Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

. 1210-0089
Department of the Trea;ury Beneflt Plan
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2024
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

| Partl | 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: @ a single-employer plan D a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box

must attach Schedule MEP. Other plans must attach a list of participating employer
information in accordance with the form instructions.)

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 Check box if filing under: B Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, CheCk NEre ...............covoveveeecceieceeeeeeee et 4 D
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here ......................... » D
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
WEST GROUP PHARMACEUTICAL CORP CASH BALANCE PLAN (PN) » 004
1c Effective date of plan
01/01/2016
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.O. Box) 33-0907487
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2 )
WEST GROUP PHARMACEUTICAL CORP. C Sponsor's telephone number

714-623-4838

2d Business code (see instructions)

9191 WESTMINSTER AVE.
GARDEN GROVE, CA 92844 446110

3a Plan administrator’'s name and address ]g 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 | 4b EIN
filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the

last return/report. 4d PN
a Sponsor's name
C Plan Name

5a Total number of participants at the beginning of the plan Year..............cccccoeueueveieveveeeeeeeeeeeeeeeeeeean 5a 41
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 39
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined 5¢(1)

contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
Der « C0 5¢(2)
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 41
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 39
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

were eSS than 100% VESIEA .........ooiiiiiiiiiiiiieieeeeeeeeeeee e eeeeeeeeeeeeeees

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, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, 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. 10/03/2025 CHAU PHAN
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) ...........ccccociiiiiiiii e @ Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)............cc.ccooiiiiiiie e @ Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes No D Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

. (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 1650312 1825314
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 1650312 1825314

8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:

(1) EMPIOYETS ..voioeiieeeeeeeee e 8a(1) 4000

(2) PartiCipantS..........cccceeeiuuueeiiee e 8a(2)

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 188158
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 192158
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 17156
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 17156
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 175002
j Transfers to (from) the plan (see instructions) 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
1A 1C 1D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 340000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
23 0T 0 e PSS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i
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Part VI Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 Yes D No

a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 | 11a | 0

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.

exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
D No. Other. Provide explanation

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
B RIS A 7 ettt ettt ettt e e teeeeeateeeeaateeeateeeeastteeeaateeeaateteeannteeeanteeeaseeeeannteeeateeeaasaeeeeanteeeataeeeanteeeeanreeeareeeennneeas D Yes B No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave
line 12 blank and complete line 11 above.

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
GraNtiNg the WAIVET. ...o.vveiiiiiiiiiiiieeeeeeeeeeeeeeee ettt ettt ettt ettt et ettt et e et eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees Month Day Year

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution for thiS PIAN YEAr ..............ccoiioioeoeeeeeeeeeeeeeeeeeeeee e 12b

C Enter the amount contributed by the employer to the plan for this plan year ............cccccoiiiiiiiiiiiiiiieeeee 12¢

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE @IMOUNT) et ii ittt ettt ettt e ettt e ettt e e sat et e ettt e tast et e eat et e easneeeeast et e sttt e eabnneesanreeesbeeeeannneas

e Will the minimum funding amount reported on line 12d be met by the funding deadline?..............cccceiviiiiiineenne D Yes D No D N/A

Part VII | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @any Plan YEar? ..............ccccoeveeeeeeeeeeeeeeeeeeeeeeeeeeeeeen e D Yes @ No

a If “Yes,” enter the amount of any plan assets that reverted to the employer this year...............cccccocooiniiiiiiii. 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
[l lal 1o e TN d = T O T T T T T P TP P T TP TP PPPPTPPPPPPPPR

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)

13¢(1) Name of plan(s): 13c¢(2) EIN(s) 13¢(3) PN(s)

| Part VIl | IRS Compliance Questions

14a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules?[ ] Yes [{ No

14b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

D Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

M NA

15 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter __ / _ /
(MM/DD/YYYY) and the Opinion Letter serial number




SCHEDULE SB Single-Employer Defined Benefit Plan OB No. 1210-0719
(Form 5500) Actuarial Information 2024

Department of the Treasury
Internal Revenue Service

This schedule is required to be filed under section 104 of the Employee
Department of Labor i i i . . R
Employee Benefits Security Administration Retirsment |ncomelr?tZ(;rL:;IIt}ég\C;tegL;Qggdgfgl!zp(\%:dn:)'sectlon 6059 of the This Forrlrrl‘llsspg(ftie:nto Public

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024

» Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B Three-digit
WEST GROUP PHARMACEUTICAL CORP CASH BALANCE PLAN plan number (PN) > 004
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
WEST GROUP PHARMACEUTICAL CORP. 33-0907487
E Type of plan: ]E Single D Multiple-A D Multiple-B ‘ ‘ F Prior year plan size: B 100 or fewer D 101-500 D More than 500
‘ Part | l Basic Information
1  Enter the valuation date: Month _ 12 Day 31 Year 2024
Assets:
@ MATKEE VAIUE ...ttt st e st s e bbb s e s e st et a sttt s e ennas 2a 1821314
D ACHUBIAI VAIUE ... s 2b 1821314
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment..............ccococeiiieiennne, 0 0 0
b For terminated vested participants 0 0 0
2 1850627 1850627
2 1850627 1850627
4
a Funding target disregarding prescribed at-risk assSUMPLIONS ............ooiiiiiiiiiiiiie e 4a
b Fuqding target reflecting at-r.isk assumptipns, but disregallrding trgnsition rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor
5  Effective interest rate 5 5.26 %

