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 04/01/2024 and ending  03/31/2025
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
HORIZON CONSTRUCTION COMPANY WELFARE BENEFIT PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
04/01/2021

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) 58-1939516

HORIZON CONSTRUCTION COMPANY

415 WINKLER DRIVE
ALPHARETTA, GA 30004

2C Plan Sponsor’s telephone
number
770-255-4268

2d Business code (see
instructions)
236200

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. 09/17/2025 TRACIE WEBB
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 D Same as Plan Sponsor 3b Administrator’s EIN
HORIZON CONSTRUCTION COMPANY 3C Administrator's telephone
number
415 WINKLER DRIVE
ALPHARETTA, GA 30004 770-255-4268
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 116
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) 116
a(2) Total number of active participants at the end of the plan year ... 63_(2) 121
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 121
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 [oZe 00T o] (=1 (=T (T ES3N1 (=Y 1 1) ISP PPN 60(2
g
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7

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

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

4A 4B 4F 4H 4Q

9a Plan funding arrangement (check all that apply)

9b Plan benefit arrangement (check all that apply)

) Insurance 1) Insurance

2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust

4 M General assets of the sponsor 4) M 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
(@) D R (Retirement Plan Information)

2 D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan

actuary

3) D SB (Single-Employer Defined Benefit Plan Actuarial

Information) - signed by the plan actuary

4 D DCG (Individual Plan Information) — Number Attached
(5) D MEP (Multiple-Employer Retirement Plan Information)

b General Schedules

1) D H (Financial Information)

2) D | (Financial Information — Small Plan)

?3) A (Insurance Information) — Number Attached
4) @ C (Service Provider Information)

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

(6) D G (Financial Transaction Schedules)
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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

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

- This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 04/01/2024 and ending  03/31/2025
A Name of plan B Three-digit
HORIZON CONSTRUCTION COMPANY WELFARE BENEFIT PLAN plan number (PN) > 501

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

HORIZON CONSTRUCTION COMPANY

Part |

D Employer Identification Number (EIN)

58-1939516

1 Coverage Information:

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.

(a) Name of insurance carrier

CIGNA HEALTH AND LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
59-1031071 67369 00635886 107 04/01/2024

03/31/2025

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

3043

(b) Total amount of fees paid

3373

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
MCGRIFF INSURANCE SERVICES LLC

P O BOX 896620
CHARLOTTE, NC 28289

(b) Amount of sales and base

commissions paid (c) Amount

Fees and other commissions paid

3043 330

(d) Purpose

BENEFIT ADVISOR FEES

(e) Organization code
3

THE CASON GROUP INC

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

1612 MARION STREET
04202023TD

COLUMBIA, SC 29201

(b) Amount of sales and base

Fees and other commissions paid
commissions paid

(c) Amount

(d) Purpose

3043 | SERVICE/GEN AGENT FEES

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

(e) Organization code
3

Sched

ule 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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I 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)
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)
(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)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(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 61747
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

OMB No. 1210-0110

2024

» File as an attachment to Form 5500.

» 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 04/01/2024 and ending  03/31/2025
A Name of plan B Three-digit
HORIZON CONSTRUCTION COMPANY WELFARE BENEFIT PLAN plan number (PN) > 501

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

D Employer Identification Number (EIN)
58-1939516

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

CIGNA HEALTH AND LIFE INSURANCE CO

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
59-1031071 67369 00635886 149 04/01/2024 03/31/2025

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

0

78302

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

MCGRIFF INSURANCE SERVICES LLC

P O BOX 896620
CHARLOTTE, NC 28289

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

58391 | BENEFIT ADVISOR FEES

3

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

THE CASON GROUP INC

1612 MARION ST
COLUMBIA, SC 29201

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

19911

SERVICE/GEN AGENT FEES

3

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 655143
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(4) EAMEA (1) # (2) = (3)) +ervrereeeeeeeeeeeeeeeeeeeeeeeeeseeseeseeeeeeeeeeeeeeee e e e ee s sssestesteseeseaseassessessess s ssesssesessseeseens | 9a4) 655143
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 881195
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 9211
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 890406
(4) ClaiMS CAIGEA ...t e et 9b(4) 890406
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 ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 38868
(C) Other specific acquisition costs .| 9c(1)(C)
(D) OtNEI EXPENSES .....eoveveeeeeeeeeeeeeeeeeee et eeee e 9¢c(1)(D)
(E) TAXES. ...ttt ee ettt ee et e e et eae e e e 9c(1)(E) 12900
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention ChAIGES .........o.vveieeeeeeeeeeeeeeeeeeeeee e 9¢c(1)(G)
(HY TOUAI FEEEMEON. ....c.vvte ettt ettt s s s s b st es s sesenes 9c(H)(H) 51768
(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) 67936
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 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 329234
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 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 04/01/2024 and ending  03/31/2025
A Name of plan B Three-digit
HORIZON CONSTRUCTION COMPANY WELFARE BENEFIT PLAN plan number (PN) N 501

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

D Employer Identification Number (EIN)
58-1939516

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
UNUM LIFE INSURANCE COMPANY OF AMERICA

(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
01-0278678 62235 440950 121 04/01/2024 03/31/2025

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

5886 3823
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
MCGRIFF INSURANCE SERVICES INC 7701 AIRPORT CENTER DRIVE
SUITE 1800
GREENSBORO, NC 27409
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
5886 1092 | ADDITIONAL COMPENSATION PAID 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
THE CASON GROUP LLC P O BOX 11229
COLUMBIA, SC 29206
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
2731 | FEES PAID 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




Schedule A (Form 5500) 2024 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X Other (specify) » ACCIDENTAL DEATH AND DISMEMBERMENT

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)
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)
(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)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(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 54614
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes B No

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




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 04/01/2024 and ending  03/31/2025
A Name of plan B Three-digit
HORIZON CONSTRUCTION COMPANY WELFARE BENEFIT PLAN plan number (PN) N 501

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

D Employer Identification Number (EIN)
58-1939516

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
UNUM LIFE INSURANCE CO OF AMERICA

(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
01-0278678 62235 440949 79 04/01/2024 03/31/2025

