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

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

Pension Benefit Guaranty Corporation Public Inspection

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

| Partl | Annual Report Identification Information

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

A This return/report is for: @ a single-employer plan D a multiple-employer plan (not multiemployer) (Pension Plan filers checking this box

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

B This return/report is D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: B Form 5558 D automatic extension D DFVC program
D special extension (enter description)
D If the plan is a collectively-bargained plan, CheCk NEre ...............covoveveeecceieceeeeeeee et 4 D
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here ......................... » D
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan number
THRIFT DRUGS CASH BALANCE PLAN PN) D 003
1c Effective date of plan
01/01/2011
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.O. Box) 64-0575502
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) )
GRIFFIN DRUGS, INC. 2c Sponsor’s telephone number
THRIFT DRUGS, INC. 601-684-3401

2d Business code (see instructions)

208 W. PRESLEY BLVD.
MCCOMB, MS 39648 446110

3a Plan administrator’'s name and address ]g Same as Plan Sponsor. 3b Administrator's EIN

3c Administrator’s telephone number

4  If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report | 4b EIN
filed for this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the

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

5a Total number of participants at the beginning of the plan year..............cccccveveveveveceeeeeeeeeceeeee e 5a 21
b Total number of participants at the end of the PIaN YE&T .............cooovoiveveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 5b 19
¢(1) Number of participants with account balances as of the beginning of the plan year (only defined 5¢(1)

contribution plans complete this ItemM) .........c..oiiiii
¢(2) Number of participants with account balances as of the end of the plan year (only defined
Der « C0 5¢(2)
contribution plans complete this ItemM) ....... ..o
d(1) Total number of active participants at the beginning of the plan year ...............c.ccccooeieiirnicrnnnnn. 5d(1) 21
d(2) Total number of active participants at the end of the plan year ...............cc.cccoevevueveiecereeceeeeeeeenn, 5d(2) 19
€ Number of participants who terminated employment during the plan year with accrued benefits that 5e 0

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

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

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 10/14/2025 MARTY BIGNER
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2024)

v. 240311



Form 5500-SF (2024) Page 2

6a

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

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

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

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

. (See instructions.)

| Partlll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 904893 1004202
b Total plan liabilities ...............c.cocccovevevoveriiieeeeeeeeeeeeeee. 7b
C Net plan assets (subtract line 7b from line 7a) .............................. 7c 904893 1004202

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

(1) EMPIOYETS ...t e e 8a(1)

(2) PartiCipants........cuoiuiiiiiiiiiiieiie e 8a(2)

(3) Others (including rolloVers)................coeecuuueeeeeeeeeiciiiieaeeen, 8a(3)
b Otherincome (I0SS) ..........coueueuevevieeeeeeeeeeeeeeeeeeeeeeeeeeea. 8b 108866
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..................... 8c 108866
d Benefits paid (including direct rollovers and insurance premiums

t0 Provide DEeNEFitS) .........uueeeeeeriiiiieeeeeeeeeeeeeeeee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 9557
G Other EXPENSES ... 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) ................ccc............ 8h 9557
i Netincome (loss) (subtract line 8h from line 8¢) ............c.............. 8i 99309
j Transfers to (from) the plan (see instructions) 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
1A 1C 3H
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

| Part V | Compliance Questions

10  During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until fully
corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program)..............cccccceuuu. 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
repOrted ON lINE TO@.) ....eeiuiiiiie ittt ettt 10b X
C Was the plan covered by a fidelity bONd? ... 10c | X 100000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY? ..ottt 10d X
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (See INSrUCHONS.) ... ..oiiiiii i 10e
f Has the plan failed to provide any benefit when due under the plan? ............ccococoveeioioeeeeceen. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c........... 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
23 0T 0 e PSS 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..........cccceeiiiiiiieniiiiiciieee 10i
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Part VI Pension Funding Compliance

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

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

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

D Yes.

