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 a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

D 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
US SKILLEDSERVE FACILITIES 401(K) PLAN

1b Three-digit plan
number (PN) » 001

1c Effective date of plan
01/01/2016

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) 26-1656317

US SKILLEDSERVE FACILITIES

4115 E BROADWAY
LONG BEACH, CA 90803

2C Plan Sponsor’s telephone
number
562-930-0777

2d Business code (see
instructions)
623000

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. 10/10/2025 CLINTON J. WILLIAMS
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
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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 1905
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) 1870
a(2) Total number of active participants at the end of the plan year ... 63_(2) 2091
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 1
C Other retired or separated participants entitled to future benefits ..o 6C 53
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 2145
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccccooviiiiiiiiiiienen. 6e 0
f L= I X To I g Tot ol =T Vo TSR PRSPR 6f 2145
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1) 231
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 COMPIELE TNIS IEIM) ...ttt ettt ettt ettt ettt et et ettt eete et e et e te s easeseeaeeteebeebe s e b essenseseeseebe st este e ensessereeresrestesnan 69(2) 295
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 13
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:
2E 2F 2G 23 2T 3D 3H
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
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

(@) R (Retirement Plan Information) 1)

B H (Financial Information)

1

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
actuary 4) @ C (Service Provider Information)

3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) 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) 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
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
US SKILLEDSERVE FACILITIES 401(K) PLAN plan number (PN) » 001

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

US SKILLEDSERVE FACILITIES

26-1656317

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 Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

PRINCIPAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
42-0127290 61271 813230 2072 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

362

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

CBIZ BENEFITS & INSURANCE SERVICES

700 W 47TH ST STE 1100
KANSAS CITY, MO 64112-2050

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

362 | REFERRAL/SERVICE FEE

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311
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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 0
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5 1052501
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 0
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) 0
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d 0
€ 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) TOtAl AEAUCHONS ........vveeeeeeeeeee et e e e st e e e e en s en et neneneneen 7e(5) 0
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f 0
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Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ........ocveeieteete ettt ettt et et et et et et e e te et e et e et et et eseeasese et e et et ensessenseseetestessensessensereeseeresaetens 9d(2)
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁtrsnggczrityaAg:ninis\ra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
US SKILLEDSERVE FACILITIES 401(K) PLAN plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
US SKILLEDSERVE FACILITIES 26-1656317

Part | | Service Provider Information (see instructions)

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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




Schedule C (Form 5500) 2024

Page3-[ 1 |

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

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

PRINCIPAL LIFE INSURANCE COMPANY

42-0127290
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
13 37 50 CONTRACT 15732 0
64 ADMINISTRATOR Yes No |:| Yes B No |:| Yes |:| No IE
() Enter name and EIN or address (see instructions)
COLEMAN BENEFIT ADVISORS
55-3455539
(b) (c) (d) (e) ) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
27 50 INVESTMENT 15213
ADVISORY Yes [| No Yes [| No[] Yes [| No[]
(a) Enter name and EIN or address (see instructions)

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

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

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

by the plan. If none,

enter -0-.

other than plan or plan
sponsor)

plan received the required
disclosures?

eligible indirect

compensation for which you

answered “Yes” to element
(). If none, enter -0-.

estimated amount?

Yes D No D

Yes D No D

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

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

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

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

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

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

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

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




Schedule C (Form 5500) 2024

Page5-| 1

‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

DFE/Participating Plan Information

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.

OMB No. 1210-0110

2024

This Form is Open to Public

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
US SKILLEDSERVE FACILITIES 401(K) PLAN plan number (PN) [ 3 001

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

US SKILLEDSERVE FACILITIES

D Employer Identification Number (EIN)

26-1656317

Part |

Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)
(Complete as many entries as needed to report all interests in DFEs)

Name of MTIA, CCT, PSA, or 103-12 |E:

PRINCIPAL STABLE VALUE FUND

PRINCIPAL GLOBAL INVESTORS TRUST CO

b Name of sponsor of entity listed in (a):
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
€ EIN-PN  93-6274328-001 code € 103-12 IE at end of year (see instructions) 65158
a Name of MTIA, CCT, PSA, or 103-12 IE: PRINCIPAL CORE FIX SEP ACCT-R6
b Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE COMPANY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
N . _ [=] , ) s 0
€ EIN-PN  42-0127290-118 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  LIFETIME HY 2065 CIT Z45
b Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 26-6447574-01 Cc ’ ’ ’ 16849
C EIN-PN  26-6447574-013 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN MIDCAP GROWTH SEP ACCT-R6
PRINCIPAL LIFE INSURANCE COMPANY
b Name of sponsor of entity listed in (a):
C EIN-PN 42-0127290-021 d Entity P € Dollar value of interest in MTIA, CCT,.PSA, or 42916
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LGCAP S&P 500 INDEX SA-R6
b Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE COMPANY
C EIN-PN 42-0127290-016 d Entity P € Dollar value of interest in MTIA, CCT,‘PSA, or 498998
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN SMCAP S&P 600 INDEX SA-R6
b Name of sponsor of entity listed in (a): PRINCIAPL LIFE INSURANCE COMPANY
C EIN-PN 42-0127290-028 d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 4011
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN MIDCAP S&P 400 IDX SA-R6
b Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE COMPANY
d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 14436
- 42-0127290-023 2 ) ’
¢ EIN-PN code 103-12 IE at end of year (see instructions)

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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Name of MTIA, CCT, PSA, or 103-12 [E:  PRIN CAPITAL APPR SA-R6

Name of sponsor of entity listed in (a):

PRINCIPLE LIFE INSURANCE COMPANY

EIN-PN  42-0127290-119 d Entity P € Dollar value of interest in MTIA, CCT,.PSA, or 66731
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |IE:  PRIN LIFETIME HY 2010 CIT z45
Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO
EIN-PN  26-6447574-001 d Entity c € Dollar value of interest in MTIA, CCT, PSA, or 0
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HY 2015 CIT 45
_— . . PRINCIPAL GLOBAL INVESTORS TRUST CO
Name of sponsor of entity listed in (a):
EIN-PN 26-6447574-002 d Entity c € Dollar value of interest in MTIA, CCT, PSA, or 8611
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HY 2020 CIT z45
_— . . PRINCIPAL GLOBAL INVESTORS TRUST CO
Name of sponsor of entity listed in (a):
EIN-PN  26-6447574-003 d Entity c € Dollar value of interest in MTIA, CCT,.PSA, or 386989
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HY 2025 CIT z45
Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO
EIN-PN  26-6447574-004 d Entity c € Dollar value of interest in MTIA, CCT,.PSA, or 653916
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HY 2030 CIT Z45
Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- - - L . ’ 7481
EIN-PN  26-6447574-005 code c 103-12 IE at end of year (see instructions) 8156
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HY 2035 CIT Z45
Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 26-6447574-006 C ’ ) g 1359174
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HY 2040 CIT Z45
Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO
EIN-PN  26-6447574-007 d Entity c € Dollar value of interest in MTIA, CCT, PSA, or 756781
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HY 2045 CIT Z45
_— . . PRINCIPAL GLOBAL INVESTORS TRUST CO
Name of sponsor of entity listed in (a):
EIN-PN  26-6447574-008 d Entity c € Dollar value of interest in MTIA, CCT, PSA, or 517593
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |[E:  PRIN LIFETIME HY 2050 CIT z45
_— . . PRINCIPAL GLOBAL INVESTORS TRUST CO
Name of sponsor of entity listed in (a):
EIN-PN  26-6447574-009 d Entity c € Dollar value of interest in MTIA, CCT, PSA, or 391625

code 103-12 IE at end of year (see instructions)
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Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HY 2055 CIT z45

Name of sponsor of entity listed in (a):

PRINCIPAL GLOBAL INVESTORS TRUST CO

d Entity C € Dollar value of interest in MTIA, CCT, PSA, or

EIN-PN 26-6447574-010 . _ 149281
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |[E:  PRIN LIFETIME HY INC CIT z45
Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO
EIN-PN  26-6447574-011 d Entity c € Dollar value of interest in MTIA, CCT,.PSA, or 18525
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN REAL ESTATE SECS SA-R6
Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE COMPANY
EIN-PN  42-0127290-095 d Entity p € Dollar value of interest in MTIA, CCT,.PSA, or 16209
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN EQUITY INCOME SA-R6
_— . . PRINCIPAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):
EIN-PN  42-0127290-120 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 15950
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN GLOBAL DIV INC SA-R6
Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE COMPANY
EIN-PN  42-0127290-134 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 9747
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN GL REAL EST SEC SA-R6
Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE COMPANY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN - - p ) ) )
42-0127290-136 code 103-12 IE at end of year (see instructions) 4598
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN HIGH YIELD SEP ACCT-R6
Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE COMPANY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN  42-0127290-137 P ’ ) g 7157
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HY 2060 CIT Z45
Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO
EIN-PN  26-6447574-012 d Entity C € Dollar value of interest in MTIA, CCT,‘PSA, or 187774
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PRINCIPAL OVERSEAS SEP ACCT-R6
_— . . PRINCIPAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):
EIN-PN  42-0127290-116 d Entity p € Dollar value of interest in MTIA, CCT,‘PSA, or 18140
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |IE:  PRIN SMALLCAP GROWTH | SA-R6
_— . . PRINCIPAL LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a):
EIN-PN  42-0127290-070 d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 50090

code 103-12 IE at end of year (see instructions)




Schedule D (Form 5500) 2024

Page2-[ 3 |

Name of MTIA, CCT, PSA, or 103-12 |E:

PRIN LARGECAP GROWTH | SA-R6

Name of sponsor of entity listed in (a):

PRINCIPAL LIFE INSURANCE COMPANY

EIN-PN  42-0127290-066 d Entity P € Dollar value of interest in MTIA, CCT,.PSA, or 299723
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |IE:  PRIN MIDCAP VALUE | SA-R6

Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE COMPANY

EIN-PN  42-0127290-043 d Entity p € Dollar value of interest in MTIA, CCT,.PSA, or 1710
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN INTL | SEPARATE ACCT-R6

— . . PRINCIPAL LIFE INSURANCE COMPANY

Name of sponsor of entity listed in (a):

EIN-PN  42-0127290-048 d Entity p € Dollar value of interest in MTIA, CCT,.PSA, or 2084
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFEs, other than DCGs)
(Complete as many entries as needed to report all participating plans. DCGs must report each participating plan using Schedule DCG.)

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

Pension Benefit Guaranty Corporation 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
US SKILLEDSERVE FACILITIES 401(K) PLAN plan number (PN) » 001

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

D Employer Identification Number (EIN)
26-1656317

‘ Part | |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢c(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets

a Total noninterest-bearing cash........
b Receivables (less allowance for doubtful accounts):
(1) Employer contributions ..........
(2) Participant contributions.........
(3) Other.....ccooevviieeeieicieeeee,

C General investments:

(1) Interest-bearing cash (include money market accounts & certificates
of deposit) ......oeeevevciieeeeeenn,

(2) U.S. Government securities
(3) Corporate debt instruments (other than employer securities):
(A) Preferred.........ccocuevennee.

(B) Allother........ccccccveieennen.

(4) Corporate stocks (other than employer securities):
(A) Preferred.......ccccoocvevennnnn.

(B) Common .......ccceevveeennnnn.

(5) Partnership/joint venture interests ..........occveiiiiiiiiiii e
(6) Real estate (other than employer real property) ........ccocoeeiiiiniiieennns
(7) Loans (other than to participants)
(8) Participant loans ....................
(9) Value of interest in common/collective trusts....
(10) Value of interest in pooled separate accounts .............cccccceeeviiieenieenn.
(11) Value of interest in master trust investment accounts.................c..c......

(12) Value of interest in 103-12 investment entities .............ccoccceiiiieinnnn.

(13) Value of interest in registered investment companies (e.g., mutual
funds) ..o
(14) Value of funds held in insurance company general account (unallocated

contracts)...

