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 05/01/2024 and ending  04/30/2025
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: D 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
MONTEITH CONSTRUCTION CORP WELFARE BENEFIT PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
05/01/2022

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) 98-0190888

MONTEITH CONSTRUCTION CORP

208 PRINCESS ST
WILMINGTON, NC 28401-3976

2C Plan Sponsor’s telephone
number
910-791-8101

2d Business code (see
instructions)
236110

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. 09/04/2025 DENICE BRANDON
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
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 125
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) 125
a(2) Total number of active participants at the end of the plan year ... 63_(2) 158
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
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 158
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 4D 4E
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 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __2
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)

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). 2024
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 2024 or fiscal plan year beginning 05/01/2024 and ending  04/30/2025
A Name of plan B Three-digit
MONTEITH CONSTRUCTION CORP WELFARE BENEFIT PLAN plan number (PN) N 501

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

D Employer Identification Number (EIN)
98-0190888

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
BLUE CROSS AND BLUE SHIELD OF NORTH CAROLINA

(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
56-0894904 54631 14169799-1001 158 05/01/2024 04/30/2025

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

106823 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
HENRY VANCE ESTEP PO BOX 2263
WILMINGTON, NC 28402
(b) Amount of sales and base Fees and other commissions paid
commissions pai c) Amoun urpose e) Organization code
issi id Al t d) P 0] izati d
106823 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) 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 B PPO contract

m |:| Other (specify) P

d D Life insurance

h @ 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 1919140
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)

Insurance Information
OMB No. 1210-0110

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

Department of the Treasury
Internal Revenue Service

2024

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 2024 or fiscal plan year beginning 05/01/2024 and ending  04/30/2025
A Name of plan B Three-digit
MONTEITH CONSTRUCTION CORP WELFARE BENEFIT PLAN plan number (PN) > 501

D Employer Identification Number (EIN)
98-0190888

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

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

USABLE LIFE
(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
71-0505232 94358 50054025 108 05/01/2024 04/30/2025

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

17739 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

GRIFFIN ESTEP BENEFIT GROUP INC PO BOX 2263
WILMINGTON, NC 28402

(b) Amount of sales and base Fees and other commissions paid

commissions paid

(c) Amount (d) Purpose (e) Organization code

12095 3

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

MOSAIC GROUP SERVICES LLC PO BOX 2291
DURHAM, NC 27702

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount (d) Purpose (e) Organization code

5644 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

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
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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 |:| Health (other than dental or vision) b D Dental c D Vision
e B 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) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 81453
(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) 81453
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 0
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




Eorm 5500 Annual Return/Report of Employee Benefit Plan puBNE 1210010

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

Department of the Treasury

Intemal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
Department of Labor » Compileta all entries in accordance with
R the instructions to the Form 5500,
Pension Benefit Guaranty Cosporation This Form [s Open to Public
Inspection
| Partl | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending 04/30/2025
A This return/report is for: D a muitiemployer plan D a multiple-‘emplcyt‘rr pl_an (Filers checki.ng this box .musl pr‘ovide participating
employer information in accordance with the form instructions.)
@ a single-emplayer plan D a DFE (specify)
B This returnfreport is: D the first returnfreport D the final return/report
[:l an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, Check HBTE. . ... .o\ttt et ia et e eieee e » [l
D Check box if filing under: D Form 5558 D automatic extension D the DFVC pragram
D special extension (enler descriplion)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. .......................... » H
Part Il | Basic Plan Information—enter all requested information
41a Name of plan 1b Three-digit plan
Monteith Construction Corp Welfare Benefit Plan number (PN) » 501
1c Effective dale of plan
05/01/2022
2a Plan sponsor's name (employer, if for a single-emplayer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and streef, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIF or foreign postal cade (if foreign, see instructions) 98-0190888
Monteith Construction Corp 2c Plan Sponsar's telephone
number
810-791-8101
208 Princess St 2d Business code (see
instructions)
236110
Wilmington NC 28401-3976

Caution: A panalty for the late or incomplete filing of this returnfraport will be assessed unless reasonable cause Is establishad.

Under penallies of perjury and other penallties set forih in the instructions, | declare thal | have examined this retumn/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/repart, and 1o the best of my knowledge and belief, it is lrue, correcl, and complete.

