
Form 5500-SF 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Short Form Annual Return/Report of Small Employee 
Benefit Plan 

This form is required to be filed under sections 104 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-SF. 

OMB Nos. 1210-0110 
1210-0089 

2024
This Form is Open to 

Public Inspection 

Part I   Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning  and ending 
A This return/report is for: X  a single-employer plan X a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box 

must attach Schedule MEP. Other plans must attach a list of participating employer 
information in accordance with the form instructions.) 

B This return/report is X  the first return/report X the final return/report  

X  an amended return/report X a short plan year return/report (less than 12 months) 

C  Check box if filing under: X  Form 5558 X automatic extension X  DFVC program 

X  special extension (enter description) 

D  If the plan is a collectively-bargained plan, check here ..............................................................................   X 

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

Part II   Basic Plan Information—enter all requested information
1a  Name of plan ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI

1b Three-digit plan number
(PN)  001 

1c Effective date of plan
YYYY-MM-DD 

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) 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGH 

2b Employer Identification Number (EIN)
012345678

2c Sponsor’s telephone number
1234567890 

2d Business code (see instructions)
123456 

3a  Plan administrator’s name and address X Same as Plan Sponsor.ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901I A 

3b Administrator’s EIN
012345678

3c Administrator’s telephone number
1234567890 

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, enter the plan sponsor’s name, EIN, the plan name and the plan number from the 
last return/report.   

a  Sponsor’s name
c  Plan Name   D
EFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI CDEFGHI

4b EIN012345678

4d PN 012

5a Total number of participants at the beginning of the plan year .............................................................. 5a 12345678 

b Total number of participants at the end of the plan year ....................................................................... 5b 12345678 

c(1) Number of participants with account balances as of the beginning of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(1) 

c(2) Number of participants with account balances as of the end of the plan year (only defined
contribution plans complete this item) ............................................................................................... 5c(2) 

d(1) Total number of active participants at the beginning of the plan year ................................................. 5d(1) 
d(2) Total number of active participants at the end of the plan year .......................................................... 5d(2) 

  e   Number of participants who terminated employment during the plan year with accrued benefits that
were less than 100% vested ............................................................................................................... 5e 

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, I declare that I have examined this return/report, including, if applicable, a Schedule 
SB or Schedule MB completed and signed by an enrolled actuary, 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 
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 
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024) 

v. 240311 

01/01/2024 12/31/2024

X

X

KEHRIG MFG. CO., INC. 401(K) PLAN 001

01/01/2008

28151 WILLIAM P ROSSO HIGHWAY 
CHESTERFIELD, MI 48047

38-1314741

KEHRIG MANUFACTURING COMPANY, INC.
586-949-9610

332900

X

6

6

6

6

5

5

0

Filed with authorized/valid electronic signature. 08/21/2025 DONALD KEHRIG JR
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6a Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ......................................................  X Yes X No 
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)  

under 29 CFR 2520.104-46? (See instructions on waiver eligibility and conditions.) ..........................................................................  X Yes X No 
 If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500. 
 
 
 
 
 
 
 
 
 
 
 
 
 

c If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... X  Yes   X No    X  Not determined 
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year_____________________. (See instructions.) 

 
Part III   Financial Information 

7 Plan Assets and Liabilities  (a) Beginning of Year (b) End of Year 
a Total plan assets ..........................................................................  7a -123456789012345 -123456789012345 

b Total plan liabilities .......................................................................  7b -123456789012345 123456789012345 

c Net plan assets (subtract line 7b from line 7a) ..............................  7c -123456789012345 -123456789012345 

8 Income, Expenses, and Transfers for this Plan Year  (a) Amount (b) Total 
a Contributions received or receivable from: 

 (1)  Employers .............................................................................  8a(1) -123456789012345  

   (2)  Participants ............................................................................  8a(2) -123456789012345  