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

0 2478
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
THE CASON GROUP LLC P O BOX 11229
COLUMBIA, SC 29206
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1770 | FEES PAID 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
MCGRIFF INSURANCE SERVICES 7701 AIRPORT CENTER DRIVE
SUUITE 1800
GREENSBORO, NC 27409
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
708 | ADDITIONAL COMPENSATION PAID 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




Schedule A (Form 5500) 2024 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X Other (specify) P LIFESTYLE LIFE LIFESTYLE ADD

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)
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)
(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)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(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 35399
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes B No

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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁtrsnggczrityaAg:ninis\ra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2024 or fiscal plan year beginning 04/01/2024 and ending  03/31/2025
A Name of plan B Three-digit
HORIZON CONSTRUCTION COMPANY WELFARE BENEFIT PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HORIZON CONSTRUCTION COMPANY 58-1939516

Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions)
No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2024
v. 240311
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Schedule C (Form 5500) 2024

Page3-[ 1 |

. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

CIGNA HEALTH AND LIFE INSURANCE CO

(h)

59-1031071

(b) (c)
Service Relationship to
Code(s) |employer, employee

organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

®)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

Did the service
provider give you a
formula instead of
an amount or
estimated amount?

person known to be enter -0-. other than plan or plan
a party-in-interest sponsor) disclosures? compensation for which you
answered “Yes” to element
(f). If none, enter -0-.
121314 CLAIMS ADMIN 58391
15 Yes D No E Yes D No D Yes D No D

() Enter name and EIN or address (see instructions)

MCGRIFF INSURANCE SERVICES

P O BOX 896620
CHARLOTTE, NC 28289

(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
2223 BROKER 1664
YesD No YesD NoD YesD NoD
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

compensation? (sources | compensation, for which the | service provider excluding | formula instead of
an amount or

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

other than plan or plan
sponsor)

plan received the required
disclosures?

eligible indirect

(). If none, enter -0-.

compensation for which you
answered “Yes” to element

estimated amount?

Yes D No D

Yes D No D

Yes D No D




Schedule C (Form 5500) 2024 Page4 -| 1

Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
nter name an address) of source of indirect compensation escribe the indirect compensation, including any
d) Ent d EIN (add f f indirect ti e) D ibe the indirect tion, includi

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




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

1210-0088
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

Deparimant of ke Treasury

Internal Revenue Senvice sections 6087(h) and 6058(a) of the Internal Revenue Code (the Code). 20 24
e O L b Complete all entries in accordance with
D rimeaton the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Parti | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 04/01/2024 and ending 03731/2025
A This returnireport is for: D a multiemployer plan D a multip|e-.employ§r p[an {Filers checke_ng this box f‘nusl pr.owde participating
employer information in accordance with the form instructions.)
a single-empioyer plan D a DFE {specify)
B This returnfreport is: D the first refurn/report D the final return/report
D an amended retura/report D a short plan year returnfreport (less than 12 months}
C Ifthe plan is a collectively-bargained plan, check hBre. .. .. ... i e i e e e 14 D
D Check box if filing under: D Form 5558 D automatic ex{ension D the DFVC program
|:| special extension (enter description)
E ifthis is a retroactively adopted plan permilted by SECURE Act section 201, checkhere. . ......... ... oo } D
Part i | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit ptan
Horizon Construction Company Welfare Benefit Plan number (PN) » 501
1¢ Efiective date of plan
04/G1/2021
2a& Plan sponsor's name {employer, if for a single-employer plan) 2b Employer Identificalion
Malling address {include room, apt., suite no. and street, or P.O. Box} Number {EIN)
City or town, stale or province, country, and ZIP or foreign postal code {if foreign, see instructions) 58-19309516

Horizon Construction Company 2¢ Pian Sponsor's telephone

number
(77032554268
415 Winkler Drive 2d Business code (see
instructions
Alpharetta GA 30004 I236uZ{|)O )

Caution; A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penaliies of parjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and altachments, as well as the alectronic version of this return/report, and fo the best of my knowledge and belief, it is frue, correct, and complete.

sou | Baoy ﬁﬂe/;/f G- 17-85 e v
ER
Slgnat\ﬂ'{rﬁ plan admlnistralor Dale Enter name of individuat 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 Plar administrator's name and address D Same as Plan Sponsor
Horizon Construction Company

415 Winklexr Drive

3b Adminisirator's EIN
58-1939516

3¢ Administrator's telephone
number
(770)255-4268

Alpharetta GA 30004
4 |f the name and/or EIN of the plan sponsor or the plan name has changed since the last return/repont 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 Ptan Name
5  Total number of participanis at the beginning of the plan year 5 | 116
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines Ga{1), '
6a(2), 6b, 6c, and 6d).
a(1) Total number of active participants at the beginning of the PR YEAT ... s 6a{1) 116
a{2) Total number of active parficipants at the end of the plan year ... 6a(2) 121
b Retired or separated parlicipants receiving DEnefits ..o 6h 0
(v Otlher retired or separated participants enfitied to future benefits... 6¢c 0
d Subtotal. Add HNES BA[2), BB, ANE BC. .ovoveveeeer e cem b s et e e es o8 st sem s b et bbb b 6d 121
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefils. ... e
f TOtal, AGH BNES BO AIH BB, .....ovuivoes e ceeeereeeaseseess e sesse s sass a8 etce e beceeeb e et secmens st sems s ebmere et b i bbb 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
QULE COMPIGE IS TEMY ..o ooeoeeeeeeesse s e seeeeseesssoeesenesesenssessseesessesseseseeereeeeaeeesssssssss st s s  s g
(2) Number of participants with account balances as of the end of the pEan year (only defined contribution plans
g complete this item) ... 69(2)
h Number of pamcupan{s who termmated employment dunng the pEan year wuth accrued benef ls that were
fess than 100% vested ., 6h
T Enter the total number of employers obllga!ed to comnbute to the plan (on!y mulnemployer plans complete th:s |tem) 7

8a if the plan provides pension banefits, enter the applicable pension feature codes from the List of Plan Characieristics 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:

4pn 4B 4F 4H 40

9a Plan funding arrangement (check all that apply) 8h Plan benefit arrangement (check all that apply)
(1} Insurance (1} Insurance
(2) Code section 412(e)(3) insurance conltracts (2) Code seclion 412(e)(3) insurance contracts
(3) Trust {3) Trust
{4) General assets of the sponsor {4) General assels 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 instruclions)
a Pension Schedules b General Schedules
() [] R (Retirement Plan Information) M [] # (Financial Information)
) [] MB (Muliemployer Defined Benefit Pian and Certain Money @[] 1 (Financiatinformation - Small Plan)
Purchase Plan Actuarial Information) - signed by the ptan (3) E] A (Insurance Information) ~ Number Attached __ %
acluary {4) E| C (Service Provider Information)

(3} D 8B (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

{5) D D (DFE/Participating Plan Information)

{4} D DCG (Individual Plan Information} — Number Altached (6) D G (Financial Transaction Schedules})

{8) [:] MEP (Multiple-Empicyer Retirement Ptan Information)

40 = Accidental Death and Dismemberment
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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. oovevvveooeeeveereneeieees s L] Y08 No

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

11b 1s the plan currently In compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.} ... [Jyes [] No

11 ¢ Enter the Receipt Confirmalion Code for the 2024 Form M-1 annual report. [f 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 fillng 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 2024
lnternal Revanue Service Employee Retirement Income Security Act of 1974 (ERISA).
fL
Employee g:r'::fﬂ?gglcirﬂyagg;inist(alion » File as an attachment to Form 6500,
; i i is O t i
Pension Benafil Guarenty Corporaion ¥ Insurance companies are reguired to provida the information This For';:‘:pe‘ﬂf:n o Public
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 04/01/2024 and ending 03/31/2025
A Name of plan ) ) B Three-digit
Horizon Construction Company Welfare Benefit Plan plan number (PN) » 501
C Plan sponsor's name as shown on line 2a of Forrm 5500 D Employer ldentification Number (EIN)
Horizon Construction Company
58-1939516
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separale Schedule A, Individual contracts grouped as a unit in Parts |1 and 11l can be reported on a singte Schedule A.

1 Coverage information:

(a} Name of insurance carrier

Cigna Health and Life Insurance Company

{e) Approximate number of Policy or contract year
b) EIN {e) NAIC _d) Contract or erso d atend of
(0) code identification number P D oiix g:) zﬁﬁra; year {f) From {g) To
59-1031071 67369 00635886 107 04/01/2024 03/31/2025

2 insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other psrsons in
descending order of the amount paid.

(2) Total amount of commissions paid {b) Tolal amount of fees paid

3,043 3,373

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

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

The Cason Group Inc
1612 Marion Street

064202023TD
Columbia SC 25201
(b} Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e} Organization code

Service/Gen Agent Fees

3,043 3

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

McGriff Insurance Services LLC
P O Box 896620

Charictte NC 28289

{b) Amount of sales and base Fees and other commissions paid
commissions paid {c} Amount {d} Purpose (2} Osganization code

Benefit Advisor Fees

3,043 330 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 ot fees were paid

Fees and other commissions paid {e)
h) Amount of sales and base Organization
() {c} Amount {d) Purpose gcode

commissions paid

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

Fees and other commissions paid {e)
(b) Amount of sales and base QOrganization
commissions paid (c} Amount (d) Purpose sode

(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
comenissions paid (c) Amount (d} Purpose code

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

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

this repori.
4 Current value of plan’s interest under this contract in the general account atyearend ... . 4
5 Current value of plan's interest under this confract in separate accounts at year end.........ooveiii o, 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates »
B Premiums Paid 10 CAITIEI ...o.oer e iieerce ettt eeb et st et s bR s 6b
¢ Premiums due but unpaid at the end of the year .. FRURTUURIIRTTROOIN 6c
d  ifthe carrier, service, or olher organization mcurred any spemf c costs in connectmn wnh ihe acqmmtmn or 6d
retention of the contract or policy, enter amount. ..
Specify nature of costs P
e Type of contract: (1) D individua! policies (2) [] group deferred annuity
%)) D other {specify) P
f i contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 U
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) [:] deposit administration (2) D immediate participation guaraniee
3 D guaranteed investment G)] I:] other P
b Balance at the end of the previous year ... ' 7h
€ Additions: (1) Contributions deposited dunng the year .. S B o }
(2) Dividends and CreitS.........coovivvervverierrsceererermmenrenisessseses e esseesesos 7¢c(2)
(3) Interest credited during the year....... | 7e(3)
{4) Transferred from separate 8CCOUNE.......c.ccverenr oo 7c(4)
{5) Oer (SPECITY BRIOW) .....ooviv ettt 7¢(5)
4
(6)Total additions .. OO £ . ()
d Total of balance and addmons (add Imes 7b and 7c(6)) S L
€ Deduciions:
{1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
{2) Administration charge made by CAITET.......v.veeeeeormreerereeeeseseeeneeneens Te(2)
(3) Transterred 10 SEparate aCCOUNL ..o s sesreseeeess e 7e(3)
{4) Other (SPECIY DEIOW) ... .ecoveeeee ettt e 7e(d)
} .
{51 TORAL GROUGHONS ... vv.v oo oo eeteetee s eecens st s e baee s e s eresstns s bt bs bt 044t st 4 bt s o8 bt e rr e sveseers 7e(5)
f Balance at the end of the current year (sublract line Te(5} fromiine 7e).........coooooeiroricooiceiccsiccc s i 7f