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

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

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

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

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

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

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

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

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

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

Part VII | Plan Terminations and Transfers of Assets

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

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

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

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

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

| Part VIl | IRS Compliance Questions

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

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

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

M NA

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




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

Department of the Treasury
Internal Revenue Service

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

Pension Benefit Guaranty Corporation

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

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

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

A Name of plan B Three-digit
THRIFT DRUGS CASH BALANCE PLAN plan number (PN) > 003
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
GRIFFIN DRUGS, INC. 64-0575502
E Type of plan: ]E Single D Multiple-A D Multiple-B ‘ ‘ F Prior year plan size: B 100 or fewer D 101-500 D More than 500
‘ Part | l Basic Information
1  Enter the valuation date: Month _ 12 Day 31 Year 2024
Assets:
@ MATKEE VAIUE ...ttt st e st s e bbb s e s e st et a sttt s e ennas 2a 1004202
D ACUBIHAI VAIUE ... 2b 1004202
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment..............ccococeiiieiennne, 0 0 0
b For terminated vested participants 0 0 0
2 955092 955092
2 955092 955092
4
a Funding target disregarding prescribed at-risk assSUMPLIONS ............ooiiiiiiiiiiiiie e 4a
b Fuqding target reflecting at-r.isk assumptipns, but disregallrding trgnsition rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor
5  Effective interest rate 5 5.41 %

6 Target normal cost

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

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

SIGN
HERE 10/14/2025
Signature of actuary Date
MICHAEL SPICKARD, EA 23-05310
Type or print name of actuary Most recent enroliment number
SUMMIT RPC 330-730-7432
Firm name Telephone number (including area code)

3137 NORTHVIEW ROAD
UNIONTOWN, OH 44685

Address of the firm

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

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



Schedule SB (Form 5500) 2024

Page2-[ 1 |

Part Il

Beginning of Year Carryover and Prefunding Balances

7

Balance at beginning of prior year after applicable adjustments (line 13 from prior
VAT .ttt ettt e et e e e bt e e et e e arneeeenes

(a) Carryover balance

(b) Prefunding balance

0

0

Portion elected for use to offset prior year’s funding requirement (line 35 from prior
VEAT) .ttt ettt e et et eeaanes

Amount remaining (lin€ 7 minus liN€ 8) .........ccoiiiiiiiiii e

10

Interest on line 9 using prior year’s actual return of Yo

11

Prior year’s excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year) ...........cccccovceveninne,

b(1) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 533 %

b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
TEEUMN Lo

C Total available at beginning of current plan year to add to prefunding balance

d Portion of (c) to be added to prefunding balance ..............ccccoevveeeeeeeeeeeeeeeeee

12

Other reductions in balances due to elections or deemed elections ............c.c............

13

Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) .................]

Part Il

Funding Percentages

14

FUNding target attaiNMENt PEICENTAGE. .........ov.urveereeeeeeeeeeseesees e sessee s s es s ses s ss s essess s s ses s eses s ss s sssesssessssesssanssessesessessssessenessenesnnsenas 14

105.14 %

15

Adjusted funding target attainMmEeNt PEIFCENTAGE ...........oi ittt ettt et e e et e e et e e e bt e e e annbeeeanbeeeabeeeeannne 15

105.14 %

16

Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAr'S FUNAING FEQUITEIMENT. ...ttt et e ettt ettt e e ettt e e eab et e ettt e e ettt e e ab et e ettt e e et e e e anb e e e eabeeeeaaneeas

100.16 %

17

If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage

............. 17 %

Part IV

Contributions and Liquidity Shortfalls

18 Contributions made to the plan for the plan year by employer(s) and employees:

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

Totals » | 18(b)

18(c) | 0

19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contributions from prior years

................................. 19a

b Contributions made to avoid restrictions adjusted to valuation date. ...........c.cceveueuereirieirieieiieeeeeeeeeeee 19b

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date................... 19¢

20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI? ....... ..ot et e e et e e et e e et e e e anb e e e enteaaannee s D Yes @ No

b If line 20ais “Yes,” were required quarterly installments for the current year made in a timely manner?.............cccocooveeeoeeeceeeee e [[ Yes [[ No

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

Liquidity shortfall as of end of quarter of this plan year

(1) 1st (2) 2nd

(3) 3rd

(4) 4th




Schedule SB (Form 5500) 2024 Page 3

PartV |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

1st segment:
5.03 %

2nd segment:
5.26 %

3rd segment:
5.59 %

a Segment rates:

[ | N/A, full yield curve used

b Applicable month (enter code)

21b

0

22 Weighted average retirement age

22

62

23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate

[] substitute

Part VI |Miscellaneous Items

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
EE YL el g 1 =Y o | SO T OO O T PO PP PP PU PR OUPPPTRPPP D Yes @ No

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

26 Demographic and benefit information

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

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

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

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

41 If an election was made to use the extended amortization rule for a plan year beginning on or before December 31, 2021, check the box to indicate the first
plan year for which the rule applies. [ [2019  []2020 [ ]2021
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Benefit Plan
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| Part! iAnnual Report Identification Information
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and ending

