
Form 5500 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security 

 Administration 

Pension Benefit Guaranty Corporation 

Annual Return/Report of Employee Benefit Plan 
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 
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 

 Complete all entries in accordance with 
the instructions to the Form 5500. 

OMB Nos. 1210-0110 
1210-0089 

2024 

This Form is Open to Public 
Inspection 

Part I   Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning  and ending 

A  This return/report is for: X  a multiemployer plan X  a multiple-employer plan (Filers checking this box must provide participating 
employer information in accordance with the form instructions.)

X  a single-employer plan X  a DFE (specify)        _C_

B  This return/report is: X  the first return/report X  the final return/report

X  an amended return/report X  a short plan year return/report (less than 12 months)

C  If the plan is a collectively-bargained plan, check here. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. X 

D  Check box if filing under: X  Form 5558            X  automatic extension    X  the DFVC program 

 X  special extension (enter description) ABCDEFGHI ABCDE 

E  If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . . . . . . . . . . . . . . . . . . . . . . . . .. X 

Part II   Basic Plan Information—enter all requested information 

1a  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

1b Three-digit plan 
number (PN)  001 

1c Effective date of plan 
YYYY-MM-DD 

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

2b Employer Identification 
Number (EIN) 
012345678 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

D/B/A ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901 

UK  

2c Plan Sponsor’s telephone 
number 
0123456789 

2d Business code (see 
instructions) 
012345 

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, I declare that I 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 
HERE 

YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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

SIGN 
HERE 

YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor 

SIGN 
HERE 

YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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

01/01/2024 12/31/2024

X

X

KOKOSING CONSTRUCTION COMPANY, INC. GROUP VISION CARE PLAN 506

01/01/2006

31-1023518
KOKOSING CONSTRUCTION COMPANY, INC.

614-694-6315

17531 WATERFORD ROAD 
FREDERICKTOWN, OH 43019

237310

Filed with authorized/valid electronic signature. 10/08/2025 TIM FREED
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3a Plan administrator’s name and address  X  Same as Plan Sponsor  
 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901 

UK  

3b  Administrator’s EIN 
012345678 

3c  Administrator’s telephone 
number 
0123456789 

 

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, 
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report: 

4b EIN012345678 

a Sponsor’s name 
c Plan Name 
 

4d PN 
012 

5 Total number of participants at the beginning of the plan year 5 123456789012 

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, 6c, 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  .....................................................................................  6a(2)  

b Retired or separated participants receiving benefits .......................................................................................................  6b 123456789012 

c Other retired or separated participants entitled to future benefits ...................................................................................  6c 123456789012 

d Subtotal. Add lines 6a(2), 6b, and 6c. ............................................................................................................................  6d 123456789012 

e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........................................  6e 123456789012 

f Total.  Add lines 6d and 6e. ...........................................................................................................................................  6f 123456789012 

g(1) 
Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 
complete this item) .........................................................................................................................................................  6g(1)  

g(2)  Number of participants with account balances as of the end of the plan year (only defined contribution plans  
complete this item) .........................................................................................................................................................  6g(2) 123456789012 

h  Number of participants who terminated employment during the plan year with accrued benefits that were  
less than 100% vested....................................................................................................................................................  6h 123456789012 

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:  
          
 

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply) 
(1)  X  Insurance (1)  X  Insurance 
(2)  X Code section 412(e)(3) insurance contracts (2)  X  Code section 412(e)(3) insurance contracts 
(3)  X Trust  (3)  X  Trust  
(4)  X  General assets of the sponsor (4)  X  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 

(1)  X  R  (Retirement Plan Information)  (1)  X H  (Financial Information) 

(2)  X  MB  (Multiemployer Defined Benefit Plan and Certain Money 
Purchase Plan Actuarial Information) - signed by the plan 
actuary 

(2)  X  I   (Financial Information – Small Plan) 

(3)  X    A  (Insurance Information) – Number Attached ______ 

(4)  X  C  (Service Provider Information) 
(3)  X  SB  (Single-Employer Defined Benefit Plan Actuarial          

Information) - signed by the plan actuary 
(5)  X  D  (DFE/Participating Plan Information) 

(4)  X  DCG  (Individual Plan Information) – Number Attached ______ (6)  X  G  (Financial Transaction Schedules) 

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

 

X

 
 

396

396

493

0

0

493

4E

X X

2X



Form 5500 (2024) Page 3     

Part III  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.) ........................………..….  X    Yes       X    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.) …….....  X Yes    X   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______________________              
                                            

 

X



 

 
  

SCHEDULE A 

(Form 5500) 
Department of the Treasury 

Internal Revenue Service 
Department of Labor 

Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Insurance Information 
 

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

 File as an attachment to Form 5500. 

 Insurance companies are required to provide the information  
pursuant to ERISA section 103(a)(2). 

 
OMB No. 1210-0110 

 

2024 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2024 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number (PN)          001 

 

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

FGHI ABCDEFGHI  

D  Employer Identification Number (EIN) 
012345678 

Part I 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 II and III can be reported on a single Schedule A. 

1  Coverage Information: 
 

(a)  Name of insurance carrier 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

 

(b)  EIN (c)  NAIC 
code 

(d)  Contract or 
 identification number 

(e)  Approximate number of 
persons covered at end of 

policy or contract year 

Policy or contract year 

(f)  From (g)  To 

012345678 ABCDE ABCDE0123456789 1234567 YYYY-MM-DD YYYY-MM-DD 

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 
123456789012345 123456789012345 

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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 

 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024 
v. 240311  

 

01/01/2024 12/31/2024

KOKOSING CONSTRUCTION COMPANY, INC. GROUP VISION CARE PLAN 506

KOKOSING CONSTRUCTION COMPANY, INC. 31-1023518

VISION SERVICE PLAN

06-1227840 39616 12271976 493 01/01/2024 12/31/2024
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

1
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Part II 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 ...............................................  4 123456789012345 

5  Current value of plan’s interest under this contract in separate accounts at year end ..................................................  5 123456789012345 

