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: 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
SORRENTO LUMBER COMPANY, INC. WELFARE BENEFIT PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
01/01/2017

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

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 72-0803531

SORRENTO LUMBER COMPANY INC

P. O. BOX 146
SORRENTO, LA 70778

2C Plan Sponsor’s telephone
number
225-675-5375

2d Business code (see
instructions)
444190

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. 09/29/2025 LINDSAY BERTHELOT
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 159
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) 159
a(2) Total number of active participants at the end of the plan year ... 63_(2) 101
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 101
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) 159
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 4L 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 __2
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

(5) D MEP (Multiple-Employer Retirement Plan Information)
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Part IlI | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woorvvoeereeeeeeenee e [] Yes [¥ No

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

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... |:| Yes D No

11c Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information

(Form 5500)

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

OMB No. 1210-0110

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 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SORRENTO LUMBER COMPANY, INC. WELFARE BENEFIT PLAN plan number (PN) S 501

C Plan sponsor’s name as shown on line 2a of Form 5500
SORRENTO LUMBER COMPANY INC

D Employer Identification Number (EIN)
72-0803531

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
COLONIAL LIFE & ACCIDENT 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
57-0144607 62049 E4799920 89 03/01/2023 02/29/2024

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

19149 5270
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
HUB INTERNATIONAL MIDWEST LIMITED 20 LOBLOLLY COURT
MANDEVILLE, LA 70448
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
9282 728 | FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
REBECCA N. SONGY 6900 MEMPHIS ST
NEW ORLEANS, LA 70124
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
2871 1346 | FEES 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311
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Page2—| 1

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

JS YOUNG AND ASSOCIATES 1040 CYPRESS CROSSING DR

MADISONVILLE, LA 70447

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
3027 869 | FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
GROUP VOLUNTARY BENEFITS LLC 29103 CHURCH OF GOD RD
SPRINGFIELD, LA 70462
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1712 656 | FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
JOEY MIGUES 103 BALTUSROL DR.
BROUSSARD, LA 70518
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
797 1206 FEES 3

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

REID RICHARD SUTTON

23695 MONARCH PT
SPRINGFIELD, LA 70462

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code

1160

465 | FEES

3

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

MOORE ADVISING GROUP LLC

5210 COTTONWOOD CREEK LN
LEAGUE CITY, TX 77573

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code

153

0 | FEES

3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

SCOTT J CHAMBERS 609 EMMELINE ST
NEW IBERIA, LA 70563

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
147 0 | FEES 3

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d [X 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) 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 93321
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 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SORRENTO LUMBER COMPANY, INC. WELFARE BENEFIT PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
SORRENTO LUMBER COMPANY INC

D Employer Identification Number (EIN)
72-0803531

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
EQUITABLE FINANCIAL 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
86-0222062 78077 012946 101 03/01/2023 02/29/2024

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

7462 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
HUB INT'L MIDWEST LIMITED-EQUITABLE HUB INTERNATIONAL GULF
METAIRIE, LA 70002
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
7462 0 | INS AGENT OR BROKER 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311
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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
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Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d [X 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) 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 96696
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




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110
This form is required to be filed for employee benefit plans under sections 104 teiouEe
Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2 0 24
Emgg?gggggég{;—gggaw » Complete all entries in accordance with
‘Administration 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 |:| 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 retum/report is: D the first return/report D the final return/report
D an amended return/report |:| a short plan year return/report (less than 12 months)
C Iftheplanis a collectively-bargained plan, check here. . ... ...t e » D
D Check box if filing under: @ Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
E Ifthisis a retroactively adopted plan permitted by SECURE Act section 201, check here. . .. ..o » D
LPart 11 J Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
Sorrento Lumber Company, Inc. Welfare Benefit Plan number (PN) » | 501
1c Effective date of plan
01/01/2017
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 72-0803531
Sorrento Lumber Company Inc 2c Plan Sponsor's telephone
number
225-675-5375
P. O. Box 146 2d Business code (see
instructions)
4441580
Sorrento LA 70778

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 AUQAMC W 04.19. 15~ Lindsay Berthelot
HERE \y —
Signa‘ure ¢4 pla adm.in-l)strator 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
3@ Plan administrator's name and address @ Same as Plan Sponsor 3b Administrators EIN