!
| L0niu SBuaudai | PHeS |oensce seonion

HERE r—= -

Signatura of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE

Signatura of amployeriplan sponsor Dale 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 Motice, sea 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
3¢ Administrator's telephone
number
4  If the name and/or EIN of the plan spansor ar the plan name has changed since the lasl return/report filed far this plan,  [4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report:
a Sponsar's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 | 125
6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1), p &
6a(2), Bb, 6c, and 6d). :
a(1) Total number of active participants al the beginning of the plan Year ... 6a(1) 125
a(2) Total number of active participants al the end of the plan Year ... s 6a(2) 158
b Relired or separaled participants receiving benefits..... 6b 0
c Other retired or separated participants entitled to fulure benefils.............. E6c 0
d Subtotal, Add lines 6a(2), 6b, and 6¢. s R e S S b s 6d 158
e Deceased participants whose beneficiaries are receiving or are entilled to receive benefils. ......ceoceceeeeereeeeecc e 6e
f Total. Add lines &d and 6a. ........ e TS R S e S SRR 6f
1 Number af participants with account balances as of the beginning of the plan year (only defined conltribution plans 8all
a(1) complete this ilem)... ST T Y O e T g(1)
(2) Number of parhcmants wlth accaount balances as of the end of the plan year (only defined contribution plans
g COTTIPIRTE TS I it o a0 0 8 T e A AN S s et 6a(2)
h Number of participants who terminated employment dunng the plan year wt!h accrued benefits that were
less than 100% vesled.. e R T e o e e e e e e s 6h
7  Enter the total number of ampluylrs abligaied to cnnlrlbuie lc lhe plan (only mulllemployer plans complete this item)....... 7
8a Ifthe plan provides pensian benefits, enter the applicable pension fealure codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable walfare fealure codes from the List of Plan Characteristics Codes in the instructions;
43 4D 4E
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 canfracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
(4) Generzl asssts of the sponsar 4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b 1o indicate which schedules are altached, and, where indicated, enter the number altached. (See Instructions)
d Pension Schadules b General Schedules
(1) D R (Retirement Flan Information) (1) D H (Financial Information)
4 il | —
(2) [I MB (Multiemployer Defined Benefil Plan and Certain Money @ D - (Fimangiatiniomalar = SmekFan) 5
Purchase Plan Actuarial Informalion) - signed by the plan (3 A (Insurance Information) — Number Attached _ =
actuary

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

(4) D C (Service Provider Information)

(5) D D (DFE/Participating Plan Informatian)

(4) D DCG (Individual Plan Informalion) — Number Atlached (6) I:l G (Financial Transaclion Schedules)

(5) D MEP (Multiple-Employer Retirement Plan Information)
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il Form M-1 Compliance Information {to be completed by welfare benefit plans)

bkl

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 20 CFR
TR I R —— ) No

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

11b Is the plan currently In compliance with the Form M-1 filing requirements? (Sea instructions and 29 CFR 2620.101-2.) ....ucvene Oves [0 nNo

11¢ Enter the Recelpt Confirmation Gode for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual repart, enter the
Recelpt Cenfirmation Code for the most recent Form M-1 that was required to be fited under the Form M-1 filing requirements. (Fallure to enler a valld
Recelpt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Recalpt Confirmation Code




SCHEDULE A
(Form 5500)

Department of tha Treasury
Inlernal Revenue Service

Depariment of Labar
Employee Benefils Security Administration

Pension Benefit

Guaranly Cerporation

Insurance Information

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

P Fila as an attachment to Farm 5500.

P Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuanl lo ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  05/01/2024 and ending 04/30/2025
A Name of plan B Three-digit
Monteith Construction Corp Welfare Benefit Plan plan number (PN) b 501

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

Monteith Construction Corp

98-013%0888

D Employer Identification Number (EIN)

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
an a separate Schedule A. Individual contracls grouped as a unitin Parls |l and |l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Blue Cross and Blue Shield of North Careolina

Approximata number of Policy or contract year
(c) NAIC (d) Contract or fe)

b) EIN : . ed at end of

(b) code identification number pe;ﬁg; :fzgrr'ltrazl sgaro (f) From ) To
56-0894904 54631 14168789-1001 158 05/01/2024 04,/30/2025

