Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security

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
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). 2023

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

OMB Nos. 1210-0110
1210-0089

This Form is Open to Public
Inspection

Part | | Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning 10/01/2023

and ending  09/30/2024

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
B This return/report is: D the first return/report

]E an amended return/report

D a DFE (specify)
D the final 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 special extension (enter description)

|:| automatic extension

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
COMPANYCAM INC. MEDICAL BENEFITS PLAN

1b Three-digit plan

number (PN) » 503

1c Effective date of plan
10/01/2017

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) 83-4400188

COMPANYCAM INC.

300 CANOPY
SUITE 200
LINCOLN, NE 68508

2C Plan Sponsor’s telephone
number
402-780-1306

2d Business code (see
instructions)
541511

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. 08/28/2025 TULLEN MAFFET
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




Form 5500 (2023) Page 2

3a Plan administrator's name and address B] Same as Plan Sponsor 3b Administrator's EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 244
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) 244
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 236
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 236
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:
4A
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
OMB No. 1210-0110

(Form 5500)

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

For calendar plan year 2023 or fiscal plan year beginning  10/01/2023 and ending  09/30/2024
A Name of plan B Three-digit

COMPANYCAM INC. MEDICAL BENEFITS PLAN plan number (PN) > 503
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

COMPANYCAM INC. 83-4400188

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
BLUE CROSS AND BLUE SHIELD OF NEBRASKA

() 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
47-0095156 77780 103790 238 10/01/2023 09/30/2024

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

134365 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

MMA

Fees and other commissions paid

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

134365 0| N/A 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 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 BI Health (other than dental or vision) b D Dental (o3 D Vision
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) | D HMO contract k D PPO contract

m D Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE 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 1954413
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

N/A

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 DS Noe: 210 6111
This form is requited to be filad far emploves benefit plans under sections (4
Dapartmani of the: Teassary and 4065 of the Employee Retiremant Incoma Sacurity Act of 1874 (ERISA) and
Inteoresd Rewvenun Servca sections B057(b) and 6058(a) of the Intemal Reyanus Coda (tha Code). 2023
Department ot Labor » Complete all entries in accordance with
e iy tha instructions to the Form $500.
Fansicn Benal Guaraty Corparskon This Form ts Gpen to Public
Inzpaction
| Part! f Annual Report Identification informatlon
Far calendar plan yaar 2023 or fiscal plan yesr beginning 1040172623 and ending  09/30/2024
A This retumieportIs for: D & multiemployer plan |:| a multipie-employer plan {Filers checking this box must provide particigating
’ employer Informatian in acsordanca with the form instructions.)
E a single-employer plan |:| a DFE {(spedfy) ___
B This returnireport Is: D the first retumfreport D the final raturmtaport
@ an amended retum/freport D a shart plan yaar returnfrepart (less than 12 months)
C Fihe plan is a collectivety-barmained plan, Check MBI . . . . . ..o o ot e e e e e e D
D Check box if filing under: D Fomm 5558 [] automatic: extension ]] the DFVC pragram
D specisl extension (enter descriplion) :
E It this is a refroactively adopted plan permitted by SECURE Act section 201, check Here. .. .. ... oo iee e d ﬂ
| Partll_| Basic Plan Information—enter ai requesiad information
1a Neme of plan 1k Three-digit plan
CompanyCam Inc. Medical Banefns Pan numper (P » | 509
1c Effective date of plan
14012017
2a Plan sponsor's name {emplayes, if for a single-employer plan} 2b Emplayer Identhcation
Mailing addrass (include roam, apt., suite no. and streat, ar P.O. Box) Numbar {EIN)
City of town, stats or pravince, country, and ZIP ar foreign postal cade {if foretan, see instractions) 834400188
CempanyGam [nc 2¢ Plan Sponsor's telephone
aumber
A02-780-1308
300 Canopy, Suite 200, Lincoln, NE, 68508, LISA 2d Business code (see
instructions)
541511

GCaution: A penalty for ihe lata or incomplets filing of this retumirepost wili ba assessed unless reasonable cause is established.