1273172074

A This returnieepor s for @ a single-employer plan

D a multiple-employer plan {nol mulliemployer) (Pension Plan filers checking this box
muai altach Schedule MEP, Other plans must allach a i

st of participating employer

information in accordance with the form instructions )

D the first relurnireport D the final returnireport

D an amended relurn/repord

B This relurmfrepon is
Form 6558 D aulgmatic exiension

C‘Cheek box if filing under;
: D special extension (enter description)

D a shorl plan year raluri/report (less than 12 months)

U DFVC pr ‘)marﬁ :

D ithe pian is a collectively-bargained plan, theck Dere . ... oo i e R
E Winlslsa re{roacﬂvely adopled plan permitled by SECURE Acl seclion 201, check hBIe ..o, 14 D
| Partll | Basic Plan Information—enler all requested lnformanon
12 Neme ol plan ~ 1b Three-digit plan number
THRIFIL DRUGS _CASH BALANCE PLAN PNy b 003
e : ; 1c Effective date of plan
: . 01/01/2611
2a Pian sponsor's name {employer, if for a single-employer plan) 2b  Employer ldentification Mumber (EIN)
Mai!inq address (Include reom, apl., sulle no, and slreel, or P.O. Box) G4-0575502
Y or fown, slate or prm'ince, country, and ZIP or forelgn poslal code (if forelgn, see lns!ructions) T
GRIFI DRUGS; INC. 2¢ Sponsor's telephone number
. y < {601} 684-3401
PHRIFT DRUGS, 1INC. 2d Business code (see Instructions)
208 ¥, PRESLBY BLVD. i
. o 446110 B
MCCOMB M3 39648 C
3b Administralor's EIN

3a P!an adm nlslralor*s name and address @ Same as Plan Sponsor

3c:

Administrafor’s telephone number

4 !ftho name andlor EIN ol the plan. sponsor or the plan name has changed since the last te!uml(eport 4h EmN
= fifed for this plan, enlc; the-plan sponsor s name, EIN, the plan nams and the plan number from the - :
- lasl returnfrepor. s : ; ad’ PN
a:Sponsol’s name
CPlanName
Sa Total number of parficipants al the beginning of the plan a1 OO O 5a N
b fotal m;mb@r of patticipanis al the end of the plan.year.... o 5b 9
c{1) Number of pariicipants with accounl bal;mces as of lhe beglnning of the p!an year (omy defned 5c(1)
. _conlrbution plans complele this flem) .. o
{2} Number of pariicipanis vith account b'ﬂances as cf iha end ol the plan year (only defi ned 5c(2)
coniribution plans complele this ltem) ..; A et TR s R A SRR I _ e
 d{1) Tolal number of active participanis al tho beglnnlng of the plan year., Od(") ~ A4
- d2)r olal number of acllve participants al the end of the plan year......... _ 5d(2) ) e
e Numbm of participants who lerminaled employmen during the plan ycar wzlh accruad benems ha Bo
< wero less than 100% vested. . s o ’ Y

: ~Cauuon A penally for the lale or lncomplem ﬂllng nl this mmrn!repnr! wm bo msqes.sed unloc.v. masonamo catse s oslablished,

—-Under penallies of perjury and other penallics sel forth in the Instuctions,

| declare thal | have examined this returmdraport, Including, i applicable, s Schedule

' 1 BBor Sc.hedu?e MB f:ompie!ed and signm} by an enrolled-acluary, as wcu as the eleclronie version of tis relurndrepod, sind to the best of my knowdedge and

[0/ ¢ o rhmrry nicnek

Dale

Enter nama of Individual signing as plan adminlstiator

Date Enler name of ndividual 5

laning as employer of plan sponsof

Form 6600-SF (2024)
¥, 240311




'}ir}missc;z).ss? (2024 : ‘ ‘ Jage 2

6a Were all of the plan's assels durmg the plan yf‘dl“!m’(}‘it:“d In ofigible agsels? (Seo b nd"UC“OH@),H; ,,,,,, e, Ve R ves

b Are you daiming 4 walver of the anhual exaninalion and report of an Independent qualiied publle accountant (iOPA} ot LI o S
nder 20.CFR 2520.104-467 (Soe Instruclions on waiver efiglolity and Congilons.}.... ..o e e , Bl e H No

if you answered “No” to either line 6a or line &b, the phn cannot use Form 6500-8F and must lm{oad tiso Form 550(}; e o