6 Target normal cost

a Present value of current plan year @CCIUAIS ............coiiiiiiiiiie e e e 6a
b Expected plan-related @XPENSES ..........c.ccooveveviveuceieeeeieeeeeeeeeee et eee et en et aen st eaess s s s s 6b
(o T L=y B 4T = [ et AR 6¢c

Statement by Enrolled Actuary
To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE 08/22/2025
Signature of actuary Date
MICHAEL SPICKARD 23-05310
Type or print name of actuary Most recent enroliment number
SUMMIT RPC 330-730-7432
Firm name Telephone number (including area code)

3137 NORTHVIEW ROAD
UNIONTOWN, OH 44685

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see instructions D

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule SB (Form 5500) 2024
v. 240311



Schedule SB (Form 5500) 2024

Page2-[ 1 |

Part Il Beginning of Year Carryover and Prefunding Balances
(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
VAT ottt ettt ettt ne ettt ne ettt enenesenenn 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
VEAL) oottt ettt ettt n et n e 0 0
9  Amount remaining (line 7 MINUS N 8) .........corueueueieiieeeeececeee et
10 Interest on line 9 using prior year’s actual return of G0
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ...........cccccovceveninne, 2407
b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 5.01 % ............ o
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
TEEUIT 1.ttt h ettt b bbbt e a et neaneere st e 0
C Total available at beginning of current plan year to add to prefunding balance 2407
d Portion of (c) to be added to prefunding balance..............cccccvovevveecuevevireeeeeend 0
12 Other reductions in balances due to elections or deemed elections ...........................| 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d —line 12) .................. 0 0
Part Il Funding Percentages
14 Funding target attaiNnMENt PEICENEAGE. ...........c.vuvveeeeereeeeseeeeeiesiesssseesessessss s sesssssss s sssesssee s sessssssssesssseesessssesssessssessensssesessssssssssesssanssensasessereen 14 98.41 %
15 Adjusted funding target attaiNMENt PEICENTAGE ..........cc.cvoveveveeeeeeeeeeeee et et eee e ee et ee s et ettt ee s s e ete et e s e aen et et et esesees e e eeeeesnennnans 15 98.62 %
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAI'S fUNAING TEQUITEBIMIENL. ........ovivieeeeeeeeeeceee ettt ee et e s e s e es s st e e eas s enaneseaeseanan s es st eseseensn s ansneasseannanessseaenens 89.90 %
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage...................ccccue..... 17 %
Part IV Contributions and Liquidity Shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees:
(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
08/19/2025 4000
Totals » | 18(b) 4000 | 18(c) | 0
19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years................ccccccevevevevnenee. 19a 0
b Contributions made to avoid restrictions adjusted to valuation date. ...........c.cceveueuereirieirieieiieeeeeeeeeeee 19b 0
C Contributions allocated toward minimum required contribution for current year adjusted to valuation date.................... 19c 3823
20 Quarterly contributions and liquidity shortfalls:
a Did the plan have a “funding shortfall” for the PriOr YEAI? ....... ..ot et e e et e e et e e et e e e anb e e e enteaaannee s D Yes @ No
b If line 20ais “Yes,” were required quarterly installments for the current year made in a timely manner?.............cccocooveeeoeeeceeeee e [[ Yes [[ No

C If line 20a is “Yes,” see instructions and complete the following table as applicable:

Liquidity shortfall as of end of quarter of this plan year

(1) 1st

) 2nd (3) 3rd

(4) 4th




Schedule SB (Form 5500) 2024 Page 3

PartV

Assumptions Used to Determine Funding Target and Target Normal Cost

21

Discount rate:

1st segment:
5.01 %

2nd segment:
5.28 %

3rd segment:
5.59 %

a Segment rates:

[ | N/A, full yield curve used

b Applicable month (enter code) 21b 0
22 Weighted average retirement age 22 65
23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate D Substitute
Part VI |Miscellaneous ltems
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required

= L0z Tod 010 0 =Y o1

25

Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment

26

Demographic and benefit information

a Is the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ...............

b Is the plan required to provide a projection of expected benefit payments? If “Yes,” see instructions regarding required attachment ...