 (3)  Others (including rollovers) .....................................................  8a(3) -123456789012345  

b Other income (loss) ......................................................................  8b -123456789012345  

c Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) .....................  8c  -123456789012345 

d Benefits paid (including direct rollovers and insurance premiums 
to provide benefits) .......................................................................  8d -123456789012345  

e Certain deemed and/or corrective distributions (see instructions) .  8e -123456789012345  

f Administrative service providers (salaries, fees, commissions) .....  8f -123456789012345  

g Other expenses ............................................................................  8g -123456789012345  

h Total expenses (add lines 8d, 8e, 8f, and 8g) ...............................  8h  -123456789012345 

i Net income (loss) (subtract line 8h from line 8c) ...........................  8i  -123456789012345 

j Transfers to (from) the plan (see instructions) ...............................  8j -123456789012345  

Part IV   Plan Characteristics 
  9a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:   

 

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

Part V    Compliance Questions 
10 During the plan year: Yes No Amount 

a Was there a failure to transmit to the plan any participant contributions within the time period 
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully 
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program) .........................  10a 

  
-123456789012345 

b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions 
reported on line 10a.) ....................................................................................................................  10b   -123456789012345 

c Was the plan covered by a fidelity bond? ......................................................................................  10c    -123456789012345 

d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused 
by fraud or dishonesty? .................................................................................................................  10d    -123456789012345 

e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance 
carrier, insurance service, or other organization that provides some or all of the benefits under 
the plan? (See instructions.) ..........................................................................................................  10e   -123456789012345 

f Has the plan failed to provide any benefit when due under the plan?  ...........................................  10f   -123456789012345 

g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .........................  10g    

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR   
2520.101-3.) .................................................................................................................................  10h     

i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the 
exceptions to providing the notice applied under 29 CFR 2520.101-3 ...........................................  10i     

  

X

X

1108078 1234870

1108078 1234870

15428

33242

89582

138252

10925

535

11460

126792

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

X

X

X 100000

X

X 1129

X

X

X
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Part VI    Pension Funding Compliance 
11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB 

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 
below. ..............................................................................................................................................................................................  

X Yes X No 

a  Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ..................  11a  

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC 
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box: 

_ Yes. 

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

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

_ No. Other. Provide explanation ___________________________________________________________________________________________ 
 

 

 

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of 
ERISA? ...........................................................................................................................................................................................  

          (If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave 
line 12 blank and complete line 11 above. 

X Yes X No 
 

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

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13. 
b Enter the minimum required contribution for this plan year  ...................................................................................  12b 123456789012345 

c Enter the amount contributed by the employer to the plan for this plan year  .........................................................  12c -123456789012345 

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 
negative amount)  ..................................................................................................................................................  

12d YYYY-MM-DD 

e Will the minimum funding amount reported on line 12d be met by the funding deadline? .......................................  X   Yes     X   No     X   N/A 

Part VII    Plan Terminations and Transfers of Assets 
13a Has a resolution to terminate the plan been adopted in any plan year?  ........................................................................  X   Yes        X   No         

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year .............................................  13a  
b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the 

control of the PBGC? ..........................................................................................................................................................  
X Yes X No 

c  If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to 
which assets or liabilities were transferred. (See instructions.) 

 13c(1) Name of plan(s): 13c(2) EIN(s) 13c(3) PN(s) 
 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 123456789 

  012 

Part VIII IRS Compliance Questions 
14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under 

the permissive aggregation rules?   Yes    No 

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for 
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2). 

_ Design-based safe harbor method 

_ “Prior year” ADP test 

_ “Current year” ADP test  

_ N/A 

15 If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter ___/___/_____ 
(MM/DD/YYYY) and the Opinion Letter serial number__________. 

 

1

X

X

X

X

X

Q702610A
06 30 2020
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Form 5500-SF
Dsparfrnmt of thi Ti^wuiy 
IntenKil flevenus Ssrvfce

OflpsitiTiBnt of Labor
Emplayat BWeSsSacuflly AHamisIralipn
PenjJofi Bflrisfil Guaranty Cofporalion

__ II IF- wwnfimw qii ciiLritra in I
l*iart I I Annual Report Identification information

For dalendar plan year 2024 or fiscal pfan year

Short Form Annual Return/Report of Small Employee
Benefit Plan

This form Is nsquireci to be filed under sections 104 and 4065 of the Employee Retirement 
Income Security Act of 1974 (ERISA), and sections 60i;7(b) and 605S(a) of the Internal 

Revenue Code (the Codf s)-

> Complete all entries In accordance with the insto uctlons to the Fomi SSOO-SF
lI-E------ - -- 1. r --

(3MB Nw, 1210-0110 
1210.0089

2024
■mis Form Is Open to 

Public Inspection

A This return,'report is for ^ a single-empioyer plan
‘"01/01/2024 and finding 12/31/2D2T

B This retum/i'eport is

C ChecK pcix if filing under:

the first returnfreport 
an amended retum/report

automatic erfensionJ Form 5550

^ Special extension (enter description)

D If the plar is a collectively-bargained plan, check here.....................................................

