Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110
This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Department of the T
ﬁi’jmg‘.e&e?enui sff,?géy 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
O iiatton " the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan D a multlple-.employgr pllan (Filers checkl'ng this box !'nust pr'owde participating
employer information in accordance with the form instructions.)
a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. . ... ... ... ... .. i 4 |:[
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. .. ....................... > D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
GRAND LODGE INTERNATIONAL ASSOCIATION OF MACHINISTS & AEROSPACE WORKERS - MEDICARE PART number (PN) » 503
1c Effective date of plan
01/01/2000
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b  Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 53-6001417

INTERNATIONAL ASSOCIATION OF MACHINISTS AND AEROSPACE WORKERS ;
2C Plan Sponsor’s telephone

number
301-967-4700
9000 MACHINISTS PLACE 2d Business code (see
UPPER MARLBORO, MD 20772-2687 instructions)
813930

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. 10/07/2025 DORA CERVANTES
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2024)

v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 339
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)
a(2) Total number of active participants at the end of the plan year ... 63_(2)
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 343
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add lINES 6a(2), B0, AN BC.........cveeeeieeiete et ete et ee et ee et ete e e e eaeeteeeteeseeteeseeteeseeeteeseetesseeeesseenseereeans 6d 343
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
47 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) D Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 D A (Insurance Information) — Number Attached
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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



Form 5500 (2024) Page 3

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

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

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

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

Receipt Confirmation Code




Form 5500 Annual Return/Report of Employee Benefit Plan OMS Nos. 12100110
Thls form is required to be filed for employee benefit plans under sections 104
Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intarnal Revanue Service sections 8057(b) and 6058(a) of the Internal Revenue Code (the Code). 20 2 4
qugn:grg:ni ?{BL;ggf " » Complete all entries in accordance with
P riristretion the instructions to the Form 5500.
Pengion Banefit Guaranty Corporation This Form Is Open to Public
Inspection
Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This retumireport Is for: |:| a multiemployer plan D a multiple-emplover plan (Filers checking this box must provide participating
' : employer Infoermation In accordance with the form instructions.)
a single-employer plan D a DFE (specify)
B This retumireport is: D the first return/report |:| the final return/report
|:| an amended return/report D a short plan year return/report {less than 12 months)
C Ifthe plan Is a collectively-bargalned plan, chack here. .. ... ... . i i » |:|
D Cheack box If filing under: E Form 5558 [I autematic extension |:| the DFVC program
|:| special extension {enier description)
E Ifthis Is a retroactively adopted plan permitted by SECURE Act section 201, check here. . .o ovvver v vrvieervnn » D
| Basic Plan Information—enter all requested information
1a Name of plan ‘ o 1b Three-digit plan
Grand Lodge International Association of number (PN) » 503
Machinists & Aercspace Workers - Medicare Part 1c¢ Effective date of plan
01/01/2000
2a Plan sponsor's name (employer, If for a single-employer plan) 2b Employer Identification

Mailing address (Include room, apt., suile no. and street, or P.O. Box) Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code {if foreign, see instructions) 53-6001417
International Asscciation of -
Machinists and Aerospace Workers 2c Plaanponsor s telephone

number
(301)967-4700
9000 MachiniStS Place 2d Business code {see
instructions
Upper Marlbkboro MD 20772-2687 813920 )

Caution: A penalty for the late or incomplete filing of this returnirepoit will be assessed unless reasonable cause is established.

Under penallias of perjury and other penalties set forth In the Instructions, | declare that | have examined this return/report, including accompanying schedules,

statementis and attachmen}t,‘}s well asﬁﬁe electronic version of this returnfrepori, and to the best of my knowledge and belief, it Is true, correct, and complefe.

zzgzédgz ! /:‘m ; 10 | ﬂ {85 Dora Cervantes
Slgnature of ptan admirilstra’tor ) Date Enter naime of individual signing as plan administrator
Signature of employer/plan sponsor Date Enter name of indlvidual signing as employer or plan sponsor
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2024)

v. 240311



Form 5500 (2024) Page 2

3a

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

3b Administrator's EIN

3¢ Administrator's telephone
number

4 Ifthe name and/or EIN of the plan sponsor or the plan name has changed sinca the [ast return/report filed for this plan,
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

