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

Department of the Treasury

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

1210-0089

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

employer information in accordance with the form instructions.)

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

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

D Check box if filing under: Form 5558 D automatic extension D the DFVC program

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
ENVENT CORPORATION HEALTH AND WELFARE PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
01/01/2015

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) 33-0515192

ENVENT CORPORATION

1310 UNDERWOOD ROAD
LA PORTE, TX 77571

2C Plan Sponsor’s telephone
number
281-715-2900

2d Business code (see
instructions)
562000

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 TOM KERSCHER
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN 15192
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report: 33-051519
a Sponsor’s name ENVENT CORPORATION 4d PN
C Plan Name ENVENT CORPORATION HEALTH & WELFARE BENEFITS PLAN 501
5  Total number of participants at the beginning of the plan year 5 I 208
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) 208
a(2) Total number of active participants at the end of the plan year ... 63_(2) 223
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 1
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 224
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 | (Financial Information — Small Plan
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D ( )
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A

Insurance Information
(Form 5500)

Department of the Treasury
Internal Revenue Service

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

Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor

Employee Benefits Security Administration

» File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation

» Insurance companies are required to provide the information

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
ENVENT CORPORATION HEALTH AND WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ENVENT CORPORATION

33-0515192
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

UNITEDHEALTHCARE 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 9
36-2739571 79413 305470 287 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
4142

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
SHEPARD & WALTON LIFE INSURANCE

COMPANY

8217 SHOAL CREEK BLVD STE 108
AUSTIN, TX 78757-7500

(b) Amount of sales and base
commissions paid

Fees and other commissions paid
(c) Amount

(d) Purpose
4142

(e) Organization code

3

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

(b) Amount of sales and base

Fees and other commissions paid
commissions paid (c) Amount

(d) Purpose

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

(e) Organization code

Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) P AD&D

d [X Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 29478
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
ENVENT CORPORATION HEALTH AND WELFARE PLAN plan number (PN) 3 501

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

ENVENT CORPORATION

33-0515192

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

COLONIAL LIFE & ACCIDENT INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
57-0144607 62049 E4391603 149 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

54926

19766

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

SHEPARD & WALTON LIFE INSURANCE AGE

121 PECAN BLVD
MCALLEN, TX 78501

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

25134

3411

FEES

3

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

KELLY MELISSA RUSHING

725 RIVER BLUFF DR
LYTLE, TX 78052

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

11976

5946

FEES

3

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

Schedule A (Form 5500) 2024

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

TIMOTHY COBB 11086 NW COUNTY ROAD 1370

BARRY, TX 75102

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
3172 6499 | FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
TROY J PALMER 15534 CLOVER RDG
SAN ANTONIO, TX 78248
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
5667 956 | FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
J&H FINANCIAL AND INSURANCE SVC LLC 22948 VIA CEREZA UNIT 4E
MISSION VIEJO, CA 92691
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
4205 902 FEES 3
(@) Name and address of the agent, broker, or other person to whom commissions or fees were paid
DEBRA KAY GAPP 20302 STONE FALLS CT
CYPRESS, TX 77433
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1689 430 | FEES 3

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

CONSUMER DRIVEN BENEFITS LLC

1301 DOVE ST STE 340
NEWPORT BEACH, CA 92660

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code

584

1053 | FEES

3




Schedule A (Form 5500) 2024

Page2—| 2

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

DARIN POTTS 100 DETERING ST APT 2128
HOUSTON, TX 77007

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
383 490 | FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
CAMILLE HOLLAN SIDEL POTTS 100 DETERING ST APT 2128
HOUSTON, TX 77007
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
811 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
MELISSA LYNN FRINK 3200 LOUIS AVE
CORSICANA, TX 75110
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
555 66 FEES 3
(@) Name and address of the agent, broker, or other person to whom commissions or fees were paid
EDGEWOOD PARTNERS INSURANCE CENTER 10877 WHITE ROCK RD
RANCHO CORDOVA, CA 95670
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
501 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
TINA HERNANDEZ 11779 W COCOPAH ST
AVONDALE, AZ 85323
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
59 13 | FEES 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

VOLUNTARY BENEFIT ADVISORS 1936 E DEERE AVE STE 215
SANTA ANA, CA 92705

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
53 3

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

CARLOS MENDEZ 1936 E DEERE AVE STE 215
SANTA ANA, CA 92705

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
43 3

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

MICHAEL JAMES LANCASTER 22365 EL TORO RD
LAKE FOREST, CA 92630

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
38 3

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

MIKE MCCORMICK 7 MONSERRAT PL
FOOTHILL RANCH, CA 92610

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
38 3

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

EDITH VIEYRA 1432 E MARKET ST
LONG BEACH, CA 90805

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

18 3




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e B 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 B Other (specify) P ACCIDENT, HOSPITAL INDEMNITY, CRITICAL ILLNESS