{Tves [fno ] Not dotormiied -

( o To(sed strichiont’) !
U Part il ] Finanmaiinformation ‘ ‘ . |
T Pi?ri ‘Assels and Liablitles ' S {a) Beglnning of Yoar -~ {b) End of Year !
Ca Total plan assels .. R L oo e iebere st ersions 7a 904, 893 1,004,202 !
b Tolal plan{&bﬁx{ies ...... 7h S AN I RIS |
¢ Nelplen assels: (aublr amme 7 fromline 7a) v, 7c 904 89'3 e w1, 004,202 ‘ '
‘8 incore, Expenses, and Transfers for this Plan Year e T {a )Amount ‘ s (b)YTota!

a - Contribulions received orrecoivable from* : B o .
) Employérs . smireoroieiac e | 88{1) L . L e

(2) Pamcipams b iy es sy S pecerosransearenesranesines | BB{2)
(3) Othe:s(mciudingmltovefs){ citrabar st neeneenese | B8{3)

“h i other im:omn ((oss} TS ' 108,866 "
¢ Tolalincome (add fines 8a(1), 8a(2), 8a(3), and 8b) ... e | 86 [ T - 108,866
d Benefils ‘pald (including direct rollovers and. insurance premium,' PR T e e
: 1o provide beneﬂs).........'...;x .................................. IO 8d g N R T
e Cetlaln deemed andlor correcﬂve diatribm!ons {see lnslmclfons) N b
CF T Administrative &ervce pmviders (sa!er es, fees, commi 55 ons) 8f ’ e L9 RST s fC
”_g_ OGF EAPENSES 1vrseiesisiineriris b vmssiinssessssi s onitsssrisessrs | B0 LTI ; o
h Tolat expen%es (add !ines sd ee, Bf -and ag) 8h - 9,557
"8 59,304

“Yes | No Amount
See inalruc(lons zmd DO’ Voluntary Hduciaxy Corraction Program) ... , 1100 X ‘
empl irsnsactions with any:party-i i
10b X 7
, ed by o fidelily bond? . : 10e | X , 100, 000 !
- d Did !he plan have a loss, whe!hef ornol relmbursed by the plan's Ndefity bond thal was-caused : ' :
by fraud ordshonastﬁ T TR SR ROUOTIOUUUOPRINE I |1 X !

e Were any fees of commlssion«s pald o any brakers, ag J&‘ﬂlo, or alhar persons by an insurance
carrler, Instrance sefvice, of omer organtmllon that pmvldes some or all of the henehls under

Ihe plan? (8e6 INSWUCHONS. ). vcuivitirms i s i e | 108 X ' A ' |
1 |
z

f Has ha plan failed to provide any beneil vhen due under the plan? b a e | 4 0f %

g Did the p)an hav’e any pmi clparil loans? (H‘Yas, anler amount a5 of year-end.) oo o | 10g b ;
- h ihsisan individu ount p}ari s there.a bisckoul period? (Sce instruttions and 28 CFR '

‘ ?‘320’50143‘) . D T TO RTT 10h f

1 1 10h was ansvered Yes, chec}r ma imx i{ yau BiN)G[ provldcd !he mqulmd nntlm or ana of mo i

c.xc.epﬂons ia prmwding th& nollw applied-under 20.CFR 2620.101-3 OO T 1.




'FcrmSSOO‘SF(ZOz‘é)V e  paged-[ ]

l Part V| . 1 Pension Funding Compliance

1 isithis e deﬂned benefit plan subject to minimum funding requirements? (f "Yes," ses Instruclions and comp!ete Schedule SB
{Form 6500) and fines 11a and b below.) ifthis Is a defined contrdbulion pension plan, leave line {1-blank and complela fine 12

below. oo T TR VT

a " Enlef the unpald minimiim required conlnbuuons for alf years from Schadule SB (Form 5600) ling 40 .. l 11a ; I

bee{rj nolified as: xequlred by ER!SA sgcllons, 4043(0)(6) and/or 303( k)(4)? Check lhe appiicable box
'Yes.'

‘b PBGC mlssod contributton reporting requlmmonts If the plan Is covered by PBGC and the amount reponed on llna 1m is gmater than @o hae. PBCC

| FE
I

- D No. epoding was walved under 29 CFR 4043 25(c)(2) because contributions equal to or exceeding i 10 unpaid min imurm required con(nbuﬁon

_were made by Ihe 30th day after the due dale,

-exceading the unpald minimum requlred contribution by the 30th day afler the due dale I
Bl No. O!her Provide epranalion -

The 30- day per!od referenced in 20 CFR 4043.25(c)( ?) has not yet ended, and the sponsor intends !o méke a conlrlbuﬁon equa: xo oF T

: ‘1»2 s this 8 defined con!nbulﬁon plan subjact to the minimum funding requ!remen(s of secuon 412 or the Code or sec(lon 302 o!

o N e e NIt NI O R o1 B ORIt SUpSe Gt N VRS :
SlinYest comp)ete l ne 12a orunes 12b, 125: 12d, and 1Ze below, as apphcab)e) If (hls ls a deﬁned, enef t pcnston plan Jeave =i

~ilineq2 b[ank and complele line 11 above.