G Plan Name
5  Total number of participants at the beginning of the plan year 5 | 3395
6  Number of particlpants as of the end of the plan year unless ctherwise stated (welfare plans complete only lines 6a(1),

6a(2}, 6b, B¢, and 6d).

a(1) Total number of active participants at the beginning of the plan Year ..., 6a(1)

a(2) Total number of active participants at the end of the plan YEar ... s, 8a(2)

b Retired or separated participants recelving banefits ... 6b 343

c Other retlred or separated participants entitled to future DENBFLS......ccciiiii 6c

d Subtotal. Add N8 BA{2), B, BN BC. ceco..civrieeervirererereeserereasssnrss s e s ee e s as s s se b eeeas srsmeas s saabe s et se et s eesenss s s sntarievesins 6d 343

e Deceased partlcipants whose beneficlaries are receiving or are entitled to receive benefits. ..., Be

f Total. AQH NGBS B AN B, ..vvvrveervres i e v vererrvrvssesssesrrssses rresegeses e p e e eevassansaen s oarese e pasates e R eaeseR TR aELE e et s e rntereta e e 6f

(1) Number of participants with account balances as of the beginning of the plan year {cnly defined contribution plans 6 (1)
g COMPIEIE IS HBIM) oot e e et e e e e e s e e s e e s e ae e s beesasessaan s be e sre shetebuneesaeesaeestsemsenamas searasessnssan g
(2) Number of parficipants with account balances as of the end of the plan year (only defined contribution plans
DT COMPIELE 1S FEIMY .vvvvvvrvvvoeeereeeeseessenssssessossssssessssessoesseesasssesesessessssereemsenarssetsesssssassessesessssemseesereessessessessrsenssessssieseseeerees 60(2)
h Number of participants whe terminated employment during the plan year with accrued benefits that were
[958 118N 100% VOSIOW 1111 100svsrserssesarsursisssssissosssss 1asassmeseessessssssssest££8 11007 besseoE 81141018 T88 bR E L E8 8 E R g2t 6h

7 Enter the tolal number of employers obligated io contribute to the plan (only multiemplayer plans complete this liemy........ 7

8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
' 4n 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
{1 Insurance {1) Insurance
{2) Code section 412(e)(3) insurance contracts {2) Code section 412(e}(3) Insurance contracts
(3) Trust {3) Trust
(4) General assets of the sponsor {4) E General assefs 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
NG D R (Retirement Flan Information) (1} |:| H {Financial Information)
22 [] MB (Muliiemployer Defined Beneft Plan and Certain Money @[] 1 (Financial Informaton — Smal Plon)
Purchase Plan Actuarial Infarmation) - signed by the plan (3) |:| A (Insurance Information) — Number Attached _____
actuary (4) D C (Service Provider Information)

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

[{3] D D (DFE/Participating Plan Information)

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

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

Plan provides reimbursement of medicare part b premiums.



Form 5500 (2024) Page 3

Form M-1 Compliance Information (to be complefed by welfare benefit plans)

11a if the plan provides welfare benefits, was the plan sublect to the Form M-1 fillng requirements durling the plan year? (See Instructions and 28 CFR
ZB20,107-2) ovrssnnsrnsenimnies v sereerens ] ves B mo

If “Yes" is checked, complete lines 11b and 11¢.

11b Is the plan currently in compilance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.10%-2.) ........... I:I Yes I:I No

11¢ Enter the Receipt Gonfirmation Code for the 2024 Form M-1 annual repoit. If the plan was not required to file the 2024 Form M-1 annual repert, enter the
Receipt Confirmation Coda for the most recent Form M-1 that was required to be filed under the Farm M-1 filing requirements, {Failure to enter a valid
Receipt Confirmation Goda will subject the Form 5500 filing to rejection as incomplete.)

Recelpt Confirmation Code