Schedule A (Form 5500) 2024 Page 4

Part lll 1 Welfare Benefit Contract information

i more than one contract covers the same group of empioyees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such confracts are experience-rated as a unil. 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 g} Health (other than dental or vision} b E Dental C @ Viston d D Life insurance
e D Femporary disability {(accident and sickness} f D Long-term disability g D Supplemental unemployment b D Prescription drug
[:l Stop Ioss (large deductible) i D HMO coniract k D PPO contract ID Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) Amount received .. 9a(1})
{2) Increase (decrease) in amount due but unpasd 9a{2)
(3} increase (decrease) in unearned premium reserve ... 9a(3)
(4) ERMEE ({1} + (2) = (B eovoveoeroveeremmsomsssssssssssssssssssssssssssssesmeeeresoceceeessnes e -
b Benefit charges (1) CIAIMS PAId......ocoiivcicree e 9h({1)
(2) Increase {decrease) in Claim FESEIVES ..o s e 9h(2)
(3} Incurred claims (A {1) NG (2)) .. oot et e 9h(3)
(4} Ctaims charged... 9b{4)
¢ Remainder of premium: (1) Retenhon charges (on an accrual ba3|s) -
{A) CommIssions .....oc.eeve. et ersesenms e | SC{1YA)
(B) Admlmstrallve service or other fees ceeereereneeeraine e | SC(1HBY
{C) Other specific acquisiion COSIS ... 9¢(1)(C)
(D) Other expenses .. e | 9e(1)(D)
{E) TAXES...coeoeevveeveoeseeeeeeses e ee b eesb e enss s s s s ss e s sinees 9c(1}E)
{F) Charges for risks or other contingencies ... e c(1XF)
(G) OINET FEEENHON CRAIGES 1..vvvvesessssonrssresresesessseemsnsassessssssensssssrens 3c(1){G)
{H) Total retention... ceeereennenns | 9CU1HH)
(2) Dividends or retroactive rate refunds. {These amounis were D ;)ard in cash orD credltecE) .................. 9¢(2)
td Status of policyholder reserves at end of year: (1) Amount held to provide benefits after refirement............. 9d{1}
{2) CIAIM FESBIVES ....oo oo ooeeceteiiis et s e b st st bbb e oo mreem st b bbb e 9d{2)
{3) OLNET TESEIVES ..ooviiieriterisscsr e tersres e e e eteaes s ss s st s cemaeseee e ens e 3d(3)
€ Dividends or refroactive rate refunds due. (Do not include amount entered in lzne [T 4 19 D 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid {0 CaMIET.......c.iiii e 10a 61,747
b Ifthe carmier, 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 |, jine 2 above, report amount. ..ot 10b
Specify nalure of costs. .
| Partlv | Provision of Information
11 Did the insurance company fali to provide any informaticn necessary lo complete Schedufe A? ... B Yes No

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




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 2024
Internal Revarue Service Employee Relirement Income Securily Act of 1974 (ERISA).
Employee g:ﬁ:;?;:;ﬁ;%yagz;ﬁnisiratiun » File as an attachment to Form 5500.
Pension Benefit Guaranty Corperation » Insurance companies are required to provide the information This For%;spgcptfg“to Public
pursuant 1o ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 04/01/2024 and ending 03/31/2025
A Name of plan . ‘ B Three-digit
Horizon Construction Company Welfare Benefit Plan plan number (PN) » 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Horizon Construction Company
58-1939516
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separale Schedule A. Individual contracts grouped as a unit in Parts [l and HI can be reported on a single Schedule A.

1 Coverage Information:

{a} Name of insurance carrier

Cigna Health and Life Insurance Co

@) Approximate number of Policy or contract year
{c} NAIC {d) Coniract or (
(b) EIN code identification number persons covered at end of {fy From (g) To
policy or contrack year
59-1031071 67369 00635886 149 04/01/2024 03/31/2025

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

(a) Tolal amount of commissions paid {b) Total amount of fees paid

0 78,302

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

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

Mcgriff Insurance Services LLC
P O Box 896620

Charlotte NC 28289

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

Benefit Adviscor Fees

58,391 3

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

The Cason Group Inc
1612 Marion St

Columbia SC 29201

(b) Amount of sales and base Fees and other commissiens paid
commissions paid {t} Amount {d) Purpose (&) Organization code

Service/Gen Agent Fees

19,911 3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5§500) 2024
v. 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other cornmissions paid {e)
b) Amount of sales and base Organization
®) {c) Amount (d) Purpose gcode

commissions paid

{(a) Name and address of the agent, broker, or other person te whom cemmissions 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) Purposs 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)
{h) Amount of sales and base Organization
commissions paid (¢} 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 paid (e
(b) Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose code
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Partil | Investment and Annuity Contract Information
Where Individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

1his report.
4 Current value of plan’s interest under this contract in the general account at year end 4
5 Current value of plan’s interest under this contract in separate accounts at vearend..........ooooocvnvveiner s 5
6 Contracts With Allocated Funds:
a State the basis of premium rales P
b Premiums paid to Carmier........covvnennninen . 6b
¢ Premiums due but unpald at the end of the year .. - 6c
d  Ifthe carrier, service, or other organization mcurred any specﬂ‘c costs in connectlon wﬂh the acqu;smon or 6d
refention of the coniract or policy, enter amount. ..
Specify nature of costs P
e  Type of contract: (1) I_—_l individual policies (2) D group deferred annuity
@3 [] otner (specify)  »
f  If contract purchased, in whole or in pad, to distribute benefits from a terminating ptan, check here > D
7 Contracts With Unallocated Funds {Do not include portions of these confracts maintained in separate accounts)
a  Type of contract: 1)) D deposit adminisiration 2) D immediate participation guarantee
()] D guaranieed investment ) D other P
b Balance at the end 0f e PrEVIOUS YEAT . oo/ i i e esrssrerereseesresses st rom kb et erssest s s cees v [ 7b
€ Additions: (1) Contributions deposited during the year 7c(1}
(2) Dividends and Gredils.........oooowooeveerreriessssseesnssssrsessesmssrencesssresssonnse | TGH2)
(3} Interest credited during the year.................. et eress 7¢(3)
(4) Transferred from SEparate CCOUN .........coovvvereremseomeesvorersoenssernrreeonn 1 1C(4)
(5) OEr (SPECIEY BEIOW) vvvvvvvverrr oo oeeeeeereeeennssmssssesssssnsnesssssssensmsncssnnnes | 1G(B)
»
(BYTOMA) AAAIIONS —...oeoveeeeeee et et ebas s e e bbb bbb eemene et enens 7c(8)

d Total of balance and additions (add HNes 7B and TE{BY}. ....v.ivcreeererercetienees sty [ 7d

@ Deductions:
{13 Dishursed from fund to pay beneflis or purchase annuities during year 7e(1)

(2) Administration charge Made BY CATMEr...........cornrevvescermereceoriesonnenons |1 G2)

(3) Transferred to SEPArate ACCOUN ......oov.vieereserrerenereoeesssemsarsieserrresnecens | L)

