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

OMB Nos. 1210-0110
1210-0089

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.

2024

This Form is Open to Public

Inspection

Part |

Annual Report Identification Information

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

and ending  12/31/2024

A This return/report is for:

B This return/report is:

D a multiemployer plan

a single-employer plan
D the first return/report
an amended return/report

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

employer information in accordance with the form instructions.)

D a DFE (specify)
D the final return/report

C Ifthe plan is a collectively-bargained plan, check here. . ... ... ... ... .. i

D Check box if filing under:

Form 5558

D special extension (enter description)

D automatic extension

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

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

Part Il

Basic Plan Information—enter all requested information

1a Name of plan

UNIVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS PLAN - US

1b

Three-digit plan
number (PN) » 001

1c

Effective date of plan
01/01/2004

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)
UNIVERSAL INSURANCE MANAGERS, INC

101 ARTHUR ANDERSON PARKWAY

SARASOTA, FL 34232

2b

Employer Identification
Number (EIN)
42-1610421

2c

Plan Sponsor’s telephone
number
941-378-8851

2d

Business code (see
instructions)
541990

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

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN |Filed with authorized/valid electronic signature. 10/16/2025 SARY ANN VAZQUEZ
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 10/16/2025 SARY ANN VAZQUEZ
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311
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3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 283
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the plan year ... 6a(1) 207
a(2) Total number of active participants at the end of the plan year ... 63_(2) 195
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 73
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 268
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccccooviiiiiiiiiiienen. 6e 0
f L= I X To I g Tot ol =T Vo TSR PRSPR 6f 268
Number of participants with account balances as of the beginning of the plan year (only defined contribution plans
9(1) [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR 6g(1) 258
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 COMPIELE TNIS IEIM) ...ttt ettt ettt ettt ettt et et ettt eete et e et e te s easeseeaeeteebeebe s e b essenseseeseebe st este e ensessereeresrestesnan 69(2) 244
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h 0
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:
2G 2F 23 2E 2T 2S
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) Trust 3) Trust
4 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules

(@) R (Retirement Plan Information) 1)

B H (Financial Information)

1

2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached
actuary 4) @ C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

® (]

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

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA). 2024

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
UNIVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS PLAN - US plan number (PN) > 001

C Plan sponsor’s name as shown on line 2a of Form 5500
UNIVERSAL INSURANCE MANAGERS, INC

D Employer Identification Number (EIN)
42-1610421

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
EMPOWER ANNUITY INSURANCE COMPANY OF AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
84-0467907 68322 335158-01 53 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

1062

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

FRANKLIN ROCAFORT

CETERA ADVISOR NETWORKS, LLC

FD ROOSEVELT AVE. MARGINAL SUR 114

SAN JUAN, PR 00918

(b) Amount of sales and base

Fees and other commissions paid

commissions paid (c) Amount

(d) Purpose (e) Organization code

531

3

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

JEAN KARLO ROCAFORT

CETERA ADVISOR NETWORKS, LLC

FR ROOSEVELT AVE. MARGINAL SUR 114

SAN JUAN, PR 00918

(b) Amount of sales and base

Fees and other commissions paid

commissions paid (c) Amount

(d) Purpose (e) Organization code

531

3

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

Schedule A (Form 5500) 2024
v. 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account atyearend ..................c..coccocoeveieireenn..... 4 1075481
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5 0
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) B other » GROUP ANNUITY CONTRACT
b Balance at the end of the PreviOUS YEaI .................oiiii oo 7b 1822154
C Additions: (1) Contributions deposited during the year ...............c.ccccocuene.... 7c(1) 59961
(2) Dividends and CreditS...........c..vurvevreeeieeeieeceeieieees e 7c(2) 0
(3) Interest credited dUNNG the YEar...............cvovveueeeeeeeeee e 7c(3) 15045
(4) Transferred from separate aCCOUNt .............ccooerveeueeeeeeeeeeereeerseeeeeesnees 7c(4) 359845
(5) Other (SPECIFY DEIOW) ...ttt 7c(5) 42802
» LOAN REPAYMENTS, FORFEITURES
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6) 477653
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d 2299807
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 707028
(2) Administration charge made by carrier -15053
(3) Transferred to separate account 532351
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI ABAUCHONS ...t ee et e et en et es e eee s en s een et ene s enneeen 7e(5) 1224326
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. 7f 1075481
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Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

9 Experience-rated contracts:

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

Specify nature of costs.