(15) Other......ccooviiiiiiiee

(a) Beginning of Year (b) End of Year
............................................................... 1a 0 0
............................................................... 1b(1)
............................................................... 1b(2)
............................................................... 1b(3)
............................................................... 1C(1) 22
1c(2) 0
............................................................... 1c(3)(A)
............................................................... 1c(3)(B) 0 0
............................................................... 1c(4)(A) 0 0
............................................................... 1c(4)(B) 0 0
1¢c(5) 0 0
1c(6) 0 0
.......................................................... 1¢(7) 0 0
.................... 1c(8) 151483 168580
1c(9) 3994501 5260433
1¢(10) 569792 1052501
1c(11) 0 0
1c(12) 0 0
1c(13) 0 0
1c(14) 0 0
............................................................... 1¢(15) 0 0

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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1d Employer-related investments: (a) Beginning of Year (b) End of Year

(1) EMPIOYEr SECUMHES .......c.viveviveeieiieseeeeeeeceeee et es s 1d(1) 0 0

(2) Employer real property 1d(2) 0 0

€ Buildings and other property used in plan operation .............ccccoeeviiiieeeeeenn. 1e 0 0

f Total assets (add all amounts in lines 1a through 1€) ...........ccccccovrueuennnn... 1f 4715798 6481518
Liabilities

g Benefit claims payable ...........co.o.ovoiiiuiuiiiieeeeee s 19 0 0

h Operating PaYabIes ..............co oo 1h 0 0

i Acquisition INdebtednESS............ocoovivivieeeeeeee e 1i 0 0

J Other lIabilies.........o.ovouiioieieeiiieiceee e 1j 0 0

k Total liabilities (add all amounts in lines 1g through1j) ........ccccceuevevevereennnnes 1k 0 0
Net Assets

| Net assets (subtract line 1k from line 1f).........cccceveveviviveiicceee e ‘ 11 ‘ 4715798 6481518

Part Il [Income and Expense Statement

2 Planincome, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not
complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (a) Amount (b) Total
a Contributions:

(1) Received or receivable in cash from: (A) Employers ............ccccceeuee.... 2a(1)(A) 26870

(B)  PartiCiDAntS ........cecvevevereveeeeeeeccececeeeeeeee et es e 2a(1)(B) 1345719

(C) Others (including rOlOVENS)..........cueueueeereeeeeeeeeeeeeeeee e 2a(1)(C) 186679
(2) Noncash CONtHBULIONS .........c.cueueveveeeeececceceeeeee e 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............. 2a(3) 1559268

b Earnings on investments:

(1) Interest:

(A) Inte_re_zst-bearing cas_h (including money market accounts and 2b(1)(A)

certificates of deposit)

(B) U.S. GOVErNMENt SECUIHES ..........eeveveeeeeeeeeeeeeeseeeees e 2b(1)(B)

(C) Corporate debt INSIrUMENLS ............coveeeeveeeeeereeeeee e 2b(1)(C)

(D) Loans (other than to participants) ..............cccoceeeereerseeerseresesnn. 2b(1)(D)

(E)  PartiCipant I0aNS ............ov.ouiveeeieeeeeeeeeeeeeeeeseeese e e 2b(1)(E) 13410

(F)  OBNEI oo 2b(1)(F)

(G) Total interest. Add lines 2b(1)(A) through (F).........c.covvvveereveennenn. 2b(1)(G) 13410
(2) Dividends: (A) Preferred SOCK..............cooveureeeeeeeeeeeeeeeeeeeseeeeneeennen 2b(2)(A)

(B)  COMMON SOCK ... 2b(2)(B)

(C) Registered investment company shares (e.g. mutual funds).......... 2b(2)(C)

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 0
(B) RENS ...ttt 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ................... 2b(4)(A)

(B) Aggregate carrying amount (S€e iNStructions)..............cocococeeeeuean. 2b(4)(B)

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter resullt............... 2b(4)(C) 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate ... ... | 2b(5)(A)

(B)  OHNEI .ot 2b(5)(B)

(C) Total unrealized appreciation of assets. 2b(5)(C) 0

Add ines 2b(5)(A) AN (B) ........vveereereeeerereeseeeeeeeeeseeeseeeeseeeeeeee
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Q 0

o

(6) Net investment gain (loss) from common/collective trusts.....................
(7) Net investment gain (loss) from pooled separate accounts....................
(8) Net investment gain (loss) from master trust investment accounts.........
(9) Net investment gain (loss) from 103-12 investment entities ...................

(10) Net investment gain (loss) from registered investment
companies (e.g., mutual funds) ...........cccocciiiiiiiinii

Other iNCOME ..o
Total income. Add all income amounts in column (b) and enter total
Expenses

Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers...........
(2) To insurance carriers for the provision of benefits ............cccccevciennn.
(B) ORI ... s
(4) Total benefit payments. Add lines 2e(1) through (3) ........ccooceveviniennnnne.
Corrective distributions (see instructions) .............cccccoviiiiiiiiiec,
Certain deemed distributions of participant loans (see instructions)...

INTErESt EXPENSE....oiiiiiiii it
Administrative expenses:

(1) Salaries and AllOWANCES ..........cccccuuiiiieeeiiiiiiie e

(2) Contract administrator fees
(3) Recordkeeping fees ...........
(4) 1QPA audit feeS.......cceiiiiiiiiiee e
(5) Investment advisory and investment management fees ..
(6) Bank or trust company trustee/custodial fees...............
(7) Actuarial fees
(8) Legal fees ......ccceevuerennne
(9) Valuation/appraisal fees..................
(10) Other trustee fees and expenses ...
(11) Other EXPENSES. .....eeiiiiiieeiiiieiiiie et
(12) Total administrative expenses. Add lines 2i(1) through (11)
Total expenses. Add all expense amounts in column (b) and enter total.....
Net Income and Reconciliation

Net income (loss). Subtract line 2j from line 2d

(a) Amount

(b) Total

2b(6)

457556

2b(7)

140473

2b(8)

2b(9)

2b(10)

2c

2d

2170707

2e(1)

365713

2e(2)

2e(3)

148

2e(4)

2f

29

2h

365861

313

7868

2i(1)

2i(2)

2i(3)

28793

2i(4)

2i(5)

2i(6)

2i(7)

2i(8)

2i(9)

2i(10)

2i(11)

2152

2i(12)

30945

2j

404987

Transfers of assets:
(1) TO thiS PIAN. .. e
(2) From this Plan ........c.oieiiiiie e

2k

1765720

21(1)

21(2)
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Partlll Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) [{ Unmodified (2) [ ] Qualified (3) [ ] Disclaimer @) [ ] Adverse

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(a)(3)(C) audit. Check both boxes (1) and (2) if the audit was
performed pursuant to both 29 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither.

(1){ DOL Regulation 2520.103-8 (2)[ | DOL Regulation 2520.103-12(d) (3) [ | neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: SERVATIUS, O'BRIEN & FONG, LLP (2) EIN: 45-5514068

d The opinion of an independent qualified public accountant is not attached as part of Schedule H because:
(1) D This form is filed for a CCT, PSA, DCG or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

‘ Part IV ‘Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4l. DCGs do not complete lines 4e, 4f, 4k, 41, and 5, and DCGs generally
complete the rest of Part IV collectively for all plans in the DCG, except as otherwise provided (see instructions).

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.) .................. 4a X

b  Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is

CRECKEA. ) e e e e ee e e e e e eee e e e e s e ee e e eesee e ab X
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ........cccccoiieiiiiiiennnnenn. 4c X

d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Ill if “Yes” is

CRECKEA. ) ...tttk ettt ettt bbbttt s s 4d X

Was this plan covered by a fidelity BONA? ..........coovoviviiieee e 4e X 400000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

by fraud Or dISNONESTY? ... ettt ettt e e e et e e neee s 4f X

g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser?..........cccococeeiiiiiniii e, 49 X

h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?............... 4h X

i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format requIremMENtS.) ...........oooiiiiiiiiiii e 4i X

j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked and

see instructions for format requiremMents.) ............ccocooiiiiii 4j X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another

plan, or brought under the control of the PBGC? ...........ooiiiiiiiiiieiie et 4k X
| Has the plan failed to provide any benefit when due under the plan?............ccccoooiiiiiiiiiiin. 4] X
m [f this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520 10T-3. ) ettt ettt bt a et et h et b et et nhe e pe e nee e nee e am X
n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one

of the exceptions to providing the notice applied under 29 CFR 2520.101-3. ........ccceeviieviniiniennnee. 4n

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes B No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
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5b  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.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and
L1 (0 Tex (1] T PPt D Yes @No [[Not determined

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




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500) 2024
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

6058(a) of the Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
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
US SKILLEDSERVE FACILITIES 401(K) PLAN plan number
(PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
US SKILLEDSERVE FACILITIES 26-1656317
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1 0
1] 14 o1 1)

2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the
two payors who paid the greatest dollar amounts of benefits):

EIN(s): 42-0127290

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3

Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? ........vvvverrreenn. D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

5  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 ruling letter granting the waiver. Date: Month Day Year

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 68
deficiency not waived) ................................................................................................................................
b  Enter the amount contributed by the employer to the plan for this plan year ...............ccccoeeeeveveveveeeeeceenn. 6b
C  Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount)............cccooiiiiiii e 6C
If you completed line 6c, skip lines 8 and 9.
7 Wil the minimum funding amount reported on line 6¢ be met by the funding deadline?................ccccevcevecereencan. D Yes D No D N/A

8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree with the Change? ... D Yes D No D N/A

Part 11l Amendments

9  Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate

DOX. I N0, CRECK thE “NO” DOX. .. eeeeeeeeeeeeeeeeeeteee e e e e e eeeeee e seeeeeee et et et et eeeeeseeeeens D Increase D Decrease D Both D No

| Part IV | ESOPs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.

10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? ............. D Yes D No
11 a Does the ESOP hold @ny preferred SEOCK? ...........ocveeiueieeeeeeeeeeeeeeeeeeeeeeeeeeteeteeees e eenseaeese et e ateate e eseneaseatseeesteseeseseeneeeeaeeeeesean D Yes D No
b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “back-t0-DACK” 108N.) ............iiiiiiiiiiii i
12 Does the ESOP hold any stock that is not readily tradable on an established securities market?..............ccccccooveveeereceeeceeeee e D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2024

v. 240311
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| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest contributors (measured in dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly |:| Weekly D Unit of production |:| Other (specify):

a Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unitmeasure:[ | Hourly  [] Weekly  [] Unit of production [ ] Other (specify):

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):
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14  Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:

a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: D last contributing employer D alternative D reasonable approximation (see 14a
instructions for required attaChMENL)............oooiiiiiiii e e e e e e e e e e e e

b The plan year immediately preceding the current plan year. D Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment)................cccccciiiiiie

C The second preceding plan year. D Check the box if the number reported is a change from what was 14c
previously reported (see instructions for required attachment)...........cooeiiiiiiiiiiee e e e

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year 15a

b The corresponding number for the second preceding plan year 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against sUCh Withdrawn emMIPIOYErS ... .o s

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attachment

| Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such
participants and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding
supplemental information to be included as an attachment

19 If the total number of participants is 1,000 or more, complete lines (a) and (b):
a  Enter the percentage of plan assets held as:
Public Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets: %
High-Yield Debt: % Real Assets: % Cash or Cash Equivalents: % Other: %
b Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
D 0-5 years D 5-10 years D 10-15 years D 15 years or more

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? [[ Yes D No
b Ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:
Yes.

[

D 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.

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

D No. Other. Provide explanation.

[ Part VIl | IRS Compliance Questions

21a 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 [X No

21b 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

[] NA

22 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 06/ 30/ 2020
(MM/DD/YYYY) and the Opinion Letter serial number_Q702823A .




SCHEDULE MEP MULTIPLE-EMPLOYER RETIREMENT

OMB No. 1210-0110
(Form 5500) PLAN INFORMATION
Department of the Treasury This schedule is required to be filed under section 104 of the 2024
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and
Department of Labor :
Employee Benefits Security Administration Section 6058(a) of the Internal Revenue Code (the Code)

P File as an attachment to Form 5500. This Form is Open to Public

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
US SKILLEDSERVE FACILITIES 401(K) PLAN Plan number (PN)...... » 001
C Plan administrator's name as shown on line 3a of Form 5500/Form 5500-SF D Administrator's EIN
US SKILLEDSERVE FACILITIES 26-1656317
| Part | ‘ Type of Multiple-Employer Pension Plan. All multiple-employer pension plans must complete.

1 Check the appropriate box to indicate type of multiple-employer pension plan. (Only defined contribution plans may check lines 1a, 1b,
and 1c. Defined benefit plans and defined contribution plans not checking lines 1a, 1b, or 1c should check line 1d. See Instructions).
a [] association retirement plan (See 29 CFR 2510.3-55) (Complete Part Il)

b [] professional employer organization plan (PEO Plan) (See 29 CFR 29 CFR 2510.3-55) (Complete Part Il)
¢ [] pooled employer plan (PEP) (See 29 CFR 2510.3-44) (Complete Parts Il and IlI)
d

X other multiple-employer pension plan (Describe) CONTROLLED OWNERSHIP GROUP. (Complete Part Il)

Part Il Participating Employer Information.

2 All multiple-employer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500) must complete Part II, in
addition to Part |, in accordance with the instructions, to report the information for each employer participating in the multiple-employer pension plan.
Defined contribution plans must complete lines 2a-2d. All other multiple-employer pension plans complete lines 2a-2c only. Complete as

many entries as needed to list the required information for each participating employer that is not an individual person (see instructions).

2a Name of Participating Employer 2b EIN 2c Percentage of Total Contributions 2d Aggregate Account Balances Attributable
BELLFLOWER POST ACUTE LLC for the Plan Year to Participating Employer
47-4940071 7.74 207392
2a Name of Participating Employer 2b EIN 2c Percentage of Total Contributions 2d Aggregate Account Balances Attributable
12232 CHAPMAN AVE. INC. for the Plan Year to Participating Employer
56-2407158 12.65 965063

CAUTION Do not individually list information for working owners (see instructions and 29 CFR 2510.3-55(d)(2)) or other individuals who are
participants or beneficiaries in the plan or arrangement that are no longer associated with a particular participating employer or participating
employer plan (see instructions). Providing identifying information for individuals may result in rejection of this filing. If there are any such
individuals in the plan, answer “Yes” to line 2e and provide the total information for all such individuals, without providing names or other identifying

information.

2e Does the plan include any individuals not participating through an employer or who are individual working 2e M Yes [JNo
owners?

2f If you answer “Yes” in line 2e, enter a good faith estimate of the percentage of total contributions made by

g h 8 ) 2f 0.00

all such individuals that are not listed on line 2a during the plan year.

29 If you answer “Yes” in Line 2e, enter the aggregate account balances for all such individuals that are not 2 0
listed on line 2a. 9

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

v. 240311
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Pagel-[ 1 |

Part Il

Participating Employer Information (Continued).