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier ....................................................................................................................................  6b -123456789012345 

c Premiums due but unpaid at the end of the year ................................................................................................  6c -123456789012345 

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ................................................................................................  6d -123456789012345 

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

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

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year .............................................................................................................  7b 123456789012345 

c Additions:  (1) Contributions deposited during the year ...............................  7c(1) -123456789012345  

(2) Dividends and credits .............................................................................  7c(2) -123456789012345  

(3) Interest credited during the year .............................................................  7c(3) -123456789012345  

(4) Transferred from separate account ........................................................  7c(4) -123456789012345  

(5) Other (specify below) .............................................................................  7c(5) -123456789012345  

 

 

 

  

  
  

(6)Total additions ...............................................................................................................................................  7c(6) 123456789012345 

 d  Total of balance and additions (add lines 7b and 7c(6)).  .....................................................................................  7d 123456789012345 

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345  

      (2) Administration charge made by carrier ....................................................  7e(2) -123456789012345  

      (3) Transferred to separate account .............................................................  7e(3) -123456789012345  

      (4) Other (specify below) ..............................................................................  7e(4) -123456789012345  

 

 

 

  

  
  

      (5) Total deductions ............................................................................................................................................  7e(5) 123456789012345 

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) .............................................................  7f 123456789012345 

0

0

0

0

0
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 

 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 

 m X  Other (specify)  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

9  Experience-rated contracts:  

a   Premiums: (1) Amount received ................................................................  9a(1) -123456789012345  

      (2) Increase (decrease) in amount due but unpaid ...................................  9a(2) -123456789012345  

      (3) Increase (decrease) in unearned premium reserve .............................  9a(3) -123456789012345  

(4) Earned ((1) + (2) - (3)) ...............................................................................................................................................  9a(4) 123456789012345 

 b Benefit charges (1) Claims paid ...............................................................  9b(1) -123456789012345  

      (2) Increase (decrease) in claim reserves .................................................  9b(2) -123456789012345  

      (3) Incurred claims (add (1) and (2)) ................................................................................................................  9b(3) 123456789012345 

      (4) Claims charged ..........................................................................................................................................  9b(4) 123456789012345 

 c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345  

             (A) Commissions ...............................................................................  9c(1)(A) -123456789012345  

             (B) Administrative service or other fees .............................................  9c(1)(B) -123456789012345  

             (C) Other specific acquisition costs ....................................................  9c(1)(C) -123456789012345  

             (D) Other expenses ...........................................................................  9c(1)(D) -123456789012345  

             (E) Taxes ...........................................................................................  9c(1)(E) -123456789012345  

             (F) Charges for risks or other contingencies ......................................  9c(1)(F) -123456789012345  

             (G) Other retention charges ...............................................................  9c(1)(G) -123456789012345  

             (H) Total retention.....................................................................................................................................  9c(1)(H) 123456789012345 

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.)..................  9c(2) 123456789012345 

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ...............  9d(1) 123456789012345 

     (2) Claim reserves ..........................................................................................................................................  9d(2) 123456789012345 

   (3) Other reserves ..........................................................................................................................................  9d(3) 123456789012345 

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ..............................  9e 123456789012345 

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier ...................................................................................  10a 123456789012345 

 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 I, line 2 above, report amount. .........................  10b 

-

123456789012345 

Specify nature of costs.   
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

 

Part IV Provision of Information  

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDE 

 

X

0

0

0

109337

X



 

 
  

SCHEDULE A 

(Form 5500) 
Department of the Treasury 

Internal Revenue Service 
Department of Labor 

Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Insurance Information 
 

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

 File as an attachment to Form 5500. 

 Insurance companies are required to provide the information  
pursuant to ERISA section 103(a)(2). 

 
OMB No. 1210-0110 

 

2024 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2024 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number (PN)          001 

 

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

FGHI ABCDEFGHI  

D  Employer Identification Number (EIN) 
012345678 

Part I 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 II and III can be reported on a single Schedule A. 

1  Coverage Information: 
 

(a)  Name of insurance carrier 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

 

(b)  EIN (c)  NAIC 
code 

(d)  Contract or 
 identification number 

(e)  Approximate number of 
persons covered at end of 

policy or contract year 

Policy or contract year 

(f)  From (g)  To 

012345678 ABCDE ABCDE0123456789 1234567 YYYY-MM-DD YYYY-MM-DD 

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 
123456789012345 123456789012345 

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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 

 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024 
v. 240311  

 

01/01/2024 12/31/2024

KOKOSING CONSTRUCTION COMPANY, INC. GROUP VISION CARE PLAN 506

KOKOSING CONSTRUCTION COMPANY, INC. 31-1023518

DOMINION NATIONAL

54-1808292 95657 313866 261 01/01/2024 12/31/2024

2849 0

MARSH & MCLENNAN AGENCY, LLC 309 WEBSTER ST. 
DAYTON, OH 45402

2849 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

1



Schedule A  (Form 5500) 2024            Page 3 

Part II 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 ...............................................  4 123456789012345 

5  Current value of plan’s interest under this contract in separate accounts at year end ..................................................  5 123456789012345 

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier ....................................................................................................................................  6b -123456789012345 

c Premiums due but unpaid at the end of the year ................................................................................................  6c -123456789012345 

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ................................................................................................  6d -123456789012345 

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

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

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year .............................................................................................................  7b 123456789012345 

c Additions:  (1) Contributions deposited during the year ...............................  7c(1) -123456789012345  

(2) Dividends and credits .............................................................................  7c(2) -123456789012345  

(3) Interest credited during the year .............................................................  7c(3) -123456789012345  

(4) Transferred from separate account ........................................................  7c(4) -123456789012345  

(5) Other (specify below) .............................................................................  7c(5) -123456789012345  

 

 

 

  

  
  

(6)Total additions ...............................................................................................................................................  7c(6) 123456789012345 

 d  Total of balance and additions (add lines 7b and 7c(6)).  .....................................................................................  7d 123456789012345 

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345  

      (2) Administration charge made by carrier ....................................................  7e(2) -123456789012345  