Part IV Provision of Information

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

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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁtrsnggczrityaAg:ninis\ra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
UNIVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS PLAN - US plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
UNIVERSAL INSURANCE MANAGERS, INC 42-1610421

Part | | Service Provider Information (see instructions)

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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




Schedule C (Form 5500) 2024

Page3-[ 1 |

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you

answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

2.

() Enter name and EIN or address (see instructions)
EMPOWER ANNUITY INSURANCE COMPANY

8515 EAST ORCHARD ROAD
GREENWOOD VILLAGE, CO 80111

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

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
64 RECORDKEEPER 36452 0
Yes NoD Yes@ NoD Yes NoD
() Enter name and EIN or address (see instructions)
EMPOWER ADVISORY GROUP LLC 8515 EAST ORCHARD ROAD
GREENWOOD VILLAGE, CO 80111
(b) (c) (d) (e) ) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation
Code(s) |employer, employee | compensation paid

organization, or

by the plan. If none,

receive indirect
compensation? (sources

include eligible indirect

Enter total indirect
compensation received by

Did the service

provider give you a
compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?

answered “Yes” to element
(). If none, enter -0-.
28 INVESTMENT 23472
MANAGEMENT

Yes D No

Yes D No D

Yes D No D

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

CETERA ADVISOR NETWORKS, LLC 2301 ROSECRANS AVE. #5100
ATT RETIREMENTPLANS
EL SEGUNDO, CA 90245-5670

(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation
Code(s) |employer, employee | compensation paid

55

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

BROKER /

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

receive indirect
compensation? (sources
other than plan or plan
sponsor)

compensation, for which the

include eligible indirect

plan received the required
disclosures?

compensation for which you

Enter total indirect
compensation received by
service provider excluding

eligible indirect

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

Did the service

provider give you a
formula instead of

an amount or

estimated amount?

ADVISER

Yes No D

Yes D No

14846

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

() Enter name and EIN or address (see instructions)
PENSION PLUS, INC PO BOX 366281
SAN JUAN, PR 00936
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
13 CONTRACT 0 10000
ADMIN Yes No D Yes D No E Yes D No B]
() Enter name and EIN or address (see instructions)

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

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
YesD NoD YesD NoD YesD NoD
(a) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) (f) (9) (h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service

Code(s) |employer, employee | compensation paid receive indirect

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

by the plan. If none,

enter -0-.

compensation? (sources
other than plan or plan
sponsor)

include eligible indirect
compensation, for which the
plan received the required
disclosures?

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

provider give you a
formula instead of
an amount or

estimated amount?

Yes D No D

Yes D No D

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

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

many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

CETERA ADVISOR NETWORKS LLC

55

14846

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

GREAT WEST LIFE & ANNUITY INSURANCE 8515 EAST ORCHARD ROAD
GREENWOOD VILLAGE, CO 80111

OTHER COMMISSIONS

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

PENSION PLUS, INC

13

10000

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

GREAT WEST & ANNUITY INSURANCE 8515 EAST ORCHARD ROAD

GREENWOOD VILLAGE, CO 80111

TPA ALLOWANCE PAYMEN

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE D

Department of the Treasury
Internal Revenue Service

DFE/Participating Plan Information
(Form 5500)

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

OMB No. 1210-0110

2024

Department of Labor

P File as an attachment to Form 5500.