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 147203
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




SCHE

(Form 5500)

Department

Internal Revenue Service

DULE A

of the Treasury

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
ENVENT CORPORATION HEALTH AND WELFARE PLAN plan number (PN) 3 501

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

ENVENT CORPORATION

33-0515192

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

CIGNA HEALTH

AND 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
59-1031071 67369 00652532 255 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

96962

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

SHEPARD & WALTON LIFE INSURANCE

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

96962

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 629266
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? .............

B Yes

|:|NO

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
BROKER'S ADDRESS IS MISSING




SCHE

(Form 5500)

Department

Internal Revenue Service

DULE A

of the Treasury

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
ENVENT CORPORATION HEALTH AND WELFARE PLAN plan number (PN) 3 501

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

ENVENT CORPORATION

33-0515192

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
CIGNA HEALTH AND LIFE INSURANCE COMPANY AND AFFILIATES(CIGNA)

(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
59-1031071 67369 0652532 190 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

9079

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

SHEPARD & WALTON LIFE INSURANCE

1906 E. TYLER, SUITE B
HARLINGEN, TX 78551

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

9079

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I B[ Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 162889
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




Form 5500 Annual Return/Report of Employee Benefit Plan

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

OMB Nos. 1210-0110
1210-0089

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

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).
e » Complete all entries in accordance with
Administration 4 the instructions to the Form 5500.

2024

Pension Benefit Guaranty Corporation

This Form is Open to Public

Inspection
[ Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 andending 12/31/2024
A This return/report is for: [] a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

[}_—{] a single-employer plan D a DFE (specify)
B This return/report is: 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 REre. . . ... ... e e e

D Check box if filing under: @ Form 5558 D automatic extension
|:| special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
Envent Corporation Health and Welfare Plan

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
01/01/2015

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

Envent Corporation

1310 Underwood Road

La Porte X 77571

2b

Employer Identification
Number (EIN)
33-0515192

2c

Plan Sponsor’s telephone
number
281-715-2900

2d

Business code (see
instructions)
562000

Caution: A penality 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 /7’\’\/“:{\? )(Q‘ %/ \’2,/ 20{5|[TOM KERSCHER
Dat

HERE
Signature of plan administrator

Enter name of individual signing as plan administrator

SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address |X| Same as Plan Sponsor

3b Administrator's EIN

3¢ Administrator's telephone

number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report: 33-0515192

a Sponsors name Envent Corporation 4d PN

C PlanNameEnvent Corporation Health & Welfare Benefits Plan 501
8 Total number of participants at the beginning of the plan year 5 | 208
6  Number of participants as of the end of the plan year unless otherwise stated (weifare 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 ..............eeeerrriiciismissesessssssssssrsssrecsssnesis e 6a(1) 208

a(2) Total number of active participants at the end of the PIaN YEar ... 6a(2) 223

b Retired or separated participants receiving Benefits ...t 6b 1

[ Other retired or separated participants entitled to future Benefits..........covuveoieee 6c 0

d Subtotal. Add [iNes Ba(2), 8D, AN BC. ........ccvrrureerercrirerieieirtrcscetireecee it s st sas s s e e sran e e s s s e asasa e s 6d 224

e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccoovevernniincnns 6e

f Total. Add lINES B ANA B. ..........oeeeeeerereeree ettt sr st b st sasa s er b e s e bbb s b ebab s b e RS R b e R e R aR e R e b eRea s ses s abs e e b et 6f

(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
g COMPIELE thiS IHBIM) ...eeree et a e bR e s s g
) Number of participants with account balances as of the end of the plan year (only defined contribution plans
O(Z) COMPIELE thiS HEM) .....occ.cocceresrressrsssssssssss st ssss s s e s e 69(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1ESS thAN 100% VESEE..........ouiueiiesieiisssesssessssesseseessomssessessesassssebesssssaassssebssessEs st et e s s e ssenss secmss it asssasnes 6h

7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7

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

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

4A 4B 4D 4E 4F 4Q

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) Insurance
(2 Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
3) Trust (3) Trust
@) 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
(1) D R (Retirement Plan Information) 1) D H (Financial information)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money ) D I (Financial Information — Smafl Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) E] A (Insurance Information) - Number Attached _4
actuary 4) D C (Service Provider information)

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

(5) [] D (DFE/Participating Pian Information)

{4) |:| DCG (Individual Plan Information) — Number Attached (6) |:| G (Financial Transaction Schedules)

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



Form 5500 (2024) Page 3

| Partill | 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.) weocvveererreeecnennnnn e e O Yes No

If“Yes" is checked, complete lines 11b and 11¢.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2) .......... [JYes [] 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)

Department

Intemal Revenue Service

of the Treasury

Department of Lebor

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).