Use this page for additional participating employer information.
2 All multiple-employer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500) must complete Part Il, in
addition to Part |, in accordance with the instructions, to report the information for each employer participating in the multiple-employer pension plan.
Defined contribution plans must complete lines 2a-2d. All other multiple-employer pension plans complete
lines 2a-2c only. Complete as many entries as needed to list the required information for each participating
employer that is not an individual person (see instructions).

2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
COASTAL VIEW HEALTHCARE CENTER
45-4836997 0.59 178139
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
COMMUNITY CONV. CENTER OF MONT. INC.
33-0190339 7.67 428320
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
GARDEN GROVE CONV. HOSP. INC.
33-0456457 10.75 314939
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
GRAND VALLEY HEALTH CARE CENTER LLC
46-2635875 1.24 204559
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
533 SOUTH FAIRFAX AVENUE, INC.
95-4890746 12.77 753969
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
1130 W. LA PALMA AVE, INC.
56-2407147 4.64 270870
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
1135 N. LEISURE CT., INC
56-2407155 8.45 361739
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
LONG BEACH POST ACUTE, LLC
47-1833922 2.84 99603
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
PACIFIC CARE NURSING CENTER
95-2489462 5.23 430847

CAUTION Do not individually list information for working owners (see instructions and 29 CFR 2510.3-55(d)(2)) or other individuals who are
participants or beneficiaries in the plan or arrangement that are no longer associated with a particular participating employer or participating
employer plan (see instructions). Providing identifying information for individuals may result in rejection of this filing. If there are any such
individuals in the plan, answer “Yes” to line 2e and provide the total information for all such individuals, without providing names or other identifying

information.
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Part Il

Participating Employer Information (Continued).

Use this page for additional participating employer information.
2 All multiple-employer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500) must complete Part Il, in
addition to Part |, in accordance with the instructions, to report the information for each employer participating in the multiple-employer pension plan.
Defined contribution plans must complete lines 2a-2d. All other multiple-employer pension plans complete
lines 2a-2c only. Complete as many entries as needed to list the required information for each participating
employer that is not an individual person (see instructions).

Employer

Contributions for the Plan Year

2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
SANTA FE CONVALESCENT HOSPITAL, INC.
95-2489462 9.76 529794
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
VENTURA POST ACUTE, LLC
81-1559442 2.80 41745
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
BUENA PARK NURSING CENTER
33-0326503 12.90 565058
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
GARDENS OF EL MONTE/IDLE
CONVALESCENT HOSPITAL 81-4556696 0.00 0
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
PARADISE OF THE VALLEY
84-3288500 0.00 0
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances

Attributable to Participating Employer

CAUTION Do not individually list information for working owners (see instructions and 29 CFR 2510.3-55(d)(2)) or other individuals who are
participants or beneficiaries in the plan or arrangement that are no longer associated with a particular participating employer or participating
employer plan (see instructions). Providing identifying information for individuals may result in rejection of this filing. If there are any such
individuals in the plan, answer “Yes” to line 2e and provide the total information for all such individuals, without providing names or other identifying

information.
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Part Ill | Pooled Employer Plan Information

Line 3. All Pooled employer plans must answer all of the questions in Part Il, in addition to completing all of Parts | and II.

3a Is the pooled plan provider (identified as the plan sponsor and administrator in Part Il of the Form 5500) currently in
compliance with the Form PR (Pooled Plan Provider Registration Statement) requirements? (See instructions and [JYes []No

29 CFR 2510.3-44) ...ttt ettt et e oot e a e e e £t e oAbt e e e R b et e E e £ e e e bt e e e ea bt e e e b et e e e nb e e e aabe e e abaeeeann
3b Ifline 3ais “Yes”, enter the ACK ID for the most recent Form PR that was required to be filed under the Form

PR filing requirements. (Failure to enter a valid ACK ID will subject the Form 5500 filing to rejection as

incomplete.)

ACK ID




SERVATIUS, O’BRIEN & FONG, LLP
CERTIFIED PUBLIC ACCOUNTANTS

2377 CRENSHAW BOULEVARD, SUITE 160
TORRANCE, CALIFORNIA 90501

310-539-9400

www.sofcpa.com

INDEPENDENT AUDITORS’ REPORT

To the Plan Administrator and Trustees of
US Skilledserve Facilities 401(k) Plan

Scope and Nature of the ERISA Section 103(a)(3)(C) Audit

We have performed audits of the accompanying financial statements of US Skilledserve Facilities
401(k) Plan, an employee benefit plan subject to the Employee Retirement Income Security Act
of 1974 (ERISA), as permitted by ERISA Section 103(a)(3)(C) (ERISA Section 103(a)(3)(C)
audit). The financial statements comprise the statements of net assets available for benefits as of
December 31, 2024 and 2023, and the related statement of changes in net assets available for
benefits for the year ended December 31, 2024, and the related notes to the financial statements.

Management, having determined it is permissible in the circumstances, has elected to have the
audits of US Skilledserve Facilities 401(k) Plan’s financial statements performed in accordance
with ERISA Section 103(a)(3)(C) pursuant to 29 CFR 2520.103-8 of the Department of Labor's
Rules and Regulations for Reporting and Disclosure under ERISA. As permitted by ERISA
Section 103(a)(3)(C), our audits need not extend to any statements or information related to assets
held for investment of the plan (investment information) by a bank or similar institution or
insurance carrier that is regulated, supervised, and subject to periodic examination by a state or
federal agency, provided that the statements or information regarding assets so held are prepared
and certified to by the bank or similar institution or insurance carrier in accordance with 29 CFR
2520.103-5 of the Department of Labor's Rules and Regulations for Reporting and Disclosure
under ERISA.

Management has obtained certifications from Principal Life Insurance Company as of December
31,2024 and 2023, and for the year ended December 31, 2024, stating that the certified investment
information, as described in Note C to the financial statements, is complete and accurate.

Opinion

In our opinion, based on our audits and on the procedures performed as described in the Auditors’
Responsibilities for the Audit of the Financial Statements section—

e the amounts and disclosures in the financial statements referred to above, other than those
agreed to or derived from the certified investment information, are presented fairly, in all
material respects, in accordance with accounting principles generally accepted in the
United States of America.



e the information in the financial statements referred to above related to assets held by and
certified to by Principal Life Insurance Company agrees to, or is derived from, in all
material respects, the information prepared and certified by an institution that management
determined meets the requirements of ERISA Section 103(a)(3)(C).

Basis for Opinion

We conducted our audits in accordance with auditing standards generally accepted in the United
States of America. Our responsibilities under those standards are further described in the Auditors’
Responsibilities for the Audit of the Financial Statements section of our report. We are required to
be independent of US Skilledserve Facilities 401(k) Plan and to meet our other ethical
responsibilities in accordance with the relevant ethical requirements relating to our audits. We
believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis
for our ERISA Section 103(a)(3)(C) audit opinion.

Responsibilities of Management for the Financial Statements

Management is responsible for the preparation and fair presentation of the financial statements in
accordance with accounting principles generally accepted in the United States of America, and for
the design, implementation, and maintenance of internal control relevant to the preparation and
fair presentation of financial statements that are free from material misstatement, whether due to
fraud or error. Management’s election of the ERISA Section 103(a)(3)(C) audit does not affect
management's responsibility for the financial statements.

In preparing the financial statements, management is required to evaluate whether there are
conditions or events, considered in the aggregate, that raise substantial doubt about US
Skilledserve Facilities 401(k) Plan’s ability to continue as a going concern for one year after the
date the financial statements are available to be issued.

Management is also responsible for maintaining a current plan instrument, including all plan
amendments; administering the plan; and determining that the plan’s transactions that are
presented and disclosed in the financial statements are in conformity with the plan’s provisions,
including maintaining sufficient records with respect to each of the participants, to determine the
benefits due or which may become due to such participants.

Auditors’ Responsibilities for the Audit of the Financial Statements

Except as described in the Scope and Nature of the ERISA Section 103(a)(3)(C) Audit section of
our report, our objectives are to obtain reasonable assurance about whether the financial statements
as a whole are free from material misstatement, whether due to fraud or error, and to issue an
auditors’ report that includes our opinion. Reasonable assurance is a high level of assurance but is
not absolute assurance and therefore is not a guarantee that an audit conducted in accordance with



generally accepted auditing standards will always detect a material misstatement when it exists.
The risk of not detecting a material misstatement resulting from fraud is higher than for one
resulting from error, as fraud may involve collusion, forgery, intentional omissions,
misrepresentations, or the override of internal control. Misstatements are considered material if
there is a substantial likelihood that, individually or in the aggregate, they would influence the
judgment made by a reasonable user based on the financial statements.

In performing an audit in accordance with generally accepted auditing standards, we:
e Exercise professional judgment and maintain professional skepticism throughout the audit.

e Identify and assess the risks of material misstatement of the financial statements, whether
due to fraud or error, and design and perform audit procedures responsive to those risks.
Such procedures include examining, on a test basis, evidence regarding the amounts and
disclosures in the financial statements.

e Obtain an understanding of internal control relevant to the audit in order to design audit
procedures that are appropriate in the circumstances, but not for the purpose of expressing
an opinion on the effectiveness of US Skilledserve Facilities 401(k) Plan’s internal control.
Accordingly, no such opinion is expressed.

e Evaluate the appropriateness of accounting policies used and the reasonableness of
significant accounting estimates made by management, as well as evaluate the overall
presentation of the financial statements.

e Conclude whether, in our judgment, there are conditions or events, considered in the
aggregate, that raise substantial doubt about US Skilledserve Facilities 401(k) Plan’s ability
to continue as a going concern for a reasonable period of time.

Our audits did not extend to the certified investment information, except for obtaining and reading
the certification, comparing the certified investment information with the related information
presented and disclosed in the financial statements, and reading the disclosures relating to the
certified investment information to assess whether they are in accordance with the presentation
and disclosure requirements of accounting principles generally accepted in the United States of
America.

Accordingly, the objective of an ERISA Section 103(a)(3)(C) audit is not to express an opinion
about whether the financial statements as a whole are presented fairly, in all material respects, in
accordance with accounting principles generally accepted in the United States of America.



Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110
This form is required fo be filed for employee benefit ptans under sections 104

Department of lhe Treasury and 4065 of the Employee Retirement income Security Act of 1974 (ERISA) and

Internal Revenue Service sections 6057(h) and 8058(a) of the internal Revenue Code (the Code). 20 24
Depamgen;?{ '-gbor ) » Complete ail entries in accordance with
Empiayae Benefits Security the instructions to the Form 5500.
Pension Benefit Guaranty Comporation This Form is Open to Public
Inspection
Part| | Annual Report Identification information
For calendar plan year 2024 or fiscai plan vear beginning 01/01/2624 and ending 12/31/2024
A This retumnirepart is for: B a muitiemployer plan @ 3 multtple-.employgr pl.an (Fifers check!ng this box must pr‘owde participating
employer information in accordance with the form instructions.)
D a single-employer plan D a DFE (specify)
B This returnireport is: D the first return/report D the final return/repont
D an amended return/report D a short plan year return/report (less than 12 months)
C lithe planis a collectively-bargained plan, check here. .. .. ... . . . » D
D Check box if filing under: B Form 5558 D automatic extension E] the DFVC program
D special extension {enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here. ... ....................... » B
l Part I I Basic Plan Information—enter all requested information
1a Name of plan 1B Three-digit ptan
US Skilledserve Facilities 401(k) Plan number (PN) » | 001
1¢ Effective date of plan
oL/01/2016
2a Plan sponsor's name (empioyer, 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 provinge, country, and ZiP or foreign postal code (if foreign, see instructions) 26-1656317
US Skilledserve Facilities 2C Plan Sponsor's telephone
number
562-930-0777
4115 E Broadway 2¢ Business code (see
instructions)
623000
Long Beach CA 90803

Caution: A penaity for the late or incompiete filing of this returnireport will be assessed unless reasonable cause is establishad.

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/repor, and to the best of my knowledge and belief, it is true, correct, and complete.

) . . .

sion (W \ M,LN\M m\\b\ﬂs .Clinton J. Williams

Signature of plan admi"li&trator Date Enter name of individual signing as plan administrator
SiGN
HERE

Signature of employeriplan 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. 244311
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3a

Plan administrator's name and address @ Same as Plan Sponsor

3b Administrator's EIN

3¢ Administrator's telephone

number
4  tithe name and/or EIN of the plan spanser or the plan name has ¢hanged since the last return/report filed for this plan, 4b EIN
enter the plan sponsor's name, £IN, the plan name and the pian number from the last return/report;

a Sponsor's name 4d PN

€ Plan Name
5§ Total number of participants at the beginning of the plan year 5 | 1,905
6  Number of participants as of the end of the pian year uniess otherwise stated {welfare plans compiete only lines 6a(1),

6a{2), 6b, 6¢, and 6d).

a{1) Total number of active participants at the beginning of the PIAN YEA ..........co.oo. et 6a(1) 1,870

a(2) Tetal number of active participants at the end of e PlAN YEAT ..o eeeen 6a(2) 2,081

b Retired or separated participants receiving Benefits...........c e e | BB 1

C Other retired or separated participants entitled to future berefits ... | B 53

d Subtotal. Add IInes Ba{2), BB, NG BC. ... et e ee ettt et ren 6d 2,145

e Deceased participants whose beneficiaries are receiving or are entitied to receive benefits. ... | B2 0

f Total. Add fines 6d and §e. . 6f 2,145

(1) Number of paftxmpants with account balances as of the begmnmg of the plan year (only defined contribution plans 6g(1
complete this itemy) ... e . e e g(1) 231
(2) Number of paz’umpants with account balances as of the end of the pian year (or;ly defined contribution plans
g complete this itemy) ... e | BG{2) 2585
h Number of pammpants who termma:ed employmeni durmg the pian year W|th accrued beneﬁss thai were
less than 100% vested.. e | Bh 13

7  Enter the totai number of employers obligated to contnhate 0 the p!an (oniy multlemployer ;Jlans comple%e thxs |tem) ..... 7

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

b Ifthe plan provides weifare benefits, enter the applicabie weifare feature cedes from the List of Plan Characteristics Codes in the instructions:

2E 2F 26 20 2T 3D 3H

9a Pan funding arrangement (check all that apply) 9b Plan benefit arrangement (check ali 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 Check all applicable boxes in t0a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
{f) B] R (Retirement Plan Information) {1} @ H (Financial Informatiors)
{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 _+
actuary {4) @ C (Service Provider Information)

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

{4) D DCG (Individua! Plan Information) — MNumber Attached (6) D G (Financial Transaction Schedutes)

{5) @ MEP (Multiple-Empioyer Retirement Plan information)

{5) @ D (DFE/Pariicipating Pian Information)



Form 5500 (2024) Page 3

| Partlll | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) ccoooroomemnceeeneeeee. L] Yes [] Mo

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 2520.181-2.) ... D Yes D No

11¢ Enter the Receipt Confirmation Code for the 2024 Form M-1 annuai 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. (Faiture to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Depariment of Labor
Employee Banefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

} File as an attachment to Form 5500.