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

J a multiple-ernployer plan (not multiernployer) (Pension Plan filers chocking this Pox 
must attach Schedule MEP. Other plans must attach a list of participating employer 
information in accordance with the form instructions.)

_ the final retum/report

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

Q DFVC program

Part II Basic Plan Information—enter all requested information
1a Name ot plan
Kehrig Elfg. Co., Inc. 40l(i:) Plan

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

Kehrig Manufacturing Company, Inc.

1b Ttiiree-digil plan number 
(PN) ►

1c Effective date Of plan
01/01/2008

001

28151 William P Rosao Highway 

Chestsriield MI 40047

2b Employer Identification Number (EIN) 
38-1314741

2c Sponsors telephone number 
(586) 949-9610

2d Business code (see instructions)

332&00

3a Plan admir-istralor's name and address ^ Same as Pfan Sponsor. 3b Administrator's EIN

3c Administrator's telephone number

4 If the nafine and/or EIN of the plan sponsor or the plan name has changed since the last retum/report 
filed for ‘his plan, enter the plan sponsor's name, EIN, the plan name and the plan numbei from the 
last retui n/report. 

a Sponsor's name 
C Plan Narte

4b EIN

4d PN

5a Total nuintier of participants at the beginning of the plan year.............................................................

b Total numtier of participants at the end of the plan year.............................. .........................................
C(1) Numser of participants with account balances as of the beginning of the plan year (only defined 

Contribution plans complete this item)...................................................................................................
c{2) Number of participants with account balances as of the end of the plan year (only defined 

contribul'ion plans complete this item)...................................................................................................

d(1) Total rrjnber of active participants at the beginning of the plan year................................................

d(2) Total number of active participants at the end of the plan year.........................................................
e Number of participants who terminated employment during the plan year with accrued benefits that

5a 6
5b 6

5c(1) 6

5c(2) 6
5d(1) 5

were le?:s than 100% vested,

5d(2) 5

5e 0
Caution: A penalty for toe late or Incompteta flllnci of this retum/report wfti be assessetl unless neascinable eaiuse ts eslabllahed. 
Under penaltiiss of perjury and other penalties set forth in the instructions, I declare that I have examined thiis return/report, including, if applfcfi ble, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/reporl, and to the best of my knowledge and 
belief it is tfud correct and commele_____. ______ _______________________

jfi.■g:mi
■ Ciorr&ct. and complete ^ ^ ,

/'J,
■'i: ■.'Z gntei;fflfl]ae.Dfindividual Bionirig as ptaaadtoioistretor "" / ^ :.i

; 3fionature:of:employer/Dlan sponsor Date: Enter name of individual sianing as employer onplen"sponsor
For PapenMorU"Reduction ActNotica, saa tha IrtKittCtlons for Form $S0O-SF- Form 5600-SF (2024)

V. 240311
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FcTTii 5SOO-SF (2024) Pago 2

6a afl cf the plan's.assatsdurins) the plan year invested in eligible assets? (See instnjc ions,)........... ............ ................... ^ Yes No
b Are yoii. eajmtng. a waiver of the annual examination and report of an independent qualified public accountant (IQPA)

under 2l9 CFR 2520.104-40? (See instiuciioris on waiver eligibility and conditions.).................................. ....................................... ^ Yes No
If you Answered “No" to either line Ga or line 6b, the pla n cannot uee Form G600-SF and must Instead use Form 6600.