3¢ Administrator's telephone
number

4 Ifthe name and/or EIN of the plan sponsar 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 | 158

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 0 te PIAN YEAM w........ ... oveeeeeceee oo 6a(1) 159
a(2) Total number of active participants at the @Nd 0f e PIAN YEAT - o.oee..veeeeeeeeeeeeoeeeeeoeeeoeeeoeeeeeeeeoeoeoeeoeeoeeeoeeeoeeoeoooo 6a(2) 101
b Retired or separated participants receiving BeNefits.........c.woececeereeereeeee oo SR 6b o}
c Other retired or separated participants entitled to fUUTE DENEMILS .............vcuceeereeeee e ee e seeseeeeseeseesssees e 6c 0
d  Subtotal. Add liNES BA(2), BB, BNA BC. ...cc.ueerreveerrrrsaensieeeeeeeeooeee oo eeeeeeeesaeees e essseseseeeseeeeeeeeeeseees e eeeeeeeeeeeee oo eesoeoee 6d 101
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cooooovooooovoovveeo e
f Total. AQG NES BA AN BE. ........cocvieiieit ettt ee e s bbb e eeeree e e eeeeee s st ee s ee e eee e ee e 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9tl) complete this FEBITI) . cteceacneremssenes s ses sttt st nes e eeeses e es s sssesseesetnsssseseseeeseesseseseeeeeeeeeeeeeeeeeoeeennnn | OO 159
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g el 1 e]l:1 5 Lo =T ) e s 69(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
lessthan 100% Vester o v s s o ST s i de e e n e s sre 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7

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

b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
47 4B 4D 4E 4F 4H 4L 40Q

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)

(1) Insurance (1) Insurance

(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts

(3) Trust (3) Trust

(4) General assets of the sponsor (4) General assets of the sponsor

10 Checkall applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) |:| R (Retirement Plan Information) (1) D H (Financial Information)
. ; (2) |:| I (Financial Information — Small Plan)

(2) D MB (Multiemployer Defined Benefit Plan and Certain Money i 5
Purchase Plan Actuarial Information) - signed by the plan (3) @ A (Insurance Information) — Number Attached _ <
acluary  © (4) D C (Service Provider Information)

(3) D SB (Single-Employer Defined Benefit Plan Actuarial ) D D (DFE/Participating Plan Information)

Information) - signed by the plan actuary
4) I_—_l DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

(5) D MEP (Multiple-Employer Retirement Plan [nformation)

Accidental death and dismemberment, Cancer, and Prescripticn drug



Form 5500 (2024) Page 3

| Part lﬂ 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 GFR
2520.101-2.) weveevevrveveveeerrrnssesscvecrenees || YeES 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) ........... DYes D No

11c Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor
Employee Benefits Security Administration P File as an attachment to Form 5500.
Fanslor Seneiit: uaranty Corporaian > 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 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Sorrento Lumber Company, Inc. Welfare Benefit Plan plan number (PN) 3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Sorrento Lumber Company Inc 72-0803531
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

Colonial Life & Accident Insurance Company

(€) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN g M o persons covered at end of
code identification number policy or contract year (f) From (g) To
57-0144607 62049 E4799920 89 03/01/2023 02/29/2024

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

(a) Total amount of commissions paid (b) Total amount of fees paid
19,149 B, 270

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

Hub International Midwest Limited
20 Loblolly Court

Mandeville LA 70448
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
Fees
9,282 728 8

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

Rebecca N. Songy
6900 Memphis St

New Orleans LA 70124
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
Fees
2,871 1,346 3
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 whem commissions or fees were paid

Js Young And Associates
1040 Cypress Crossing Dr

Madiscnville LA 70447
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
Fees
3,027 869 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Group Voluntary Benefits LLC
29103 Church of God R4
Springfield LA 70462
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
Fees
1,712 656 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Joey Migues
103 Baltusrol Dr.
Broussard LA 70518
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
Fees
797 1,206 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Reid Richard Sutton
23695 Monarch Pt
Springfield LA 70462
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
Fees
1,160 465 3
(a) Name and address of the agent, broker, or other persen to whom commissions or fees were paid
Mocore Advising Group LLC
5210 Cottonwood Creek Ln
League City X 77573
Fees and other commissions paid (e)
(b) Amount of sales and base Qrganization
commissions paid (c) Amount (d) Purpose e
Fees
153 0 3




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

Scott J Chambers
609 Emmeline St

New Iberia LA 70563
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
Fees
147 0 3
(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 coile
(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 (¢) Amount (d) Purpose esda
(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 i
(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
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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 contract in the general account at YEAT BN ..ottt 4
5 Current value of plan’s interest under this contract in separate accounts at YEAr NG, 5

6 Contracts With Allocated Funds:
a  State the basis of premium rates P

D Premiums Pait 10 CAITIET .............uvuueeessioroeooeeeeeeeeeeeeseeeeeeseeeseseseeeeeeeeeseses s eeeeeeeeeeeeeeeeeeeeeeeeeeee 6b
C  Premiums due but unpaid at the end of the year... 6¢c
d Ifthe carrier, service, or other organization mcurred any specrf Cc costs in connection W|th the ac:qu15|t10n or 6d

retention of the contract or Policy, ENEEr AMOUNL. .......ocrvu i eenesses et ess e