» Insurance companies are required {o provide the information

GMB No. 1210-6110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2}. inspection
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024
A Name of plan B Threedigit
US Skilledserve Facilities 401(k) Plan plan number (PN) » 001

C Plan sponsar's name as shown on fine 2a of Form 5500

U3 Skilledserve Facilities

D Employer Identification. Number {EIN}

26-1656317

Part 1

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

1 Coverage Information:

{a&) Name of insurance catrier

Principal Life Insurance Company

(¢) NAIC (d) Contract or (e} Approximate number of Policy or contract year
(b} EIN . A . persons covered at end of
code identification number policy o contract year {f) From {g) To
42-0127290 61271 813230 2,072 01/01/2024 12/31/2024

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

v

362

3 Persons receiving commissions and fees. (Compleie as many entries as needed 1o report all persons).

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

CEBIZ Benefits & Insurance Services

700 W 47th St Ste 1100

Kansas City MO

64112-2050

{b) Amount of sales and base

Fees and other commissions paid

commissions paid

{c} Amount

{d} Purpose

{e} Organization code

0

362

Referral/Service Fee

{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 commissicns or fees were paid

Fees and other commissions paid (e}
{b) Amount of sales and hase Crganization
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 saies and base CGrganization
commmissions paid (c) Amount (d) Purpose code

{a) Name and address of the agent, braker, or other person {0 whom commissions or fees were paid

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

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

Fees and other commissions paid (&)
{b) Amount of sales and hase Qrganization
commissions paid (€) 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 I | 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 valua of plan’s interest under this contract in the general account at year end ..o 4 0
5 Current value of plan’s interest under this confract in separate accounts al Year enth............c..o..co.ooeveovvvveeeereeeen. 5 1,052,501
6 Contracts With Alocated Funds:
&  State the basis of premium rates »
b Premiums paid to carrier . RS, 6b
€ Premiums due but unpald at the end of ihe year... . B¢
d ifthe carrier, service, or other organization incurred any specn‘“ i¢ costs in connection W|th the acqwsxtmn or 6d
retention of the contract or policy, enter amount. .
Specify nature of costs ¥
e  Type of contract: (1} D individual policies (2) D group deferred annuity
@ [] other (specifyy
f  if contract purchased, in whale or in part, tc disfribute 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 contrack: (1 D deposit administration (2) D immediate participation guarantee
(3} D guaranteed investment {(4) D other »
b Balance at the end of the PreVIOUS YEAM .....cc.....ccccovme oo | T 0
C  Additions: (1) Contributions deposited during the year ...........ccocecevveienen.. 7¢(1)
(2) Dividends and eredits ..........cco..ovevoeeervecereeeee . 7¢(2)
(3) Interest credited during the year 7¢(3)
(4) Transferred from separate CCOUM...........oocoevvveeeeceeeceeevrernnirernecnne. | 1 G(4)
(5) Other (SPECfy BEIOW) .....ovvocvvveeeeeec oo eeeeeeeeeeeereesncsnieneesnenens | TC(B)
>
{6)Total additions ... 0
d Totat of balance and addrtlons {add Imes Tb and 7c(6)) 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by GaIMer .........o.vvereenesvemrcreeeneenenne | T8{R)
(3) Transferred {0 SEPAFALE BCCOUNL ... vveerr v ines | CAD)
(4) Other (SPEGify DEIOW) oo | 1B}
4
(5) Total deductions... 7e{b} 0
f Balance at the end of the current year (subtract Ime 79(5) from lme 7d) 7f ]
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Part il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specifyy »

9 Experience-rated contracts:
@& Premiums: (1) Amount received ... 9a(1)
{2) Increase (decrease) in amount due hut uﬂpaud 9a(2)
{3} increase (decrease} in unearned Premium reSene ..o, 9a(3)
O (L R v 1) S | 9a(4)
b Benefit charges (1) Claims Paid...........ccooeeeeriereeeeeeneeeeeeene 9b{1)
{2) Increase (Uecrease} in CIaim reSEIVES ......co.vve e 8h(2)
(3) incurred claims (A0 (13 8RG {2)) ... 9bi{3)
(4) Claims charged ... 9hb{4)
C Remainder of premium: ( ) Reientmﬂ charges {on an accrual baSIS)
(A) COMITESSIONS L.oiiiivieieeeece et vt 9c(1A)
(B) Administrative service or other f8es..........ccocevviveveeee e 9c(1KB)
{C) Other specific acquisition costs 9¢{1}{C)
(D)) OQET EXPEIISES 1.vvvveneeeceeeeeeeeeeereess e ersees e e eee e e es s ssssaens Sc{1)}D)
(E) Taxes .. OO OUOOORUROTPROTNN .- 1+ 4 ) | { =
) Charges for rlsks or other contmgenc:es ....................................... 9c(1)(F)
{G) Other retention charges ... ..o eeecseesereeeerenesseoneennnnnes | 9C{1HG)
{H) Total retention.. . . Sc{1}H)
{2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 9c(2)
d  Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 8d(1)
(2) Claim reserves . 9d(2)
(3) Other reserves ., 9d{3}
€ Dividends or retroactwe rate refursds due. (Do not mclude amount entered in line 9c(2) ) .............................. Se
10 Nonexperience-rated contracts:
a Total premiums or suUbsCption Charges Paid 10 GAITIEI .. coue e eeiee oo eeeee oot e oot 10a
b Ifthe carrier, service, or other organization incurred any specific osts in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, ling 2 above, report amount...........oveveee...... 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




SCHEDULE C Service Provider Information oM No. 12100110

(Form 5500)

Cepartment of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
intemnal Revenue Service Retirement Income Security Act of 1974 (ERISA).
f L ab .
Empiayee g:::é:?gnetcﬁmyafhz;mtstration » File as an attachment to Form §500. This Form is Open to Public
Pension Benefit Guaranty Corporation 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
US Skilledserve Facilities 401 (k) Plan plan number (PN} » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer |dentification Number (EIN)
US Skilledserve Facilities 26-1656317

E Part 1 | Service Provider Information (see instructions)

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

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

indirect compensation for which the plan received the required disclosures {see instructions for definitions and conditions).. . . ............ D Yes @
No

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

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

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

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

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

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

v. 240311
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{b) Enter name and EIN or address of person who provided you disclosures on efigible indirect compensation

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

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

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

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

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

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

(b} Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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Page 3 -[

2. Information on Cther Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whotn you
answered "Yes” t¢ fine 1a above, complete as many enfries as needed lo lisi each person receiving, directly or indirectly, $5,000 or more in total compensation
{i.e., money or anything else of value} in connection with services rendered to the plan or their position with the plan during the pian vear. (See instructions).

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

Principal Life Insurance Comparny 42-0127250
{b) (c) (d) (e) {f (h)
Service Retationship {o Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, empioyee | compensation paid receive indirect include eligible indirect compensation received by | provider give you a

organization, or

by the plan. i none,

compensation? (sources

compensation, for which the

service provider exciuding

formula instead of

person known to be enter -0-. other than plan of plan ptan received the required eligible indirect an amount or
a party-in-interest Sponsar) disclosures? compensation for which you|estimated amount?
answered “Yes" to element

13 (fy. if none, enter -0-.

37

50 Contract

64 Administrator Yes @ No D Yes @ No D Yes D No @
15,732 0

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

Coleman Benefit Advisors 55-3455535%

(b) (c) (d) (e} (f) (@) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation £nter total indirect Did the service
Code(s) |empioyer, empioyee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If nene,| compensation? (sources | compensation, for which the | service provider exciuding | formula instead of
persan known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount of
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
27 (fi. i none, enter G-,
50
Investment
Advisory ves [ No [¥ Yes [| No [} Yes [ No []
15,213
{a) Enter name and EIN or address {see instructions)

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

crganization, or
person known {o be
a party-in-interest

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

compensation? {sources
other than plan or plan
sSponsor}

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
{N. ¥ none, enter -0-,

formula instead of
an amaount or
estimated amount?

Yes D No D

Yes D No D

Yes D No []
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered "Yes" {0 line 1a above, complele as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything eise of value) in connection with services rendered fo the plan or their position with the plan dusing the plan year. {See instructions),

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

(b) (c) (d) (e) (f) (@) ()

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

person known 10 be enter -0-. other than plan or pian plan received the required eligible indirect an amount or
a party-in-interest SPONSsor) disclosures? compensation for which you{estimated anount?
answered "Yes” {o element
{H. If none, enter -0-.
YesD NOD Yes]j NOD Yes[[ NOD
{&) Enter name and EfN or address (see instructions)

(b} {c) (d) (e) ) (h)
Service Relationship to Enter direct Did service provider Did indirect compensaticn Enter {otal indirect Did the service
Code(s) |employer, empioyee | compensation paid recaive indirect inciude efigible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? {sources | compensation, for which the | service provider excluding | formula instead of
person known 10 be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor} disclosures? compensation for which vou |estimated amount?
answered "Yes” to element
{f). ¥ none, enter -0-.
YesD Nc[:] Yes[! NOD YesD NGD
(@) Enter name and EIN or address (see instructions)

(b) {c) (d) (e} (f (@) (h)
Service Reiationship to Enter direct Did service provider Did indirect compensation Enler totat indirect Did the service
Code(s) ]employer, empioyee| compensation paid receive indirect include eligible indirect campensation received by

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

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered "Yes” to element
(). If none, enter -0-,

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

Yes D No D

Yes D No D

Yes D No D
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[ Part | |Service Provider Information (continued)

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

(a) Enter senvice provider name as it appears on line 2 (b} Service Codes {¢) Enter amount of indirect
(see instructions) compensation
{d) Enter name and EIN (address) of source of indirect compensation (@) Describe the indirect compensation, including any

formula used to determine the service provider's eligibiity
for or the amount of the indirect compensation.

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

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

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

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

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

this Schedule.

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

{b} Nature of
Service
Code(s)

{C) Describe the information that the sesvice provider faled or refused to
provide

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

(b) Nature of
Service
Codels)

{C) Descrine the information that the service provider failed or refused to
provide

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

(b) Nature of
Service
Code(s)

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

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

(b} Nature of
Service
Code(s)

{C) Describe the information that the service provider failed or refused 1o
provide

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

(b} Nature of
Service
Code(s)

{C) Describe the information that the service provider failed or refused fo
provide

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

(b} Nature of
Service
Code(s)

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

a Name: b EIN:

C  Position:

d  Address: e Telephone;
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Expianation:

a Name; b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b Emn:

C  Position:

d  Address: € Telephone:
Explanation:

a Name: b EiN:

€ Position:

d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
internal Revenue Service

DFE/Participating Plan Information

Retirement income Security Act of 1974 {ERISA),

Department of Labor # File as an attachment to Form 5500.

Empioyee Benefits Security Administration

This schedule is required to be filed under secton 104 of the Employee

OMEB No. 1210-0110

2024

This Form is Open to Public
inspection.

For calendar plan year 2024 or fiscal pian year beginning

01/01/2024

and ending

12/31/2024

A

Name of plan
U5 skilledserve Facilities 401(k} Plan

B Three-digit

> 001

plan number (PN}

c

Plan or BFE spensor's name as shown on line 2a of Form 5500

U5 Skilledserve Facilities

D Employer Identification Number (EIN}

26-1656317

Part!