D Yes No
D Yes D No

27

If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding

AHACHMENT ... e 27
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PriOr YEATS ............ccccuivevivereieeeeceeeeaeie et 28 0
29 Qiscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
(UL LCI S ) T PP PP
30 Remaining amount of unpaid minimum required contributions (line 28 minus liNe 29) ..............cccoceevevevevevereeenne. 30 0
Part VIII | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
@ Target NOMMAl COSE (IN€ BC) ........v.vveveeieceeeeeeeeteeeeeee ettt et see ettt e et e s s es s es et et esess s es et e s esesnss s enenesesesraens 31a 0
b Excess assets, if applicable, but not greater than liNe 31@ ..........ccoovoiiiieeeeeeeeeeeeeeeeee e 31b 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment .............cccoiiiiiii 29313 3170
b Waiver amortization installment...............cccovevoviuiucueieeeeececeeeeeee e 0 0
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ...........ccccoeeeiiiiiieeeee i, 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b- 33)....| 34 3170
Carryover balance Prefunding balance Total balance
35 Balapces elected for use to offset funding 0
reqUIrEMENt ......oooviiiiiiiiiiiiiieeeeee e
36 Additional cash requirement (line 34 MINUS INE 35) .........couiviviveveeeeeeeeececeeeeeeeeeee e, 36 3170
37 %m)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 3823
Lo3 ISP
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of line 37 over line 36) 38a 653
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances........... 38b
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) .............cccoco.c...... 39 0
40 Unpaid minimum required contributions for @ll YEarS ..............c.ocvovevoieeeeeeeeeeeeeeeeeee et 40 0

Part IX

Pension Funding Relief Under the American Rescue Plan Act of 2021 (See Instructions)

41 If an election was made to use the extended amortization rule for a plan year beginning on or before December 31, 2021, check the box to indicate the first

plan year for which the rule applies. D 2019

[ ]2020

[ ] 2021




OMB Nos. 1210-0110

Form 5500-SF Short Form Annual Return/Report of Small Employee 1 asons
Department of the Treasury Benefit Plan
Inteenal Revanua Service This form Is required to be flled under sectlons 104 and 4065 of the Employee Rellrement 2024
Depariment of Labor Income Sectirily Act of 1974 (ERISA), and sectlons 6057(b) and 6058(a) of the Inlernal
Employes Benefits Security Administration Revenue Code (the Cods), Tt;)ls é-"c‘)rr’n Is Opt?n to
ublic Inspection
Pension Benalit Guarenty Corporation » Complete ali entrles In accordance with the Instructlons to the Form 5500-SF, ‘
| Parti [ Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12 /3 1/2024
A This return/report is for: @ a single-employer plan D a multiple-employer plan (not multiemployer) (Penslon Plan filers checklng this.box

must aftach Schedule MEP. Other plans must altach a list of paricipating employer
Information In accordance with the form instructions.)

B This return/reportIs ‘ D the first return/report Dthe final return/report

D an amended return/repor Da short plan year return/report (less t han 12 months)

C Check box if filing under: E] Form 5558 D automatic extenslon
) D speclal extension (enter description)

D ifthe plan is a collectively-bargained plan, ChECK RBTE ......ccvvirriii e esinessesosseas
E Ifthls Is a retroactively adopted plan permitied by SECURE Act section 201, chack here ............veeeevrn.,

[] oFve program

| Partll [ Basic Plan Information—enter all requested Information

1a Name of plan 1b  Three-digit plan number
WEST GROUP PHARMACEUTICAL CORP CASH BALANCE PLAN (PN) b 004
1¢ Effeclive date of plan
01/01/2016
2a Plan sponscr's name (employer, If for a single-employer plan) 2b Employer ldentification Number (EIN)

Maliing address (include room, apt., suite no, and street, or P.O. Box)
City or town, state or province, count and ZIP or foreign postal code (if forelgn, see Instruclions)
WEST GROUP PHARMACEUTICAL .

9191 WESTMINSTER AVE.
GARDEN GROVE CA 92844

83-0907487

2¢

8ponsor’s telephone number

(714)623-4838

2d

Business code (see Instructions)

446110 -

3a Ptanadmlnlstratorfg name and address E}Same as Plan Sponsor.

3b

Administrator's EIN

3c

Administrator's telephone number

4 Ifthe name and/or EIN of the plan spensor or the plan name has changed since the last return/report | 4b EIN
filed for this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the
last return/report. 4d PN

a Sponsor's name

C Plan Name
6a Total number of participants at the beginning 0f INe PIAN YEAF .......c.vvvseecriiiiinriinrssssereossseseresiessessessenns 5a 41
b Tolal number of participants al the nd of e PIAN YBBI.v....viiievrirsieeissteesostesinessiessesssssssessonn 5b 39
c(1) Number of particlpants with account balances as of the beglnning of the plan year (only deflned 5c(1)
contribution plans complete this HEM) ..o e
c(2) Number of participants with account balances as of the end of the pian year (only defined
5c(2)
contribution plans complete this HBM) ..o s
d(1) Total number of active parlicipants at the beginning of (e PIaN YEaT......covw.wieeceeismrmeerererneonnins 6d(1) 41
d(2) Total number of active participants al the end of the PIAN YEAT .....viiisiiis s 5d(2) 39
€ Number of pariicipants who terminated employment during the plan year with accrued benefits that 5o
0
were 155 than 100% VESIEE 1o it osrer s sy b bes s bepsb bt spss b b toren

Cautlon: A penalty for the late or Incomplete fliing of this returnlreport 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 refurn/report, Including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as weH as the electronic version of this returnfreport, and to the best of my knowledge and

belief, It is true, corregt, and completg, .

