Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

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

OMB Nos. 1210-0110
1210-0089

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

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

2023

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning 11/01/2023

and ending

10/31/2024

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 the first return/report D the final return/report

B This return/report is:
D an amended return/report

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

Form 5558

D special extension (enter description)

D Check box if filing under: I:I automatic extension

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

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

Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 503
FRIEND FAMILY HEALTH CENTER, INC ANCILLARY PLAN number (PN) »
1c Effective date of plan
11/01/2022
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or E'rovince, counte/, and ZIP or foreign postal code (if foreign, see instructions) 36-4161801
FRIEND FAMILY HEALTH CENTER, INC.
2C Plan Sponsor’s telephone
number
872-345-1371
340 EAST 51ST ST. 2d Business code (see
CHICAGO, IL 60615 instructions)
624100

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. 08/14/2025 TERRY CROMWELL
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 (2023)
v. 230707
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3a Plan administrator's name and address B] Same as Plan Sponsor 3b Administrator's EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 199
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(l) Total number of active participants at the beginning of the PIan YEAr ..........coociiiiiiiiiiii e 6a(1) 199
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 215
b Retired or separated participants reCeiving DENETIS .........ouiii i 6b 0
C Other retired or separated participants entitled to future DENEfitS...........ccviiiiii e 6C 0
d Subtotal. Add liNes 6a(2), BB, AN BC. ........cc.eeiiiiiiiice et 6d 215
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ococeviiiiiieiiiiecenne. 6e
f o= o (o I g 1=t To B Ty Vo YOS 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 (oo 0] o] (o TN (=) 1 1) O S POPTPO PRSPPSO 9
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 (oo 0] o= (o TN (=) 1 1) S PPOUTPO PR TR PRPPPO 69(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thAN 100Y6 VESTEU ........eveceeieie ettt sttt et sses s ns s et et esses et sns st ens st es st ettt s ense st nsaneans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4B 4F 4H 4L
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
4 General assets of the sponsor 4) General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules

1) D R (Retirement Plan Information) 1) D H (Financial Information)
) ) ) ) 2) D I (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __ 1
actuary 4) D C (Service Provider Information)
3) D SB (Smgle—Emponer Defined Benefit Plan Actuarial ®) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached 0 (6) D G (Financial Transaction Schedules)

® []

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

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

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

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

Receipt Confirmation Code




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning  11/01/2023 and ending  10/31/2024
A Name of plan B  Three-digit
FRIEND FAMILY HEALTH CENTER, INC ANCILLARY PLAN plan number (PN) > 503

C Plan sponsor’s name as shown on line 2a of Form 5500
FRIEND FAMILY HEALTH CENTER, INC.

D Employer Identification Number (EIN)
36-4161801

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier
DEARBORN LIFE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
36-2598882 71129 VF028506 215 11/01/2023 10/31/2024

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

48636 6250
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
MARSH & MCLENNAN AGENCY LLC 20 N. MARTINGALE RD., STE. 100
SCHAUMBURG, IL 60173
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
48636 0| NA 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
MARSH & MCLENNAN AGENCY LLC PA 2300 RENAISSANCE BLVD
KING OF PRUSSIA, PA 19406
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0 6250| ADDITIONAL COMPENSATION 3

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

Schedule A (Form 5500) 2023
v. 230707



Schedule A (Form 5500) 2023 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2023 Page 3

Part Il | Investment and Annuity Contract Information

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

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

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

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

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

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

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

retention of the contract or PoliCy, ENEr AMOUNL. ........oiiiiiiiiie it 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4 D other P
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens | 7b
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1)
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2)
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3)
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4)
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5)
4
(B)TOtAl AAOIIONS ...ttt e ettt ee s st e e s e e s e ene e et et es e n e s e ees s e e e eteeesannes 7c(6)
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2)
(3) Transferred to separate account . 7e(3)
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4)
4
(5) TOAl EAUCHONS .....eoveeveeceeeeeee e e eses s et ees st eeetess st es e s s e e s en st ses e s s set s nessena et e sntensnensneetansneas e 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans | 7f




Schedule A (Form 5500) 2023 Page 4

Part 1l | 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 (o3 D Vision
e BI Temporary disability (accident and sickness)  f 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 B Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
(4) EANEA (1) + (2) = (B))evrvrvrreeerreerieseseieesteeeseeseesteeestesesessssessenessesesesseses s s ssssn st stnestsnesssnnestsnestsnsseasseestsnssesnsseaed 9a(4) 0
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3) 0
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEENTON ........vee ettt s et s e ee et en e s et en e s e s et et en et e e es et neen 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 243089
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............c..ccccc..... 10b 0