{Compiete as many entries as needed to report all interests in DFEs)

Information on interests in MTIAs, CCTs, PSAs, and 103-12 {Es ({to be completed by plans and DFEs)

a

Name of MTIA, CCT, PSA, or 103-12 IE:PRINCIPAL STABLE VALUE FUND

b

Name of sponsor of entity listed in {a): PRINCIPAIL GLOBAL INVESTORS TRUST CC

d Entity
code

2 Dollar value of interest in MTIA, CCT, PSA, or

EIN-PN 33-6274328 103-12 IE at end of year (see instructions)

001 C

65,158

Name of MTIA, CCT, PSA, or 103-12 |E: PRINCIPAL CORE FIX SEP Acct-R6

Name of sponsor of entity listed in {8): PRINCIPAL LIFE INSURANCE COMPANY

d Entity
code

e Doitar value of interest in MTIA, CCT, PSA, or

- 42-0127290
EIN-PN 103-12 IE at end of year (see instructions}

118

B

Name of MTIA, CCT, PSA, or 103-12 IE: LYFETIME HY 2065 CIT Z45

Name of sponsor of entity listed in {a): PRINCIPAL GLOBAL INVESTORS TRUST CO

d Entity
code

e Dollar value of inferest in MTIA, CCT, PSA, or

EIN-PN 26-6447574 103-12 IE at end of year (see instructions}

013 &

16,849

Name of MTIA, CCT, PSA, or 103-12 IE: PRIN MIDCAP GROWTH SEP ACCT-R6

Name of sponsor of entity listed in {(a): PRINCIPAL LIFE INSURANCE COMPANY

d Entity
code

@ Dollar value of interest in MTIA, CCT, PSA, or

EIN-PN 42-0127250 103-12 IE at end of year (see instructions)

021 P

42,916

Name of MTIA, CCT, PSA, or 103-12 IE: PRIN LGECAP S&P 500 INDEX SA-R6

Name of sponsor of entity listed in {(a): PRINCIPAL LIFE INSURANCE COMPANY

d Entity
code

€ Doilar value of interest in MTiA, CCT, PSA, or
103-12 1E al end of year (see instructions)

EIN-PN 42-0127250 016 P

498,998

Name of MTIA, CCT, PSA, or 103-12 IE:PRIN SMCAP S&P 600 INDEX SA-R6

Name of sponsor of enlity listed in () PRINCIAPL LIFE INSURANCE COMPANY

d Entity
code

€ Doliar vaiue of interest in MTiA, CCT, PSA, or
EIN-PN 42-0127 . CCT. PSA,
290 028 P 103-12 IE at end of year (see instructions)

4,011

a

Name of MTIA, CCT, PSA, or 103-12 {E:PRIN MIDCAP S&P 400 IDX SA-RS

b

Name of sponsor of entity listed in (a)PRINCIPAL LIFE INSURANCE COMPANY

c

d Entity
code

& Doliar vaiue of interest in MTIA, CCT, PSA, or

EIN-PN 42-0127290 103-12 iE at end of year {see instructions)

023 P

14,436

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

Schedute D (Form 5500} 2024
v. 240311
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Mame of MTIA, CCT, PSA, or 103-12 IE:Prin Capital Appr SA-R6

Name of sponsor of entity listed in {a): PRINCIPLE LIFE INSURANCE COMPANY

EIN-PN 42-0127290

119

d Entity
code

P

e Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions}

66,731

Name of MTIA, CCT, PSA, or 103-12 IE:PRIN LIFETIME HY 2010 CIT Z45

Name of sponsar of entity listed in {a): PRINCIPAL GLOBAL INVESTORS TRUST CO

EIN-PN 26-6447574

001

d Entity
code

C

e Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instruclions}

Name of MTIA, CCT, PSA, or 103-12 IE:PRIN LIFETIME HY 2015 CIT 245

Name of sponsor of entity listed in {8} PRINCIPAL GLOBAIL INVESTORS TRUST O

EIN-PN 26-6447574

ooz

d Entity
code

C

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions}

8,611

Name of MTIA, CCT, PSA, or 103-1Z IE:PRIN LIFETIME HY 2020 CIT 245

Name of sponsor of entity listed in {a): PRINCIPAL GLOBAL INVESTORS TRUST CO

EIN-PN 26-6447574

003

d Entity
code

C

e Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions}

386,989

Name of MTIA, CCT, PSA, or 103-12 IE:PRIN LIFETIME HY 2025 CIT Z45

Name of sponsor of entity listed in {(a); PRINCIPAL GLOBAL INVESTORS TRUST CO

EIN-PN 26-6447574

004

d Entity
code

C

e Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

653,916

Name of MTIA, CCT, PSA or 103-12 IE:PRIN LIFETIME HY 2030 CIT %45

Name of sponsor of entity listed in {8): PRINCIPAL GLOBAL INVESTORS TRUST O

EIN-PN 26-6447574

005

d Entity
code

C

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE al end of year (see instructions}

748,156

Name of MTIA, CCT, PSA, or 103-12 IE:PRIN LIFETIME HY 2035 CIT 245

Name of sponsor of entity isted in (a): PRINCIPAL GLOBAL INVESTORS TRUST O

EiN-PN 26-5447574

GGe

d Entity
code

c

€ Doilar value of interest in MTiA, CCT, PSA, or
103-12 IE at end of year (see instructions)

1,352,174

Name of MTIA, CCT, PSA, or 103-12 IE:PRIN LIFETIME HY 2040 CIT 245

Name of sponsor of entity listed in {a): PRINCIPAL GLOBAL INVESTORS TRUST CO

EiN-PN 26-6447574

Ga7

d Entity
code

c

€ Doilar value of interest in MTiA, CCT, PSA, or
103-12 |E ai end of year (see instructions)

756,781

Name of MTIA, CCT, PSA, or 103-12 IE:PRIN LIFETIME HY 2045 CIT Z45

Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO

EIN-PN 26-6447574

008

d Entity
code

C

e Doliar vaiue of interest in MTIA, CCT, PSA, or
103-12 iE at end of vear (see instructions)

517,593

Name of MTiA, CCT, PSA, or 103-12 IE:PRIN LIFETIME HY 2050 CIT Z45

Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO

EIN-PN 26-6447574

G029

d Entity
code

c

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year {see instructions)

391,625
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Name of MTIA, CCT, PSA, or 103-12Z IE: PRIN LIFETIME HY 2055 CIT Z45

Name of spansor of entity fisted in (3): PRINCIPAL GLOBAL INVESTORS TRUST CO

EiN-PN 26-6447574

010

d Entity
code

€ Dollar value of interest in MTIA, CCT, FSA, or
103-12 IE at end of year {see instructions)

149,281

Name of MTIA, CCT, PSA or 103-12 [E: PRIN LIFETIME EY INC CIT Z45

Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO

EIN-PN 26-6447574

6Ll

d Entity
code

C

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions}

18,525

Name of MTIA, CCT, PSA, or 103-12 |IE: Prin Real Estate Secs SA-R6

Name of sponsor of entity listed in (8} PRINCIPAL LIFE INSURANCE COMPANY

EIN-PN 42-0127230

G585

d Entity

code

P

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 1E ai end of year (see instructions)

16,209

Name of MTIA, CCT, PSA, or 103-12 IEEPRIN EQUITY INCOME SA-Ré6

Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE COMPANY

EIN-PN 42-0127250

120

d Entity
code

P

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see insiructions)

15,850

Name of MTIA, CCT, PSA or 103-12 IE: PRIN GLOBAL DIV INC SA-Ré

Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE CCMPANY

EIN-PN 42-0127290

134

d Entity
code

P

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

9,747

Name of MTIA, CCT, PSA, or 103-12 IE:PRIN GL REAL EST SEC SA-R6

Name of sponsor of entily listed in (@) PRINCIPAL LIFE INSURANCE COMPANY

EIN-PN 42-0127230

136

d Entity
code

P

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see insiructions)

4,598

Name of MTIA, CCT, PSA, or 103-12 IE: PRIN HIGH YIELD SEP ACCT-R6

Name of spensor of entity listed in (8} PRINCIPAL LIFE INSURANCE COMPANY

EIN-PN 42-0127230

137

d Entity
code

P

€ Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

7,157

Name of MTIA, CCT, PSA or 103-12 IE: PRIN LIFETIME HY 2060 CIT Z45

Name of spensor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO

EIN-PN 26-6447574

012

d Entity
code

C

€ Dollar vaiue of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

187,774

Name of MTIA, CCT, PSA, or 103-12 IE: PRINCIPAL OVERSEAS SEP ACCT-Ré6

Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE COMPANY

EIN-PN 42-012725¢

1ls

d Entity
code

P

€ Dollar value of interest in MTIA, CCT, PSA, or
163-12 IE at end of vear (see instructions}

18,140

Name of MTIA, CCT, PSA or 103-12 IE:PRIN SMALLCAP GROWTH I SA-R6

Name of sponsor of entity listed in {a): PRINCIPAL LIFE INSURANCE COMPANY

EIN-PN 42-012729¢

070

d Entty
code

P

& Dollar value of interest in MTIA, CCT, PSA, or
183-12 IE at end of vear (see instructions)

50,0980
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Name of MTIA, CCT, PSA, or 103-12 IE: PRIN LARGECAP GROWTH I SA-R6

Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE COMPANY

d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 42-0127290 066 code P 103-12 |E at end of year (see insiructions) £99,723
Name of MTIA, CCT, PSA, or 103-12 [E:PRIN MIDCAP VALUE I SA-R6
Name of sponsor of entity listed in (8): Principal Life Insurance Company
d Entity @ Dollar value of interest in MTIA, CCT, PSA, or
- 42-0127290 04 P ’ ! ’
EIN-PN 3 code 103-12 |E at end of year (see instructions) 1,710
Name of MTIA, CCT, PSA, or 103-12 IEEPRIN INTL I SEPARATE ACCT-R6
Name of spensor of entity listed in (a). Principal Life Insurance Company
d Entity e Dollar value of interest in MTIA, CCT, PSA, or
o -01272 ? ! !
EIN-PN 42 0 048 code e 103-12 |E at end of year (see instructions) 2,084

Name of MTIA, CCT, PSA, or 103-12 IE;

Name of sponsor of entity listed in (a):

EiN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE;

Name of sponsor of entity listed in (a):

EiN-PN

d Entity
code

Dellar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see insfructions)

Name of MTIA, CCT, PSA, or 103-12 |IE:

MName of sponsor of entity fisted in (a):

EIN-PN

d Entity
code

DCollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions}

Name of MTIA, CCT, PSA, or 10312 IE:

Name of sponser of entity listed in {(2):

EIN-PN

d Entity
code

Doilar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Mame of MTIA, CCT, PSA, or 103-12 IE;

Name of sponsor of entity listed in {a):

EIN-PN

d Entity
code

Doflar value of interest in MTiA, CCT, PSA, or
103-12 IE a! end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E;

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Doliar vaiue of interest in MTIA, CCT, PSA, or
103-12 iE at end of year (see instructions)

Name of MTiA, CCT, PSA, or 103-12 iE:

Name of sponsor of entity listed in {a}:

EIN-PN

d Entity
code

Doliar value of interest in MTIA, CCT, PSA, or
103-12 iE at end of year (see instructions)
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Partll | Information on Participating Plans {to be completed by DFEs, other than DCGs)
{Complete as many entries as needed io report all participating plans. DCGs must report each participating plan using Schedute DCG.)

Plan name

b Name of C ER-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Planname

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of € EIN-PN
plan sponsor

Plan name

b Name of ¢ EiN-PN
pian sponsor

Flan name

b Name of G EIN-PN
pian sponsor

Plan name

b Name of ¢ EIN-PN
pian Sponsor

Fian name

b Name of ¢ EIN-PN
plan sponsor

Plan name

b Name of ¢ EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Planname

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor




SCHEDULE H Financial Information

(Form 5500)

Department of the Treasury

Department of Lahor
Emplovee Benefits Security Administration

P File as an attachment to Form 5500.

OME No. 1210-0110

This scheduie is required to be filed under section 104 of the Employee 2024
\nermnal Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
internal Revenue Code {the Code).

This Form is Open to Public

Pension Benefit Guaranty Corporation inspection
For calendar plan year 2024 or fisca) plan year beginning 01/01/2024 and ending 12/31/2024
A Name of pian B Three-digit
U8 Skilledserve Facilities 401(k} Plan plan aumber (PN} > 001

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

US Skilledserve Facilities

D Employer Identification Number {(EIN}

26-1656317

| Part] | Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the ptan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan's interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable an
lines 1c(9) threugh 16(14), Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, o pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTiAs, CCTs, PSAs, and 103-12 iEs do not complete lines 1b(1), 1b(2}, 1(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets {a) Beginning of Year {b) End of Year
a Total noninterest-bearing cash ... 1a 0 0
b Receivables (less allowance for doubtful accounts):
(1} Employer CONTDULONS .. ...ovveiev oo, 1b{1} 0 g
(2} Participant CONDULIONS ......oovvvr e cssessriasssssssrteeseess e 1b{2) Y 0
(3] OB sttt e ne e e {3} G Y
C General investments:
{1) Ir;tfe;e;si-bearmg cash (include money market accounts & certificates 15(1) 59
posit) e ————— s
(2} U.S. GOVEINMENE SECUTTES .....ooeoeoeeeeereee e raene 1e(2)
(3} Corperate debt instruments (other than employer securities):
(A Prefemed. e s 1c(3)(A}
(B} AHOHET. ... e enes e | TE{BNB} 0 0
{4} Corperate stocks {other than employer securities);
{AY PRIGITRL oot et sstastsie e 1c{a)(A} 0 0
{B} Common..... . 1c(4)(B) 0 0
15) Partnershlpl}omt venture interests .. et 1c(5) 0 0
{8) Real estate {other than employer real property) ......c.covvveveeseerenennens 1¢(6) 0 0
{7} Loans (other than to participants).......... 1c(7) 0 0
{8) Participant I08NS .—..........ooiisiis et etee oo eeeeee e et sttt bene s e seeeenen 1c{8} 151,483 168,580
{9) Vaiue of interest in common/collective trusts ..ol 1c{9} 3,994,501 5,260,433
(10) Vaiue of interest in pooled separate actouniS. ... e e eeeeeeeeeeeeeeri 1c(10; 569,792 1,052,501
{11) Vatue of interest in master trust invesiment acCoUMtS ..o, 1c(11) 0 o
{12) Vatue of inferest in 103-12 investment entities ................coooovvvveeveonen. 1¢(12) 0 G
{13) \f/aiue of interest in registered investment companies (e.g., mutual 1¢(13) o o
unds) ..
{14} Value of funds held in insurance company genera} accoum {unallocated 1c(14)
contracts) ... e r et et 0
{35} CHIBT ..ottt a8 e e e e e e ees e 1c{15) 0

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

Schedule H (Form 5500) 2024
v. 240311
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1d Employer-related investments: {a} Beginning of Year {b) Erxl of Year

(1} EMDIOYEr SECUMHES .......oeeeeeeeeceeceeves e eenesessreennessesns s srnsesscnnsencennes | 1EHT) 0 0

(2} EMPIOYEr 1al PrOPEITY .....oooveeveceeveeeeeeeeeeeeeeereeeessesneeensenssssernennnennens | 19(2) 0 0

€ Buildings and other property used in plan operation ..o te 0 0

f Total assets (add all amounts in lines 1a through 18) ..o, 1t 4,715,798 6,481,518
Liabilities

¢ Benefit claims payable........ . 1g 0 0

B Operating Payabies.......ccoov i s st eaaitseas 1h 0 0

I ACQUISIHON IRHEDIBANESS ......cvcveiceite it e eeeeeee e eoeees et 1i 0 0

JoOther lIabilIIES oo oo 1j 0 0

ik Total liabitities (add all amounts ir: lines 1g through1j) ..o 1K 0 0
Net Assets

[ Netassets (subtract ine 1K from NS 1. .o eeeeee s cerenenesee s [ 1 I 4,715,798 6,481,518

.

