)
Current
Value

$ 1,510,046
90,446
331,340
344,443
414,020
395,400
102,989

234,939
77,470
104,524
166,362
641,924
3,641,843
2,373,429
3,190,920
3,199,360
2,945,055
2,533,540
2,384,603
80,723
2,009,051
160,636
295,168
330,757
537,679

254,549
182,990
28,534,206

458,341

$28,992,547

See Independent Auditor's Report

11.