D File as an attachment to Form 5§500.

» 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
Envent Corporation Health and Welfare Plan plan number (PN) » 501

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

33-0515192

D Employer Identification Number (EIN)

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.

Envent Corporation
‘ Part | |

1 Coverage Information:

(a) Name of insurance carrier

UNITEDHEALTHCARE INSURANCE COMPANY

Approximate number of Policy or contract year
(c) NAIC (d) Contract or (@

(b) EIN code identification number pe;:;g; gf‘égﬁ:’ag: Sggrof (f) From (g) To
36-2739571 79413 305470 287 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

4,142

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

SHEPARD & WALTON LIFE INSURANCE

COMPANY
8217 SHOAL CREEK BLVD STE 108
AUSTIN TX 78757-7500
{b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
4,142 3

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

(b) Amount of sales and base

comm

Fees and other commissions paid

issions paid

{c) Amount

(d) Purpose

(e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form 5§500.

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

Fees and other commissions paid

(e)

(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose 9 code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid o (e) "
b) Amount of sales and base rganization
® commissions paid {c) Amount (d) Purpose code
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Partil | 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 accountatyearend ............cooooveieescnnninssiiicenee: 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid 10 CAIMIET ........ovveerueeeriessissssessessneesseesassessesessssrssscssonsrsmssstsssssssssssssssssmsssnnssesss 6b
C Premiums due but unpaid at the end of the year 6¢c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €nter aMOUNt. ... s
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract: (1) |:| deposit administration 2 D immediate participation guarantee
(3) |:| guaranteed investment (4) D other »
b  Balance at the end of the PrEVIOUS YEA...................eceeveervevmeenrserastisieressssssesssssasssisssssassssssasssssessssssssssassessssssens [ 7b 0
C Additions: (1) Contributions deposited during the year ..........ccccccoevreuecneee. 7¢(1)
(2) Dividends and Credits..............cc.covvuecerenresneassissrsssesssestssssssesssssessins 7¢c(2)
(3) Interest credited dUrNG the YT ..........cocveeveeermreeeererreieeesensessesaessensesanes 7¢(3)
(4) Transferred from SEPArate ACCOUNL...............ocueruerrereerevensnsrsrsssessnressenes 7¢(4)
(5) Other (SPECHY BRIOW) ......oevevcerivereerier e seessessees st essaesesssaesbessbesassens 7¢(5)
1 4
(B)TORAI AAGIIONS .........oceoeecrerrerrcise et sssrsssss s sssr s ssses s asessnss b ssss b sbense Rt n s s s sa e s smes st s smst s stsssosas 7¢(6) 0
d Total of balance and additions (add Nes 7B and 7C{B)). ..........cevvrermeeeenreeererreneseeeeerseseesseesesssssseenssessesscssennesescnn [ 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year | 7e(1)
(2) Administration charge made by Carmier ..............ccceeeeirerrereevereirereemssaeseenes 7¢(2)
(3) Transferred to SEPArate ACCOUNL ............cc.oveueeesreeneecrimeneesiaseesssssssssessonns 7¢(3)
(4) Oher (SPECHY DEIOW) ....e.eeveeeeeeereeeeeeeeeerereeseosemsecsseseseseseesenossesessesoes 7¢e(4)
>
(5) Total dedUCHONS...........cuceieeececeieecece ettt eee et nee ettt meee s sene 0
f Balance at the end of the current year (subtract line 7e(5) from line 7d) 0
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Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [x] Other (specify) PAD&D