      (3) Transferred to separate account .............................................................  7e(3) -123456789012345  

      (4) Other (specify below) ..............................................................................  7e(4) -123456789012345  

 

 

 

  

  
  

      (5) Total deductions ............................................................................................................................................  7e(5) 123456789012345 

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) .............................................................  7f 123456789012345 

0

0

0

0

0
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 

 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 

 m X  Other (specify)  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

9  Experience-rated contracts:  

a   Premiums: (1) Amount received ................................................................  9a(1) -123456789012345  

      (2) Increase (decrease) in amount due but unpaid ...................................  9a(2) -123456789012345  

      (3) Increase (decrease) in unearned premium reserve .............................  9a(3) -123456789012345  

(4) Earned ((1) + (2) - (3)) ...............................................................................................................................................  9a(4) 123456789012345 

 b Benefit charges (1) Claims paid ...............................................................  9b(1) -123456789012345  

      (2) Increase (decrease) in claim reserves .................................................  9b(2) -123456789012345  

      (3) Incurred claims (add (1) and (2)) ................................................................................................................  9b(3) 123456789012345 

      (4) Claims charged ..........................................................................................................................................  9b(4) 123456789012345 

 c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345  

             (A) Commissions ...............................................................................  9c(1)(A) -123456789012345  

             (B) Administrative service or other fees .............................................  9c(1)(B) -123456789012345  

             (C) Other specific acquisition costs ....................................................  9c(1)(C) -123456789012345  

             (D) Other expenses ...........................................................................  9c(1)(D) -123456789012345  

             (E) Taxes ...........................................................................................  9c(1)(E) -123456789012345  

             (F) Charges for risks or other contingencies ......................................  9c(1)(F) -123456789012345  

             (G) Other retention charges ...............................................................  9c(1)(G) -123456789012345  

             (H) Total retention.....................................................................................................................................  9c(1)(H) 123456789012345 

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.)..................  9c(2) 123456789012345 

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ...............  9d(1) 123456789012345 

     (2) Claim reserves ..........................................................................................................................................  9d(2) 123456789012345 

   (3) Other reserves ..........................................................................................................................................  9d(3) 123456789012345 

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ..............................  9e 123456789012345 

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier ...................................................................................  10a 123456789012345 

 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 I, line 2 above, report amount. .........................  10b 

-

123456789012345 

Specify nature of costs.   
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

 

Part IV Provision of Information  

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDE 

 

X

X

0

0

0

98506

X



 

SCHEDULE MEP 
(Form 5500) 

 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 

Employee Benefits Security Administration  

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 Open to Public 
Inspection 

For calendar plan year 2024 or fiscal plan year beginning                                                                      and ending                                                       

A Name of plan B Three-digit 

Plan number (PN) ......  

 

 

C Plan administrator’s name as shown on line 3a of Form 5500/Form 5500-SF D  Administrator’s EIN 

 

 

Part I 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 II) 

b    professional employer organization plan (PEO Plan) (See 29 CFR 29 CFR 2510.3-55) (Complete Part II) 

c    pooled employer plan (PEP) (See 29 CFR 2510.3-44) (Complete Parts II and III) 

d    other multiple-employer pension plan (Describe)____________________________________________________ (Complete Part II) 
 

Part II 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 I, 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). 

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 

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule MEP (2024)  
v. 240311  

  

2a Name of Participating Employer 2b EIN  2c Percentage of Total 
Contributions for the Plan Year 

2d Aggregate Account Balances Attributable 
to Participating Employer 

2a Name of Participating Employer 2b EIN  2d Aggregate Account Balances Attributable 
to Participating Employer 

2a Name of Participating Employer 2b EIN  2c Percentage of Total 
Contributions for the Plan Year 

2d Aggregate Account Balances Attributable 
to Participating Employer 

2a Name of Participating Employer 2b EIN  2d Aggregate Account Balances Attributable 
to Participating Employer 

2a Name of Participating Employer 2b EIN  2d Aggregate Account Balances Attributable 
to Participating Employer 

2a Name of Participating Employer 2b EIN  2d Aggregate Account Balances Attributable 
to Participating Employer 

2c Percentage of Total 
Contributions for the Plan Year 

2c Percentage of Total 
Contributions for the Plan Year 

2c Percentage of Total 
Contributions for the Plan Year 

2c Percentage of Total 
Contributions for the Plan Year 

01/01/2024 12/31/2024

KOKOSING CONSTRUCTION COMPANY, INC. GROUP VISION
CARE PLAN

506

KOKOSING CONSTRUCTION COMPANY, INC. 31-1023518

X

Kokosing Construction 31-1023518 46.48 105,926,998

Kokosing Industrial,
Inc. 47-2946608 31.66 66,323,819

The Olen Corporation 31-4442564 6.29 17,306,608

Kokosing Materials, Inc. 31-0980603 4.70 11,417,728

McGraw/Kokosing, Inc. 31-1355207 1.88 4,634,843

Integrity Kokosing
Pipeline Services, LLC 27-4000423 1.26 4,768,743



Part II 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 II, in 
addition to Part I, 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 for the Plan Year 

2d Aggregate Account Balances 
Attributable to Participating Employer 

2a Name of Participating 
Employer 

2b EIN 2c Percentage of Total 
Contributions for the Plan Year 

2d Aggregate Account Balances 
Attributable to Participating Employer 

2a Name of Participating 
Employer 

2b EIN 2c Percentage of Total 
Contributions for the Plan Year 

2d Aggregate Account Balances 
Attributable to Participating Employer 

2a Name of Participating 
Employer 

2b EIN 2c Percentage of Total 
Contributions for the Plan Year 

2d Aggregate Account Balances 
Attributable to Participating Employer 

2a Name of Participating 
Employer 

2b EIN 2c Percentage of Total 
Contributions for the Plan Year 

2d Aggregate Account Balances 
Attributable to Participating Employer 

2a Name of Participating 
Employer 

2b EIN 2c Percentage of Total 
Contributions for the Plan Year 

2d Aggregate Account Balances 
Attributable to Participating Employer 

2a Name of Participating 
Employer 

2b EIN 2c Percentage of Total 
Contributions for the Plan Year 

2d Aggregate Account Balances 
Attributable to Participating Employer 

2a Name of Participating 
Employer 

2b EIN 2c Percentage of Total 
Contributions for the Plan Year 

2d Aggregate Account Balances 
Attributable to Participating Employer 

2a Name of Participating 
Employer 

2b EIN 2c Percentage of Total 
Contributions for the Plan Year 

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. 