C IT the plar Is a defined beoetit plan, is it covered underthe PBGC insurance program (set' ERISA sediion 4021)? . . ... Q Yes Q No [] Not determined 
If "Yes’' is checked, enter the My PAA confirmation number from the PBGC premium fiUnsi for this plan year _______ . (See instructions.)

i i iFioancial Information
7 Plan Assets and Liabilities

S Total plan assets.

||f||
b Total pthn tiabilllies.

7a

(a) Bepinnlng of Yaar

C Net plai| assets (subtract lino 7b from line 73)
7b

1,108,078
<b) End of Year

1,234,870

7c 1,100,078 1,234,870
8 Incomei Expenses, and Transldrs for this Plan Year iigiliiliiiiEii (ft) Amount (b) Total
a Contributions received or receivable Irom: 

(1) Enn[jioyers ........................ ............... tefl) 15,428
(2) ParTc'pants........................ ................. .................................... Sa(2) 33, 242 :!il!!|ii|i|ii|:iiii:|i;,:iT;;i:j:,:;;;;|,^ ..... .
(3) Othdrr; fincludirig notlovers).............. 9a(3)

b other irrcome (loss), 8b 89,582

c Total ir»toitie (add lines 8a(i), 8a(2), 8a(3), and 8b). Sc i'l|;irii|i.;|i!|;'l|i ;ii| 138,252
d Benoits paid (indudinsi direct rollovers and insurance premiums 

to provH e benefits)............................. ........................................... Sd 10,52S
ilji I,

e Certain jaemod and/or corrective distributions (see instructions). Sa
535^^f Adminisfrativa service providofs (saianes, fees, commissions). Sf

g other eKpiinSes. Ss ........................... .

h Total expenses (add lines 8d, 8e, 3t', and Sg) Sh 11,460

Net inccme (loss) (subtract line 3h from line Be). 31 126,792
j Transfers lo (from) the plan (see instructions).... .......................... SJ

ilS Plan Characteristics
9a If the pbr provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions: 

2Ei 2F 2G 2J 2K 2T 3D 3H

b If the plan provides welfare benefits, enter the applicable welfeie feature codes from the t.ist of Plan Characteristic Codes in the instructions:

''Compliance Questions
10 During tf e plan year: Yes No Amount

a Was ttiiene a failure to transmit to the plan any participant contributions within the lime pe riod 
desentwd in 29 CFR 2510.3-102? Continue to answer ‘Yes" for any pnor year failures until fully 
correcied, (See instmetions and DOL's VOtuntary Fiduciary Correction Program)....... ................. loa X

b Were ttreire ary "rionexempl tfah'sadtSons with any party-in-interest? (Do not tndude transactions 
reported on line IQa.)...................................................................... ............... ................................ 10b X

c Was t(ie plan covered by a fidelity bond?. 10c X 100,0.00

d Did ttwt ptan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused 
by tfat|id or dishonesty?.................. ........................ :. ................... ....................... ................ .......... lOd X

e Were niny Pees or commissions paid to any brokers, agents, or other persons by an insurarwe 
canieil insurance service, or other organization that provides some or all of the benefits under 
the pla n? (See inslmclioris,)..,......................................................... ............................................... 10* X 1,129

I

f Has lira |jlan failed to provide any benefit when due under the plan? .....

g Did thr* ptan have any participant loans? (If "Yes," enter amount es o( year-end.).

10f X

h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR 
2520.101-3.)........................... .......................................................................................................

lOg X

10h X
j If ton 'IBS answered "Yes," check the box if you either provided the required notice or one of the 

except ons to providing the notice applied under 29 CFR £520 101-3.................................... .. liOl

isgiiiiiiiiiiii'
.............................................. ...
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l=z»n-n SSOO-SF C20S.4> 3- □ □
'tension Funding Compiigiooo

1 -I Is this la l»oefJt plan aubjact to minfmtjm -funding ractuiramontsV <lf-^es," see instrucstions encJ oornpJata Schedute SB
(Form is&QO) and linas 1 la and b below.> If this is a deftned contribution pension plan, le^ive line 1 1 blianK and complete line 12 
i^olow.; ...................................... ............................................. .......................................................................................................................................................................... .. ......................................... .............. ............. □

a Enter-|f:i-e unpaid mintmum reouirsd contnbutioris for an years from Schedule SB (Form SSOO) line dO .