{4) Other (SPECTHTY BEIOW) c-v..vvvoereeeeeveeeeveecesceseenerecresrsssereseeensnsssinrsensneesnne | 1E(4)

4

(B) TOLE! ARAUCIIONS 1.....ooveeveeeeeveeeeeeeeeeeseesees s s sss sttt e ae oo st Te(5)

f Balance at the end of the current year (subiract line 7e(5) from line 7d)
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Part Il | Weifare Benefit Contract information

if more than cne 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 cantracts 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[] Dental ¢ ] vision d[] tife insurance
e D Temporary disability (accident and sickness) f D Long-term disabifity g D Supplementai unemployment  h |:| Prescription drug
D Stop loss {large deductible) ] [:] HMO contract k D PPQO contract |E] Indemnity contract

m D Other {specify) P

9 Experience-rated coniracis:
a Premiums: (1) AMOUNE reCEIVEA .....oovi i e ga(1) 655,143
(2) Increase {decrease) in amount due but unpaid ............coein. 9a(2)
(3) Increase (decrease} in unearnad PramMiUuM FESEIVE ..o veeecrercecrenns 9a(3}
(4) Earned (1) + (2) = (3)) ooooooeerecrrrrree, T —— | sa@4) 655,143
b Benefit charges (1) Claims paid... 9b{1) 881,185
(2} Increase (decreasa) in Claiim FESEIVES... ... e e reens s s 9b(2) 9,211
{3} Incurred ctaims {add (1) and (2)).....cocoimviniire e R e eeeeesmeemeenseanasssranaseetersebestenrenrerean h(3) 890, 408
{4} Claims charged... et 5hi4) 820,406
C Remainder of premium: (1) Retentlon charges {on an accrual ba5|s) --
CA) COMUTHBSIONS 1.vvveivernerere et sreeces e ssia st sbs bbb e 9c(1)}A)
{B) Administrative service or other 18es ..o 9c(1)(B) 38,868
(C) Other $pecific AGQUISTHON GOSIS.......oov..eeveeeeeeseeeeeeveee e 9c(1)(C)
{D) CHNEE @XPENSES ...ovoveoveeeeerereeesses s sbase s e 9¢(1)(B)
(E) TAXES 1 eeeeeetiiecst e et et et e bbb 9c{1)}E) 12,900
{F) Charges for risks or other CONtIAGENCIES ..vv.evverrirrrinrinrrsessseeras 9c{1)}(F)
(G) OIEr retention CharGES ........corerecrereecorsrsrersssssonsnsseesssserenrreene | JS{1H{G)
(H) Total retention... e | 9€{1XH) 51,768
(2) Dividends or retroactive rate refuads {These amaunts were D paxd in cash, orD credited. ) .................. gc(2)
d Status of policyhoider reserves at end of year: {1) Amount held to provide benefits after retirement............... 9d{1)
£2) CIAITN TESTVES ..eeveivreeveee e eceeseeem b ieas s bbb bea s 17 44 E R E 10 08 1908482 oe 3 o2 2mmmmn s e s eeee s et mrmnasebemebesasbe b ebe b ebassabebaasas 9d{2) 67,936
(3) OHNET TEEBTVES ...eoiiteritieiessiee e tsrsssesees s se st ees e o ee e bbb R eane £t met e s e et s bR nensr e nn e 8d(3)
€ Dividends or retroactive rate refunds due. {Do not include amount entered in ling 9¢(2}.)...oeooviiiiciimrcennen. 9e
10 Nonexperignce-rated contracts:
& Total premiums or subscription charges paid o camier............... 10a 329,234
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the coniract or policy, other than reported in Part 1, fine 2 above, report amount. ... 10b

Specify nature of costs.

| PartlVv | Provision of Information
11 Did the insurance company fait to provide any information necessary to complete Schedule A? ........... D Yes No

12 if the answer to fine 1 is “Yes,” specify the information not provided. »




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This scheduie is required to be fited under section 104 of the 2024
Inlarnal Revenue Senvice Employee Relirement Income Security Act of 1974 (ERISA).
b f Lab
Empioyes B:r?:fzggztcﬁmya»\gmnisxraﬁon } File as an attachment to Forin 5500.
Pension Benefil Guaranty Carporalicn » Insurance companies are required fo provide the information This Fon;l:l;spgg:t?:nto Public
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 04/01/2024 and ending 03/31/2025
A Name of plan . ) B Three-digit
Horizon Construction Company Welfare Benefit Plan plan number (PN} b 501
C Plan sponsor's name as shown on ling 2a of Form 5500 D Employes dentification Number {EIN)
Horizon Construction Company
581539516
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each conlract

on a separate Schedute A. Individual contracts grouped as a unit in Parts I and il can be reported on a single Schedule A.

1 Coverage information;

(a} Name of insurance casrier

Unum Life Insurance Company of America

(c) NAIC {d) Contract or {e} Approximate number of Paolicy or contract year
(b} EIN . e persons covered at end of
code identification number policy or contract year {f) From (o) To
01-0278678 62235 440950 121 04/01/2024 03/3L/2025

2 Insurance fee and commission informaticn. Enter the total fees and total commissions paid. List iniine 3 the agents, brokers, and other persons in
descending order of the amount paid.

{a) Totai amount of commissions paid {h) Total amount of fees paid

5,886 3,823

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

McGriff Insurance Services Inc
7701 Alrport Center Drive

Suite 1800
Greensbhoro NC 27409
{b) Amount of sales and base Fees and ofher commissions paid
commissions paid (c) Amount {d) Purpose {e) Crganization code

Additional Compensation Paid

5,886 1,092 3

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

The Cason Group LLC
P O Box 11229

Columbia SC 29206

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

Fees Paid

2,731 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 persen {o whom commissions or fees were paid

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

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

Fees and other commissions paid {e)
(b) Amount of sales and hase 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) Purpase code

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

Fees and other commissions paid (e)
{h} 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 ofther commissions paid (e)
{b} Amount of sales and base Crganization
commissions paid {e} Amount _ {d) Purpose code