Schedule MEP (Form 5500)

 

2024                                                                                                                                                                                           Page 1-
 1  x

Area Aggregates, LLC 26-3300375 0.33 1,311,684

Kokosing, Inc. 47-3047908 7.39 22,038,865
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Part III Pooled Employer Plan Information 

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

3a Is the pooled plan provider (identified as the plan sponsor and administrator in Part II of the Form 5500) currently in 
compliance with the Form PR (Pooled Plan Provider Registration Statement) requirements? (See instructions and 
29 CFR 2510.3-44) .....................................................................................................................................................  

   Yes    No 

3b If line 3a is “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   
 

 

 

 

 

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

2e  Yes  No 

2f If 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. 2f 

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



0MB Control number 1210-0040; Expiration Date 03/31/2026 

SUMMARY ANNUAL REPORT FOR 
KOKOSING CONSTRUCTION COMPANY, INC. GROUP VISION CARE PLAN 

This is a summary of the annual report of the KOKOSING CONSTRUCTION COMPANY, INC. GROUP VISION 
CARE PLAN, a vision plan (Employer Identification Number 31-1023518, Plan Number 506), for the plan year 01/01/2024 
through 12/31/2024. The annual report has been filed with the Employee Benefits Security Administration, as required under the 
Employee Retirement Income Security Act of 1974 (ERISA). 

Insurance Information 

The plan has insurance contracts with VISION SERVICE PLAN and DOMINION NATIONAL to pay certain Vision, 
Dental, PPO contract claims incurred under the terms of the plan. The total premiums paid for the plan year ending 12/31/2024 
were $207,843. 

Your Rights to Additional Information 

You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed below are 
included in that report: 

1. Insurance information, including sales commissions paid by insurance carriers. 

To obtain a copy of the full annual report, or any part thereof, write or call KOKOSING CONSTRUCTION 
COMPANY, INC., the plan administrator, at 17531 WATERFORD ROAD, FREDERICKTOWN, OH 43019 and phone number, 
614-694-6315. The charge to cover copying costs wi ll be $3 .00 for the full annual report, or $0.25 per page for any part thereof. 

You also have the legally protected right to examine the annual report at the main office of the plan: 17531 
WATERFORD ROAD, FREDERICKTOWN, OH 43019, and at the U.S. Department of Labor in Washington, D.C., or to obtain 
a copy from the U.S. Department of Labor upon payment of copying costs. Requests to the Department should be addressed to : 
Public Disclosure Room, Room N-1513, Employee Benefits Security Administration, U.S. Department of Labor, 200 
Constitution Avenue, N.W., Washington, D.C. 202 10. The annual report is also available online at the Department of Labor 
website www.efast.dol.gov. 
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EFAST2 Filing Authorization for the Form 5500/5500-SF 

Name of Plan: KOKOSING CONSTRUCTIION GROUP VISION CARE PLAN 

EIN/PN: 31-1023518 ---------------------------

Plan Year Ending: December 31, 2024 

Authorization of Practitioner to Electronically Sign and File 

I hereby authorize July Business Services. ("JULY") to electronically sign and file the above-named return/report 
through EFAST2. 

I understand that in granting this authority that: 
• I must manually sign and date page 1 of the Form 5500 or page 2 of the Form 5500-S/F, as applicable, and 

provide a scanned copy of that signature page to JULY before the electronic filing can be initiated; 
• JULY will retain a copy of this written authorization in its records; 
• JULY will notify the individual signing below as plan administrator/employer about any inquiries and 

information it receives from EFAST2, DOL, IRS, or PBGC regarding this annual return/report; and 
• A copy of my signature, as it appears on page 1 of the Form 5500 or page 2 of the Form 5500-S/F, as 

applicable, will be included with the return/report posted by the Department of Labor on the Internet for 
public disclosure. 

• JULY shall not be deemed an administrator or other fiduciary with respect to any Plan solely on account of 
the services performed under this authorization. 

This authorization is applicable only to the filing for the above-named Plan and applies only for Plan year end stated 
above. 

Plan Administrator: __ (l __ -6-g"---~--------- Date: \ 0 ... ~ ,-1__()2-.,~ 

Building Retirement Security. 



Form5500 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security 

Administration 

Pension Benefi t Guaranty Corporation 

Annual Return/Report of Employee Benefit Plan 
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 
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 

Complete all entries In accordance with 
the instructions to the Form 5500. 

Part I Annual Re ort Identification Information 

0MB Nos. 1210-0110 
1210-0089 

2024 

This Form Is Open to Public 
Ins action 

For calendar plan year 2024 or fiscal plan year beginning 0 1 /0 1 / 2024 and ending 12 / 3 1 / 2 0 2 4 

A This return/report is for: D a multiemployer plan D a multlple-employer plan (Filers checking this box must provide participating 
employer information in accordance with the form instructions.) 

~ a single-employer plan D a DFE (specify) __ 

B This return/report is: D the first return/report D the final return/report 

D an amended return/report D a short plan year return/report (less than 12 months) 

C If the plan is a collectively-bargained plan, check here ....... . . . .. ......... . ... ....... . . ... . .. . ......... .... ► D 
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 . . . .. . . . .... .... . , ..... . . .. ► n 
I Part II I Basic Plan Information-enter all requested information 

1 a Name of plan 
KOKOSI NG CONSTRUCTION COMPANY , INC . GROUP VISION CARE PLAN 

1 b Three-digit plan I 
number (PN) ► 5 0 6 

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) 

1 C Effective date of plan 
01/01/2006 

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

2b Employer Identification 
Number {EIN) 
31 - 1023 518 

KOKOSING CONSTRUCTION COMPANY , INC . 