. 1 1 a is greater 1 han SO, has PBGC[3 PBGCltmrssed corrtrTbuUon ref^ortfrto requirements. If the plan is covered by PBGC and the amount reported on line 
been notified as rapuired by FRFSA sections 4043(c>(5:) and/or SOStkK^)? Check the applicable bosc:

n i
n ^ No. EReporting -was -waived under 29 CFR 404-3.2S<;c)C2) because contributions equal to or excaeding the unpaid minimum requii ed contfibution 

were made by the 30th day after tr>e due date.
rn No. The 30-day period referenced in 2.9 CFR 4043.25Cc><2) has not yet ended, and the sponsor Intends 'to make a contribution equal to or 

e:<cseding the unpaid minimum required contribution b-y trie 30lh day after the due date.
J I No. Other. Provide explanation___________________________________________________________________________________________________ ________________________________________________________________________________

■12 Is this defined ctoniribution plan subject to the minimum funding requirements of sectior> 4t2 of the t::ode or section 302 of
ERJSAi?............................................................................................................................................................................................................................. ........................................................................................................................... ...................................
(ir "vercomplete line i2e or lines 12b, 1 2c. I2d. and i2e below, as applioable.p If this i % a defined Chenefit pervsion pien. leave 
line i2!tbi^nk end complete line 11 ©bove. □ Ye S No

& If a waiiver of the minimum funding standard for a prior year is being amortized m this piai i year, see irkstruccions, and enter the date of the letter ruling 
grarttir»3 1 he -waiver..................................................................................................................................................................................................................................................................... tviorkth Pay Year

fT yPu corhple^ed lih
Ip Enter the minimum required contribution for this plan year .

9^ and TO Of Schedule MB fFortrt SS001. and eklb to |ini» ‘13.
1Zb

En-tertbe amount contributed by the employer to -the plan -for-this plan year .
d Bubtrat^t 1:he amount in line 12c -from the amount in line 12b. Enter the result (enter a minus sign to th*^ left of a

negatiniie :5tmour»t> ............... ................................................. ........................... ................. ....................................--------------------------------------------------- ------------------------------------------------ --------------------------------
*I2CI

& WTJI-th#. minimum funding amount reported on line 1 2d be met by Che funding deadline*?. □ Ye n No Q N/A

Flan Terminations and Transfers of Assets

1 3a f-fasi IT; solution to terminale the plan been adopted in any plan year*? , ^ Yes pE\ No

If “Ye ' enter the amount of any plan i everted to the employer this year..
b Were ^ll the plan assets distributed to participants or benefrciaries. transfsmad to another plan, or brought undei- the

control' ol the PBGC2........ .................................................... ............. .......... ............. .............................................................................................................. ..................................... ................... ........... ............... □ No

If, duTirig this plan year, any assets or liabilities were transferred ffom this plan to anothei plants), identify the pEen(s) to 
which ijseets or Jiabilities Mv©re transferred. (Sae instructions.>

-IScfZl EINfs) -130(3) PN(s)

|•i■P!a•■rt::iV^lr!!:!!1|| IRS CotTiiDifeince Questions
14a Does tffld plan satis-fy the coverage and nondiscrimination tests of Code sections 410(b) Etnd 401 (a>(4) by combining this plar^ with any other plans under 

the permissive aggregation rules2 Fn Yes [3 No . „ 
■1 4I> If this IT'- a Oode section 401<k> plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for 

employee deferrals and emplo-yer matching contributions (as applicable) under Code sections 40l(k>(3) ©nd 401 CmX2)- 
sD'3Sign-based safe harbor meOiod 
"Frior year^ ADF test 
"Current year” ADR test 
iNA

□□□
■15 If the pl^«n sponsor is an adopter of © pre-approvad plan that received & favorable IRS Opinion Letter, isnter the date of th© Opinion Letter O G / 30X202 0

___________ (Mfyi/Plj '/’•lYYY) ©nd the Opinion Letter serial number .O "7 O 2 o 1 Oa____ ._______________________________ _ _________________________________________________________________

a* U rvXJVLAJ<. V L-ri s.