2 Insurance fee and cammission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

106,823

3 Persons receiving commissions and fees. (Complele as many entries as needed o report all persons).

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

Henry Vance Estep

PO Box 2263
Wilmington MNC 28402
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount {d) Purpose (e) Qrganization code
106,B23 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 cther commissions paid

{c) Amaunt

(d) Purpose

(e) Qrganizalion code

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

Schedule A (Form 5500) 2024
v. 240311




Schedule A (Form 5500) 2024 Paga 2 -| |

(a) Name and address of the agent, broker, or other persen 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 Sade

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

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

(a) Name and address of the agent, broker, or other person 1o whom commissions or fees were paid

Fees and other commissions pald ()
{b) Amount of sales and base Organization
commissions paid (¢) Amount (d) Purpose b

(a) Name and address of the agenl, 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 olher person to whom commissions or fees were paid

Fees and other commissions paid (e)

(b) Amount of sales and base QOrganizalion
commissions paid (c) Amount {d) Purpose o
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Partll | Investment and Annuity Contract Information
: Where individual contracts are provided, the entire group of such individual contracls with each carrier may be treated as a unit for purposes of

this reporl.
4 Current value of plan’s interest under this contract in the general 2cCoUNt Bt YEAN €N ...c.c.overciveerereeeieerreesceeeerereareens 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracis With Allacated Funds:
a State the basis of premium rates P
b Premiums paid to carrier 6b
C  Premiums due but unpaid at the end of the year 6c
d I the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount. ... seesecsee e
Specify nature of costs P
e Typeof 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 benafits from a lerminating plan, chack here 1 4 D
7 Contracts With Unallacated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) D immediale participation guarantee
(3) D guaranteed investment (4) D other b
b Balance al the end of the Previous Year..............ecvivererevereseseneen [ 7b
C Additions: (1) Contributions deposited during the year 7c(1)
(2) Dividends and credits.........coeven. 7c(2)
(3) Interest credited during the year 7c(3)
(4) Transferred from separate account 7c(4)
(5) Oher (SPECIEY BEIGW) ....uuveiiriisiceeeemersiesessssssessesnesesesessseseseesemsesmsmssermeenss 7c(5)
»
(6)Total additions... e e O SIN { 1)
d Total of balance and addltluns (add lines 7b and Tc(E}) el
e Deduclions:
(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 @CCOUNL ........c.c.ceeeeceeeeereeees e e sesesns b e vese s 7e(3)
(4) Other (SPECIfy DRIOW) ..uiviussmsusisiumsiesi e semmseee s esamssesssssmssssrssasasssses Te(4)
4
(5) TOMAN COAUGIOTIS ic-iansswvavesssvaosiasrassisiessissseis oo onss s s vy 435 TR N o DA oS OV v s B oS 7e(5)
f Balance attha end oflhe current year (subtract Ilne Ta(5) Tromi lINE Pd) ... oo i i fosiatonts | 7f




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Banefit 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 [or reparting purposes If such contracts are experience-rated as a unit. Where contracts cover individual
employaes, the entire graup of such individual contracts with each carrier may be Ireated as a unit for purpases of this report.

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

9 Experience-rated contracts:
@ Premiums: (1) Amount receiVed ..........cereeeevanenne 9a(1)
(2) Increase (decrease) in amount due but unpaid Sa(2)
(3) Increase (decrease) in unearned Premium reSEIVE ...........ccveeeueeereens 9a(3)
(4) Eamed (1) + (2) - (3)).ceerecrmeremmnrnrnnsnnsasisnnanns T 0
b Benefit charges (1) Claims paid......ccceerninnines 9h(1)
(2) Increase (decrease) in claim reserves ........ 8b(2)
(3) Incurred claims (add (1) and (2))...ceiieriiriiirinssimie s seseseesessnenns 9b(3) c
(4) Claims charged ... i i 9h(4)
C Remainder of premium (1) Ratenlion chargas (on an aocrual hasis} -
[ COMMITUSSIONS: wicivurissswessisionssivs viisssinisiosiveia iissiscs s i sesossising 9c(1)}(A)
(B) Adminislrative service or other fees 9¢c(1)(B)
(C) Other specific acquisition costs ...... 8c(1)(C)
(D) Other expenses ... . | 8c(1)(D)
(E) TAXES wovevnrunnimiessssssssessisssmssssssssrsssssssnssssssinsssnsesmssssssssssssnassissasins 9c{1)(E)
(F) Charges for risks or other ConlingaNCIES ............vvivevereseserernas 9c{1)(F)
(G) Other retention Charges........o..ccoeeeereeecseeeemessensmssenssssesssnsnseennees | JC(1)(G)
{H) Total retenfion........cccov i s sese e senenamenes e | 3e(1Y(H) 0
{2) Dividends or retroaclive rate refunds. (These amounts were I:l paid in cash, orD credited.)....c..coee c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) Claim reSerVes .....ococcvcvceere e esaen S 9d(2)
(3) Olher reSEIVES....ccccciecveirimiresisisinesanane e 9d(3)
@ Dividends or retroaclive rate refunds due. (Do not include amcunt enlered in ling 8¢(2).) c..oovvnnnriniinnanin 9a
10 Nonexperience-rated conlracts:
a Tolal premiums or subscription charges paid to carrier............ 10a 1,919,140
b Ifthe carrier, service, or olher 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.......ccvvivinennns 10b