17531 WATERFORD ROAD 

FREDERICKTOWN OH 43019 

2c Plan Sponsor's telephone 
number 
614 - 694 - 6315 

2d Business code (see 
instructions) 
237310 

Caution: A penalty for the late or Incomplete flllng of this return/report will be assessed unless reasonable cause Is established. 

Under penalties of perjury and other penalties set forth in the instructions, I declare that I 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 
HERE 

SIGN 
HERE 

SIGN 
HERE 

Date 

Date 

Si nature of DFE Date 
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. 

Tim Freed 

Enter name of individual si nin as Ian administrator 

Enter name of individual si nin as em lo er or Ian s onsor 

Enter name of individual si nin as DFE 
Form 5500 (2024) 

v . 240311 
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3a Plan administrator's name and address IBJ 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 
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, 6c, 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 ... .............. ............... .. ................. ...... .......... ... .............. .... 6a(2) 
b Retired or separated participants receiving benefits ......... ..... ......................................... ........................ ......... ...... ............ 6b 
C Other retired or separated participants entitled to future benefits ............. .. ................. .. ....... .............. .............. ................. 6c 
d Subtotal. Add lines 6a(2), 6b, and 6c . .......................... .. ..... ......... ............... .. .............................. .......... ............................ 6d 
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits ...................... ............... ....... 6e 
f Total. Add lines 6d and 6e . .. ..... .. ...... , ................ .............. ................ ... .... ... ..... ................. ........................... ....... ........ ... .... 6f 

g(1) 
Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g{1) complete this item) .. ... ............ ........... ................ ............... ................... ... ............ .... .................... .......... ... ........................... 

g{2) 
Number of participants with account balances as of the end of the plan year (only defined contribution plans 
complete this item) ...... ... ....... ... ..... ... .. .................................... .... ... .......... ...... .. .. .......... ... .... ... .... .... ... .. .... ................. .. ....... .. 6Q(2) 

h Number of participants who terminated employment during the plan year with accrued benefits that were 
6h less than 100% vested ..................... ... ....... ... ........... ... ............. ..... .... .. .......... ........ .... ...... ... ............ ... ...................... ..... ... ... 

7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ........ 7 
Sa If the plan provides pension benefits, enter the appl icable 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: 
4E 

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

396 

396 

493 

0 

0 

493 

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 
(1) 

(2) 

(3) 

(4) 

(5) 

0 R (Retirement Plan Information) (1) 0 H (Financial Information) 

D (2) 0 I (Financial Information - Small Plan) 
MB (Multiemployer Defined Benefit Plan and Certain Money 
Purchase Plan Actuarial Information) - signed by the plan (3) ~ A (Insurance Information) - Number Attached _ 2 __ 

D 
D 
D 

actuary (4) 0 C (Service Provider Information) 

SB (Single-Employer Defined Benefit Plan Actuarial 

Information) - signed by the plan actuary 

DCG (Individual Plan Information) - Number Attached __ _ 

MEP (Multiple-Employer Retirement Plan Information) 

(5) 

(6) 

0 D (DFE/Participating Plan Information) 

0 G (Financial Transaction Schedules) 
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Part Ill I Form M-1 Compliance Information (to be completed by welfare benefit plans) 

If "Yes" is checked, complete lines 11 band 11 c. 

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

11 C 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 lhe Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Insurance Information 

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

► File as an attachment to Form 5500. 

► Insurance companies are required to provide the information 
pursuant to ERISA section 103(a)(2). 

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

0MB No. 1210-0110 

2024 

This Form is Open to Public 
Ins ection 

12/31/2024 
A Name of plan B Three-digit 

I KOKOSING CONSTRUCTION COMPANY , INC . GROUP VISION CARE 
PLAN 

plan number (PN) ► 506 

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

KOKOSING CONSTRUCTION COMPANY INC. 31 - 1023518 
Part I I 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 II and Ill can be reported on a sinqle Schedule A. 

1 Coverage Information: 

(a) Name of Insurance carrier 

VISION SERVICE PLAN 

(c) NAIC (b) EIN 
code 

06 - 1227840 39616 

(d) Contract or 
identification number 

12271976 

(e) Approximate number of Policv or contract year 
persons covered at end of 

(f) From (g) To policy or contract year 

493 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 
descendih order of the amount aid. 

a Total amount of commissions aid b Total amount offees aid 

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 

{b) Amount of sales and base Fees and other commissions oaid 

commissions paid (c)Amount ldl Puroose (el Organization code 

(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 oaid 

commissions paid (c) Amount (d) Purpose (el Orqanization 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 

(c) Amount (d) Purpose 
Organization 

commissions paid 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 

(c) Amount (d) Purpose 
Organization 

commissions paid 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 

(c) Amount (d) Purpose 
Organization 

commissions paid 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 

(c) Amount (d) Purpose 
Organization 

commissions paid 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 

(c) Amount (d) Purpose 
Organization 

commissions paid code 
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Part II 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 .............................. ... ... .. .. .. ...... / 4 I 
5 Current value of plan's interest under thi.s contract in separate accounts at year end ... .. .. .. ... ....... ............. ... ........ ........ / 5 I 
6 Contracts With Allocated Funds: 

a State the basis of premium rates ► 

b 
C 

d 

Premiums paid to carrier ............... .. .............. ............ ......... .... ... ......... ....... ... ............. ................. ........ .................. . 

Premiums due but unpaid at the end of the year. .... ... ................................................ .......................... .. ....... ....... . 

If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. .... .... .... .................... ... ............ ...... ......... ..... .. ........................ .... . 