9 Experience-rated contracts:

@ Premiums: (1) AMOUNt received ...........ceevevvieecienieeicee e

(2) Increase (decrease) in amount due but unpaid................cceveererrreenne

(3) Increase (decrease) in unearned premium reserve

(4) EBMEA (1) # (2) = (3)).ervvvveveveeeerrreesesesssesessessssesesomeeeeeeseesesssssessessssseessesesesssessesesssssesessasssessesseeseeseseeseeecessase | s9a(4) 0
b Benefit charges (1) Claims Paid.........c.eceeeerisreeeerreeeereseeeeeseeseeeseeseeseeseneses 8b(1)
(2) Increase (decrease) in Claim rESEIVES ..........c..ccovveverecrieeerimeeerennas 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3) 0
(4) ClaIMS ChAIGEA ........ceeeeeriereeereiieeesteeeae e arbe s seese e bebebe et ebe b s s sebeseesessstsseetesseseestasse s sensnsesessnseneassbasessnssnssann 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS .......coveverrereneiceeeeieneieseneserensserenenerebersnossrersssreseas 9c(1)}{A)
(B) Administrative service or other fees.............ccccvevvevrrrreeercreserenenes 9¢(1)(B)
(C) Other SPecific 3CQUISIION COSES ...........ocveererrveeeseereeeeseeesess oo 9c(1)(C)
(D) OLhET @XPENSES .........ceeoeeereeeeresereeesseeseseseesereseseeeses e sesssssssssees 9¢(1)(D)
(E) TAXES .ooveeerveeeeeemeeveessemesssemesssesessessessseseesrsseeemsssemssssmmeessasee 9¢(1)(E)
(F) Charges for risks or other CONtIRGERTIES. ..........evverevrereererereennns 9c(1)(F)
(G) Other retention ChArGES...................errervererssmeseereesssreesesmseeessnnns 9¢c(1)(G)
(H) Total retention.................... 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.).................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ....oecevvireeeereneseterssesseeessesassesseassssasbessesesstesesatsssesssesstassssssssassnsessssrsnssssssassssaenssssenssesenssesonas 9d(2)
(3) ONEI TESEIVES.......cuvvvreeectesetiesscteses st seas bbb sbebess e e bbb b sas o b et se e bebssasrereasEsnsssesnsas b osnesassseesssbasastessencsssans 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 8¢(2).) .......ccccocvnvvvinnnnnnen. Se
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMMIET ............cccvenininiiimneninnnn s aeses 10a 29,478
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................cccuuue. 10b

Specify nature of costs.

| PartiV | Provision of Information

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

[ Yes

@No

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




SCHEDULE A
(Form 5600)

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).

D 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
Envent Corporation Health and Welfare Plan plan number (PN) 3 501

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

33-0515192

D Employer identification Number (EIN)

Envent Corporation
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 Il and Ill can be reported on a single Schedule A.

1 _Coverage Information:

(@) Name of insurance carrier

COLONIAL LIFE & ACCIDENT INSURANCE COMPANY

(e) Approximate number of

Policy or contract year

{c) NAIC (d) Contract or
(b) EIN code identification number pe;‘s;laig; gf:g:fag ;::rof (f) From {g) To
57-0144607 62049 E4391603 149 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.

(@) Total amount of commissions paid

(b) Total amount of fees paid

54,926 19,766
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
SHEPARD & WALTON LIFE INSURANCE AGE
121 PECAN BLVD
MCALLEN TX 78501
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
FEES
25,134 3,411 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
KELLY MELISSA RUSHING
725 RIVER BLUFF DR
LYTLE TX 78052
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
FEES
11,976 5,946 3

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

Schedute A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page 2 | |

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

TIMOTHY COBB
11086 NW COUNTY ROAD 1370

BARRY TX 75102
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
FEES
3,172 6,499 3

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

TROY J PALMER
15534 CLOVER RDG

SAN ANTONIO TX 78248
Fees and other commissions paid (e)
O s " (A (@Pupose N
FEES
5,667 956 3

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

J&H FINANCIAL AND INSURANCE SVC LLC
22948 VIA CEREZA UNIT 4E

MISSION VIEJO CA 92691
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
FEES
4,205 902 3

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

DEBRA KAY GAPP
20302 STONE FALLS CT

CYPRESS TX 77433
Fees and other commissions paid {e)
b) Amount of sales and base Organization
® commissions paid (c) Amount (d) Purpose code
FEES
1,689 430 3

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

CONSUMER DRIVEN BENEFITS LLC
1301 DOVE ST STE 340

NEWPORT BEACH CA 92660
Fees and other commissions paid (g) .
O ommissions paid (c) Amount (@) Purposs i
FEES
584 1,053 3




Schedule A (Form 5500) 2024 Page 2 — | |

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

DARIN POTTS

100 DETERING ST APT 2128

HOUSTON TX 77007

Fees and other commissions paid (e)
b) Amount of sales and base Organization
® commissions paid _ (c) Amount {d) Purpose code
FEES
383 490 3

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

CAMILLE HOLLAN SIDEL POTTS
100 DETERING ST APT 2128

HOUSTON TX 77007
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
811 3

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

MELISSA LYNN FRINK
3200 LOUIS AVE

CORSICANA TX 75110
Fees and other commissions paid («_a) .
O e ™ Ty (@Pupos Ot
FEES
555 66 3