Specify nature of costs.

| Part IV | Provision of Information

11 Did the Insurance company fail to provide any information necessary to complele Schedule A?7............. ﬂ Yes B No

12 Ifthe answer lo line 11 is “Yes," specily the information not provided. ¥




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Sarvice

Department of Labor
Employee Benefils Security Adminisiralion

Pension Benefit Guaranty Corporalion

Insurance Information

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

} Fila as an attachment to Form 5500.

P Insurance companies are required to provide ithe information

OMB No. 1210-0110

2024

This Form is Open ta Public

pursuant to ERISA section 103(a)(2). Inspaction
For calendar plan year 2024 or fiscal plan yearbeginning  05/01/2024 and ending 04/30/2025
A Name of plan B Three-digit
Monteith Construction Corp Welfare Benefit Plan plan number (PN) b 501

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

Monteith Construction Corp

D Employer Identification Number (EIN)

98-0120888

Part|

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

1 Coverage Information:

{a) Name of insurance carrier

USABLE LIFE

(b) EIN (e} NAIG {d) ‘Conltadt of (Slrgffs'iﬂclarfdnaﬂgﬁf e CHarg e e
code identification number policy or contract year () From (g) To
71-0505232 94358 50054025 108 05/01/2024 04/30/2025

2 Insurance fee and commission information. Enter the lotal fees and tolal commissions paid. List in line 3 the agents, brakers, and other persons in

descending order of the amount pald.

(a) Total amaount of commissions paid

(b) Tolal amount of fees pald

17,739

3 Persons receiving commissions and fees. (Complele as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or ather person lo whom commissions or fees were pald

Griffin Estep Benefit Group Inc

PO Box 2263
Wilmington NC 2B402
{b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose () Organization code
12,095 3

(a) Mame and address of the agenl, broker, or other person lo whom commissions or fees were pald

MOSAIC GROUP SERVICES LLC
PO BOX 2291

DURHAM

NC 27702

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

{d) Purpose

(e) Organizalion code

5,644

3

For Paperwork Reduction Act Nolice, 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 commisslons 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 lo whom commissions or fees were paid

Fees and other commissions paid (e)
{b) Amount of sales and hase Crganizalion
commisslons pald (c) Amount (d) Purpose i

(a) Name and address of ihe agenl, broker, or cther person 1o whom commissions or fees were paid

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

{a) Name and address of the agenl, 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) Amaount (d} Purpose s