D Y@s D Mo

“ @ If a'walver of the rinimum fundirig standard lor 8 pdor year ls belng amomzed in this plan yesf, see Inslruc"ons and enter the dale of the letter runng

granting the Walver. v i g rebesieer e AT Crrssbtre gt e etk senrsieshines Monih Day Year
If you completed iine 12a, complete lines 3, §, and 10 of. Schedule MB (Form 5500), and sklp to Hing 13,
b “Enler lhe minlmum required contribulion-for this.plan YEAT sivririnsvonies PO O TR SO RO TV irienin 1 12D ‘
-G Enler the amounl conmbuted by the emp!oyer 10-1he plan fOr 1his PIAN YEAT i, ioemaicrmairloimioioisissinn O B b2
“d Sublracl the amoun! n lme 120 from the amount in line 12b. Enler the result (enlter a minus slgn to the Iefl ofa : 1 424

negalive a OUNY Lt et

onlrol o{ the PBGC?

© T dmlng this plan year, any i assels or liabliilies were lransferred from (his plan lo.another plan(s), Idantlfy ihe plan(s) to :

which assels or llabllllies’ were transferred (See mslrucﬂons )

13cﬁ) Name of plan(s) 13c(2) EIN(s)

530(3) PN(s}

[’Pa‘rt'r\/m ] IRS Comp}ian

14a Doas he plap salls(y lh
ermissive a

emplayee delerrals and emptoyer malching contribulions (a8 applicable) under Code sections 401(k)(3) and 401(m)(2).
U Design-based safe harbor melhod

1‘1check ali boxes lhat appiy to® lndlcale haw the plan is lntended to 8@l sfy (he ondlscrim!mﬂnn i

16




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210-0110
(Form 5500) Actuarial Information 2024

Dapartment of the Treasury '

'm;rnel Revenue Senvce This schedule is required to be filed under section 104 of the Employee e

epartment of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public
Ernployee,Beneﬁls Security Administration Internal Revenue Code (the Code). ‘ Inspecption .
Pension Bensfit Guaranty Corporation '
P File as an attachment to Form 5600 or 5500-SF. : :
01/01/2024 and ending T2/3172024

For calendar plan year 2024 or fiscal plan year beginning

» Round off amounts to nearest doliar, B
b Cautlon: A penalty of $1,000 will be assessed for late filing of this repert unless reasonable cause is established.

A Name of plan B Three-diglt o
THRIFT DRUGS CASH BALANCE PLAN plan number (PN) Y 003
C Plan sponsor's name as shown on line 2a of Form 6500 or 6500-SF ’ D Employer Identification Number (EIN)
GRIFFIN DRUGS, INC. R e
. : 64-0575502
E Type of plan: E] Single D Multiple-A D Multiple-B ] : I F Prior year plan size: E 100 or-fewer D 101-600 D More than 600
,f?éh]fj'Bashlnfonnaﬁon ‘ ' ‘
1 Enter the valuation date: Month 12 Day ___31 Year 2024
Assels: ‘
8 MATKEE VAIUE . c1recevvs i svennsscssssccainsesasss s st sbse bt s b ese st ss st as st sen b s s s smsasss s st sessien s snsie "~ 2a o ~ 1,004,202
10 AAGRUBIIAL VBIUE o.11..cvvverveessseeesssseseseesesssseeseses e s sssss e sssssss e sessss st 2b o 1,004,202
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding | (3) Total Funding
. participants Target B Target
a For retired participants and beneficiaries receiving payment.....c...cvvereeiniennniind - 0y o ¢ Y 0
b For terminated vastad PariCiDaNtS........ .. rerreeressemmesneresissensssseesemmesssmsnssssense 0 ) 0} 0
C FOF BCHVE PATIGIDANLS ¢.vvovveervsreerscesrscenereesses st sersnees oo 2 955,092 | 955,092
0L s s s 2 965,092 | 955,092
4. Ifthe plan Is in at-risk status, check the box and complele ines () and (b):.msivessnien [ TR o
a Funding target disregarding prescribed at-risk asSUMPLONS v oo 4a
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor
B EMECHVE INETESE TALE covcvvvvvrvssessrccrrvanseisensvesssssssessiasas sesssessnssssasssssconsonssss osssssissssssssnsesssesssonmesssssesssnssesssosee 5 5.41 %
6 TArGELNOMNAI GOSLuuuvirsrrioerensreeeeocrorsesseseemressinesssssseesee s st st terere s est s eeseie ‘ Lo T
a Present value of current plan year accruals... 6a L ) 0.0
b Expected plan-relaled expenses ............... bbbt bbbtk et n s e e se e st neeeserarses s sand 6b ' 0
€ Targel NOrMal COStuumnrniiriiieiiercscnrerenas e b s st b s vt st at st et tbesaran e b esseraned 6¢c 0