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan's interest under this contract in the general accountatyearend ..., 4
5 Current value of plan's interest under this contract in separate accounts atyearend. ... 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b Premiums paid 0 CAMIEr .....ivvveiceeseiomerseererereeseenrceeees 6h
¢ Premiums due but unpaid at the end of the year ... et iEe i et aeRe s s e s e n e T e e rm AR e ke e an e ks benaeeare s 6c
d  Ifthe carrier, service, or other organization mcurred any specn‘ c costs in connectlon wﬂh lhe acquasmon or 6d
retention of the contract or policy, enter amount. ..
Specify nature of costs P
e Type of contract: (1) D individual policies (2) |:| group deferred annuity
(3) [] other (specify) ¥
f  If contract purchased, in whole or in par, o distibute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: N D deposit administration {2) D immediate pasticipation guarantee
(3) D guaranteed investment ) D other P
b Balance at the end of the previous year .. e eerieaeanenanies I 7b
G Additions: (1) Contributions deposited dtmng the year
{2) Dividends and oredits......c.ooo e
{3) Interest credited during the year.......
(4) Transferred frem separate account ...
(5) Other (SPecify BEIOW) oo
»
(BYTOMAE BAGIIONS 11vuvvversvseesessetesssssts st s eres e ceres st s esssesess et sess s e ere e b b SRSt 7¢(6)
d Total of balance and additions (add iNes 7B and TOB)). ..ccvvvvvreevrrriecrieererecresessesescnr ettt sesea s sesesces suscecsns | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year | 7€{1)
(2) Administration charge made By CAFTIEE.............covcermrenssinssrsinsnssonseee | LEL2)
(3) Transferrad 10 SAPATate ACCOUN .....co...c.vvoeee oo esereeessssesssssonnssssssinnenres | LE(S)
(4) Other {SPECify BEIOW) vveereeerevervreceereeieeessesseensess 7e(4])
4 :
{5) OB GBULCLONS - oeoteteiveeesiseesiensessesssanse s sasssansses e seesees e ss oo s s sestensee b et et b s e bbb 7e(5)
f Balance at the end of the current year (subfract line 7e{5) rom liNe 7a) ... oo oo iscrreceiere e | 7f




Schedule A (Form 5500) 2024

Page 4

Part 1}

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 empioyee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover Individuat
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 lype (check all applicable boxes)
a |:| Health {other than dental or vision)
e E Temporary disability {accident and sickness)
D Stop [oss {large deductible)

b |:| Dental
f @ Long-term disability
i |:| HMO contract

¢ [] vision

k[ ] PPO contract

d E] Life insurance
g D Suppiemental unemployment  h D Prescription drug

[ D indemnity coniract

m El Other {specify) PAccidental Death and Dismemberment
9 Experience-rated contracts:
a Premiums: (1) AMOUNt 1ECEIVEH . .oooeie 9a(1)
(2) Increase (decrease) in amount due bul UNPaId ..o Sa(2)
(3) Increase (decrease) in unearned premium reserve ., 9a(3)
(4) EAMNEA ({1} + 123~ (3]) errvrrvrrrrroccereesseamossemsomeeoesesee oo eessasasosee oot eereee e brtrr e | 9a(4)
b Benefit charges (1) Claims paid................... gh(1}
(2) Increase (decrease) in ClaiMm FeSEIVES.......woceer e 9b{2)
(3) Incurred claims (A0 (1) 80 {2)).1ver o et e eaea e et b sabe 9b{3)
{(4) Claims charged... 9b{4}
¢ Remainder of premium: (1) Retentlon charges (on an accrual bams)
(A COMIMUISSIONS 1u.vvvivvsreeeeeeeeeseaseeesseceseesae e eseasas et rseresrrasaserensens 9c(1HA)
{B) Adminislzative service or other fees ... 9c(1){B)
{C) Other specific acqUISHION COSES ..........ov..ceveeeeerr e, Be(1)(C)
(D) OINET EXPEMBES ..ooeveeeiviie s csreesisssib s rs s ssbasb s sttt nsensnens 9¢(1)(D)
(E) Taxes... 9c{1)(E)
(F) Charges for nsks or other coa!mgenmes e | Be(1)(F)
(G) Oher 1etention CRATGES ......oveooveeeeeeeeeceeercemeseeernreceseners e | JCLTHS)
(H) Total retention... . e 1 9e{1I(H)
{2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orl:l credlted ) 9c{2)
d Status of policyholder reserves at end of yeas: (1) Amount held to provide benefits afler retirerent............... (1)
(2) CHAIT TESBIVES ....covvctuevrrrieerstrasssesressssmmessmeae s bsssssseeset st et seat s seaet somebasnrea s etse et neaea s ees et ee s basmsbseeeacase s et et 9d(2)
(3) Other reserves ... 9d{(3)
€ Dividends or retroactive rate refunds due. (Do not include amount enfered in line 9¢{2).).......ccocooiiiinn Se
10 Nonexperience-rated confracts:
a Total premiums or subscription charges paid t0 CAMIBM ... e e 10a 54,614
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisilion or
retention of the contract or policy, other than reported in Part |, iine 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? ...,

|:| Yes

¥ No

12 If the answer to line 11 is “Yes,” specify the information no

t provided. P




SCHEDULE A Insurance Information
{Form 5500)

OMB No, 1210-0110

Department of lhe Treasury This schedula is required to be filed under section 104 of the 2024
internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labo
Employee Bensfis éﬁc‘iﬁly Adminisiration ) File as an attachment to Form 5500,
Pension Benaft Guaranly Corporation P Insurance companies are required to provide the information This Forﬁ;ggfg nto Public
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 04/01/2024 and ending 03/31/2025
A Name of plan . . B Three-digit
Horizon Construction Company Welfare Benefit Plan plan aumber (PN) ) 501
C Plan sponsor's name as shown on line 2a of Form 5500 D smployer identification Number (EIN)
Herizon Construction Company
58-1938516
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 |t and IH can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

Unum Life Insurance Co of America

(e) Approximate number of Policy or conlract year
bY EIN {c) NAIC _ (d). Co_nlracl or covered al end of
(b} code identification number pe;zgg; or ; ol:iragt sgaro (fy From {g) To
01-0278678 62235 440949 79 04/01/2024 03/31/2025

2 Insurance fee and commissicn information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and olther persons in
descending order of the amount paid.