Specify nature of costs P
e Type of contract: (1) D individual policies (2) |:| group deferred annuity

3) [] other (specify) P
T Ifcontract 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: ) |:| deposit administration () D immediate participation guarantee
3) D guaranteed investment 4) D other »

b Balance atthe end 0f the PreVIOUS YEAT . ... .. ..oovvvee.eoeeee oo eeseseeseeeeeeeseeeeseeeeeeeeeeenseeeseessessesesesesesoes | 7b 0
C  Additions: (1) Contributions deposited during the year .............cccccoeeeeeeeee. | 16(1)

(2) Dividends and GreaitS ..........oveeeveeeeeeereeeeee e e ee e es e senmeeene 7c(2)

(3) Interest credited dURNG thE YET ......vcececeee e eee e 7c(3)

(4) Transferred from separate account 7c(4)

(5) Other (SPecify DRIOW) ......cvveveveeecvseceesee e 7¢(5)

4

(6)Total additions.. OO ETUUO OO U URURTRO f o (-] ) 0
d Total of balance and addmons (add Ilnes Tb and 7c(6)) ............................................................. 7d 0
e 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...........cccvireirerreernerere e

(4) Other (SPECify DEIOW) .coveieieirieeieiieiee et

4

(5 TOHA TSAUCTIOS bucvesusncsssisimasissms s s S e T P s e 7e(5) 0
f Balance at the end of the current year (subtract line 7e(5) from NE 7d) v.....eeeeeeeeeeeeeeeereeeeereeereeeeesesesesseseens | 7f 0
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Part lll | 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 D Health (other than dental or vision) b D Dental c [] Vision

i D Stop loss (large deductible) j D HMO contract k D PPO contract
m [ ] Other (specify) »

d @ Life insurance
e @ Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment  h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) AMOUNt FECEIVED .....eeeeceeeeeeeeeeveeestseee e 9a(1)
(2) Increase (decrease) in amount due but unpaid... 9a(2)
(3) Increase (decrease) in unearned premium reServe ...........oovvvveeeeeen. 9a(3)
(4) Eamed ((1) + (2) = (3))-ceoerr... s | 9ATAY 0
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in ClAIM MESEIVES ......ccoeecueecuieeeeceeeeeeann 9b(2)
(3) Incurred claims (BAd (1) @NA (2)).u v eerverieeeiieee it eeeteee st ee s eeeeeeene e 9b(3) 0
(4) Claims ChATGEA .....vveiereeiieeeececeeeeece e eeee e eeee e ses s et es e s 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMUSSIONS .v.veeeeeeeeeeesesess s seresereeasseseneeeeeeeeeesseeeeeeemeseseeeseeenn 9c(1)(A)
(B) Administrative service or other fees ......ccccccevveeerrriirevcvcincceee. | 96(1NB)
(C) Other specific aCqUISIION COSES ...........ocveeerereeerreeeeseenecreenenns | 9C(1)C)
(D) OthEr @XPENSES ......oovvviseeieeceees e eeesseeeseseeemeeeessesessenees 9c(1)(D)
(B TaMEE sczivesipisssinibeiscsirinm apesmats s samasass et e saassesssaspemtemsnrmass . | 9c(1)(E)
(F) Charges for risks or other contingencies 9c(1)(F)
(G) Other retention charges. 9c(1)(G)
(T T RO Y i o S S b L et o s e s e A reme s amrms 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.) ..ooeveeirnienns 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) Claim reSenves ...ccoeeeceereveeseeeeeinn 9d(2)
() ON G TEBBIVIS v crusvusawsivvvensses ot e i o b s S R NS oo 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ..... e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CarTiEr........ovvveeeeresiieie i eese s eee e e e e 10a 93,321
b Ifthe 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.........cccccccevuee.... 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 @ No

12 Iithe 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

OMB No. 1210-0110

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

P File as an attachment to Form 5500.

2024

» 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 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Sorrento Lumber Company, Inc. Welfare Benefit Plan plan number (PN) 3 501

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

Sorrento Lumber Company Inc 72-0803531

D Employer Identification Number (EIN)

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 Il can be reported on a single Schedule A.

1 _Coverage Information:

(a) Name of insurance carrier

Equitable Financial Life Insurance Company of America

(€) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN ; (M persons covered at end of
code identification number policy or contract year (f) From (g) To
86-0222062 78077 012946 101 03/01/2023 02/29/2024

2 Insurance fee and commission information. Enter the total fees and total commissions

descending order of the amount paid.

paid. Listin line 3 the agents, brokers, and other persons in

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

7,462

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

Hub Int'l Midwest Limited-Equitable

Hub International Gulf

Metairie LA

70002

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount (d) Purpose

(e) Organization code

7,462

Ins Agent or Brcker

0

(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
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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 pf §ales and base QOrganization
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 e

(2) 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

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 contract in the general account at year end .............oeeeeeeeoeeeeeeeeeeeeannn 4
5 Current value of plan’s interest under this contract in separate accounts at YEAr 8Nd.. ..o 5

6 Contracts With Allocated Funds:
a  State the basis of premium rates »

b  Premiums paid to carrier .. 6b

C  Premiums due but unpald at the end of the year... 6¢c

d Ifthe carrier, service, or other organization |nc:urred any specuf c costs in connect[on W|th the acqu15|t|on or 6d
retention of the contract or policy, enter amount. .