SIGN CAA_ALn] b 10/3/25 CHAU PHAN

HERE Slgnature of plan ad&lnls(rator Date Enter name of Indlvidual signing as plan administrator

SIGN.

HERE Signature of employer/plan sponsor Date Enter hame of individual sighing as employer or plan sponsor

For Paperwork Reduction Act Notice, see the Instructions for Form 6600-SF,

Form 6600-SF (2024)

v, 240311




Form 5500-SF (2024) Page 2

6a Were all of the plan's assets during the plan year Invesled in eligible assels? (See INStrUGtioNs.) v i,

b Are you claiming a walver of the annual examination and report of an independent qualified public accountant (IQPA)

c

under 29 CFR 2520.104-467 (See instructions on waiver eligibllity and conditions.) e s

If you answerad “No” to elther line 6a or line 6b, the plan cannot use Form 5500-8F and must instead use Form 5500,
[] yes [KINo [] Notdetermined

If the plan Is a defined benefit plan, is it covered under the PBGC Insurance program (see ERISA section 4021)7?
If “Yes" Is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

Yes [:] No
Yes D No

. (See Instructions.) -

|_Part lll | Financial Information

7  Plan Assets and Liabilitles (a) Beginning of Year (b) End of Year
A TOMAl PIAN BSSEIS L.vvvvvvsiiniiserenisietseeseeinsesenessensensressiressiresisos 7a 1,650,312 ‘ 1,825,314
b Total plan lHabilities 7h )
€ Net plan assels (subtract line 7b from ling 7a) v.....cvovrinviieenionns 7¢ 1,650,312 1,825,314
8  Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions recelved or recelvable from:
(1) EMPIOYETS ..vvvvvirensesmisiomnessiosossinsisiassssisessas ) 8a(1) 4,000
(2) Participants 8a(2)
{3) Others (INCUdINg FOHOVEIS). . cviviviiiiviiniiiinirnrieinenennnrienneire 8a(3)
1) Other INCOME (1088) .....vvvvivireosrerereroissesssecsssenmsrississsssessssisesson 8h 188,158 o
¢ Total Income (add lines 8a(1), 8a(2), 8a(3), and 8b) 8¢ L 192,158
d Beneflts paid (Including direct rollovers and Insurance premiums R
{0 provide benefifs) .. .. e 8d
e Certain deemed and/or corrective distributions (see Instructions) . 8¢ :
f Adminlstrative service providers (salaries, fees, commissions)..... 8f 17,156)
O OUEI BXPENSES 1.t sireer st et rsernisssens v essi s tensenrans 8¢
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 17,156
I Netincome (loss) (sublract ine 8h from Ne 8C) .iv..vveeverervernirennns 8i 175,002
} Transfers to (from) the plan (see instructions) 8]
| Part IV | Plan Characteristics .
9a |If the plan prolvll)des penslon benefits, enter the applicable penslon feature codes from the l__lsl of Plan Characgerlslic Codes in the Ins(ru_ctions:
b 11f the plan provides welfare benefits, enter the applicable walfare fealure codes from the List of Plan Characleristic Codes In the Instructions:
[ Part V ] Compliance Questions
10  Durlng the plan year:; Yos | No Amount
a Was there a fallure to fransmit to the plan any participant contributions within the time perlod
described in 28 CFR 2510.3-1027 Continue to answer “Yes” for any prior year fallures until fully
corrected. (See Instructions and DOL's Voluntary Fiduciary Correction Program) ... 10a X
b Were there any nonexempt transactions with any party-in-Interest? (Do not Include transactions
1EPOMEA ON NG TOB.Y ov1viviisireiiirieires s arabesesrsces s sbrerstasessastabasessbssets ab et st sesere et setosan e abats 10b X
Was the plan coverad by a fidellly DONU? ... s s s 10c | X 340,000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
by fraud OF dISNONBSIY? .10 i i e as bt vaas s entes cesbaris s eraes 10d X
e Were any fees or commissions pald to any brokers, agents, or other persons by an Insurance
carrier, Insurance service, or other organization that provides some or all of the benefits under
the plan? (S66 INSIFUCHONS.) .. coiciiiie i bttt are s 10e
f  Has the plan falled to provide any benefit when due under the PIan? ..., 10f
g Did the plan have any participant loans? (If “Yes,"” enter amount as of year-end.) c....ovcvvcrniiinnns 10g X
h I this Is an Individual account plan, was there a blackout period? (See Instructions and 29 CFR
2820,107-8.) vttt e e e e e e ekt bt 10h
I If 10h was answered "Yes,” check the box if you elther provided the required notics or one of the
10}

exceplions to providing the notice applied under 28 CFR 2520.101-3 .....cccviiniiniinnnne.
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(Part Vi l Pension Funding Compliance

11 Is this a defined benefit plan subject lo minimum funding requirements? (If "Yes," see Instructions and complete Schedule SB
(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 g} Yes D No
DBl i1t bbbt vee s be etk sttt st st e tr sttt atensenetsesetesetarensans

& _Enter the unpald minimum required contributions for all years from Schedule SB (Form 5500) line 40 0
b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a Is greater than $0, has PBGC
been nolified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:
Yes.
No. Reporting was walved under 29 CFR 4043.26(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date,
No. The 30-day perlod referenced In 29 CFR 40483,25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpald minimum required contribution by the 30th day afler the due date. , ; |
D No. Other. Provide explanation |

I O 1 {

12 s this a defined contribution plan subject to the minfmum funding requirements of section 412 of the Code or section 302 of

ERIBAT 1ottt 1000000000100 00001180 08 4118434114144 44t e 4B EA bt s bttt es et ee e b1 ,
(If *Yes," complele fine 12a or lines 12b, 12¢, 12d, and 12e below, as applicable ) If this Is a defined benefit pension plan, leave D ves No

line 12 blank and complele line 11 above.
a If a walver of the minimum funding standard for a prior year Is being amortized in this plan year, see Instructions, and enter the date of the lelter ruling

GrANHNG ENE WAIVEI, L oiieiiiie st ieeses s ob s sarassesesenstestesvessosesessesesasesvesesacesssersosessessssestonssss Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form §500), and skip to line 13,
b Enter the minimum required contribution for this PIN VBB 1oevviivissinv it eravssisr et eb e e 12b
C_Enter the amount contributed by the employer to the plan for this Plan YA ......c.iieoreeoicomeenssesos oo 12¢
d Subtract the amount in line 12¢ from the amount In line 12b. Enter the resuit (enter a minus sign to the left of a 42d
NEJALIVE BINOUNE) ittt isar st sitstsssts s bsossestsesssseserssssesssstonssrseseses s

[] ves [] No [] A a

e Will the minimum funding amount reported on line 12d be met by the funding deadiine?

Part;VIi - Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the pian been adopted in ANY PIANYBAI? ..itevveeiiiiiss i it secs e D Yes @ No
a If"Yes," enter the amount of any plan assels that reverted to the employer this year s 13a
b Were all the plan assets distributed to participants or beneficlarles, transferred to another plan, or brought under the ]
CONIIOL OF the PBGO? it st e s ettt oo ] ves [ No

¢ If, during this plan year, any assets or llabllities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or llabilities were transferred, (See Instructions.)

13c({1) Name of plan(s): 13¢(2) EIN(s) 13¢{3) PN(s)

| Part VIl [ IRS Compliance Questions
14a Does the plan satisfy the coverage and nondiscrimination tesls of Code sactions 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules? [ ] Yes [X No
14b Ifthis is a Code sectlon 401(k) plan, check all boxes that apply to indicate how the plan Is Intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

Deslgn-based safe harbor method
D "Prior year” ADP test
[] "current year” ADP test

ERS

15 Ifthe plan sponsor Is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enler the dale of the Opinion Letter
(MM/DD/YYYY) and the Opinlon Letter serial number .




. SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 12100410
(Form 6500) Actuarial Information 2094
Depariment of the Treasury )
Internal Rovenue Sarvico This schedule Is required to be flled under section 104 of the Employee
Department of Labor Retlrament Income Security Act of 1874 (ERISA) and section 6059 of the 4 ‘
Employee Bensfits Security Administration o Internal*?evenue Cod(e (the C)ode). n ; This Forr::]lss;);)c;f)tfsnfo Public
Panslon Benefit Guaranly Corporation : -
: » Flle as an attachment to Form 5500 or §500-SF,

For calendar plan year 2024 or flscal plan year beginning U1/0172024 and ending 1273172021

} Round off amounts to nearest dollar.
» Cautlon: A penaity of $1,000 will be assessed for late flling of this reporl unless reasonable cause Is establishéd.

A Name of plan B Three-digit ' v .
WEST GROUP PHARMACEUTICAL CORP CASH BALANCE PLAN plan number (PN} . b 004"
C Plan.sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer identification Number (EIN)
WEST GROUP PHARMACEUTICAL CORP. .
33-0907487

E Typeof plan; [X] Single ] Multiple-A [ ] Mulliple-B I R l F Prior year plan size: [x] 100 or fewer [] 101600 [] More than 500
[ Part| ‘ Basic Information A
1 Enter the valualion-date; - Month 12 Day 31 Year 2024 ‘
Assets: ) , .
TAMATKELVEIUB .. .vccovvivess s e snnscses st ss08 1050080410t b e n bbbt bt n s et ee bt 2a 1,821,314
D Actuarial VaIUE ....vccrienioniicsan i enstnes e bbb e e e h et st e et n e s s 2h | 1,821,314
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding | (3) Tolal Funding
P parilcipants Target Target
- @& For retired particlpants and beneflciarles recelving payment......... 0 e 0 0
‘b For terminated vested participants....... e e oo 0 ) s o
C For active partielpants ... s e e 2 1,850,627 1,850,627
d Total 2 '1,850,8627.) . ...k, 850,627
4 . If the plan Is In at-risk stalus, check the box and complete lines (a) and (b) i ‘
a Funding target disregarding prescribed at-risk assUMPYONS ..o s da | e e
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been In 4b
at-risk status for fewer than five consecutive years and disregarding 108dIng fAGIOT cvv..ivvivesressesiseiee oo
B EHEOUVE INLBIESE A ..ovvivvvieiicriisisisissiaiiecninetosiisersssconeseess st ssesessseone e e st esses st s sttt s et r st sestses s oo sss s e 5 ‘ 5.26 %
6 Target normal cost.i v LN e e e e
& Present valus of clrrent plan YBar BCOTUAIS ... i i i et sos e ere e s eosesessesessesessans 6a’ : e o
b Expected plan-relaled Xpenses .................. vt bbb AL b b aa et b et Aot en s s et e et ete et e et etareta el 6b | - o T
C TArgel NOPMAL COSL . iviiniiviieisiiieis i icerercsneases st esseosssessessireseseresssessesssesssesssiens 6c ' 0

Statement by Enrolled Actuary -
To the besl of my knowledge, (he Informalion supplled in this schedule and accompanying schedules, slatements and attachments, If any, Is complete and accurale. Each prescribed assumptlon was applied In
accordance with applicable law and regulations, In my opinion, sach other assumption is reasonable (taking Into account (he experiance of the plan and reasonable expectations) and such other assumplions, In
combination, offer my best estimate of anticipated experance under the ptan,

RERE %L&//W/ 08/22/2025

Slgnatur_otActuary Date
MICHAEL SPICKARD 23-05310
Type or print name of actuary Most recent enroliment number
SUMMIT RPC (330)730~7432
Flrm name Telephone number (Including area code)
3137 NORTHVIEW ROAD
UNIONTOWN OH 44685

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see Instructions D

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 6500-SF, Schedule 8B (Form 5500) 2024
v, 2403114




Schedule SB (Form 5500) 2024

Page2-[ ]

Part Il Beginning of Year Carryover and Prefunding Balances
(&) Carryover balance {b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
BT 1vovviseciinseossshisstsssibssetssesebsessetess sttt a8 s bbb ettt ettt 0 0
8 Porlion elecled for uss lo offset prior year's funding requirement (line 35 from prior 0 0
‘ VAT it oeieren s
9 Amount remalning (line 7 minus line 8) 0 0
10 Interest on line 9 using prior year's aclual return of hrieeriversneiimnesriesseien, 0 0
11 Prior year's excess conlributions to be added to prefunding balance:
a Present value of excess conlributions (line 38a from prior Year) ..o vvieoneennn, 2,407
b(1) Inlerest on the excess, If any, of line 38a aver line 38b from prior year
Schedule SB, using prior year's effective interest rate of o Do vvvereirnns 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
TREUITY v s s e 0 b bbb s e 0
C Total avallable at beginning of current plan year to add to prefunding balance ..............| 2,407
d Portion of () to be added lo Prefunding DAIANGCE ........ccvvveviercorii e esscerieeerens 0
12 Other reductions In batances due to elections or deemed 8lections .....cuiviorneerreerion. 0 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) ..covvcverennnn.. | 0 0
Part |l Funding Percentages
14 Funding target attalnment percentage 14 98.41%
15 Adjusted funding target attainment percentage . 15 98.62%
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16 | :
YBAI'S FUNAING TEGUITEIMENL.ci11.vvviveiiisinissis sissiassssesseessersessssssirissisessesesessssssassessneassessessessserseissesseins sees st essesssssessasssssesssoessebstosss sssstins 89,90%
17 "If the current value of the assets of the plan Is less than 70 percent of the funding target, enter such percentage 17 %
[ Part |V Contributions and Ligquidity Shortfalls
18 Contributions made to the plan for the plan year by employer(s) and employees: . C
(a) Date (b) Amount pald by (¢} Amount pald by (a) Date {(b) Amount pald by (¢) Amount paid by =
(MM-DD-YYYY) smployer(s) employees (MM-DD-YYYY) employer(s) employees
08/198/2025 4,000
Totals > | 18(b) 4,000] 18(c) | 0
19 Discounted employer contributions ~ see Instructions for small plan with a valuation date after the beglnning of the year:
a Contributions allocated toward unpald minimum required conltributions from prior years. .........vvvinineeinee e 19a 0
b Contributions made to avold restrictions adjusted to valuation date 19h 0
€ Conlributions allocated loward minimum required contribution for current year adjusted to valuation date 19¢ 3,823
20 Quarterly contributions and Hquidity shortfails: . . ‘
a Did the plan have a “funding Shortfall” for (N PIIOT YBAIT iviviviiieeiiiiriieie e ot s et et st et var ettt et stssretetesesaresssenseed D Yes No
b 1t iine 20a is "Yes," were required quarterly Installments for the current year made in a timely manner?........... [TITIRTR s TP D Yes D No
C lfline 20a Is "Yes," see Instructions and complete the following table as applicable; I ) ‘
Llquidity shortfall as of end of quarter of this plan year
(1) st 2) 2nd (3) 3rd (4) 4th