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

EDGEWOOD PARTNERS INSURANCE CENTER
10877 WHITE ROCK RD

RANCHO CORDOVA ca 95670
Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
501 3

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

TINA HERNANDEZ
11779 W COCOPAH ST

AVONDALE AZ 85323
Fees and other commissions paid (e)
oot (@ Amoun (@ pupose o
FEES
59 13 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

VOLUNTARY BENEFIT ADVISORS
1936 E DEERE AVE STE 215

SANTA ANA CA 92705
Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
53 3

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

CARLOS MENDEZ
1936 E DEERE AVE STE 215

SANTA ANA CA 92705
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
43 3

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

MICHAEL JAMES LANCASTER
22365 EL TORO RD

LAKE FOREST ca 92630
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
38 3

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

MIKE MCCORMICK
7 MONSERRAT PL

FOOTHILL RANCH ca 92610
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
38 3

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

EDITH VIEYRA
1432 E MARKET ST

LONG BEACH CA 90805
Fees and other commissions paid (e)
b) Amount of sales and base Organization
( commissions paid (c) Amount (d) Purpose code

18 3




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 year end ........ccooovvvvvscsiiisciscisciie: 4
5 Current value of plan's interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid 0 CAMIET ..........ccoueeeeieseeereereesteeesees e ss s seras e erss s sass s sssesssess s ssss bbb b sess st s s et seasasres 6b
€ Premiums due but unpaid at the end of the year............c.cccviiiciinini s 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amouNL. ... e
Specify nature of costs P
e Type of contract: (1) D individual policies 2) D group deferred annuity
) 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 Typeofcontract (1) D deposit administration 2) D immediate participation guarantee
(3) D guaranteed investment 4) D other b
b Balance at the end Of the PrEVIOUS YAN..................ooeeemuesteseessessssssssssssssssssssssesssemssessessssssessessersassseessesssrssraszasenss 7b
C Additions: (1) Contributions deposited during the year ............eecc.vreecuene 7¢(1)
(2) DIVIENAS ANA CIRARS ......vveveeceeeeeeeeeessesesessseessecesesetsenesssssmesessssssessises 7c(2)
(3) Interest credited dUMNG the YA ............cccureeerrrasmmaersmmeessrrmecssmsssasassens 7¢(3)
(4) Transferred from Separate ACCOUNL............ccc.orueerreerrsersresseeseerssssassssnens 7¢c(4)
(5) Other (SPECHY DEIOW) .......u.evrvrereereesreeeraessessesssesssssesesssssssssseseessesssssesssenans 7¢(5)
>
(B)TOLAI AAGIIONS .........oecovevcvriveiteeesc st st st saee bbb eesssrsbasss s et sb bbb e bbb bbb R0 7¢(6)
d Total of balance and additions (add ines 7b and 7C(B)). ... .-cecreeereurerreriremcerieisiinissasississssisnsr ot sseane | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢(2)
(3) Transferred to separate account.............. 7e(3)
(4) Oher (SPECIY DRIOW) ......uvvveeerrerresenrseeecsssesaasessasesisseensecsseessssssssssasssssnens 7e(4)
>
(5) TOAl EAUCHONS........cooeeeurureerimseerirseresisnenetsisiass s tsess s s s ensa bbb bbb s e e R s see e E b baEs L sb s b s

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

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

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental cl:l Vision d D Life insurance
e El Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment b D Prescription drug
i D Stop loss (large deductible) j D HMO contract kl:l PPO contract ID Indemnity contract