Specify nature of costs ► 

e Type of contract: (1) 0 individual policies (2) 0 group deferred annuity 

(3) 0 other (specify) ► 

f If contract purchased, in whole or in part, to distribute benefits from a terminating plan , check here ► 

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

a Type of contract: (1) 0 deposit administration (2) 0 immediate participation guarantee 

(3) 0 guaranteed investment (4) 0 other ► 

b Balance at the end of the previous year ......... ........... ... ..... .. ..... ........... ... .... ... ........................... ............. .......... ...... / 7b 

C Additions: (1) Contributions deposited during the year ....................... ..... .... ,__7_c_,:(._1.,_)--+-------------' 

(2) Dividends and credits ................. ... .... ..... .............. ......... ... ....... .. .............. . ,__7_c~:(_2,._.) __________ ____, 

(3) Interest credited during the year .............. .... .......... ......... ..... ................... . 7c(3) 

(4) Transferred from separate account... ... ....... ..... ..... ............... ... ........ .. ....... ..._7_c_,:(._4.,_•)--1--------------' 

(5) Other (specify below) .................. .. ....................... ...... ........... .... .... .. ....... .. f--7_c.,_(5...,_,)_._ _________ ----< 
► 

0 

(6)Total additions ............. ............................................................... .. .. ................ ........ .................. ..... ...... .. ....... ..... ....--7_c..._(6_,_i)--+-________ 0 
d Total of balance and additions (add lines 7b and 7c(6)). .. .. .......... .... ...... ....... .... .... ........ .. .. ...... ........................ ...... / 7d 0 

.------------'-----1-----------
e Deductions: 

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

(2) Administration charge made by carrier .. .. ... ...... ........... ........ ... ... ........... .... ,__7_e-'t(._2_,_),___ __________ ___, 

(3) Transferred to separate account .............. ... ....... ................. ..... .. .. , ..... ... .... f--7_e_,i(_3-'-----J) __________ -----4 

(4) Other (specify below) ........................................................... ............ .... ..... 1--7_e_._(4_,~)c.......L.. _________ ~ 

► 

(5) Total deductions ... ... ........ ...... .. ...... ........ ................ .... ........... ...................... ..... ...... .. .. ..... .......... .... ........ ... ....... .. . 7e(5l 0 
f Balance at the end of the current vear (subtract line 7el5l from line 7d\ .. ........... .............. ......... ...... .... ...... .. .. ...... I 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 D Health (other than dental or vision) 

e D Temporary disability (accident and sickness) 

i D Stop loss (large deductible) 

m D Other (specify) ► 

9 Experience-rated contracts: 

b D Dental 

f D Long-term disabil ity 

j D HMO contract 

C ~ Vision 

g D Supplemental unemployment 

k D PPO contract 

d D Life Insurance 

h D Prescription drug 

I D Indemnity contract 

a Premiums: ( 1) Amount received .............................. .. .. .... .. ............ ........ ..... ,___9_a~t(_1 >~---------------< 
(2) Increase (decrease) in amount due but unpaid ................................... . t--_9_a~t(_2)~-+-------------; 
(3) Increase (decrease) in unearned premium reserve ............................. ~_9_a~t(_3>~~-------~----+----------
(4) Earned ((1) + (2) - (3)) ............................... .............................................. ~ ... _ ... _ ... _ ... _ ... _ ... _ .. ~ .. . _ ... _ ... _ ... _ ... _ ... _ ... _ ... _ .. . _ ... _ ... _ .. ·~· _ 9_a~(•4~1>-________ 0 

b Benefit charges (1) Claims paid ........................................ ............... .. ....... 9b(1) 
t---~~--------------1 

(2) Increase (decrease) in claim reserves ......... .... .................. .................. ~_9_b~•<_2~)~-------~----+----------
(3) Incurred claims (add (1) and (2)) ................................... ................ .. .......... .. ................ .. ...................... , ........ . 9b(3) 0 
(4) Claims charged ................. ...... ................................... ........... ........ .. ..................... ................. .... ................... . 9b(4) 

C Remainder of premium: (1) Retention charges (on an accrual basis) --

(A) Commissions ............. .. ........... .... ....... ................. .... .... .... ..... .. .. ..... 1--9-"-c("-'1.,_H"-.AC.L1)-1------------i 
(B) Administrative service or other fees ............ ............. ................ .... . ,__9_c~(1~)(~B_I.._,) ___________ ___, 
(C) Other specific acquisition costs ...... ........ ...... .. .. .. .......................... 1--9_c.,_(1'""').,_(C-')-+----------~ 
(D) Other expenses .................... ........................................ ... ... ....... ... 1--9_c('-1"'-)('-D-'-)-1------------i 
(E) Taxes ......... .. ....... ..... ... ..... .... ...... ...... .... .......... .. ..... .. .... ... ... .. .... ... ... r--9c~(~1 )~(E~)c.....+-------------1 
(F) Charges for risks or other contingencies.. ................. .................... 1--9_c~(1""')-'-(F~)'--l--------------1 
(G) Other retention charges ........ .. .. ............................ ........ ....... .. ....... ~ 9_c-'-(1-'-)-'-(G~)~-------.-----+----------
(H) Total retention .... ...... ........ ......... ........ .......... ........ ...... ....... ......... ....... ....... , ........... .. ... ...... .. ..... ........ ... .... .. 9c(1)(H) 0 

(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.) ................ .. 9c(2) 
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ........... .. .. 9d(1) 

(2) Claim reserves ................. ..................................... ....... ..... ... .. ....................... .... ... .............. ................. ...... .. . 9d(2) 
(3) Other reserves .......... ....... ........................................ ..... .... .. .... .......................................... .. .... ..... , ... ............ . 9d(3) 

e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9c(2).) ............................ .. 9e 
10 Non experience-rated contracts: 

a Total premiums or subscription charges paid to carrier .. .............................................. .................................... . 10a 109,337 

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 I, 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 [xj No 

12 If the answer to line 11 is "Yes," specify the Information not provided. ► 



SCHEDULE A 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Insurance Information 

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

► File as an attachment to Form 5500. 

► Insurance companies are required to provide the information 
pursuant to ERISA section 103(a)(2). 