IPart ] ilncome and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Inglude alt income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar, MTiAs, CCTs, PSAs, and 103-12 I1Es de not
complete lines 2a, Zb(1)(E)}, 2e, 2f, and 2g.

Income {a) Amount {b) Totat
& Contributions:
(1) Recelved or receivable in cash from: {A) EMPIOYErS. .....ooovievceceeer e, 2a(14{A) 26,870
(B} ParliCiDanIS ......coovoreeruiorieesie s eesss s eessoeness s 2a{1)(8) 1,345,719
{C)} Others (nchuding FolOVEIS) ..........cooveeeeeeeeeeeeeeeeeernrrseeeenseneneenennnn | 2B{THC) 186,679
{2} Noncash contribUtionS .......c..coorvivervieeeeceeeceveceeeeseeses e | 28(2)
(3) Total contributions. Add lines 2a{1)(A}, (B), {C), and line 2a(2) ............. 2a(3) 1,559,268

b Earnings on investments:

{1) interest:

{A} Interest-bearing cash {inciuding money market accounts and
certificates of deposit) e

{BY U.S. Government SECUTIES . .......covveieeerereeeeeeeeeereeeeeeeeresseneenennn. | 2D{1}(B)
{C) Corporate debt NSIUMENTS ... enereeens | 2DEIC)
{D) Loans {other than to Paricipants) ..........coccoeerveeererrvrsirersernnne. | 201D}

2b(1}(A)

(B} Participant 10808 ... seereeeneeneesesoeeesenneens | 2D{UTHE) 13,410

{F) OB oo sssss s ssssissests s seeenesseseneenenns | 2BCEHF)

{G) Total interest. Add lines ZB{1{A) through {Fy......ooveoeeceeee. | 2BIING) 13,410
(2} Dividends: {A) Preferred St0CK............ccocoeevvericieeeceeneoeeeeeeseeenns | ZDE2HA)

(B} COMMON SEOCK ......co.vovoceeeeeeaes et eeeeeeeer et ee e eesae s 2b{2)(B)

{C) Registered investment company shares {e.g. mutual funds) .......... 2b{2)(C}

{D} Total dividends. Add lines 2b(2){A), (B). and {C) 2b{2}(D} 0

{3) REMS oot eeeeee e eee e e | 2DH(3)
{4) Netgain {loss) on sale of assets: {A) Aggregate proceeds................| 2B{4}{A)

(B) Aggregate carrying amount (58 INSrucons) ..o.o.o...oceeeeeevvveen.n, | 2R(4)B)
{C) Subtract line 21(4)(B)} from lne Zb{4){A} and enter result............. 2b(4)(C) ¢
(5) Unreadized appreciation {depreciation) of assets: {A) Real estate ................... | 2b(5){(A)

(B} Other...... 2b(5)(B)

{C} Total unrealized appreciation of assets.
Add lines 2b(5)AY and (B) ..o.cccoorrorrreroooeoeooeeers, | ZDEHC) 0
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{8} Netinvestment gain (ioss) from common/collective trusts..................
{7} Net investment gain {loss) from poocled separate accounts......cooveee
(8} Net invesiment gain (loss) from master trust investment accounts..........
{9} Net investment gain (loss) from 103-12 investment entities...................

(10} Net investment gain {loss) from registered investment
companies (2.g., Mutual furds) ..o s

G OhEIIMTOMIE Lottt ettt ee e e et e s st e es v s rnssreneratns

d Total income. Add all income amounts in cotumn (b} and enter total .
Expenses
€ Benefit payment and payments to provide benefits:
{1} Directly to participants or beneficiaries, including direct rollovers ...........
{2) Toinsurance carriers for the provision of benefils ... e,
{3) OHNIBI ettt be s
{4} Total benefit payments. Add lines 2e{1) through (3} ...
f Cormrective distributions (S8 NSIUCHONSY «ev.vviviveeeeeeeeee e e eeeeeseenes
g Certain deemed distributions of participant loans {see instructions) ............
R INErest EXPENSE vttt
i Administrative expenses:

{1} Salaries and allowances.............cccceeeeeeeeeeennn. .

(2} Contract administrator 888 ..o
{3} Recordkeeping fEES. ...
{4} 1QPA BUAR FEES. ..o e
{5} Investment advisory and investment management fees ...
{6} Bank or trust company trustee/custodial fees ...
{7) ACtLarial feRS .. e
18] Legal {805 oo et eeenns
{9) Valuation/appraisal TEES ...
{10} Other trustee fees ant BXPENSES ...
{11} Other @XPENSES ...t e
{12} Tolal administrative expenses. Add lines 2i(1) through {11) .......c..ooeees
J Total expenses. Add all expense amounts in column (b) and enter total

Net Income and Reconciliation

{ay Amount

{b) Total

2b(B)

457,556

Zh(7)

140,473

2b(8)

20(9)

2b{10)

2c

2d

2,170,7C7

2e(1)

365,713

2e(2)

2e(3)

148

2e(4)

2f

2g

2h

365, 861

313

7,868

2i(1)

2i(2)

2i(3)

28,783

2i(4)

2i(5)

2i{6})

2i(7)

2i(8)

2i(9)

2i(10}

2i(11)

2,152

2i{12)

30,945

%

404,987

K Netincome (loss). Subtract line 2j from line 2d.......
I Transfers of assets:
£1) TO IS PEBI Lo e et
(2} From this DI ..o e

2k

1,765,720

2i(1)

21(2)
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Part il  Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not

attached.

a The attached opinion of an independent qualified public accountant for this plan is {see instructions):

(1) ] Unmodified  (2)] ] Qualified (3)[ ] Disclaimer )] ] Adverse

b Check the appropriate box(es) to indicate whether the JQPA performed an ERISA section 103(a{3%C) audit. Check both boxes (1) and {2) if the audit was

performed pursuant ta both 28 CFR 2520.103-8 and 28 CFR 2520.103-12{d}. Check box {3) if pursuant to neither.
{1) @ COL Regulation 2520.103-8 (2) D DOL Regulation 2520.103-12(d) {3) D neither DOL Regulation 2520.103-8 nor DOL Regulation: 2520.103-12(d).

€ Enter the name and EIN of the accountant (or accounting firm) beiow:

() Name:Servatius, O'Brien & Fong, LLP

{2)EIN:45-5514068

d The opinion of an independent qualified public accountant is not attached as part of Schedule H because:

{1) D This form is filed for a CCT, PSA, DCG or MTIA.  (2) D It witl be attached to the next Form 5500 pursuant 1o 28 CFR 2520.104-50.

t Part IV |Compliance Gluestions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GiAs do not complete lines 4a, 4e, 41, 4g. 4h, 4k, 4m, 4n, o1 5.
103-12 IEs also do not complete lines 4j and 41, MTIAs also do not complete fine 4. DCGs do not compiete lines 4e, 4f, 4k, 41, and 5, and DCGs generally
compiete the rest of Part IV collectively for all pians in the DCG, except as otherwise provided (see instructions).

During the pian year: Yes No Amount
a Was there z failure to transmit to the plan any participant contributions within the fime

period described in 29 CFR 2510.3-102? Continue to answer "Yes" for any prior year faiiures uail

fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.) ................... | 4a X
b Were any ioans by the plan or fixed income obligations due the plan in default as of the

ciose of the plan year or classified during the year as uncoilectible? Disregard participant loans

secured by participant's account balance. (Attach Schedule G (Form 5504) Part | if “Yes"is

GIBEKEE.Y 1111 vvvee s sss et oot eeee oo eeeeeee oo ee oo e e ereeeeme e e ee e see s oeeeere et eereeers ab X
C  \Were any leases to which the plan was a party in default or classified durmg the year as

uncollectible? (Attach Schedule G {(Form 5590} Part I if “Yes” is checked.) .. 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include {ransactions

reported on line 4a. Attach Schedule G (Form 5500) Part 13 if "Yes” is

CRECKEA.)corr 1o veeevssss oo sttt e eeeeeesseene s oeenesnns | B0 X
£ Was this plan coverad by a fidefity BONA? oo | A8 ] X 460,000
f Didihe plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused

DY fraud of diSHONESIYT .o e et en e | A b 4
g Did the pian hold any assets whose current vaiue was neither readily determinable on an

established market nor set by an independent third party appraiser? .o 4g X
h  Did the plan receive any noncash contributions whose value was neither readily

determinabie on an established market nor set by an independent third parly appraiser? ... 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assels if “Yes” is checked,

and see instructions for format requIrements.}..........ccvi e | B X
j  Were any plan transactions ar series of transactions in excass of 5% of the current

vaiue of plan assets? {Attach schedule of transactions if “Yes” is checked and

see instructions for format reqUIreMBNtS.) ... | 4] X
Kk  Were all the plan assets either distributed to participants or beneficiaries, transferred to ancther

plan, or brought under the control of the PBGC? ...t | 4K X
i Has the plan failed to provide any benefit when due under the plan? .......ooooooovviioeeeeeee | A X
m  this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520, 101-3) sttt eeaenen e eneeees | BT X
N if4mwas answered "Yes,” check the “Yes” box if you either provided the required notice or one

of the exceptions to providing the notice applied under 28 CFR 2520.101-3. . oooi e sies e, 4n

Ba  Has a resolution to terminate the plan been adopted during the pian year or any prior pian yeas?.......[ | Yes Ne

i “Yes,"” enter the amount of any plan assels that reverted to the employer this year
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Sb If, during this plan year, any assets or liabilittes were transferred from this pian to another plan(s}, identify the plan{s} to which assels or liabilities were
transferred. (See instructions.)

5h(1} Name of plan(s) 5h{2) EiN(s} 5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? {See ERISA section 4021 and
Instructions.) ... D Yes @No DNotdetermined

if"“Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan vear




SCHEDULE MEP
{Form 5500)

Crepartment of the Treasury
internal Revenue Service

Department of Laber
Employee Benefits Security Adminisiration

MULTIPLE-EMPLOYER RETIREMENT
PLAN INFORMATION

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

Section 6058(a) of the Internal Revenue Code {the Code)

» File as an attachment to Form 5500.

OMB No.  1210-0110

2024

This Form is Gpen to Public

Inspection
For calendar ptan year 2024 or fiscal plan year beginning and ending
A Name of plan B Three-digit
US Skilledserve Facilities 401{k} Plan Plan number {PN) ...... » 0c1
C Plan administrator's name as shown on line 3a of Form 5500/Form 5500-SF D Administrator's EIN
US Bkilledserve Facilities 26-1656317
i Part| | Type of Multiple-Employer Pension Plan. All multiple-employer pension plans must complete.

1 Check the appropriate box to indicate type of multiple-employer pension plan. (Only defined contribution plans may check lines 1a, b,
and 1c. Defined benefit plans and defined contribution plans not checking lines 1a, 1b, or 1¢ shoutd check line 1d. See Instructions).
a L] association retirement plan {See 26 CFR 2510.3-55) {Compiete Part 1f)

b [ professional emplayer organization plan (PEQ Plan) (See 29 CFR 29 CFR 2510.3-65) (Complete Part II)
¢ [ pooled employer plan (PEP) (See 28 CFR 2510.3-44) {Complete Parts Ii and IIl)
d other multipie-employer pension plan (Descrine)Cofibroliled ownership group

{Complete Part II)

Part li

Participating Employer Information.

2 Alt muttiple-employer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500) must complete Part §i, in
addition to Part |, in accordance with the instructions, to report the information for each employer parlicipating in the multiple-employer pension plan.
Defined contribution plans must complete lines 2a-2d. Al other muitipie-empioyer pension plans complete lines 2a-2c only. Complete as

many entries as needed to list the required information for each participating employer that is not an individual person (see instructions).