Employee Benefits Security Administration

This Form is Open to Public

Inspection.
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
UNIVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS PLAN - US plan number (PN) 3 001

C Plan or DFE sponsor’'s name as shown on line 2a of Form 5500
UNIVERSAL INSURANCE MANAGERS, INC

D Employer Identification Number (EIN)
42-1610421

Part |

(Complete as many entries as needed to report all interests in DFEs)

Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)

a Name of MTIA, CCT, PSA, or 103-12 [E: PUTNAM RETIREMENT ADV TRST 2060 X

b Name of sponsor of entity listed in (a):

PUTNAM INVESTMENTS CIT

d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 27-3616920-373 code c 103-12 IE at end of year (see instructions) 123149
a Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADVANTAGE TRST MA
b Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS CIT
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- - - ’ ’ ’ 420041
C EIN-PN  26-0788428-268 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADV 2050 X
b Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS CIT
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 26-0787670-2 C ’ ) d 297908
C EIN-PN 26-0787670-258 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE;: PUTNAM RETIREMENT ADV TRST 2025 X
PUTNAM INVESTMENTS CIT
b Name of sponsor of entity listed in (a):
C EIN-PN 26-0788428-268 d Entity c € Dollar value of interest in MTIA, CCT,.PSA, or 506711
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADV 2055 X
b Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS CIT
C EIN-PN 26-0787670-272 d Entity c € Dollar value of interest in MTIA, CCT,‘PSA, or 170227
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |IE: PUTNAM RETIREMENT ADV 2045 X
b Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS CIT
C EIN-PN 26-1208510-259 d Entity C € Dollar value of interest in MTIA, CCT, PSA, or 733165
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADV 2040 X
b Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS CIT
d Entity c € Dollar value of interest in MTIA, CCT, PSA, or 288166
- 26-1384398-260 2 . ’
C EIN-PN code 103-12 IE at end of year (see instructions)

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

Schedule D (Form 5500) 2024

v. 240311
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Name of MTIA, CCT, PSA, or 103-12 |E:

PUTNAM RETIREMENT ADV 2030 X

Name of sponsor of entity listed in (a):

PUTNAM INVESTMENTS CIT

EIN-PN  26-0788040-262 d Entity C € Dollar value of interest in MTIA, CCT,.PSA, or 585636
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADV 2035 X

Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS CIT

EIN-PN 26-0787945-261 d Entity c € Dollar value of interest in MTIA, CCT,.PSA, or 737151
code 103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

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

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending  12/31/2024
A Name of plan B  Three-digit
UNIVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS PLAN - US plan number (PN) > 001

C Plan sponsor’s name as shown on line 2a of Form 5500
UNIVERSAL INSURANCE MANAGERS, INC

D Employer Identification Number (EIN)
42-1610421

‘ Part | |Asset and Liability Statement

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

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing cash ............ccccoiiiiiiiiii 1a
b Receivables (less allowance for doubtful accounts):
(1) Employer CONtrBULIONS ............voveeceeeeeereeeeeeeeeeeeece et es e 1b(1)
(2) Participant CONLIDULONS.............vveeeeeeeeeeeeeeeeeeeeeeeseeee e eeeseseseea 1b(2)
(B) OtNBT oottt 1b(3) 0 0
C General investments:
1) Interest-bgaring cash (include money market accounts & certificates 1c(1)
(o) f0 [T oo 1= 1 ) SRR OORPPR
(2) U.S. Government securities 1¢(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEfEITEA ... 1c(3)(A)
(B) AlLOtNET ..o 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PreferTed .......c.veeoeeeeeeeeeeeeeeeeeeeeee e 1c(4)(A)
(B) COMMON ... 1c(4)(B)
(5) Partnership/joint venture interests .................ccoooioeoeeeeeeeeeeeeeeeeeeeen 1¢(5)
(6) Real estate (other than employer real property) ...........ccccococeveveeveveeennn. 1c(6)
(7) Loans (other than to participants)...............ccceeveeeeereeeeereeneesenseeeas 1¢(7)
(8) Participant 08NS ............cccooveiiireeeneneenn 1¢(8) 241675 256070
(9) Value of interest in common/collective trusts.... 1¢(9) 3523970 3862154
(10) Value of interest in pooled separate acCoUNtS ...............ccocoveeererseeeens. 1c(10)
(11) Value of interest in master trust investment accounts..............c........... 1c(11)
(12) Value of interest in 103-12 investment entities ..............cocoveurveveeennnene. 1c(12)
(13) \f/uarlltéz)of interest in registered investment companies (e.g., mutual 1c(13) 10781635 11184545
(14) Zngi?aZI;;Tds held in insurance co.r'T.1pany genere.lyaccount (u-rTfallocat?-d 1c(14) 1822154 1075481
(15) OtNET ...ttt 1c(15)