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

Fees and other commissions paid (8)
{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 conlracts 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 eng .............ow.oeeeeemeeemseemesorsrseesens 4
5 Current value of plan's interest under this contract in separate accounts al year end 5
6 Contracts With Allocated Funds:
@ Stale the basis of premium rates P
b Premiums paid tQ CaITiEr .....cureermeeeerererenremsesenssesseesens e 6b
C  Premiums due but unpaid at the end of the year.......... 6c
d  If the camier, service, or other organization incurred any specific cosls in connection wnh the ac:qmsrt[on or 6d
retenlion of the contract or policy, enter amount. ........cccceimieciiriniean
Speclify nature of costs P
e Typeofcontract: (1) D individual policies (2) D group deferred annuity
(3) [I 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 nol include portions of lhese contracts maintained in separale accounts)
a Typeofcontract: (1) |:| deposit administration {2) D immediate participation guarantee
(3) D guaranteed investment {4) D other P
b Balance at the end of the previous Year............c.oeeeciverivcrivesennne. ol 78 0
C  Additions: (1) Contributions deposited dunng me o 7c(1)
(2) Dividends and Credits.........oooevvveervverererererens . | 7e(2)
(3) Interest credited during the year ... 7c(3)
(4) Transferred from separale account.................. . | Tc(d)
(5) Other (specify DelOW) ......vovveeo e e e |_TC(5)
4
(6)Total AddIIONS ..c.cvvevcererirevirisiesissnsessveranes 0
d Total of balance and additions (add lines 7b and Tc(B]) 0
e Deduclions:
(1) Disbursed from fund to pay benefits or purchase annuities during year | 7e{1)
(2) Administration charge made by carrier .......... . | 7e(2)
(3) Transferred o separale AtCOUNt......c..c.coeuerveeveemcerenmrerenrisessisssessessinenenes | 12{9)
(4) Other (SPecify DEIOW) .......eoeeeieeeeeee e eeemeeeeceeenesertssresasssssssesssnennres | LE(4)
4
(5) Total deductions... ST S e T 0
f Balance at the end ofthe :urrenl year (subtractlme 79(5} 'rram JJn& 7d} | 7f a




Schedule A (Form 5500) 2024 Page 4

Partlll | Welfare Benefit Contract Information

.| IFmore than one conlract 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 contracls are experience-rated as a unit. Where contracts cover individual
|| employees, the entire group of such Individual contracls 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 c D Visian d D Life insurance
e Temporary disability (accident and sickness) T I:l Long-term disability g D Supplemental unemployment  h D Prescriplion drug
i D Stop loss (large deductible) j |:| HMO contract k D PPO contract I D Indemnity contract

m ] Other (specify) »

9 Experience-rated contracls:
a Premiums: (1) AMOUNE rECEIVED ......ueveruerersmincrsmenensssmmrmrmsmsmssssssmssesnssrenes | 98(1) 81,453
{2) Increase (decrease) in amount due but unpaid.............cooveeervreversennes 9a(2)
(3) Increase (decrease) in uneamed Premium FESEIVE ...............o.eeveeneene 9a(3)
(4) EBMEd ({1) + (2 - (B}crvvemererreveseremesssssseseemmasiasemerereeesmssasesenan .| 9a(4) 81,453
b Bensfit charges (1) Claims Paid........ccuueusiemmerereecinrine 9b(1)
(2) Increase (decrease) in claim reserves Sb(2)
(3) Incurred claims (add (1) and (2)).. 9b(3) 0
(4) Claims charged .......ovivevereran e R R RS 9b(4)
C Remainder of premium: (1) Relention charges (on an accrual basis) —
(A) Commissions ............... 9c(1)(A)
(B) Administrative service ar other fees 9c(1)(B)
(C) Other specific acquisition costs e 9c(1)(C)
(D) Other expenses e | 9€(1)(D)
B TEARBI s o S LT e O e 9c(1)(E)
(F) Charges for risks or other contingencies... ac(1)(F)
(G) Other retention charges 9c(1)(G)
tHY:Total: PEte RO s i s e e s 9¢{1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or [l credited.)... 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) ClAIM [@SEIVES ...cveecrrrecmrerereeereenscerereee e sese e smseessnsasaes 9d(2)
(B) OlNBT TBSBIVES. ... ovrisisiscsiresimessiesissss st asesesesssmssessesnsesessans st sent ot ot st sase 1o e e 24 40 M s 4RS SRR SRS B4 e b4 e mmam senatmt i e 9d(3)
@ Dividends or retroaclive rate refunds due. (Do not include amount entered in line 9¢(2).) v.cvveerereevnnreerrinnns 9a
10 Nonexperience-rated contracts:
a Tolal premiums or subscription charges paid to carrier.......ccveveeevrenene 10a 0]
b Ifthe carrier, service, ar other organization incurred any specific cosls in connection with the acquisition or
retention of the conlract or policy, other than reporled in Part I, line 2 above, report amount. ..........cccoviiinena. 10b
Specify nature of costs.
|_Partiv. | Provision of Information
11 Did the insurance company fail to provide any informatian necessary lo complete Schedule A?............. I:l Yes H Na

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