NA

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




MarshMclennan
Agency

Authorization to Electronically Sign and File Health and Welfare Form
5500

| hereby authorize Marsh McLennan Agency, LLC Company (“MMA”) 1o electronically sign and
submit to the Department of Labor (DOL) the Form 5500 annual report for the plan year(s) listed
below.

l understand that in granting this authority that:
s asthe Plan Administrator/Plan Sponsor, | have the final responsibitity for the Form 5500
and

+ inorder for MMA to electronically submit the filing, | must sign and date Page 1 of the Form
5500 and provide to MMA the signed 5500 (first 3 pages only). This signed copy is required
per the Department of Labor {DOL) rules and will be attached to the Form 5500 submission
when transmitted;

» animage of my inked signature, as it appears on Page 1 of the scanned Form 5500, will be
inctuded with the completed Form 5500 and posted by the DOL on the Internet for public
disclosure:

* lunderstand that| do have the option to obtain signing credentials and to directly submit
the Form 5500 annuat report to the DOL electronically,

¢ | must keep a signed paper copy of the completed Form 5500 in my files.
+«  MMAwill retain a copy of this written authorization in its records;

+ MMAwill notify the individual signing below as plan administrator about any inquires and
information it receives from the EFAST2, DOL, or IRS regarding this annual return/report;
and

¢+ MMA shall not be deemed an administrator, plan sponsor or other fiduciary with respect to
any plan solely on account of the services performed under this authorization.
By the signature below, [ am acknowledging that | understand the above and that | may revoke or
change authorization at any time by written notification to MMA.
Company Name: I i€nd Health

Plan Year (select one): 20 23 L__lAmended Returns
[ ]petinquent Filing (DFvC) Returns

Plan Administrator Name (please print): Terry Cromwell

Plan AdministratorSignatﬂre‘:u...»_»fcé) & B
Date: 8142025 /

This document is not infended to be {aken as advice regarding any individual situation and should nat be relied upon as such, Marsh & McLennan Agency, LLC shall have no
abligation to updata this pubfication and shall have no llahility to you or any other party arising out of his pubilcation or any maiter contalned herein. Any statements conceming
aciuarial, tax, accounting or tegal matfers are based solely on our experience as consultants and are not to be relied upon as actuarial, aceounting, tax or legat advice, for which
you should consult your owi professional advisors, Any modsling analytics or projsections are subject to inharant uncerainty and the analysts could be materially affacted if any
underfying assumptions, conditiens, information or factors are inaccurate ar incomplate or shautd change. Copyright © 2024 Marsh McLennan Agency, LLC. A rights reserved,
CA Insurance Lic: 0H18131. MarshMMA.com

A business of Marsh McLennan .
Marsh & Mclennan Agency LLC YOHI“ futul‘e.is 'imltless-’"




: Plan Sponsor Name (please print):

| A plan sponsor name/signature is only required when two individuals are signing the Form 5500 on
| behalf of the plan

|
I
Plan Sponsor Signature: : :
|
I
|

Please sign and return this form along with the signed copy of the 5500 (first 3 pages
only) to MMA at MWIL.ComplianceSupport@MarshMMA,.com

This document is not intended lo be taken as advice regarding any individual situation and should not be relied upon as such, Marsh & McLennan Agency, LLGC shall have no
obligation to update this publication and shall have no Eability to you or any other party ardsing out of this pubfication or any matler contained herein, Any slaterments concaming
actuarisl, tax, accounting or legal malters are hased solely on our experience as consultants and are not to be relled upon as actuarial, accounting, tax or fegal advice, for which
you should consull your own professional advisors. Any modeling analyties or projeciions ara subject to inherent uncertainly and the analysis could be materally affacted if any
underlying assumplions, conditions, infermation or factors are inaccurate or incomplete or should change. Copyright ® 2024 Marsh McLennan Agency, LLC. All fights reserved.
CA lnsurance Lic: QH18131. MarshMMA.com

A business of Marsh McLennan . N
Marsh & MclLennan Agency LLC Your future is limitless.”



Form 5500

Departmant of the Treasury
Internal Ravenue Service

Cepartment of Labor
Employea Benefits Security

Annual Return/Report of Employee Benefit Plan

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

OMB Nos. 1210-0110
1210-0089

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

¥ Complete all entries in accordance with
the Instructions to the Form 5500.