F'or ICelrrig IVllg, Co,, Xnc. 401^10

This is Ski gut of* the aiiiiita.! Tepoi’t Torm SSOO-ST yVoxiLtal R.etuxia/R.erpoJ"t ol' Sma.!.! Employee ISenefit Tlao foi
JCehrig I-irg. Co., It»c. 401 i^i^y Elan, EIN 3S-1314T41, Plan No. OOl, for period Jam-iary 2024 tlironsh i:»ecetntier 
31, 2024. The Form 5500-SP ammal report has heen fileci witla the Employee Benefits Seem.'ity Administratioai, as 
retiiLii-e^cl lunder the Employee K,etiremeMt Income Security ^ct of 1S>74 gSR-TS^)- Vonr plan is a single-employer 
definecl 'jiontrihiition p.lan.

Basie Financial Slatcsnenl;

Benefits nia.<ler the plan, are provideci t»y a. Gronp Annuity Oontxact -wilh. Sentry Life Insuranoe Oonrpany. Plan 
e7<.pen.ses-s were $11,460. Xtoe&e eTcpenses inclntieci $535 in administrative expetuses., anti $10,925 in henefLts p^id to 
participE-mts and heneficiaries. A total of 6 persons were participants in or heneficiaries of the plan at the end. of ■th.e 
plan year, although not all of th.ese persons may l-iave earned, the right to reeeiv<5> henefiits.

The vail .e of plan assets, after siHntracting liabilities of the plan, was $1,234,S70 as of fJecember 3 1, 2024, compared 
to $1,10 3,07S as of Jamvary 1, 2024. I>urins the plan year the plan experienced, an increase In its net ass€;ts of 
$126,792- This increase inchides unrealized appreciation and deprechttion in tla.e value of plan assets; the.t is, the 
difTei-eiti-e between the valne of the plan’s assets at the end Of Ore year and the x-alne of the assets at the beginning of 
the year or the cost of assets actjnired during the year. The plan had total income of $ 1138^252, inc]ndin.g errLplo>'er 
contribLTtions of $15,428, employee contributions of $33,242, and earaings from investments of $89,582.

Yovir Rights To Additional Information

'V^ou have the right to receive a copy of tlie full annual report, or any part thereof, on reciLiest. The items listed beJowf 
are inchided in that report:

• fi: is ttcial information;
• insurance iirformation, including sales commissions paid by insurance carriers;

To obtain a copy of the full annual report, or any part thereof, write or call the office oif ICehrig TVlanufacturing 
Compan y Inc, in care of Donald Klehrig, Jr at 2S151 William E Rosso Highway, Chesrerndd., iVfl 4S047, or by 
lelepho^te at <586) 949-9610. The charge to cover copying costs will be $0.00 For tlie full annual report, or $0.00 pen 
page for any part thej’eof.

You a.ls«i Have liie riglil W recei-vo Iron, tile plan adtrLinistratoi-, on reciuest aitd no cTtarge, a statement of tite assets 
ttnd liatoilrLties of the plan anti accompanying notes, ot a statement of income and expejtses ol tlie plan an d 
accompanying notes or botli. If you request a copy of tlte full annual report Brom the plan admnnsn ator. these two 
statements and accompanying note.s -will be included as part of that report. Xhe charge to cover copying costs gtven 
above does not include a charge for the copying of these portions of the report because these portions are fUmished 
witl-iout charge.

You. also have the legally protected right to examine the aru^ual repor t at the juain office of the plan <ICe]urig 
IVIanufa-cturiug Company, luc., 2815 1 William E Rosso Highway, Chcstei-field, 3VII 4a047> ax»d at the U.S. 
Departrae-nt of Labor in Washington, D.C., or to obtain a copy from the LT.S. 0»epanroent of Labor upon payment ol 
copyiu.^ costs Requests to the Ocpainmenl: sshouid be addressed to: Eublic .Disclosure Room, Room 5 13,
Emplo> ee Benefits Secirrity Admiuistiation, U.S. Department of Labor, 200 Constitution Avenue, N.W. . 
Washin,3.ton, D.C. 20210.

The aniuual report is also aYailable online at the Departmeut ofLabor website www.efast_dol.gov.
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