Statement by Enrolled Actuary
To the best of my knov/sdge, the informallon supplied In this schedule and accompanying schedules, statements and atlachments, If any, Is complete and accurate. Each prescribed assumption was applled in
accordance with applicable law and regulations, in my opinlon, each other assumption Is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumplions, In

combination, offer my best estimate of anticipaled experience under the plan.

Signatugé of detuary Date
23-05310

:é%hé . %;Zx/{é/é[w%/ 10/14/2025

MICHAEL SPICKARD, EA

Most recent enroliment number
(330)730~7432

Type or print name of actuary
SUMMIT RPC

Flrm name Telephone number (Including area code)

3137 NORTHVIEW ROAD

UNIONTOWN OH 44685
Address of the firm

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

Schedule SB (Form 6500) 2024

For Paperwork Reduction Act Notice, see the instructions for Form 5500 or 5600-SF.
v, 240311




Schedule SB (Form 6500) 2024 Page2-[ |

P‘arft"bll - Beginning of Year Carryover and Prefunding Balances

(b) Prefunding balance

Balance at beginning of prior year after applicable adjustments (line 13 from prior

(a) Carryover balance

7
VEAI) vvvsvsisssererenssssesssssonssssssosssssesssetssssseastsssssssssessssssssssassssssasssnesessasese s eassssnsnssesssnsens 0
8 Portlon elected for use to offset prior year's funding requirement (line 35 from prior
YEAM) trovecveirinsiorinrercreretosinnaritisesees JOT T TP PP OO PR USOUO U PRUPEUOIORPPY 0
9 Amount remaining (INe 7 MINUS NG 8) ....ccvmveeriosrersiiisiscresmeseecsecsssresinesssesesessneess 0
10 Interest on line 9 using prior year's actual return of YT 0
11 Prior year's excess contributions to be added to prefunding balance: o
a Present value of excess contributions (line 38a from prior year) .......ccooecveniriniinnd G 0
b(1) Interest on the excess, if any, of line 38a over line 38b from prior, year '
Schedule SB, using prior year's effective interest rate of D R ORI 0
b{2) Interest on line 38b'from prior year Schedule SB, using prior year's actual
TOHUIT 111etsversuratesissrens s esrccans v b es e sse b ese s s darebhess dH1 e e sebebeae bsbes b eaebsbssere b rerens 0
C Total available at beginning of current pian year to add to prefunding balance ............... 0
d Portion of {c) to be added to prefunding BaIANGE ....c.v.vvweverrsrsisinn s 0
12 Other reductions In balances due to elections or deemed elecions .............cueveivririnndd 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) 0

“ Partill | Funding Percentages

14 | 105.14%

14 FUNINg target AHAINMENt PEICENIAGE. i v ressessi s sts s bis st bs eastss s sasees s ARSB b SH AR s A Rb bbbt 0t Lt s
15 Adjusted funding target altaINMENt DEICENTAGE ... ieirisreieesiesear s csiers s bisan st ncss b essbebs s eatsssi s sestasssssas b onssemsrsosetressso 16 | 105.14%
168 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may he used to reduce current 16
YOS FUNAING TEGUINIMENL . ccrvorv1 e veceessesseressssensessessesensasssssessessosssssessessesorsessossessosseesssessesesssssosss s tacsesessstosesessessenssesasesssessssemsessmnsssens ‘ 100.16%
17  If the currant value of the assets of the plan s less than 70 percent of the funding target, enter such percentage..........coiininiinnne 17 %
“Part IV | Contributions and Liquidity Shortfalls
18 Contributions made to the plan for the plan year by employer(s) and empioyees:
" (a) Dale {b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
{(MM-DD-YYYY) employer(s) employaes (MM-DD-YYYY) employer(s) employees
Totals b | 18(b) 0] 18(c) | 0
19 Discounted employer contributions — see insiructions for small plan with a valuation date after the beglnning of the year:
a Contributions allocated toward unpaid minimum required contributions from prior years. ..o 19a
b Contributions made to avold restrictions adjusted to VAUAHON date .........ccoeveernmerierimnssiire e 19b
19¢