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

Schedule H (Form 5500) 2024
v. 240311
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) EMPIOYEr SECUMHES .......c.viveviveeieiieseeeeeeeceeee et es s 1d(1)
(2) Employer real property 1d(2)
€ Buildings and other property used in plan operation ..............ccccceeniiiennnee. 1e
f Total assets (add all amounts in lines 1a through 1€) ...........ccccccovrueuennnn... 1f 16369434 16378250
Liabilities
g Benefit claims payable ...........co.o.ovoiiiuiuiiiieeeeee s 19
h Operating payables .............ccceueuiviieeeeeeeceeccee e 1h
i Acquisition INEbtedNESS...........c.c.cveveveeececececeeeeee et 1i
J Other lIabilies.........o.ovouiioieieeiiieiceee e 1j 0 16726
k Total liabilities (add all amounts in lines 1g through1j) ........ccccceuevevevereennnnes 1k 0 16726
Net Assets
| Net assets (subtract line 1k from line 1f).........cccceveveviviveiicceee e ‘ 11 ‘ 16369434 16361524

Part Il [Income and Expense Statement

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

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

(1) Received or receivable in cash from: (A) Employers ............ccccceeuee.... 2a(1)(A) 269609

(B)  PartiCiDAntS ........cecvevevereveeeeeeeccececeeeeeeee et es e 2a(1)(B) 814149

(C) Others (including rOlOVENS)..........cueueueeereeeeeeeeeeeeeeeee e 2a(1)(C) 239179
(2) Noncash CONtHBULIONS .........c.cueueveveeeeececceceeeeee e 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............. 2a(3) 1322937

b Earnings on investments:

(1) Interest:

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

certificates of deposit)

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

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

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

(E)  PartiCipant I0aNS ............ov.ouiveeeieeeeeeeeeeeeeeeeseeese e e 2b(1)(E) 21599

(F)  OMNEI oot 2b(1)(F) 4785

(G) Total interest. Add lines 2b(1)(A) through (F).........c.covvvveereveennenn. 2b(1)(G) 26384
(2) Dividends: (A) Preferred SOCK..............cooveureeeeeeeeeeeeeeeeeeeseeeeneeennen 2b(2)(A)

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

(C) Registered investment company shares (e.g. mutual funds).......... 2b(2)(C) 642281

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 642281
(B) RENS ...ttt 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ................... 2b(4)(A)

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

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

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

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

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

o

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

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

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

Benefit payment and payments to provide benefits:

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

INTErESt EXPENSE....oiiiiiiii it
Administrative expenses:

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

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

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

(a) Amount

(b) Total

2b(6)

2b(7)

2b(8)

2b(9)

2b(10)

1555201

2c

2d

3546803

2e(1)

3493733

2e(2)

2e(3)

2e(4)

2f

29

2h

3493733

3194

2i(1)

2i(2)

2i(3)

2i(4)

2i(5)

2i(6)

2i(7)

2i(8)

2i(9)

2i(10)

2i(11)

57786

2i(12)

57786

2j

3554713

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

2k

-7910

21(1)

21(2)
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Partlll Accountant’s Opinion

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

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

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

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

C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: RSM PUERTO RICO (2) EIN: 66-0388756

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

‘ Part IV ‘Compliance Questions

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

During the plan year: Yes No Amount

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.) .................. 4a X

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

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

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

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

Was this plan covered by a fidelity BONA? ..........coovoviviiieee e 4e X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

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

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

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

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

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

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

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

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

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

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes B No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
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5b  If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

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

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




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

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

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

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
UNIVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS PLAN - US plan number
(PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
UNIVERSAL INSURANCE MANAGERS, INC 42-1610421
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1 0
1] 14 o1 1)

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

EIN(s):

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

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

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

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

5  If a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year

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

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

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

Part 11l Amendments

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

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

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

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

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

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

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

a Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

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

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

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

a Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

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

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

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

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

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

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

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

a  Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

[

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

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. Other. Provide explanation.