{a) Totat amouni of commissions paid {h} Total amount of fees paid

0 2,478

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

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

McGriff Insurance Services

7701 Airport Center Drive

Suuite 1800

Greensboro NC 27409

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

Additional Compensation Paid

708 3

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

The Cason Group LLC
P O Box 11229

Columbia SC 295206

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

commissions paid {c) Amount (d) Purpose (&) Crganization code

Fees Paid

1,770 3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule A (Forim 5500) 2024
v. 240311



Schedule A {Farm 5500) 2024 Page 2 —

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

Fees and other commissions paid {e)
b) Amount of sales and base Organization
(k) {c) Amount {d) Purpose gcor:le

commissions paid

{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} Ameunt {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)
{by Amcunt of sales and base Organization
commissions paid {c) Amount (d) Purpose code

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

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




Schedule A {(Form 5500} 2024 Page 3

Partil | Investment and Annuity Contract Information
Where individuat 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 Cumrent value of plan's interest under this confract in the general accountatyearend ..., 4
5 Current value of plan’s interest under this contract in separate accounts at year end..........c..oooivveecveieeeeceeen s 5

B Contracts With Allecated Funds:
a  Stale tha basis of premium rates ¥

b Premiums paid to carrier .. 6b

C  Premiums due but unpald at me end of !he T | OSSOSO ORI 6c

d  fthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 5d
retention of the contract or policy, enter aMOoUNT. ... e

Specify nature of costs P

€  Type of contract: {1) D individual policies (2) D group deferred annuity
@3) [ ] otner (specity) ¥

f  If confract purchased, in whole or in part, to distribute benefits from a terminaling plan, check here 4 D

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

a Type of contract; 1) El daposit administation (2 I:l immediate participation guarantee
(3} D guaranteed invesiment (4) D other ¥

B Balance at the 810 OF 1he PrEVIOUS YEAE .........coviiuiserssissisisssesssssiassast s 16 e12 o soams o8 s o rs s sab kst enbsst et enecs [ 7b
¢ Additions: (1) Contributions deposited dusing the Year ... | 16{1)

{2) DIVIAENTS ANA CFEUMS.ooveveeereeereeesrrsecensrereereessrassseeeseressnnsessnsenrenns | T C(2)

{3) Interest credited during the year.... 7c(3)

(4) Transferred from separate account........oivvvee v 7¢{4)

(5) Other (SPECify DEIOW) .—..—..ooocooooeoeereerrrescererenssssssmssssssresseeeemnecscnnes | 1G(D)

»

(BYTOLAL BUUTHONS 1.t eveceeeeeeeceeneesaseas e sesse b sassseseses st e s e3emss nee2ses e bR bbb R Ra b s bR bR R R ena s 7¢{6)
d Total of balance and addifions {add [INES 7B AN TO{BY). v.vrerercirecariercrieeseiceneeetseeetreaen ettt st een s rnsensnae s l 7d

e Deductions:

{1) Disbursed from fund to pay benefils or purchase annuilies during year 7e(1)

(2) Administration charge made DY CAITET ..o ooreeeveeeeeeereeeeseseseenrienes | 1€{2)

(3) Transferred {0 SEPArate ACCOUN ... .v.covvu.evrreereereceeeeeesveeereeseseennrssreeenns L 1E(3)

{43 OthEr {SPECHY BEIOW) c.oooeere v e evrrevevessmsreescsvesssenienssesseeesneesnnneenee. L 1€(4)

»

(5) Total deductions .. e eneere e irsesss rssessessesiosnneernneee_18(5)

f Balance at the end of the current year (subtract 1|ne 7e(5) from Ime Td) ............................................................. | 7f




Schedule A {Form 5500) 2024 Page 4

Part ill | Welfare Benefit Contract Information

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

8 Benefit and contract type {check all applicable boxes)

a D Health (other than dental or vision) bD Dental CD Viston d @ Life insurance
e D Temporary disability (accident and sickness} f |:| Long-term disability g D Supplemental unemployment h D Prescription drug
i [ ] Stoploss (large deductibie) j [] HMO contract k(] PPO contract 11] Indemnity conteact

m@ Other (specify) PLifestyle Life
Lifestyle ADD

9 Experience-raled contracts:
& Premiums: (1) AMount received ... ciee i 9a{1)
(2) Increase {decrease) in amount due but unpaid ... 9a(2)
{3} Increase (decrease) in unearned premium reserve .. 9a(3)
(B EAINEA ({1 + (20 = (1) ooreeee oo eseeeosssss e ssss8msmm e ga(4)
D Benefit charges (1) ClaiMms PaId.. ..o oo 29h{1)
{2) Increase (decrease) in ClaiMm rESEIVES ... e 9h(2)
{3) Incurred c1aims (add (1) B (2))..ouiorieiir e e et s e 9h(3)
{4) Claims charged 9h{4}
¢ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A} COMMISSIONS vvvvrvvrveeeeeeeeecnnaerensensssenssesssesnsnnmscsnesessissssnsennnens. | SCUTA)
(B) Administrative service or other fees ..., 9¢(1)(B)
(€} Other specific ACQUISIHON COSES ......vvevoevrvrcermvecenseierenrerisseenseneeeee. | SE(TI(C)
(D} Other expenses 9c(1}(D)
[E) TGS voeivvereveeeeeeeecemseeeeessbssemssess s sssses e s et e Sc{1)}(E)
{F) Chargas for risks or other ContNGencies .. ...c....ocooeereenrecnrronecenn. 9c(1)(F)
() ONET FEteNtION CRATGES ..vvivv.eevvivrsresisesessmosseeereesesenessssrnssseseces 9c(1)(G)
{H) TOt TELEIION...covvcvererissserrrs s eeesecsses et enssssssnssene s enerascsnrrsescnsssnssnsssnesssssssnsernmrenecscnsencesnennennee | _SCLI{H)
(2) Dividends or retroactive rate refunds. (These amounts were [ | paid in cash, or [ ] credited)............. | 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.............. 9d(1)
(2) ClAIT FESBIVES ...oo. .. iooteriecerisere et ats e s sem s b se s sea 8RS b b S H bR e s 9d(2)
{3) OET TBSEIVES .ocviviiire i iveeiterens s e e een e 8d(3)
@ Dividends or refroactive rate refunds due. (Do not include amount entered inline 9¢{2).) ..o, Oe
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 Carfer......ocvie 10a 35,398
b if the carrier, service, or other arganization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reporied in Part |, line 2 above, report amount. ..., 10b
Specify nature of costs.
[ Partiv | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedute A? ............. |:| Yes No