Specify nature of costs P

€ Type of contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) P

f Ifcontract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|

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

a Type of contract: @) D deposit administration @) D immediate participation guarantee
(3) |:| guaranteed investment (4) D other »

b Balance at the end of the PIEVIOUS YOI ...vueueieteneieiieeeeessmemsesessreseessesessssesseensseeeasenssnssssnsmsessasenseneesenessassessrsssssenss | 7b
C  Additions: (1) Contributions deposited during the year . e | Te(1)

(2) DIVIdENAS BN CTEAMS ...eoveveecereeesee st aeee et ce s st s ee e eeeennes 7c(2)

(3) Interest credited dUMNG the YEAT ..........euiveiseeceeeceeeeeeee e eeeneeses 7¢c(3)

(4) Transferred from separate aCCOUNT........vev e eeeeeeeeeeeeeeeeeee oo 7c(4)

(5) Other (SPECITY DEIOW) w-vvcveeeeeeececeeiee e ess e esesnsnneeneeee. | 1C(5)

»

(6)Total additions.. - et iee sttt eeeesem s eessnee s seeesesesereeseessreenees T C(B)

d Total of balance and addltrons (add Imes 7b and 7c(6)) 7d

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)

(2) Administration charge made by CaITIEN ...........cc.cveveveeeceeeeeeeeeee e 7e(2)
(3) Transferred t0 SEPArate ACCOUNT .....cu.vveveeveere e eeeeeeeeeemeeeeeree e essennenes 7¢(3)
(4) Other (SPECITY BEIOW) ... eeererresseennene | 1€(4)
3

(5) Total deductions..

f Balance at the end ofthe current year (subtract Ilne 79(5) from Ilne Td)
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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 employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where confracts 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 c|:| Vision
e D Temporary disability (accident and sickness) f @ Long-term disability g D Supplemental unemployment
i D Stop loss (large deductible) j D HMO contract k|:| PPO contract

m [ ] Other (specify) »

d @ Life insurance
h D Prescription drug

| D Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) AMOUNt r@CEIVEA ....cv.oevoeoeo e, 9a(1)
(2) Increase (decrease) in amount due but unpaid........c.oveveeeevveveine, 9a(2)
(3) Increase (decrease) in uneamed PremiuMm reSerVe .......ooowwovvvvvvev..., 9a(3)
(4) Earned ((1) # (2) = (3))-cevreeuiseeeciererenseseeeeeeeeessesssssesseons 0
b Benefit charges (1) ClaIMS PaI........erveeereoeeeeeoeoeeoeooeoeooeoooooo
(2) Increase (decrease) in claim reserves . 9b(2)
(3) Incurred claims (Add (1) NG (2)).. v rvuivereeeeeemeeesees et e oo eee e 9b(3) 0
(€IS a Ao g1 o S———————————————————— 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ...covvirriiieiiecccecceeceseensiessnnsssssssnsensseenennennee | 9C(1)(A)
(B) Administrative service or other fees 9c(1)}(B)
(C) Other Specific aCqUISHION COSS ...v.vve oo 9c(1)(C)
(D) Other expenses . 9¢(1)(D)
(E) TAXES ....oevrnrerenmreeseersrssseneesesenesenersrrssesssrsssesssesssesssesssoennene | 9C(I)NE)
(F) Charges for risks or other contingencies........c...coccooeroooonnn.. | 9¢(1)(F)
(G) Other retention Charges ..............weoreeeeeeeeeeeeeeeeeeeeeeeees e 9¢c(1)(G)
() TR TREITHON . ocomcomscntenms toonmovsssmmsmnsissosssessssuns vssiswssdasisesuinssviaisbass sy ssemimmvesssonsss s | SSLT)IED 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.)...ccouueen..n. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) CIAIM TBSBIVES ........iiiitieeccieceeeirtte ettt s et s e e ee s ee e oo se et eesees et ese e e s e s e st es s es s ee s esssees oo 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in ling 9¢(2).) ....cocovvevvevronenee... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAMTIET...............veevveeessereeeee e ee s 10a 96,696
b Ifthe 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 I, line 2 above, report amount. ............o............ 10b
Specify nature of costs.
|_PartlV_| Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?........... D Yes @ No

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