2023

Administration
Pension Benefit Guaranty Corparation This Form is Open to Public
Inspection
; Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning  11/01/2023 and ending  10/31/2024
A This returnireport is for: [l a multiemployer plan D a multiple-emplayer plan (Filers checking this box must provide participating

El a single-employer plan |:| a DFE {specify)
B This retum/report is: the first return/report |:| the final returnireport
|:| 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. . ... ... ... ... ittt

D Check box if filing under: D Form 5558 [} automalic extension
D special extension (enter description)

E Ifthis Is a refroactively adopted plan permitted by SECURE Act section 201, checkhere. . ... .....covviinnrnnn. .

employer information in accordance with the form instructions.)

dart il 1 Basic Plan Information—enter all requested information

1a Name of plan

1b

Three-digit ptan

Friend Family Health Center, Inc Ancillary Plan numbes (FN) » 503
1¢ Effective date of plan
11/01/2022
2a Plan sponsor's name (employer, if for a single-empioyer plan) 2h Employer Identification
Mailing address (include room, apt., suite no. and street, or P.G. Box) Number (EIN}
City or town, state or province, country, and ZIP or forelgn postal code (if foreign, see instructions) 364161801
Friend Family Health Center, Inc. 2¢ Plan Sponsar's telephone

340 East 51st St,, Chicago, IL, 60615, USA

number
872-345-1371

2d

Business code (see
instructions)
624100

Caution: A penaity for the late or incomplete filing of this return/report will he as

d unjess reasonable cause is estabiished.

Under penallies of perjury and other penaities set forth in the instructions, | declare that | have examined this returnireport, including accompanying schedules,
statements and attachmenis, 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,

)(Q/AMMM’ g/f’?i/,f? i Et:w - Cy o ez

Signature of plan administrator Date Enter name oF individual signing as plan administrator

Signature of employer/plan sponsor Date Enier name of individual signing as employer or plan sponsor

Signature of DFE

Date Enler name of individua{ signing as DFE

For Paparwork Reduction Act Notice, see the instructions for Form 5500,

Form 5500 (2023)
v. 230728




Form 5500 (2023) Page 2

3a

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

3b Administrator’s EIN

3¢ Administrator's telephone

number

4 Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last returnfreport filed for this pian,
enter the plan sponsor's name, EIN, the plan name and the plan number from the fast returnvreport:
a Sponsars name 4d pN
C Plan Name
8§  Total number of participants at the beginning of the plan year 5 ‘ 199
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a{1}, :
6a(2}, 6b, 6c, and 6d).
a(1) Total number of active participants at the beginring of the PIAN YEAF ... sssssssssesss s seseserens 6a(1) 199
a(2) Total number of active participants at the end of the Plan YEAr ... et sene s 6a(2) 215
b Retired or separated participants recaiving BeNefitS ... e ek e ess ettt &b 0
c Other retired or separated participants entitled to future Benefits .., 6c 0
d Subtotal. Add lines Ba(2), BB, ANA BC. ......cvcee s | GO 218
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... veccecenincnnee Ge
f Total, AU NS BA AN BE. ....covererrrcrecircer s cerreer s et seessr e s bbbt sr b1k 8 bt bbb e e s et 6f
) Number of pariicipants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 COMPIELE TS BEIMIY ...t et e eb et e ea e b e r e e et sa b s v A s ma e e s bbb bbb s bR b s s b ed b s s ab ek abe s g(
(2) Number of participants with account balances as of the end of the pfan year {only defined contributien plans
g COMPIELE TS IBIM) Lottt ettt e eemrr e e ear e res et e s 1Rt e b s e et ran g e bt A0t sErne e e srareesesaenrrrens 6g({2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
[@58 tAN 100% VESEBO . ....v.reeiee s ioces i sressrs e ssrassss s soass st 4081010818131 2t 3RS kb SR 4 bbbt 4 e s 6h
7  Enter the iotal number of employers obligated to contribute to the plan (only multiemployer plans complete this ftem)........ 7

8a |Ifthe plan provides pension benefits, enter the applicable pension feature cades 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 Characleristics Codes in the Instructions:

48 4F 4H 4L

9a Plan funding arrangerment {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
@ Trust {3) Trust
4 General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules '
() [] R (Retirement Pian Information) 0 [] H (Financial Information)
2 I (Financi ion — Small PE
{2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information — Small Plan}
Purchase Plan Actuarial information) - signed by the plan (3) B A (Insurance Information) - Number Attached __ 1
actuary 4 D G (Service Provider [nformaticn)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)

Information) - signed by the plan actuary

4) |:| DCG (Individual Plan Information) — Number Aftached 0 (6) D G (Financial Transaction Schedutes)

(5) D MEP {Muttiple-Employer Retirement Plan Informaticn)
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[ Partfll || Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a Ifthe plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
25201012 wrvvvrmnrrvrrmmmsenrasrece e veenes [ Y88 No

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

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

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

Receipt Confirmation Code