C Conlributions allocdted toward minimum required contribution for current year adjusted to valuation date........vves

20

Quarterly contributions and Il;juidlty shorlfalls:

a Did the plan have a “funding shortfall” for the Prior Year? ... i s s o

b Ifiine 20a.is “Yes," were required quarterly Instaliments for the current year made in a timely manne:?.

C Ifline 20ais "Yes," see Instructions and complete the following table as applicable:

Liquldity shortfall as of end of quarter of this plan year

(1) 1st . (2) 2nd

(3) 3rd

(4) 4th




Schedule SB (Form 5600) 2024 Page 3

" PartV | Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: ! Sement i"f’;ggme“o; o Eeggme”oz [N, il yield curve used
b Applicable MONtH (BNEF COUE) uvu.icerrerriemrrreiierirrsiri sy esssecss s sssssessssssis s tsssiessssssesssesssssssssstsssestsssntsons 21b 0
22 Weighted average retiremMent 808 ...t issenses . . 22 62
23 Mortality table(s) (see Instructions) @ Prescribed - combined D Prescribed - separate D Substitute
__Part VI |Miscellaneous ltems ' ‘
24 Has achange been made In the non-prescribed -actuarlal assumptions for the current plan year? i "Yes," see Instructions regarding required
attaChmMONL i RO D Yes @ No

25 Has a method change been made for the current plan year? [f “Yes," see instructions regarding required altachment

26 Demographic and benefit information

a Is the plan required to provide a Schedule of Active Participants? If “Yes,” see Insiructions regarding required attachment. ............... D Yes @ No
b Is the plan required to provide a projection of expected benefit payments? If “Yes,” see instructions regarding required attachment... D Yes D No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
» attaghmgnl ..........................................................................................................................................................
" part VIl | Reconciliation of Unpaid Minimum Required Gontributions For Prior Years
28 Unpald minimum required contribUtions for all PrIOr YIS .......ceiicernniinsr s sesss e ses st ssssesssesssssssseenes 28 0
29 Discounted employer conlributions allocated toward unpald minimum reaulred contributions from prior years 29
(N8 1)1 evvverereeisieeessesseesoresssesesseasssss et b bbe e s8R s et amar st o4 B bttt er et e s pen s 0
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS INE 29) ...vveeveeiensrerieeinaresins 30 0
- "Part VIl - | Minimum Required Contribution For Current Year
31 Target normal cost and excess assels (see Instructions): . )
A Target NOMAL COSL (NG BC) v ieisiisiinneeiesss s arsses bt sbar s et estsess st sss s st sses arsebses st sesebontvins 31a 0
b Excess assets, if applicable, but not greater than line 31a .... 31b ‘ 0
32 Amoriization Installments: Oulstanding Balance Instaliment '
a Net shortfall amorlization Installment ..., 0
b Walver amortizalion INSLalMENt.........rcrieeiiimsseesis s esiens 0 0
33 If a walver has been approved for this plan year, enter the date of the ruling letter granting the approval 33
(Month Day Year } and the waived amount .......ccovenvcneniiee i,
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)...] 34 0
Carryover balance Prefunding balance Totai balance
35 Balances elscted for use to offset funding
TEGUIFEIMIBNL wvvovever e erereee e sseessseneesenessasesessessnnes 0 0 0
36 Additional cash requirement (e 34 MINUS NE 35) v......vvuernivvnmirimnieriernnioasinmeemimmssrs oo 36 0
37 ?gog)trlbullons allocated toward minimum required contribution for current year adjusted to valuation date (line 37 0
38 Present value of excess contributions for current year (see Instructions)
a Total (excess, If any, of line 37 over line 36) 38a o
b Portion Included in line 38a atiributable to use of prefunding and funding standard carryover balances........... 38h O
39  Unpaid minimum required contribution for current year (excess, if any, of ling 36 over N 37) ......cc.cuvvevvenniennenns 39 0
40 Unpald minimum required contribUlions fOr @l YEAIS ... uiecreciriisseusmrisnmsnsesmmrsssionmssiessesiossassessrsssienrmnssranns 40 0

"PartIX ' | Pension Funding Relief Under the American Rescue Plan Act of 2021 (See Instructions)

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

[J2020  [] 2021

plan year for which the rule applies. | ]2019




SCHEDULE SB, LINE 22

DESCRIPTION OF WEIGHTED AVERAGE

RETIREMENT AGE

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

specified in the Plan,

Plan Name:

Plan Sponsor’s Name:
Plan Number:

EIN:

Schedule $B Retirement Age 2011

Thrift Drugs Cash Balance Plan
Griffin Drugs, Inc.