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and endinQ 

0MB No. 1210-0110 

2024 

This Form is Open to Public 
Ins ection 

12/31 / 2024 
A Name of plan 8 Three-digit 

I KOKOSING CONSTRUCTION COMPANY , INC . GROUP VISION CARE 
PLAN 

plan number (PN) ► 506 

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

KOKOS ING CONSTRUCTI ON COMPANY INC . 31-1023518 
Part I I 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 II and Ill can be reported on a sinQle Schedule A. 

1 Coverage Information: 

(a) Name of insurance carrier 

DOMINION NAT IONAL 

(c) NAIC (b) EIN code 

54 - 1808292 95657 

(d) Contract or 
Identification number 

313866 

(e) Approximate number of Policv or contract year 
persons covered at end of 

(f) From (g) To pol icy or contract year 

261 01/01 / 2 024 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 
descendin order of the amount aid . 

a Total amount of commissions aid b Total amount offees aid 

2 , 849 

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 
MARSH & MCLENNAN AGENCY , LLC 
309 WEBSTER ST . 

DAYTON OH 

(b) Amount of sales and base 
commissions oaid 

2 , 849 

45402 

Fees and other commissions oaid 

(cl Amount Id) Puroose 

(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 oaid 

commissions oaid (c) Amount (d) Purpose 

(el Oraanization code 

3 

(el Orqanization code 

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024 
v. 240311 

0 
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

(b) Amount of sales and base 
commissions aid (c)Amount 

Fees and other commissions aid 

(d) Purpose 

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

(b) Amount of sales and base 
commissions aid (c) Amount 

Fees and other commissions aid 

(d) Purpose 

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

(b) Amount of sales and base 
commissions aid (c) Amount 

Fees and other commissions aid 

(d) Purpose 

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

(b) Amount of sales and base 
commissions aid (c) Amount 

Fees and other commissions aid 

(d) Purpose 

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

(b) Amount of sales and base 
commissions aid (c) Amount 

Fees and other commissions aid 

(d) Purpose 

(e) 
Organization 

code 

(e) 
Organization 

code 

(e) 
Organization 

code 

(e) 
Organization 

code 

(e) 
Organization 

code 
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Part II 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 ......... . ......... ... .............. ...... ...... I 

5 Current value of plan's interest under this contract in separate accounts at year end ............ ............................. .......... I 

6 Contracts With Allocated Funds: 

a State the basis of premium rates ► 

b 
C 

d 

Premiums paid to carrier ....... ................ .... ....... ..... ... ......... .... .... ... ...... .. .. ....... ....... ............ ........... ....... ........ .. ........ . 

Premiums due but unpaid at the end of the year ........ ...................................... ..... ... ........ ... .. .................. .... ......... . 

If the carrier, service, or other organization Incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ... .............. ... ............. ..... ........................... ... ...... ........ ........ .... ... . 

Specify nature of costs ► 

e Type of contract: (1) 0 individual policies (2) 0 group deferred annuity 

(3) 0 other (specify) ► 

f If contract purchased, in whole or in part, to distribute benefits from a terminating plan , check here ► 

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

a Type of contract: (1) 0 deposit administration (2) 0 immediate participation guarantee 

(3) 0 guaranteed investment (4) 0 other ► 

b Balance at the end of the previous year..... .. ......................................................................................................... I 

4 I 

5 I 

7b 
C Additions: (1) Contributions deposited during the year ..... ............. .............. 1--7_c_,:(~1.,_)-+--------------1 

(2) Dividends and credits ............... ......... ..... ... ......... ... .............. .................... . 7c(2) 
(3) Interest credited during the year ............. .... ......... .. ..... ...... .......... ... ... ...... . 7c(3) 
(4) Transferred from separate account.. ...... ...... .... .... ....... ................. ....... ..... ,__7_c~:(4_1)._. __________ ____. 
(5) Other (specify below) ........... ................ ............ ............................ ............ 7c(5) 
► 

(6)Total additions ............. ..... .. .. ..... ............................ .... .................................................. .................... ... .............. . 7c(6) 
7d 

0 

0 
0 d Total of balance and additions (add lines 7b and 7c(6)). ............... ... .. .. ..... .............................. ..... ......................... I ~-------~---+-----------

e Deductions: 

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 
(2) Administration charge made by carrier ....... .......................... ........ .... .. .... .. ,__7_e~1(~2~1)-+-___________ _, 
{3) Transferred to separate account.. ............................ ............ ............ ..... .... ,__7_e~1(_3._.) __________ ____. 
(4) Other (specify below) ............................... .... ......... .... ................................ t--7_e_.._(4~•>~--------------i 

► 

(5) Total deductions.......................... ......... .... .... ...................... ............................................................... ................ ~7...c.e_...,(5-'-'i)'-+-_________ 0 
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ......... .............. ........... ............ ........ ........ I 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 th is report. 

8 Benefit and contract type (check all applicable boxes) 

a D Health (other than dental or vision) 

e D Temporary disabil ity (accident and sickness) 

i D Stop loss (large deductible) 

m D Other (specify) ► 

9 Experience-rated contracts: 

b ~ Dental 

f D Long-term disability 

j D HMO contract 

cD Vision 

g D Supplemental unemployment 

k ~ PPO contract 

d D Life insurance 

h D Prescription drug 

I D Indemnity contract 

a Premiums: (1) Amount received ........................ .......................... .... ... .. .... .. 1---9_a..,_1(_1).__-t----------------i 

(2) Increase (decrease) in amount due but unpaid ........ .... .. ........ .............. 1---9_a..,_1(2~1).__-t----------------i 
(3) Increase (decrease) in unearned premium reserve .............. .... ........... .___9_a..,_1(3_1).__...,_ _______ r-____________ _ 

(4) Earned ((1) + (2) - (3)) .................. .............. .. ... ............................ .. .... ..... ·,-···-···-···-.. _···-.. . -... -r-... _ .. _ .. . _ ... _ ... _ .. . _ .. _ ... _ .. . _ ... _ ... _ ... _ .. ~. _ 9_a(~4~)+-_____ ___ 0 
b Benefit charges (1) Claims paid ...... ... .. ............ .... .. ............ ......... ....... ....... 9b(1) 