Under penalties of perjury and ather panalties set forth in the instructions, | declare that | have examined this retamirepon. including accompanying schedufes,
stalaments and attachments, as weill as the sisctronic vassion of this retumireport, and to the best of my knowedge and balie, it & true, comect, and complete.

el W Y 25/25 | Tollen. Mhﬁgu#’

Signature of plan administrator Enter name of individual signing as plan adminlstratar

"SIGN
HERE
Signature of amployeariplan spensor Date Erter name of individual signing as employer or plan sponser
SIGN
HERE
- Signatura of DFE Date Enter nsme of individuat signing as DFE
For Paperwork Reduction Act Notice, 3ee the Instructions for Form 5500. Form 8500 (2023)

v. 230728




Form 5500 (2023} Pags 2

38 Plan administrator's name and address X| Same as Plan Sponsor 3b Administrator's EIN
3¢ Adminstrator’s telephone
number
4 )ithe name andlor EIN of the plan sponzor of the plan name has changed sinca the tast retumireport filed for this plan, {4k EIN
anter tha plan sponsors name, EIN, the ptan name and the plan number from the |ast retumyreport:
a Sponsor's name ad PN
€ Plan Name
5 Total number of participants at the baglnning of the plan year 5 | 244
§  Numberof partcipants as of the and of the plan year unless otharwise stated (weifare plans complste only lines 6ai1),
Ba{2), 6b, 6c, and 84).
a(1) Total number of active participants at the DEgINMING &f the PIAN YEAM .........o.cooooocoeoceeees cevvvrsresooooeoeoeoseooooeeeeome Ba{1) 244
a(2) Tote! number of activa participents at the end of the plan T o R i ssnssmsosssnessssasansanass 6a(2) 296
1] Retlred or separated paricipants recaiving benefits. , - 6b 0
c Other retired or separated participants entitied to futura benafits. &c 0
d  Subtotal. Add hnes 8a{2), Bb, and 6¢ . e R N R s S T 6d 236
B Deceased participants whose beneficlanes are recziving or are enlitiad to recaive benefits. .. Ge
f  Tolal Add lines 6d and€e... | &f
0] Number of participants wilh agcount balances as of the begmrung of the plan year {only deﬁned contribution plans &gi1)
9 COMPIEER BIS TN ...t e bt eee ettt reeen e e et et & at0te oo 9
(2) Numier of participants with acseunt balanoes as of the and of the plan year [only definad contribution plans
94} complets this itemy. ............. e . | GG{2)
h Number of pamclpams -nhu tennunaled employmznt dunng me pdan year with amuad beneﬁts that were
less than J00% vested oo iy e S s e P e 6h
7 Enter Ihe total number of employars abligated to contribute Lo the plan {only muliempioyer plans camgleds this item}. .. 7

8a if ihe plan provides pensian banafits, enter the applicable pensian feature codes from the List of Plen Characteristics Codas in tha instructions:

b Ifthe plan provides welfars banefits, anter the applicable walfars feature codes from tha List of Plan Characteristics Codas

n Iha instructions:

aa
9a Plan funding amangement {check all that apply) 9B Plan benefll arrangement {check all that apply}
(1} Insurance (1 Insuance
{2} Coda section 412{(e)(3} inslranca contracts {2) Cade section 412(e}(3) insuranca contracts
3 Triset 3) Trust
{4 General assats of the sponsor {4) General azsals of tha sponsor
10 Check all applicable boxes in 10a and 10b 1o indicate wich schedutes are attachad, and, where indicated, anter the nurmber attached. (See instructiong)
a Penslon Schedules b General Schedules
(1 [] R (Retrament Plan Information; n [] ¥ (Financial infarmatian)
2 lal I ign —
2 [] MB (Mulemployer Defined Benefit Plan and Certsin Money @ [ 1 Faanca “f°""a"°.° Shnat Fian) x
Purchase Plan Actuarial Information} - signed by the plan 3 [ A tnsurence Infonmation) — Number Attached 1
s @) [] © tservice Provider Infarmation)
{3) [] SB (Single-Employar Definad Benefit Plan Actuanial 5 b (DFEfPadicipating Plan Information
Information) - signed by the plan actuary (%) D f articipating Plan )
) D DCG {Individuat Plan Infarmation) — Numbar Altached qQ 6} [:] G {Financisl Transaction Schadulas)
5) D MEP (Multiple-Employer Retirement Plan infermation)
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[Part Il_| Form M-1 Compliance Information (to be completad by welfare benefit plans)

11a If the plan pravides wetfare bensfits, was the plan sutject to the Form M-1 filing requirements during tha plan year? (See instructions and 28 CFR
UMD )l D R S [1 Yes % No

1f"Yes" is checked, compteta lines 11b and 11c.

14b Is the pan currently sn campriance with the Form M-1 ling requirements? (See mstructions and 29 CFR 2520.101-2) ........... E] Yas [] No

11¢ Enter the Receipt Confirmation Coda for the 2023 Form M-1 annual report. 1f the plan was nol required ta filg the 2023 Form M-1 annual report, anter the
Receipt Confirmation Code for the most recent Fonn M-1 thet was requied to be filad under the Form M-1 filing reguirements. {Failre to enter a valid
Rexceipt Confirmation Coda will subject the Form 5500 filing to msjeclion as incomplete.}

Recalpt Confirmation Code