003

64-0575502




Target Assumptions:

Male Nonannuitant:
Female Nonannuitant!
Male Annuitant;

Female Annuitant:

Schedule SB, Part V - Statement of Actuarial Assumptions

2024 Nonannuitant Male
2024 Nonannuitant Female
2024 Annuitant Male

2024 Annuitant Female

Applicable months from valuation month: ]
Probability of lump sum: 0.00%
Use pre-retirement mortality: No
Ist 2nd drd

Segment rates! 5.03 528 5.36
High Quality Bond rates: N/A N/A N/A
Final rates: 5.03 528 5.59
Override: 0.00 0.00 0.00
Salary Scale

Male: 0.00%

Female: 0.00%
Withdrawal

Male: N/A

Female: N/A
Withdrawal-Select

Male: N/A

Female: N/A
Early Retirement Rates

Male: FULL SUB AT 55

Female: FULL SUB AT 55

Subsidized Early Retirement Rates

Male: N/A
Female: N/A

Name of Plan:
Plan Sponsor's EIN:

THRIFT DRUGS CASH BALAN
07-1520111

Plan Number: 002

Options:
‘Use optional combined mortality table for small plans: Yes
Use discount rate transition; No
Lump sums use proposed regulations: Yes
Actuarial Equivalent Floor
Stability period: plan year
Lookback months:
Nonannuitant; N/A
Annuitant; 2024 Applicable

st 2nd 3ird
Current; 5.01 5.13 5.15
Override; 0.00 0.00 0.00
Late Retirement Rates
Male: N/A
Female! N/A
Marriage Probability Setback
Male: 0.00% 0
Female: 0.00%
Expense loading: 0.00%
Disability Rates
Male: N/A
Female: N/A

Mortalit Setback

Male: N/A 0
Female: N/A 0

Page 1




Schedule SB, Part V - Summary of Plan Provisions

Eligibility Reguirements Service/Participation Requirements

Age (yrs) ! 0 Definition of years:  Hours worked

Age (months) 0 Continuing hours: 1,000 :
Wait (months) ¢ 12 Excluded classes: ;

Two year eligibility: No

Earnjngs

Total compensation excluding ! 403(b) ‘
Cafeteria j
Other ‘
Prior to participation
415 prior to participation

Retirement " Norma Early Subsidized Early. Disability Death
Age: 62 55
Service: 0 0
Participation: 5 10
Defined: 1st of month Lst of month
during during

Interest Crediting Rules .

Plan Year Rate
Past: 5.00% Current: 5.00% Future: 5.00% Interest credited to:  Termination date

Benefit Reduction / Mortality table & setback ,;
!

Male: Actuarial Equivalence  Actuarial Equivalence N/A 0
Female: Actuarial Equivalence  Actuarial Equivalence N/A 0
Rates - Male: FULL SUB AT 55 N/A N/A
Rates - Female: FULL SUB AT 55 N/A N/A
Use Social Security Retirement Age: No REACT Benefits Percentage: 50.00%
Vesting Schedule: 3 YEAR CLIFF Pre-retirement death benefit
Hours Worked Percentage of acerued benefit: 100.00%

Vesting Definition:
Death Benefit Payment method: PVAR

Naie of Plan: THRIFT DRUGS CASH BALANCE PLAN
Plan Sponsor's EIN:  07-1520111
Plan Number: 002

Page 1




Schedule SB, Part V - Summary of Plan Provisions

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

Significant Changes in Plan Provisions Since Last Valuation

Name of Plan: THRIFT DRUGS CASH BALANCE PLAN
Plan Sponsor's EIN:  07-1520111
Plan Number; 002

Page 2
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Schedule SB, Part V - Summary of Plan Provisions

Beneflit Formula

Benefits are based on the actuarial equivalent of the hypothetical account balance, The hypothetical contributions are based on
$0.00 to be allocated amongst the patticipants,

Name of Plan: THRIFT DRUGS CASH BALANCE PLAN
Plan Sponsor's EIN:  07-152011!
Plan Number: 002

Page 3