1---...,_'---+----------------i 
(2) Increase (decrease) in claim reserves .... .. ............ ............................... .___9_b~1(2_i).__...,_ _______ r-----+----------

(3) Incurred claims (add (1) and (2) ) .. ......................................... .......... .. .. .... .. ... .... .... ..... ... ............... ... .... .... ...... . 9b(3) 0 
(4) Claims charged ......... ............ .... ........... ............... ..... .. ........... ......................... ... ... .......... ......... .. ... ................ . 9b(4) 

C Remainder of premium: (1) Retention charges (on an accrual basis) --

(A) Commissions ... .......... ...... ... ......... .... ..... ............. ........ ................. .. 1--9_c(~1~)(~,A~1)-+-------------1 
(B) Administrative service or other fees ...... ... .. .......... ... ..... ... ... .... .... ... 1--9_c_...(1_,I H..,_IB_IL-f ) ___________ ---1 

(C) Other specific acquisition costs .... ............ ... ........... ........... ..... ... .. . 1--9_c(-'-1-'-)-'-(C--')-+--------------i 
(D) Other expenses .. .... ... ....... .................... .......... ...... ....... ... ... ..... .. ... . t--9c~('-1'--')(_D-'---) -+-------------1 
(E) Taxes. ......... ..... ... ................ ......... ... .. ..... ..... ...... ..... .. ... .. ........ ........ 1-9_c~(~1 )~(E~)-+------------1 
(F) Charges for risks or other contingencies .. ... ....... ............. ... .. .. ....... 1--9_c(-'-1-'-)(-'-F-'-)-+--------------i 
(G) Other retention charges .. ... .......... .............. ..... ... ............... ...... ..... . .__9_c(-'-1-'-)(-'-G~)~ -------~---+----------
(H) Total retention .... ..... ... ....... .... .................................. .. ...... ................. .......... ... .................... ... ................. . 9c(1)(H) 0 

(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 ...... ....... . . 9d(1) 

(2) Claim reserves ........ ............. .. ......... ... .... ................ .... ... .. ....... ... .... .... ... ...... ..... .. .... ...... ......... .. ...... .... .... ....... . 9d(2) 

(3) Other reserves ..................... .... ..... ...................... .... .. ........ .... ... ... .................................... ....... ... ............... .... . 9d(3) 

e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9c(2) .) .......... ............... ... . . 9e 
10 Non experience-rated contracts: 

a Total premiums or subscription charges paid to carrier .... ......... ... ... .. .. ........... ............ ..................... ... .............. . 10a 98 , 506 

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 I, line 2 above, report amount... ... ......... .. .. ....... . 10b 

Specify nature of costs. 

Part IV Provision of Information 

11 Did the insurance company fa il to provide any information necessary to complete Schedule A? .... .. ...... . D Yes [xi No 

12 If the answer to line 11 is "Yes," specify the information not provided. ► 
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Department of the Treasury 
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Employee Benefits Security Administration 

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. 

0MB 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 /31/2O24 

A Name of plan 

KOKOSING CONSTRUCTION COMPANY , I NC. GROUP VISION 
CARE PLAN 

B Three-digit I 
Plan number (PN) ...... ► 5 0 6 

C Plan administrator's name as shown on line 3a of Form 5500/Form 5500-SF D Administrator's EIN 

KOKOSING CONSTRUCTION COMPANY , INC. 31 -1 023518 

I Part I I 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 D association retirement plan (See 29 CFR 2510.3-55) (Complete Part 11) 

b D professional employer organization plan (PEO Plan) (See 29 CFR 29 CFR 2510.3-55) (Complete Part Ii) 

c D pooled employer plan (PEP) (See 29 CFR 2510.3-44) (Complete Parts II and 111) 

d ~ other multiple-employer pension plan (Describe) ______________________ (Complete Part II) 

Part II 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 I, 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 2d Aggregate Account Balances Attributable 
Contributions for the Plan Year to Participating Employer 

31 - 1023518 46 . 48 105 , 926 , 998 

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

Kokosing Industrial , 47 - 2946608 31 . 66 66 , 323 , 819 

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

31 - 4442564 6 . 29 17 , 306 , 608 

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

Kok in n 31 - 0980603 4 . 70 11 , 417 , 728 

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

31 - 1355207 1. 88 4 , 634 , 843 

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

Integri ty Kokosing 
27 - 4000423 1. 26 4,768 , 743 . . . 

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 

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule MEP (2024) 
v. 240311 
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Part II Participating Employer Information (Continued). 

Use this page for additional participating employer information. 

2 All multiple-employer pension plans that are subject to section 21 0(a ) of ERISA (see instructions for fi ling the Form 5500) must complete Part 11 , in 

addition to Part I, 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 

Area Annreaa tes LLC 26 - 33 00 375 0 . 33 1 , 311 , 684 

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

W"k()<s ina In c 47 - 30 47 908 7.39 22 , 038,865 

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 
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 
Employer Contributions for the Plan Year 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 fo r all such individuals, without providing names or other identifying 
information. 
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2e Does the plan include any individuals not participating through an employer or who are individual working 2e 
owners? 

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

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

2g If you answer "Yes" in Line 2e, enter the aggregate account balances for all such individuals that are not 
2g listed on line 2a. 

I Part Ill I Pooled Employer Plan Information 

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

3a Is the pooled plan provider (identified as the plan sponsor and administrator in Part II of the Form 5500) currently in 
compliance with the Form PR (Pooled Plan Provider Registration Statement) requirements? (See instructions and 
29 CFR 2510.3-44) ..... ...... .... .. ............... ..................... ...................... ..................... .. ........... ...... ... ... .... .... ...... ........... .. . 

3b If line 3a is "Yes", enter the ACK ID for the most recent Fonm PR that was required to be filed under the Form 
PR filing requirements. (Failure to enter a valid ACK ID will subject the Fonm 5500 filing to rejection as 
incomplete.) 
ACK ID ___________________ _ 

Page 2 

□ Yes □ No 

□ Yes D No 