Schedule SB (Form 5500) 2024 ’ Page 3

Part V. |Assumptions Used to Determine Funding Target and Target Normal Cost

21. Discount rate:

. . : 2 : d :
a-Segment rales: ijSI gcigmen&) 5n‘dzsggmen‘}/o 35r . gegmen(;’ D N/A, full yield curve used
b Applicable month (Ener COde) ... . 21b 0
22 Welghted average retlirement 806 ... i erierioninnosiisnsionns TSR OUPPUPPPRURION 22 65
23 Mortality table(s) (see Instructions) [g] Prescribed - combined D Prescribed - separate D Substitute

Part VI {Miscellaneous ltems

24 Has a change been made In the non-prescribed actuarlal assumptions for the current plan year? If "Yes," see Insiructions regarding required
attachment. .o v T TP PO TS ST PO O PP PSUTU USROS D Yes @ No

25 Has a method change been made for the current plan year? If “Yes," see instructions regarding required altachment......ooooveeerosverionnoo: D Yes @ No

26 Demographic and beneflt Information
a Is the plan required o provide a Schedule of Active Participants? If "Yes," see Instructions regarding required attachment, ............... [] ves K] No
b Is the plan required {o provide a projection of expected benefil payments? If “Yes,” see Instructions regarding required attachment ... D Yes D No

27 If the plan Is subject to alternative funding rules, enter applicable code and ses Instruclions regarding 27
BHACHIMBNL 11t e b et b s ab e er et bs e b kst s et s eb e n bk s a0ty et er s et s eyt et
Part VIl |Reconclliatlon of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contribulions for all PHOL YRAMS .....c .o oo insisssnsisssinsssesrses s isssness s 28 0
29 glsc%%nt)ed employer contributions allocated toward unpald minimum required contributions from prior years 29
ine B )ttt s ai e b e st a e E e e s e b e b e s b e e te s e b e beh e gy ae
30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) 30 0
Part VIl | Minimum Required Contribution For Current Year
31 Target normal cost and excess assels (see Instructions):
8 TArgel NOTMNAI BOSE (N8 BC) w.cvvrvivireriiirieircerinriiinn et iesis st astesssste s st et as bbb estedssbs s a1t a1t et ss s b m s st 31a : S0
b Excess assets, If applicable, but N0l greater than Ne 318 ... ceoreeereceenenmsssesssissssssessfoiesssesssssosonns 31b 0
32 Amortization instaliments: Outstanding Balance l Installment
a Nel shortfall amortization Installment ... ‘ 29,313 3,170
b Waiver amortizalion INSLAIMENL.......c.vuivurieciesesrnsnsiss oo esssssonss s 0 -0
33 If awaiver has been approved for this plan year, enter the dale of the ruling letler granting the approval 33
(Month Day Year ) and the walved amount ...,
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....| 34 3,170
Carryover balance Prefunding balance Total balance
36 Balances elected for use to offset funding
FEAUITEMENE .vvverevvvvrssesirn s st eiseeion 0
36 Additional cash requirement (line 34 minus Ine 35) ..., TS T TP U PO UPUPRORRRROON 36 3,170
37 i)gglrlbulions allocated toward minfmum required contribution for current year adjusted to valuation date (iine 37 3., 823
38 Present value of excess contributions for current year (see instructions)
a Tolal (excess, if any, of line 37 over line 36) 38a 653
b Portion included In line 38a altributable to use of prefunding and funding standard carryover balances........... 38h 0
39 Unpald minimum requlred contribution for current year (excess, If any, of line 36 over line 37) 39 ' .0
40 Unpaid minimum required contrbUONS fOr @ll YEAIS .. .....cirvviriunisiiicnsennisionssaasiosensessomeiessosenssessosnssnss 40 0

PartIX = l Pension Funding Rellef Under the American Rescue Plan Act of 2021 (See instructions)

41 If an election was made to use the extended amortization rule for a plan year beginning on or before December 31, 2021, check the box to Indicale the first
plan year for which the rule applies. D2019 D 2020 D 2021




Interest Rates for Contribution Year End Date! 12/31/2024 Lffective: 5.26%
Effective Date Amount Discounted
08/19/2025 $4,000 $3,823
'$4,000 $3.823

Name of Plan:

Plan Sponsor's EIN:
Plan Number:

Plan Sponsor's Name:

Schedule SB, line 19 - Discounted Employer Contributions

WEST GROUP

33-0907487

003

WEST GROUP PHAMACEUTICAL CORP

Page 1

Late Quarterly: 10.26%




SCHEDULE SB, LINE 22
DESCRIPTION OF WEIGHTED AVERAGE
RETIREMENT AGE

Each Participant is assumed to retire at his/her normal retirement age. The age entered is the age
specified in the Plan.

Plan Name: West Group Pharmaceutical Corp, Cash Balance Plan
Plan Sponsor’s Name: West Group Pharmaceutical Corp.

Plan Number: 004

EIN: 33-0907487

Schedule SB Retlrement Age




I'vpe of Base

Shortfall
Shortfall
Shortfall

Totals

Name of Plan;
" Plan Sponsor's EIN:
Plan Number;

Schedule SB, line 32 - Schedule of Amortization Bases

Lffective
Date
12/31/2022

12/31/2023
12/31/2024

Shortfall

WEST GROUP PHARMACEUTICAL CORP CASH BALANCE PLAN

33-0907487
003

Charges/Credits

Interest
Rate

5.01/526
5.01/5.26
5.01/526

Initial Initial Current Rem
Amount Amort Balance Amort Payment
325,525 7.00 243,264 5.00 53,522
-105,613 15.00 -99,319 14.00 -0,672
-114,632 15.00 -114,632 15.00 -10,657
29,313 33,193

Page 1




Schedule SB, Part V - Statement of Actuarial Assumptions

Target Assumptions: Options:
Malg Nonannuitant: 2024 Nonannuitant Male Use optional combined mortality table for small plans: Yes
Female Nonannuitant: 2024 Nonannuitant Female Use discount rate transition! No
Male Annuitant: 2024 Annuitant Male Lump sums use proposed regulations: Yes
Female Annuitant: 2024 Annuitant Female Actuarial Equivalent Floor
Applicable months from valuation month: 0 Stability period: plan year
Probability of lump sum: 100.00% Lookback months: 1
. Use pre-retirement mortality: No Nonannuitant; N/A
Annuitant: 2024 Applicable
Lst 2nd  3rd Lst  2ud  3id
Segment rates! 5.01 5.26 5.36 Current: 5.01 5.13 5.15
High Quality Bond rates: N/A N/A N/A Override: 0.00 0.00 0.00
Final rates: 5.01 526 5.59
Override: 0.00 0.00 0.00
Salary Scale Late Retirement Rates
Male: 0.00% Male; N/A
Female: 0.00% Female: N/A
Withdrawal ’ Marriage Probability ) Setback
Male: N/A Male: 0.00% 0
Female: N/A Female: 0.00%
Withdrawal-Select Expense loading: 0.00%
Male: N/A Disability Rates
Female: N/A Male: N/A
Early Retirement Rates Female! N/A
Male: N/A Mortality Setback
Female: — N/A Male: N/A 0

Subsidized Early Retirement Rates | Female: N/A 0

Male: N/A
Female: N/A

. Name of Plan; WEST GROUP PHARMACEUTI
Plan Spousor's EIN:  33-0907487

Plan Number: 003

Page 1




Schedule SB, Part V - Summary of Plan Provisions

Eligibility Requirements

Age (yrs) 0
Age (months) : 0
Walt (months) 12

Two year eligibility No

Earnings

Total compensation excluding !

Retirement Normal

Age: 65

Service: 0

Participation: 5

Defined: Ist of month
during

Plan Year Rate

Past; 0.00% Currenti 2,77%  Future: 2.77%

Service/Participation Requirements

Definition of years: Hours worked
Continuing hours; 0
Excluded classes: Other
403(b)
Cafeteria
Other
Early Subsidized Early

Interest Crediting Rules

Benefit Reduction / Mortality table & setback

Male: Actuarial Equivalence  Actuarial Equivalence
Female: Actuarial Equivalence  Actuarial Equivalence
Rates - Male: N/A N/A
Rates - Female: N/A N/A
Use Social Security Retirement Age;  No REACT Benefits Percentage: 50.00%
Vesting Schedule: 3 YEAR CLIFF Pre-retirement death benefit
Vesting Definition: Hours Worked Percentage of acerued benefit: 100,00%
Death Benefit Payment method:  PVAB
Name of Plan: WEST GROUP PHARMACEUTICAL CORP CASH BALANCE PLAN

Plan Sponsor's EIN: 33-0907487
Plan Number: 003

Page 1

Disability

Interest credited to!

N/A
N/A

N/A
N/A

Termination date




Schedule SB, Part V - Summary of Plan Provisions

Annulty Percent Years
Normal: Life only 0.00% 0
QJSA: Joint and contingent 50.00% 0

Significant Changes in Plan Provisions Since Last Valuation

Name of Plan: WEST GROUP PHARMACEUTICAL CORP CASH BALANCE PLAN
Plan Sponsor's EIN: 33-0907487
Plan Number: 003

Page 2




Schedule SB, Part V - Summary of Plan Provisions

Benefit Formula . . ' ) o .
Benefifs are Dased on the actuarial equivalent of the hypothetical account balance. The hypothetical contributions are based on 4% of compensation for
cach participant offset by a 4% of pay contribution to the profit sharing plan plus a $140,000 credit to participants who are trustees of the plan limited
by the Gateway test, Benefits are currently frozen,

Name of Plan: WEST GROUP PHARMACEUTICAL CORP CASH BALANCE PLAN
Plan Sponsor's EIN: 33-0907487
Plan Number: 003
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