2a Name of Participating Employer

Bellflower Post Acute
LLC

2b EIN

47-4940071

2¢ Percentage of Total
Contributions for the Plan Year

7.74

2d Aggregate Account Balances Attributable
to Participating Employer

207,382

2a Name of Participating Employer

12232 Chapman Ave, Inc.

2b EIN

56-2407158

2¢ Percentage of Total
Contributions for the Plan Year

12.65

2d Aggregate Account Balances Attributable
to Participating Employer

965,063

2a Name of Participating Employer

Coastal View Healthcare
Center

Zb EIN

45-4836997

2c Percentage of Total
Contributions for the Plan Year

6.59

2d Aggregate Account Balances Attributable
to Participating Employer

178,138

2a Name of Participating Employer

Community Conv.
ef Mont. Inc.

Center

2b EIN

33-0120339

2¢ Percentage of Total
Contributions for the Plan Year

7.67

2d Aggregate Account Balances Attributable
1o Participating Employer

428,320

2a Name of Participating Employer

Garden Grove Conv. Hosp.
Ing.

2b EIN

33-0456457

2c Percentage of Total
Contributions for the Plan Year

16.75

2d Aggregate Account Balances Attributable
to Participating Employer

314,939

2a Name of Participating Employer

Grand Valley Health Care
Center LLC

2h EIN

46-2635875

2¢c Percentage of Total
Contributions for the Plan Year

1.24

2d Aggregate Account Balances Attributable
to Participating Employer

204,558

CAUTION Do not individually list information for working owners (see instructions and 29 CFR 251 ©.3-55(d}(2}) or other individuals wha are
participants or beneficiaries in the plan or arrangement that are no longer associated with a particular participating employer or participating
employer plan (see instructions). Providing identifying information for individuals may resulf in rejection of this filing, if there are any such
individuals in the plan, answer "Yes" to line 2e and provide the total information for all such individuals, without providing names or other identifying

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

Schedule MEP (2024)
v. 246311
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Partll

Participating Employer information {Continued).

Use this page for additional participating employer information.
2 All muittiple-ernployer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500) must complete Part i, in
addition fo Part 1, in accordance with the instructions, to report the information for each employer participating in the multipte-employer pension plan.
Defined contribution plans must complete lines 2a-2d. All other multiple-employer pension plans complete
lines 2a-2c only. Complete as many entries as needed to list the required information for each participating
employer that is not an individual person (see instructions).

Employer

1135 N. Leigure Ct., Inc

56-2407155

Coniributions for the Plan Year

8.45

2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
5332 8cuth Fairfax
Avenue. Inc. 95-4890746 12.77 753,969
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
%iio W. La Palma Ave, 56-2409147 4. 64 276,870
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances

Attributabie to Participating Employer

361,739

Convalescent Hospital

2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
h P Acute,
izg‘g Beach Post hcute 47-1833922 2.84 99,603
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Pacific Care Nursing
Center 95-2489462 5.23 430,847
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Santa Fe Convalescent
Hospital, Inc. 55-2483462 9.76 529,794
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Ventura Posgt Acute, ILLC 81-1559442 2.80 41,745
2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
Buena Park Nursing
Center 33-0326503 12.90 565,058
2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer
G M 1
ardens of El Monte/Idle 81-4556696 6. 00 0

CAUTION Do not individually list information for working owners (see instructions and 29 CFR 2510.3-55(d)(2)} or other individuals who are
participants or beneficiaries in the plan or arrangement that are no longer associated with a particular participating employer or participating
employer plan (see instructions). Providing identifying information for individuals may result in rejection of this filing. If there are any such
individuals in the pian, answer “Yes” to line 2e and previde the total information for all such individuals, without providing names or other identifying

information.
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| Part Il I Participating Employer Information {Continued).

Use this page for additional participating employer information.

2 All multiple-employer pension plans that are subject to section 210(a) of ERISA (see instructions for filing the Form 5500) must complete Part I, in
addition to Parl 1, in accordance with the instructions, to report the information for each empioyer participating in the multiple-employer pension plan.
Defined contribution plans must complete lines 2a-2d. All other multiple-employer pension plans complete
lines 2a-2¢ only. Complete as many entries as needed to list the required information for each participating
employer that is not an individual person (see instructions).

2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances

Employer Contributions for the Plan Year | Attributable to Participating Employer
Paradise of the Valley 84-3288500 0.00

2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer

2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Empioyer

2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer

2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer

2a Name of Participating 2b EIN 2c Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer

2a Name of Participating 2b EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer

2a Name of Participating 2b EIN 2c¢ Percentage of Total 2d Aggregate Account Balances
Employer Contributions for the Plan Year | Attributable to Participating Employer

2a Name of Participating 2h EIN 2¢ Percentage of Total 2d Aggregate Account Balances
Emplover Contributions for the Plan Year | Attributable to Participating Employer

CAUTION Do not individually fist information for working owners (see instructions and 29 CFR 2510.3-55(d}2}) or other individuals who are
participants or beneficiaries in the plan or arrangement that are no longer associated with a pariicular participating employer or participating
employer plan (see instructions). Providing identifying information for individuats may result in rejection of this filing. If there are any such
individuals in the plan, answer “Yes™ to line 2e and provide the total information for all such individuals, without providing names or other identifying
infarmation.
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2e Does the plan include any individuals not participating through an employer or who are individual working 2e
owners?

Evyes [|No

2f I you answer "Yes” in line 2e, enter a good faith estimate of the percentage of total contributions made by ¢
all such individuals that are not listed on line 2a during the plan year.

2g i you answer “Yes” in Line 2e, enter the aggregate account balances for ali such individuals that are not

listed on line 2a. 2g9

Part Il | Pooled Employer Plan Information

Line 3. All Pooled employer plans must answer all of the questions in Part ilt, in addition 1o completing all of Paris 1 and I1.

3a !s the pooled plan provider (identified as the plan sponsor and administrator in Part i of the Form 5506) currently in
compliance with the Form PR (Poaled Plan Provider Registration Statement) requements’P (See instructions and
29 CFR 2510.3-44) ... (ST
3h Ifiine 3ais "Yes”, enter the ACK ID for the most recent Form PR that was required to be filed under the Form
PR filing requirements. (Failure {0 enter a valid ACK 1D wilf subject the Form 5500 filing to rejection as
Incomplete.)
ACK ID

[Jyes [INo




SCHEDULE R Retirement Plan Information OMS No. 1210-0112

{Form 5500) 2024
Deparimant of the Treasury This scheduie is required to be filed under sections 104 and 4065 of the
;n?ema; Revenue Senvice Employee Retirement income Security Act of 1974 {ERISA) and section

Y ———— 6058(a) of the internal Revenue Code {the Code).

Emgloyee Benafits Security Administration This Form is Open to Public

» File as an aftachment to Form 5500. Inspection.
Pansion Banefit Guaranty Corporation
For calendar plan year 2024 or fiscal pian year beginning 01/01/2024 and ending 12/31/2024

A Name of plan B Three-digit

US Skilledserve Facilities 401i{k} Plan ptan number

{PN) » o001

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (EIN)

US Skilledserve Facilities 261656317

‘ Part | Distributions

All references to distributions relate only to payments of benefits during the ptan year.

1 Totai value of distributions paid in property other than in cash or the forms of property specified in the 1
INSHUCHONS... ... s

2 Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than twe, enter EINs of the
two payors who paid the greatest dollar amounts of benefits):

EINGs): 42-0127290

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3
WM 1eeeene et et ee ey L4t e st nr e Rt e e et sE ek bt oA e e merrr ROt AEar At e AR et aRd s e e eneennnne

Part il Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Parl.)

4 Is the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(a)(2)7.ccooevrvreronon, D Yes D No D N/A
If the plan is a defined benefit pian, go to line 8.

§ i a waiver of the minimurn funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruiing letter granting the waiver. Date: Month Day Year

If you completed line §, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enterthe minimum required contribution for this plan year (include any prior year accumulated funding sa

deficiency not waived) .....................................................................................................................................

b Enter the amount contributed by the employer to the plan for this plan year..........cccvveveeeeeceeeeeeeee 3]

C Subtract the amount in line 6b from the amount in line Ba. Enter the result
{enter a minus sign fo the left of @ NEgAtVE AMOLING L...iiceceeee e s st ssnas st e en e 8¢

If you compieted ling 6¢, skip lines 8 and 9.
Wil the minimum funding amount reporied on line 8¢ be met by the funding deadline? .........oveveeceeeecerverenennn, D Yes D No D N/A

=]

If a change in actuarial cost method was made for this pian year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, daes the plan sponsor or plan
AdMinistrator agree With e CRANGET ... ooeeieeereeeeeeeeeeee e seeeeeessteesesserasersssesseesseseeeeeeeeeeseeesseeseess s D Yes D No D NiA

[ Part ll| EAmendments

9  ifthisis a defined benefit pension plan, were any amendments adopted during this plan

vear that increased ar decreased the value of benefits? If yes, check the appropriate
BOX. I 110, CNECK M8 “NO” BOX. wuvvrrerrnrrrirriveesemeeeeeeeeesscereooes o seseeesreseensseesseeseeeeeessensene s D Increase D Decrease D Both D No

| Partiv | ESOPS (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.

10 Were unaliocated employer securities or proceeds from the sale of unallocated securities used to repay arny exempt loan?............. D Yes D No
11 @ Does the ESOP N0k 8NY PIEFEITEE SI0CK? ...oovv...oeove.ovoseereessssesseeeoees oo e ee oo e e s e ee e oe s e s ee et ee st eeeee e oo oo D Yes [I No
b {ithe ESOP has an ouistanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes E] No

{See instructions for defiNiton of "DACKAODACKT J0BIM.Y .eurvooooeos et seae oo erereers e s ee e s eemsssessesses st s eeeesesasasese s
12 Does the ESOP hold any stock that is not readily tradable on an established SeCUties Market? ... oo . D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule R (Form 5500} 2024

v. 240311
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| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13  Enter the following information for each employer that {1) contributed more than 5% of total contributions to the plan during the plan year or {2} was one of
the top-ten highest contributors (measured in doltars). See instructions. Complefe as many eniries as needed to report all applicable employers.

& Name of contributing employer

b EIN C  Doilar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes undsr more than one collective bargaining agreement, check box D
and see instructions regarding required attachment, Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information {if more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
compiete lines 13e(1) and 13e(2).)
(1) Contribution rate {in doltars and cents)

(2) Base unit measure:[[ Hourly D Weekly D Unit of production D Other (specify):

a8 Name of contributing employer

b EIN G Dallar amount contributed by employer

d Date collective bargaining agreement axpires {/f emplayer contributes under more than one colflective bargaining agreement, check box D
and see instructions regarding required atfachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information {If more than one rate applies, check this box D and see instructions regarding required attachment, Otherwise,
complete lines 13e(1) and 13e(2}.)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Cther {(specify):

a4 Name of contributing empicyer

o

EIN € Dollar amount contributed by emploayer

d Date collective basgaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box []
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (if more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complele lines 13e(1) and 13e(2}.)
{1) Contribution rate (in doilars and cents}

{2) Base unit measure:[l Hourly D Weekly D Unit of production D Other (specify):

a  Name of contribuling employer

o

EIN € Dollar amount contributed by employer

d  Date cellective bargaining agreement expires (If employer contributes under more thar ane colflective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

@  Contribution rate information (/f more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e{1} and 13e(2).)
{1}  Coniribution rate (in dollars and cents)

{2} Base unit measure:D Hourly D Weekly [] Unit of production D Cther (specify):

a  Name of contributing empioyer

o

EIN C__ Dollar amount contributed by employer

d Date collective bargaining agreement expires (f employer contributes under more than one collective bargaining agreement, check box E:I
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e  Contribution rate information (i more than one rate applies, check this box I] and see instructions regarding required attachment. Otherwise,
complete fines 13e(1) and 13e(2).)
(1) Contribution rate {in dollars and cents)

(2) Baseunit measure:[l Hourly D Weekly i:] init of production D Cther (specify):

a  Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d  Date collective hargaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the appiicabie date.) Month Day Year

]

€  Contribution rate information (If more than ane rate applies, check this box D and see instructions regarding required attachment. Otherwise
complete lines 13e(1) and 13e(2}.)
{1)  Contribution rate (in doflars and cents)

{2) Base unit measure:l:] Hourly D Weekly D Unit of production D Gther (specify):
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14 Enter the number of deferred vested and retired participants {inactive participants}, as of the beginning of the
plan year, whose cortributing employer is no longer making contributions to the plan for;

a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participanis: D last contributing employer D alternative [] reasenable approximation (see 14a
instructions for required afachment) ... e

b The plan year immediately preceding the current pian year, D Check the bex if the number reported is a 14b
change from what was previcusly reported {see instructions for required attachment)

C The second preceding plan year. D Check the box if the number reported is a change from what was
previously reported {see instructions for required attachment).....coocvieeeennn..