m Other (specify) PACCIDENT, HOSPITAL INDEMNITY, CRITICAL ILLNESS

9 Experience-rated contracts:
A Premiums: (1) AMOUNL FECBIVEM .........cooceiiiirierimeeneneee e reesens 9a(1)
(2) Increase (decrease) in amount due but unpaid...............cccocvverevenrenn. 9a(2)
(3) Increase (decrease) in unearned premium reserve 9a(3)
(4) Earned (1) + (2) = (3))-uuuueerreceerressssssmsssssessesssesssseesresnn O — | 9a(4) 0
b Benefit charges (1) Claims paid.... 9b(1)
(2) Increase (decrease) in claim reserves ... 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3) 0
(4) ClAIMS ChAIGEU .......cvveeeeieecictcteeeee et ettt ts s s e s saeberesssresesssrerassersseassserasssresesasserensreasrnens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMIUSSIONS ........vovreeenceecnceceeeeec e eeneseesseaeasseeensesasesensreneseasees 9c(1)(A)
(B) Administrative service or other fees..............cocooveevevereecrvernennnns 9c(1)(B)
(C) Other SPecific ACQUISIION COSES «........vene.eeeerereereeeeeeeeeeeeesseeeenee 8c(1)(C)
(D) Other expenses .............cccoeu..... Sc(1)(D)
(B) TAXES .....oovvvvveenneeneesssvsesssssssssnnnssssssssssssenns SRS I -1 4 ) (]
(F) Charges for risks or other contingencies.... ()
(G) Other retention Charges............ooo.oveeernee. e | S¢{ING)
(H) TOAI FEIBNLION ...ttt sttt bbb s s sh st ssss s sasssasa s ssssa s s beseas venrener | 9C{I}H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or I:I credited.).................. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) ClAIM FESBIVES ....c..ovvevirienerenrerreeesrereresesrasseseeesssssessssssesersssssessesesessssssesantesesessstessasstesessssesesssssnsssererensseaes 9d(2)
(3) OtREI TESEIVES.........ceevveeeeeeeeteeee sttt ees e st se s s ensessss s s senssrssessssnsssssesessassasasssssssssensssnsnsanes 9d(3)
€@ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ..........ccccecvvreenuenenne e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEN...............coco..veeeeereenceeeceeereeeea e s sesesse e sassseneas 10a 147,203
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............ccccccoeencee. 10b
Specify nature of costs.
| PartlV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. [l Yes @ No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Insurance Information

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

OMB No. 1210-0110

Employee Retirement Income Security Act of 1974 (ERISA). 2024

P File as an attachment to Form 5§500.

Pension Benefit Guaranty Corporation P Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Envent Corporation Health and Welfare Plan plan number (PN) Y 501

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

D Employer Identification Number (EIN)

33-0515192

Envent Corporation
Partl 1 Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and lll can be reported on a single Schedule A.

1_Coverage Information:

(a) Name of insurance carrier

CIGNA HEALTH AND LIFE INSURANCE COMPANY

(e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or d of
(b) EIN code identification number pe;zg; :?‘éﬁ::faz: ;:aro (f) From (g) To
59-1031071 67369 00652532 255 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

96,962 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
SHEPARD & WALTON LIFE INSURANCE
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code
96,962 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organization code
OIrge
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5§500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page 2 —| |

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

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




Schedule A (Form 5500) 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 year end ............cocevececrncnicacniinecnaas 4
5 Current value of plan’s interest under this contract in separate accounts at year end..........ooiiiccniiiiissecenan 5

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

D Premilms Paid t0 CAIMIEN -..........ccouviuirieiscisereessssaserssesesaeesaseas s sessesasssssssessasasssbssssasassssssssssssessensassssssessessnsansesesanss 6b
€ Premiums due but unpaid at the end of the year ... s 6¢c
d [Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, @Nter AMOUNL. ..ot ss s ne e ensnens
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity

3) |:| other (specify) P

f if contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|

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

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

b Balance at the end of the PrevioUS YEa............coocouieeieirieieseriossessassrcoscrsmssnsesessessssisshsssst shasasstssssssbasssensbssssnsssenss | 7b
€ Additions: (1) Contributions deposited during the year .............cccccccneeceninne 7¢(1)

(2) DiVIEnds and CTEAIS ...........cocrvrrrereererrasesresseeessecsusecesesmsccssssessnossssseessons 7¢(2)

(3) Interest credited UrNG the YBAr ...........cc.cccceerrereeieeeressesessssesssessesssassens 7c(3)

(4) Transferred from SEParate ACCOUNL............cc......oevvermreeseessssenssssesessssersseces 7c(4)

(5) Other (SPECHY DEIOW) ...........eecrverermressreesriasessesaseeissessecsssmmsecsonmsseesssssssses 7¢(5)

»

(6)Total additions

d Total of balance and additions (add lines 7b and 7E(6)). .........evevrrereremcrciiminiiiisiisiisstssssa s et stssts st b ssstseeas |

o|o

€ Deductions:

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

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

(3) Transferred to separate 8CCoUNt .........ccoveeureevevucrrcninne 7e(3)

(4) OHhEF (SPECITY DEIOW) ..vv.vvveeveesreesresesseesssssesssseeseseseesasesssassssssssssssssasseni 7e(4)

>

(5) TOAN QBAUCHONS..........eoreverveerresesessasssssssssssseesssessseessasssoasessssanssssssessanessesssssssssasssssssssessiesanssseessasssessssessesssasssessias 7¢(5) 0

f Balance at the end of the current year (subtract line 7e(5) from line 7d) .........c.cooceeiiinssiiceen i, | 7f