12 If the answer to line 11 s “Yes,"” specify the infarmation not provided. ¥




L] - - 3 _01
SCHEDULE C Service Provider Information OMB No 1210-0110
(Form 5500) 2024
Depastment of the Treasury This schedule is required to be filed under section 104 of the Employee
internal Reverue Sendce Retirement Income Security Act of 1974 (ERISA).
This Form is Open to Public
Depariment of Laby -
Employee B:r?:f:%?;r;c?irilyaAg{ﬂnis"alion » File as an attachment to Form 5500, Inspection.
Pension Banehl Guaranty Corporation
For calendar plan year 2024 or fiscal plan year beginning 04/01/2024 and ending 03/31/2025
A Name of plan B Thres-digit
Horizon Construction Company Welfare Benefit Plan plan number (PN) » 501
C Plan sponsors name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Horizon Construction Company 58-1939516

| Part| | Service Provider Information (see instructions)

‘You must complete this Part, in accordance with the instructions, lo report the information required for each person who received, direclly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the

ptan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check “Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they recelved only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and condilions).. .. ............ |:| Yes @ Ne

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many enlries as neaded (see instructions).

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b} Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b} Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2024

v. 240311



Schedule C (Form 5500) 2024 . Page 2- i

(b) Enter natne and EIN or address of person who provided you disclosures on eligible indirect compensation

(b} Enter name and EIN or address of persan wha provided you disclosures on eligible indirect compensation

{b} Enter name and EIN or address of person who provided you disctosures on eligible indirect compensation

(b} Enter name and EIN or address of person who provided you disclosures on efigible indirect compensation

(b} Enter name and EIN or address of person who provided you disciosures on eligibte indirect compensation

(b} Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on eligibie indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Schedule C (Form 5500) 2024

Page 3 - [j

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” fo line 1a above, complete as many eniries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anylhing else of valug) in connection with services rendered to the pian or their position with the plan during the plan year. (See instructions).

(a} Enter name and EIN or address (see instructions)

Cigna Health and Life Insurance Co

59-1031071
(b) (c) (d) (e) m (h)

Service Rejationship to Enter direct Did service provider Did indirect compensation Enier total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by | provider give you a
organization, or  |by the plan. if none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

perscn known to be enter -0-. other than plan or pian plan received the required eligible indirect an amount or
a pariy-in-interest sponsor) disclosures? compensation for which you|estimated amount?

answered "Yes” to element
{N. lnone, enter -0-.
12 13 14 15
“laiws Aduin Yes [| No ves [| No[] Yes [1 No[]
58,391

{a) Enter name and EIN or address (see instructions)

McGriff Insurance Services

P O Box 896620

Charlotte NC 28289
(b) (c) (d) {e) (f) {s)} (h}
Service Refationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code{s} |employer, employee| compensation paid receive indirect

organization, or

by the plan. If none,

compensation? (sources

inchude eligible indirect
compensation, for which the

compensation received by

provider give you a

service provider excluding | formuta instead of
person known 1o be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor} disciosures? compensation for which youlestimated amount?
answered “Yes" to element
(f. lfnone, enter -0-.
22 23
proker Yes D No El Yas I___] No |:| Yes D No |:|
1,664
(a} Enter name and EiN or address (see instructions)
(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, empioyee: compensation paid

organization, or
person known to be
a party-in-interest

by the plan. If none,

enter -0-,

receive indirect
compensation? {sources
other than plan or plan
sponsor)

include eligible indirect
compensation, for which the
plan received the required
disclosures?

compensation for which you

compensation received by
service provider excluding
eligible indirect

answered “Yes" to element
{f). If none, enter -0-.

provider give you a

formula instead of
an amount or

estimated amount?

Yes D No |:|

Yes D No |:|

Yes D No D
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| Partl |Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides confract administrator, consuiting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a} each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensalion. Complete as

many entries as needed to report the required information for each source.

{a) Enter service provider name as it appears on line 2

(b} Service Codes
{see instructions)

{c} Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e} Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

. (&) Enter service provider name as it appears on fine 2

{b) Senvice Codes
(see instructions)

{c) Enter amount of indirect
compensation

{d} Enter name and EIN (address) of source of indirect compensation

{e) Describe the indirect compensation, including any
formufa used to determine the service provider's eligibility
for or the amount of the indirect compensation.

(@) Enter service provider name as il appears on fine 2

{b} Service Codes
(see instructions)

(c} Enter amount of indirect
compensation

{(d)} Enter name and EIN (address) of source of indirect compensation

{e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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| Partil | Service Providers Who Fail or Refuse to Provide Information

4

Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

{a) Enter name and EIN or address of service provider (see
instructions)

{b) Nature of
Service
Code(s)

{c) Describe the information that the service provider failed or refused to
provide

{a) Enter name and EIN or address of service provider {see
instructions)

(b} Nature of
Service
Code(s)

(c} Describe the information that the service provider falled or refused 1o
provide

{a) Enter name and EIN or address of service provider {see
instructions)

{b) Nature of
Senvice
Code(s)

{c) Describe the information that the service provider failed or refused to
provide

{a} Enter name and EIN or address of service provider (see
instructions)

{b) Nature of
Service
Code(s)

(c) Describe the information that the service provider faited or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

{b) Nature of
Service
Code(s)

(¢) Describe the information that the service provider failed or refused to
provide

{(a) Enter name and EIN or address of service provider (see
instructions)

{b) Nature of
Service
Code(s}

{c) Describe the information that the service provider failed or refused to
provide
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Schedule G {Form 5500) 2024

Part il | Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many eniries as needad)
b Em:

a Name:

¢ Position:
€ Telephone:

d  Address:

Explanation:

a Name: b EIN:

G Position:
€ Telephone:

d Address:

Explanation:

b EmN:

a Name:

¢ Position:
€ Telephone:

d  Address:

Explanation;

b EIN:

& Name:

C  Position:
d  Address: € Telephone:

Explanation:

a Name: b EIN:

C  Position:
d Address: e Telephone:

Explanation:




