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 01/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)
B 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 @ 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
QUIKSERYV, INC.

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
09/01/2022

2a Plan sponsor’s name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 82-4745339

QUIKSERYV, INC.

11441 BRITTMOORE PARK DRIVE
HOUSTON, TX 77041

2C Plan Sponsor’s telephone
number
713-849-5882

2d Business code (see
instructions)
332300

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. 09/23/2025 BETH DERAGON
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 09/23/2025 BETH DERAGON
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 162
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) 162
a(2) Total number of active participants at the end of the plan year ... 63_(2) 179
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 179
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
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 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __ 1
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

(5) D MEP (Multiple-Employer Retirement Plan Information)



Form 5500 (2024) Page 3

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 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
QUIKSERYV, INC. plan number (PN) » 501

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

QUIKSERYV, INC.

D Employer Identification Number (EIN)
82-4745339

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

UNITED OF OMAHA 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
47-0322111 69868 GO000BS52 179 09/01/2023 07/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

9107

2445

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

DIGITAL INSURANCE LLC

200 GALLERIA PKWY STE 1950
ATLANTA, GA 30339

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount (d) Purpose

(e) Organization code

9107

2445 | OTHER COMPENSATION

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount (d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part 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 [ Other (specify) P AD&D, CRITICAL ILLNESS VOLUNTARY

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 60709
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




Form 5500 | Annual Return/Report of Employee Benefit Plan CNBS sy TRIuTo
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
s el sections 6057(b) and 6058{a) of the Internal Revenus Code (the Code). 2024

Internal Reveriue Service

I s | » Complete all entries in accordance with
P dhiniswation the instructions to the Form 5500,

This Form is Open to Public

Pension Benefit Guaranty Corporation

Inspection
Partl | Annual Report Identification Information
For calendar plan year 2024 or fiscal glan yearbeginning  01/01,/2024 and ending 12/31/2024
A This returniraport is for: |:| a muttiemployer plan D a multiple-employer plan (Filers checking this box must provide participating
) employer information in accordance with the form instructions.)
ﬁ a single-employer plan D a DFE (specify)
B This return/report is: |:| the first return/report I:l the final return/report
D an amended returnireport D a shaort plan year return/report (less than 12 months}
C Ifthe plan is a collectively-bargained plan, check here. . .. ... ... ..ttt et » D
D Check box if filing under: |:| Form 5558 D automatic extension El the DFVC program

|:| special extension {enter description}
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . ........................ b |_
Part Il | Basic Plan Information—enter all requested information

1b Three-digit plan

1a Name of plan
number (PN] » 501

Quikserv, Inc. Al
1¢ Effective date of plan

09/01/2022

2a Plan sponsor's name (etnployer, if for a single-employer plan} 2b Employer Identification
Mailing address (include room, apl., suite no. and street, or P.C. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 82-4745339

2¢ Ptan Sponsor's telephone
number

713-849-5882

Quikserv, Inc.

11441 Brittmoore Park Drive 2d Business code (see
instructions)

332300

Houston TX 77041

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 cther penalties set forth in the instructions, | declare that | have examinad this return/reponrt, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and betief, it is true, cerrect, and comglete.

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

SIGN 1 : q‘ F‘I.a } ¥ |Beth Deragon
HERE - Hal Lol

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

¥ O 93 ST

s Pocdh Otnnge 19138 R5Tew sersgon

Slgnature of employer/plan sponsor Date Enter name of individual stgning as employer er plan sponsor

o

SIGN |
HERE T

Signature of DFE | Date Enter name of individual siagning as DFE

Form 5500 (2024)

v, 240311




Form 5500 (2024)

Page 2

3a Plan adminisirator’s name and address E Same as Plan Sponsor 3b Adminisirator's EIN
E Administrator’s telephone
number
4 Ifthe name andfor EIN of the plan sponsor or the plan name has changed since the las! returnfreport filed for this plan, (4B EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last returnireport:
a Sponsors name 4d PN
€ Plan Name
5 Total number of participants at the beginning of the plan year - 5 | 162
6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines &a(1),
6a(2), 6b, 6c, and 6d).
a(1) Total number of active participants at the beginning of the PIaN YEar ... e s sa(1)! 162
a(2) Total number of active participants at the end of the plan Year ..., - |Ba(2) | 179
h Retired or separated participants receiving benefits.._.. 6h I 0
[ Other retired or separated participants entitled to future beneiits, BC | 0
d  Sublotal. Add lines 6a(2), 6B, ARG BE. .erwrecrerisieiissims s smerressenesssmsbes s binss s snas s s it st . .| 6d 179
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..ot Ge |
f  ‘Total, Add lines 6d and Be.. s . 6f |
(1) MNumber of partlmpants with account balances as of the begmmng of the plan year (only defined contribution plans 6a(1
g complete this item)... T - 9( )
(2 MNumber of partlmpants with account balances as oi 1he end of the plan year (only def ned contnbmlon plans |
9(2) complets this item)... enenescnnne | 6@12)
h Number of partlmpants who termlnated employment dunng the plan year W|th accrued beneﬁts thal were o
less than 100% vested.. et tretreeeeatre e e emeemseee L AaebAA e eSS SRR AL s cemerk b e G6h
7 Enter the total number of employers obllgated to contribute to the plan {only mumemployer plans complete this item)........ 7

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

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

4B 4F 4H 4Q

9a Plan funding arrangement (check all that apply)

9b Plan benefit arrangement (check all that apply)

{) Insurance W] Insurance

{2) Code section 412{e}(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
{3 Trust (3) Trust

&3] | General assets of the sponsor (4) General assets of the sponsor

10 -Check all applicable boxes in 10a and 10b to indicate which schedules are aftached, and, where indicated, enter the number attached. {See instructions)

& Pension Schedules
(1} D R {Retirement Plan Information)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan
actuary

SB (Single-Employer Defined Benefit Plan Actuarial
Information} - signed by the plan actuary

® [

w [
&[]

MEP (Multiple-Employer Retirement Plan Information)

DEG (Individual Plan Information) — Number Attached

b General Schedules
{1} [] H (Financial Information)

2) D | (Financial Information = Small Plan}

(3 & A (nsurance Information) - Number Attached 1
@ [] ¢ (service Provider Information)

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

®) [] & (Financial Transaction Schedules)



Form 5500 (2024} Page 3

|_ Partlll | 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 22 CFR
2520.101-2.) ... 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 insfructions and 28 CFR 2520.101-2) .......... [Oes D Na

11¢ 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 lo enler a valid
Receipt Confirmation Code will subject the Form 5500 filing to refection as incomplete.)

Receipt Confirmation Code_




SCHEDULEA | Insurance Information OB N 12100110
(Form 5500) ‘ :

Department of the Treasury This schedule is required to be filed under section 104 of the

intemal Ravenue Servica { Employee Retirement Income Security Act of 1974 (ERISA). | 2024
‘Department of Lab
Employse B:::ms g:::gntys i i | P File as an attachment to Form 5500,
Pension Berafit Guaranly Corporation } Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Ingpection

For calendar plan year 2024 or fiscal pan year beginning  01/01/2024 and ending 12/31/2024 B
A Name of plan 'B Thiee-digit l

Quikserv, Inc. plan number (PN) | S| 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number {EIN)

ouikserv, Tnge | 82-4745339

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

1 Coveraze Information:

{a} Name of insurance carier

UNITED OF OMAHA LIFE INSURANCE COMPANY

(@) Approximate number of Policy or contract year
EIN {c) NAIC _{d) Contract or —_—
®) code | identification number peprz::il;l: gfzgﬁga(a:tt ;Qgrm- {f) From l (@) To
47-0322111 69868 G0O0BS52 | 17¢ 09/01/2023 07/31/2024

2 Insurance fee and commission information. Enter the total fees and fotal 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
9,107 2,445

_3_Persans receiving commissions and fees. [Complete as many entries as needed to report all persons).

{al Name and address of the agent. broker, or other person to whom commissions or fees were said
DTGITAL INSURANCE LLC
200 GALLERIA PKWY STE 1950

ATLANTA GA 30339
(b} Amount of sales and base — Fees and other commissions paid ]
commissions paid -l {c] Amount {d) Purmmose {e] Organization code
OTHER COMPENSATICN

9,107 2,445 3

la) Name and address of the agent, broker_ ar other person o whom commissions or fees were paid

(b} Amount of sales and base Fees and other commissiens paid ]
. commissions paid ¢} Amount : (d} Purpose (&) Organization code
| |
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A {(Form 5500) 2024

v, 240311



Schedule A (Form 5500) 2024 Page 2 =

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

b A - g ib Fees and other commissions paid 5 {e)
mount of sales and base anization
(k) () Amount (d) Purpose i

commissions paid

{al Name and address of the agent_broker or other person to whom commissions or fees were paid

Fees and other commissions gaid (@)
{b) Amount of sales and base Organization
commissions caid {c) Amount {d} Purpose o

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

A ’ Fees and other commissions paid o (e) i
{b) Amount of sales and base rganization
commissions maid (c) Amount {d) Purpose corls

{a} Name and address of the agent. broker, or cther persen to whom commissions or fees were paid

Fees and other commissions paid (e)
b} Amount of sales and base Qrganization
(b} Amo (c) Amount {d) Purpose gmde

commissions praid

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

Fees and other commissions zaid (e}
(b) Amount of sales and base Organization
commissions paid () Amount {d) Purpose code
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Partll | 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 confract in the general account at year end .. 4
5 Current value of plan's interest under this contract in separate accounts at year end.... 5 1
6 Contracts With Allocated Funds:
a  State the basis of premium rates »
D Premiums paid t0 CAIMET ... e csstsasnssssmssarinse 6h
€ Premiums due but unpaid at the end of the year..... 6C
d I the carrier, service, or other organization incurred any specific costs in connection with the acguisition ot 6d
retention of the contract or policy, EMEr BMOUNL. ... e st s s b b
Specify nature of costs P
€ Type of contract: (1) |:| individual policies (2) D group deferred anuity
(3) [] other (specify) ¥
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 | |
7 Coniracts With Unallocated Funds (Do not include portions of these contracts maintained in separate acceunts)
a Typeofcontractk (1) |:| deposit administration (2) [l immediate participation guarantee
3@ D guaranteed investment ) [l ather P
b  Balance at the end of the previous year......... S ——— | 7b 0
C  Additicns: {1) Contributions deposited during the year 7c(1) Il
(2} Dividends and eredits.. ... cons 7ci2) —
{3} Interest credited during the year e |_TCI3)
{4) Transferred from separate account .| Teld)
{5) Other (specify below) ... 7ci5)
4
(6)Total additions et st 7¢(6) a
d Total of balance and additions (add fines 7H And TC(B)). ..uuewsrssersresssssssrnrsrmmsrmss e bipsss s s s | 7d 0
e Deduclions: E-
(1) Disbursed from fund to pay benefits or purchase annuities during year Te(l] |
(2) Administration charge made by carrier .... 7e(2})
(3) Transferred to separate account 7e(3)
(4) Oher (SPECITY BRIOW) veversrervesmmserissirerers e ssssis s sssssssasss Teld)
»
(5) TOtAl AEUCHONS . vevvreee e rereerecsss i mssrsssssmensssneassssneeecs Te(5) 0
f Balance at the end of the current year (sublsact line 7i5} from line 7d} .... 7f 0
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| Partlll | 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 employea organizations{s),

] the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
1 employees, the entire group of such individual contracts with each cattier 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 [g] Life insurance
e @ Temporary disability (accident and sickness) f E Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) j I:I HMO contract k |:| PPO contract I D Indemnity contract

mEOther(specify) pAD&D, CRITICAL ILLNESS VOLUNTARY

9 Experience-rated contracts:
@ Premiurns: (1) Amount received a1} | =
(2) Increase (decrease} in ameunt due but unpaid 9a(2]
(3) Increase (decrease} in uneamed premium reserve 9a(3)
(4) E2TNEH ({1} + (2) = (3).rrvceermsen oot mresssssssss msess e seerassansssnees eeeeeeses e i) [ gaj4) 0
b Benefit charges (1) Claims paid 9bi1} B
(2) Increase (decrease) in claim reserves .. 9b(2) )
(3) Incurred claims (add (1) and (2)}.... 9b(3) - 0]
{4) Claims charged ... Sbia)
¢ Remainder of premium: {1} Retention charges {on an accrual basis) - S
(A) COMMISSIONS ....r.eovvvsscesssrrsssansecees 9c(11(Al
(B) Administrative service or other fees...... 9¢{1)(B) -
(C) Other specific acquisition costs .. 9¢c({1){C)
(D) Other expenses 9¢{1){D)
(E) Taxes 9c{1)(E)
(F) Charges for risks ar other contingencies 93(1)(':}_‘ ; -
(G) Other retention charges.... 9¢(1)(G)
(H) Total retention " | 9c(1}{H} 0
(2) Dividends or retroactive rate refunds, {FThese amounts were D paid in cash, orD credited.) e | 9¢i2) -
d Status of policyholder reserves at end of year: (1) Amount hetd to provide benefits after retirement............... i 9d(1])
(2) ClaiM FESBIVES ...vvscemscrssssrrressesemsssaessenes . . e | 9d{2)
(3) Other reserves........... ettt nee e eeeeen A AAARARE TSRS e A e nEaean e AR s 9d(3}
____© Dividends or retroactive rate refunds due. (Da not include 9¢
10 Nonexperience-rated contracts: o
a Tolal premiums or subscription charges paid to Carmier ... . 10a 60,709
b If the carsier, 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 4, ling 2 above, report 8MOUNt. wurss sevsessee s 10b

Specify nature of costs.

[ Part V_|_Provision of Information

11 Did the insurance company fail fo provide any information necessary to compleie Schedule A%, r Yes E No

12 |fthe answer to line 11 is “Yes," specify the information not pravided. P