Schedule A (Form 5500) 2024 Page 4

Part ll | 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

i D Stop loss (large deductible) j D HMO contract kD PPO contract

m D Other (specify) P

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

9 Experience-rated contracts:

a Premiums: (1) AMOUNt reCRIVEA ..........ceecmieireerireeeir et ee e ee e sreees

(2) Increase (decrease) in amount due but unpaid..............coccorenverirveencnnns

(3) Increase (decrease) in unearned premium reserve

(4) Earned ((1) +(2) - (3))..cocevereeerieieeeeieineestr et e e | 9a(4) 0
b Benefit charges (1) Claims paid..................
(2) Increase (decrease) in claim reserves ...
(3) Incurred claims (A (1) AN (2)).....coeriieeeiiececceieiitee ettt ete et e ne et esesssese e ssesas e renesesssessasenensenens 9b(3) 0
(4) ClAIMS CRAIGEA ..........eceeeeeeeeet ettt ee et bess et oree s e sss e b e b st se s s b sa s Rt et st e s b st sssmsasbstsnesnas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMISSIONS .........ooverreeeerieiiese ettt essss b es b sesann 9c(1)(A)
(B) Administrative service or other fees..............ooevveveeeererremcerccnnne 9¢c(1)}(B)
(C) Other SPECIfic ACUISIION COSLS .......r.evrveeerrrenerereeesereeeeeseeeeeseneon 8c(1XC)
(D) OtNET BXPENSES ....ov.veeeeereeeeeeeerseseesseseeseseeesasessseessoseesmseseeseees Sc(1)}{D)
(E) TEXES ovvoeeereeereeeeeeesesese e ee s esesssvessseeses s sesss s ssemsessesseeseeesesne 8c(1)(E)
(F) Charges for risks or other contingencies.... 9c(1)(F)
(G) Other retention charges....... 9c(1)(G)
(H) TOAI FRIBNLION .......eoveveececcee et ee e see b es bbb e b bt se s s s bbb ssba b s aebabe s e rensseasm s stnns 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.)....... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM TESEIVES .........coovreeeeeriecerireeritrsesesrsresesasestssssterersreseseresrerstssssrassisssstssssesotssessiatesessrssssssssssnsrsssassssonsrens 9d(2)
(3) OREI TRSEIVES ........cecvevrreeieieeet ettt eaess bbbt et eb s b s ar s sesa et betesasseseasessseastensassetensnsssasnssaee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ..........c.cccoueuun.n...... Se
10 Nonexperience-rated contracts:
a Total premiums or Subscription charges Paid £0 CAMET...............ecirniesressssisssssssse s ssssessssssssssonssssosssnas 10a 629,266
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount.............cccconeee.... 10b

Specify nature of costs.

| Partlv | Provision of Information

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

K Yes

[1 No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P BROKER'S ADDRESS IS MISSING




SCHEDULE A Insurance Information OMB No. 12100110

(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Employee g:ﬁ:fggmlfmmmmmn P File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 andending 12/31/2024
A Name of plan B Three-digit
Envent Corporation Health and Welfare Plan plan number (PN) 3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

Envent Corporation 33-0515192
l 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

CIGNA HEALTH AND LIFE INSURANCE COMPANY AND AFFILIATES(CIGNA)

Approximate number of Policy or contract year
{c) NAIC (d) Contract or (@

(b) EIN code identification number pe;ﬁg: g’?‘éﬁ:ﬁ;&t sg:rOf (f) From {g) To
59-1031071 67369 0652532 190 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

9,079

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

SHEPARD & WALTON LIFE INSURANCE
1906 E. TYLER, SUITE B

HARLINGEN TX 78551
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c} Amount (d) Purpose {e) Organization code
9,079 3

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

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

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

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)