14c

15  Enter the ratio of the number of participants under the plan on whose behaif no employer had an obligation to make an
employer contribution during the curreni plan year to:

& The corresponding number for the plan year immediately preceding the current plan year ........ococeovveiieeennns 15a

b The corresponding number for the second preceding Plan Year ... ovsiiiieeeeeeee s veeeeeeseserenanen 15b
16 Information with respect to any employers who withdrew from the plan during the preceding plan year!

a Enter the number of employers who withdrew during the preceding plan year ........cccocvvvv. 16a

b ifiine 16ais greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such withdrawn employers

suppiemental information 1o be included as an attachment

17 If assets and liabilities from another piar have been transferred to or merged with this plan during the plan year, check box and see instructions regardinﬁ

| PartVl | Additional information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 I any liabitities to participants or their beneficiaries under the plan as of the end of the plan year consist {in whole or in part) of liabilities to such
participants and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding
supplemental information to be included as an attachment

18 1f the total number of participants is 1,000 or more, complete knes (a} and (b):
a  Enter the percentage of plan assets held as;
Public Equity: % Private Equity: % [Investment-Grade Debt and Interest Rale Hedging Assets; Yo
High-Yield Debt; % Real Assets: % Cash or Cash Equivaients: % Other: %
b Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
D 0-5 years D 5-10 years D 10-15 years D 15 years or more

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20,
a  Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500} line 40 greater than zero? D Yes D No
b Ifline 20a is “Yes," has PBGC been notified as required by ERISA sections 4043(¢)(5) and/ar 303(k)(4)? Check the applicabie box:
Yes.

l
D 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.

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

D No. Gther. Provide explanation,

| Part VIl | IRS Compliance Questions

21a 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 Ne

21b Ifthis 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

[] wia

22 |f the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/30/2620
{(MM/DD/YYYY) and the Opinion Letter serial number @702823a |
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INDEPENDENT AUDITORS’ REPORT

To the Plan Administrator and Trustees of
US Skilledserve Facilities 401(k) Plan

Scope and Nature of the ERISA Section 103(a)(3)(C) Audit

We have performed audits of the accompanying financial statements of US Skilledserve Facilities
401(k) Plan, an employee benefit plan subject to the Employee Retirement Income Security Act
of 1974 (ERISA), as permitted by ERISA Section 103(a)(3)(C) (ERISA Section 103(a)(3)(C)
audit). The financial statements comprise the statements of net assets available for benefits as of
December 31, 2024 and 2023, and the related statement of changes in net assets available for
benefits for the year ended December 31, 2024, and the related notes to the financial statements.

Management, having determined it is permissible in the circumstances, has elected to have the
audits of US Skilledserve Facilities 401(k) Plan’s financial statements performed in accordance
with ERISA Section 103(a)(3)(C) pursuant to 29 CFR 2520.103-8 of the Department of Labor's
Rules and Regulations for Reporting and Disclosure under ERISA. As permitted by ERISA
Section 103(a)(3)(C), our audits need not extend to any statements or information related to assets
held for investment of the plan (investment information) by a bank or similar institution or
insurance carrier that is regulated, supervised, and subject to periodic examination by a state or
federal agency, provided that the statements or information regarding assets so held are prepared
and certified to by the bank or similar institution or insurance carrier in accordance with 29 CFR
2520.103-5 of the Department of Labor's Rules and Regulations for Reporting and Disclosure
under ERISA.

Management has obtained certifications from Principal Life Insurance Company as of December
31,2024 and 2023, and for the year ended December 31, 2024, stating that the certified investment
information, as described in Note C to the financial statements, is complete and accurate.

Opinion

In our opinion, based on our audits and on the procedures performed as described in the Auditors’
Responsibilities for the Audit of the Financial Statements section—

e the amounts and disclosures in the financial statements referred to above, other than those
agreed to or derived from the certified investment information, are presented fairly, in all
material respects, in accordance with accounting principles generally accepted in the
United States of America.



» the information in the financial statements referred to above related to assets held by and
certified to by Principal Life Insurance Company agrees to, or is derived from, in all
material respects, the information prepared and certified by an institution that management
determined meets the requirements of ERISA Section 103(a)(3)(C).

Basis for Opinion

We conducted our audits in accordance with auditing standards generally accepted in the United
States of America. Our responsibilities under those standards are further described in the Auditors’
Responsibilities for the Audit of the Financial Statements section of our report. We are required to
be independent of US Skilledserve Facilities 401(k) Plan and to meet our other ethical
responsibilities in accordance with the relevant ethical requirements relating to our audits. We
believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis
for our ERISA Section 103(a)(3)(C) audit opinion.

Responsibilities of Management for the Financial Statements

Management is responsible for the preparation and fair presentation of the financial statements in
accordance with accounting principles generally accepted in the United States of America, and for
the design, implementation, and maintenance of internal control relevant to the preparation and
fair presentation of financial statements that are free from material misstatement, whether due to
fraud or error. Management’s election of the ERISA Section 103(a)(3)(C) audit does not affect
management's responsibility for the financial statements.

In preparing the financial statements, management is required to evaluate whether there are
conditions or events, considered in the aggregate, that raise substantial doubt about US
Skilledserve Facilities 401(k) Plan’s ability to continue as a going concern for one year after the
date the financial statements are available to be issued.

Management is also responsible for maintaining a current plan instrument, including all plan
amendments; administering the plan; and determining that the plan’s transactions that are
presented and disclosed in the financial statements are in conformity with the plan’s provisions,
including maintaining sufficient records with respect to each of the participants, to determine the
benefits due or which may become due to such participants.

Auditors’ Responsibilities for the Audit of the Financial Statements

Except as described in the Scope and Nature of the ERISA Section 103(a)(3)(C) Audit section of
our report, our objectives are to obtain reasonable assurance about whether the financial statements
as a whole are free from material misstatement, whether due to fraud or error, and to issue an
auditors’ report that includes our opinion. Reasonable assurance is a high level of assurance but is
not absolute assurance and therefore is not a guarantee that an audit conducted in accordance with



generally accepted auditing standards will always detect a material misstatement when it exists.
The risk of not detecting a material misstatement resulting from fraud is higher than for one
resulting from error, as fraud may involve collusion, forgery, intentional omissions,
misrepresentations, or the override of internal control. Misstatements are considered material if
there is a substantial likelihood that, individually or in the aggregate, they would influence the
judgment made by a reasonable user based on the financial statements.

In performing an audit in accordance with generally accepted auditing standards, we:
e Exercise professional judgment and maintain professional skepticism throughout the audit.

o Identify and assess the risks of material misstatement of the financial statements, whether
due to fraud or error, and design and perform audit procedures responsive to those risks.
Such procedures include examining, on a test basis, evidence regarding the amounts and
disclosures in the financial statements.

e Obtain an understanding of internal control relevant to the audit in order to design audit
procedures that are appropriate in the circumstances, but not for the purpose of expressing
an opinion on the effectiveness of US Skilledserve Facilities 401(k) Plan’s internal control.
Accordingly, no such opinion is expressed.

¢ Evaluate the appropriateness of accounting policies used and the reasonableness of
significant accounting estimates made by management, as well as evaluate the overall
presentation of the financial statements.

* Conclude whether, in our judgment, there are conditions or events, considered in the
aggregate, that raise substantial doubt about US Skilledserve Facilities 401(k) Plan’s ability
to continue as a going concern for a reasonable period of time.

Our audits did not extend to the certified investment information, except for obtaining and reading
the certification, comparing the certified investment information with the related information
presented and disclosed in the financial statements, and reading the disclosures relating to the
certified investment information to assess whether they are in accordance with the presentation
and disclosure requirements of accounting principles generally accepted in the United States of
America.

Accordingly, the objective of an ERISA Section 103(a)(3)(C) audit is not to express an opinion
about whether the financial statements as a whole are presented fairly, in all material respects, in
accordance with accounting principles generally accepted in the United States of America.



US SKILLEDSERVE FACILITIES 401(K) PLAN
SCHEDULE H, LINE 4i - SCHEDULE OF ASSETS (HELD AT END OF YEAR)

DECEMBER 31, 2024
EIN: 26-1656317
Plan number: 001
(a) {b) @ {d) (e)
{dentity of issuer, Description of investment including
borrower, lessor, matyrity date, rate of interest, Cugrent
or simiiar party collateral, par, or maturity value Cost Value
Interest-bearing cash:
* Principal Principal forfeiture account o b 4
Total interest-bearing cash 4
Pooled Separate Accounts:
* Principal Principal LargeCap S&P 500 Index Separate Account-Ro K 498,998
* Principal Principal Dividend [ncome Separate Account o 9,747
* Principal Principal MidCap S&¥P 400 Index Separate Account-R6 o 14436
* Principal Principal Real Estate Securities Separate Account-R6 o 16,200
* Principal Principal SmaliCap Growih [ Separate Account-R6 ¥ 50,090
* Principal Principal Equity income Separate Account-R6 ok 15,950
* Principal Principal Giobal Real Estate Securities Separate Account-Ré ak 4,598
* Principal Principal High Yteld Separate Account-Ré w* 7.157
* Principal Principal MidCap Value Separate Account-Ré w* 1,710
* Principal Principal LargeCap Growth [ Separate Account-Ré o 299,723
* Principal Principal MidCap Growth Separate Account-R6 i 42916
* Principal Principal Capital Appreciation Separate Account-R6 b 66,731
* Principal Principal SmallCap S&P 600 Index Separate Account-Ré * 4,011
* Principal Principal Overseas Separate Account-R6 * 18,140
* Principal Principal International | Separate Account w* 2,085
Total pooled separate accounts 1,052,501
Common Collective Trusts:
* Principal Principal LifeTime Hybrid 2015 CIT Z45 ** 8,612
* Principal Principal LifeTime Hybrid 2020 CIT Z435 i 386,989
* Principal Principal LifeTime Hybsid 2025 CIT Z45 e 653,916
* Principal Principal LifeTime Hybrid 2030 CIT Z45 ** 748,156
* Principal Principal LifeTime Hybrid 2035 CIT 745 ** 1,359,174
* Principal Principal LifeTime Hybrid 2040 CIT Z45 ok 756,781
* Principal Principal LifeTime Hybrid 2045 CIT Z45 o 517,593
* Principal Principal LifeTime Hybrid 2050 CIT 245 ** 391,625
* Principal Principal LifeTime Hybrid 2655 CIT 745 ** 149,281
* Principal Principal LifeTime Hybrid 2060 CIT Z45 ot 187,774
* Principal Principal LifeTime Hybrid 2065 CIT Z45 ** 16,849
* Principal Principal LifeTime Hybrid Income CIT 745 ' i 18,525
* Principal Principal Stable Vatue Fund ** 65,158
Tatal common collective trusts 5,260,433
* Participant Loans  Interest Rates: 5.25% - 10.50% and various Maturiry Dates through October 2034 168,580

Total 3 6,481,518

Krown to be a party-in-interest to the Plan.

#* Cost information is not required for participant directed individual accounts.

The accompanying notes are an integral part of these statements.
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EIN: 26-1656317
Plan number: 001

US SKILLEDSERVE FACILITIES 401(K) PLAN
SCHEDULE H, LINE 4i - SCHEDULE OF ASSETS (HELD AT END OF YEAR)

DECEMBER 31, 2024

(a) (®) (© (CY) (©
Identity of issuer, Description of investment including
borrower, lessor, maturity date, rate of interest, Current
or similar party collateral, par, or maturity value Cost Value
Interest-bearing cash:
* Principal Principal forfeiture account ok 4
Total interest-bearing cash 4
Pooled Separate Accounts:
* Principal Principal LargeCap S&P 500 Index Separate Account-R6 ** 498,998
* Principal Principal Dividend Income Separate Account ok 9,747
* Principal Principal MidCap S&P 400 Index Separate Account-R6 ** 14,436
* Principal Principal Real Estate Securities Separate Account-R6 K 16,209
* Principal Principal SmallCap Growth I Separate Account-R6 ** 50,090
* Principal Principal Equity Income Separate Account-R6 *x 15,950
* Principal Principal Global Real Estate Securities Separate Account-R6 ** 4,598
* Principal Principal High Yield Separate Account-R6 K 7,157
* Principal Principal MidCap Value Separate Account-R6 ** 1,710
* Principal Principal LargeCap Growth I Separate Account-R6 *x 299,723
* Principal Principal MidCap Growth Separate Account-R6 ** 42,916
* Principal Principal Capital Appreciation Separate Account-R6 ok 66,731
* Principal Principal SmallCap S&P 600 Index Separate Account-R6 ** 4,011
* Principal Principal Overseas Separate Account-R6 *x 18,140
* Principal Principal International I Separate Account ** 2,085
Total pooled separate accounts 1,052,501
Common Collective Trusts:
* Principal Principal LifeTime Hybrid 2015 CIT Z45 ok 8,612
* Principal Principal LifeTime Hybrid 2020 CIT Z45 ** 386,989
* Principal Principal LifeTime Hybrid 2025 CIT Z45 ok 653,916
* Principal Principal LifeTime Hybrid 2030 CIT Z45 ** 748,156
* Principal Principal LifeTime Hybrid 2035 CIT Z45 ok 1,359,174
* Principal Principal LifeTime Hybrid 2040 CIT Z45 ** 756,781
* Principal Principal LifeTime Hybrid 2045 CIT Z45 ok 517,593
* Principal Principal LifeTime Hybrid 2050 CIT Z45 ** 391,625
*  Principal Principal LifeTime Hybrid 2055 CIT Z45 ok 149,281
* Principal Principal LifeTime Hybrid 2060 CIT Z45 ** 187,774
* Principal Principal LifeTime Hybrid 2065 CIT Z45 ok 16,849
* Principal Principal LifeTime Hybrid Income CIT Z45 *k 18,525
* Principal Principal Stable Value Fund ok 65,158
Total common collective trusts 5,260,433
* Participant Loans  Interest Rates: 5.25% - 10.50% and various Maturity Dates through October 2034 168,580
Total $ 6,481,518

* Known to be a party-in-interest to the Plan.
** Cost information is not required for participant directed individual accounts.

The accompanying notes are an integral part of these statements.
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