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




Schedule A (Form 5500) 2024 Page 3

Partil | 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 yearend ..........ccooooooocionennincnioneiicrincen, 4
§ Current value of plan’s interest under this contract in separate accounts atyearend...........ccocooiiiiiiciiiiicninicnnnens 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PrEmiUmS Paid 10 CAIMET ....ecceveeeeceececevcts et ss st ssssas s s ss bt stnab st sast s e sesasns et nenseseneesesmes 6b
€  Premiums due but unpaid at the end of the Year..........ccooeviiniiir s 6¢C
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 amouUnt. ........c.ccceeeriiic s
Specify nature of costs P
€ Type of contract: (1) |:| individual policies 2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: Q)] D deposit administration ) |:| immediate participation guarantee
3) D guaranteed investment 4) |:| other »
b  Balance at the end Of thE PIEVIOUS YT ...............c.cueveevereerserensssisesnsresssssssssssssessssesssassseorsssssssssssassassessssssssssnsasesses [ 7b
C Additions: (1) Contributions deposited during the year ............ccooceverreeeecs 7¢c(1)
(2) Dividends and CTEAIS..........cc..evvurreressersssrssressoresasessseessssssessrssseessenes 7c(2)
(3) Interest credited dURNG the YEAF .............ovuveerermreeeereresseieseersesseaeesenne 7¢(3)
(4) Transferred from Separate ACCOUNL............cc.evvevreverisneeessseesecssnssessasons 7c(4)
(5) OthEr (SPECITY DEIOW) .......o.eevvreveceirecncisceesissesssssessssessessssesssssssssessasssnsan 7¢(5)
>
(BYTOMRI BAGMIONS .....eovvvveeeeeereeveerssveeesssessssssessesesssseesssesesss etk s R s st sesnsssee res s be s bbb bR b RR 000 7¢(6)
d Total of balance and additions (dd liNes 7b ANd 7E(6)). .........cc.eeeeereurrrrerrrrreerersormeceersrmssiissnss siasasss s sssssssssnssssnns | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmer ..........cc.coveveeeeeenrsresieseesersseesecueees 7e(2)
(3) Transferred to SEPArate ACCOUNL...........cvvuervrrereerrerencmcirememissississssssesssnes 7¢(3)
(4) Other (SPECHY BEIOW) .........ecreeecereirereresresseresressesesssssseniones e aaeraenes 7e(4)
>
(5) TOLAI ABAUCHONS........ouveveesirireeesereresecesenses s st st esessss st sessssssenesssobassbassssosasssasssssesssesssssossssssensscssenermsssasas satassines 7¢(5)
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ..........c.ococrciiiiiiiiiiiiscssisiissisiencnnes | 7f




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b @ Dental c E' Vision

i D Stop loss (large deductible) i |:| HMO contract k|:| PPO contract

m{[] Other (specify) P

d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
| @ Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNt reCRIVEM ..........cccceriiinveniiinniinneeiiieeesnesesanesas 9a{1)
(2) Increase (decrease) in amount due but unpaid.............cecervecrenineinns 9a(2)
(3) Increase (decrease) in unearned Premium reserve .............cocveeeenenens 9a(3)
(4) EAMEA (1) + (2) = (3))-erevveseeomeeessececoesssssssessessssmsssesssssssessssesesesssses st s s | 9a(4) 0
b Benefit charges (1) ClaIms Paid.............oceeereeeecircrresnsecssesnisnscssisessinsens 9b(1)
(2) Increase (decrease) in Claim reSEIVES ............cceericureniiiiieeniicriniesennnns 8b(2)
(3) Incurred claims (8Ad (1) N (2)......ovrmreremcercreriseiiiseiessersiseeestosestie s ssas s sssessssssssibsassbssbens s snsssenseranssanans 9b(3) 0
(8) ClAIMS ChATGEA ........cuecerrreererereerieen s eneescsescasi s bbb bbb bt s bR a s e er s bbb e s e b b R bR R s s caes 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMUSSIONS ...covvrerienerriceireeieiseciserereessaenesseresmsemssesastssiessssisns 9c(1)(A)
(B) Administrative service or other fees..........covcvnnniinieinivecninenne Sc(1)(B)
(C) Other SPecific ACUISTION COSES ............vvveerrreeereeesreessssenssssnneses 9c(1)(C)
(D) OthETr XPENSES ......ooeveveernessesiesssisessssssssssssssessseeseesssemmsessnseseens 9¢(1}D)
(E) TAXES ....oovevveeemseeereeseeeeersmmsssese s sssssssssssssssssssssssssssssnssssssssse 9c(1)ME)
(F) Charges for risks or other contingencies.............covveeeerrecemecrrecenenee 9c(1)(F)
(G) Other retention CRAIGES ..............ccooeevvvueerssvesnresssssesssssssssessassensns 9¢(1)(G)
(H) TOAI TREBNHON .......cueeectrreeeceee ettt ci s seast s sas s emsas st bbb am e s n s s bbb s bRt s R nes 8c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........c........ 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) ClAIM TESGIVES ......e.cecemeeereeencereeciereiassssaett st sses s aesa s smss bbb seas st s aa b RS R e s s em e s ans e st st sb e b a bt ss 9d(2)
(3) ORI TBSEIVES.......vevereerisesecereeeissieeaestseasea s asetseases et er e st bbb e bbb R SRR R en s bbb e ss R an st 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 8¢(2).) .........cc.ccovecicneaninns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAIMIET ... s sssseeesees 10a 162,889
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.............ccccco.oe.e. 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

X No

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