[ Part VIl | IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules?[{ Yes [ | No

21b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

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

[] NA

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

To: The Plan Administrator and Fiduciary Committee of
Universal Insurance Company Profit Sharing
and Savings Plan - US

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

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

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

Management has obtained certifications from a qualified institution as of December 31, 2024 and 2023, and for the
year ended December 31, 2024, stating that the certified investment information, as described in Note 3 to the
financial statements, is complete and accurate.

Opinion

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

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

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

THE POWER OF BEING UNDERSTOOD
ASSURANCE | TAX| CONSULTING

RSM Puerto Rico is a member of the RSM network and trades as RSM. RSM is the trading name used by the members of the RSM network. Each member of the
RSM network is an independent accounting and consulting firm which practices in its own right. The RSM network is not itself a separate legal entity in any Jurisdiction.



RSM

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

Basis for Opinion

Responsibilities of Management for the Financial Statements

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

In preparing the financial statements, management is required to evaluate whether there are conditions or events,
considered in the aggregate, that raise substantial doubt about Universal Insurance Company Profit Sharing and
Savings Plan - US’ ability to continue as a going concern for one year after the date that the consolidated financial
statements are available to be issued.

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

Auditors’ Responsibilities for the Audit of the Financial Statements

Except as described in the Scope and Nature of the ERISA Section 103(a)(3)(C) Audit section of our report, our
objectives are to obtain reasonable assurance about whether the financial statements as a whole are free from
material misstatement, whether due to fraud or error, and to issue an auditors’ report that includes our opinion.
Reasonable assurance is a high level of assurance but is not absolute assurance and therefore is not a guarantee
that an audit conducted in accordance with GAAS will always detect a material misstatement when it exists. The risk
of not detecting a material misstatement resulting from fraud is higher than for one resulting from error, as fraud may
involve collusion, forgery, intentional omissions, misrepresentations, or the override of internal control. Misstatements
are considered material if, there is a substantial likelihood that, individually or in the aggregate, they would influence
the judgment made by a reasonable user based on the financial statements.

In performing an audit in accordance with GAAS, we:

e Exercise professional judgment and maintain professional skepticism throughout the audit.

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

e Obtain an understanding of internal control relevant to the audit in order to design audit procedures that are
appropriate in the circumstances, but not for the purpose of expressing an opinion on the effectiveness of the
Universal Insurance Company Profit Sharing and Savings Plan - US' internal control. Accordingly, no such
opinion is expressed.

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

e Conclude whether, in our judgment, there are conditions or events, considered in the aggregate, that raise

substantial doubt about Universal Insurance Company Profit Sharing and Savings Plan - US' ability to continue
as a going concern for a reasonable period of time.
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Our audits did not extend to the certified investment information, except for obtaining and reading the certification,
comparing the certified investment information with the related information presented and disclosed in the financial
statements, and reading the disclosures relating to the certified investment information to assess whether they are in
accordance with the presentation and disclosure requirements of accounting principles generally accepted in the
United States of America.

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

We are required to communicate with those charged with governance regarding, among other matters, the planned
scope and timing of the audit, significant audit findings, and certain internal control-related matters that we identified
during the audit.

Other Matter - Supplemental Schedule Required by ERISA

The supplemental schedule of Form 5500, Schedule H, Line 4i — Schedule of Assets (Held at End of Year) as of
December 31, 2024 is presented for purposes of additional analysis and is not a required part of the financial
statements but is supplementary information required by the Department of Labor's Rules and Regulations for
Reporting and Disclosure under ERISA. Such information is the responsibility of management and was derived from
and relates directly to the underlying accounting and other records used to prepare the financial statements. The
information included in the supplemental schedule, other than that agreed to or derived from the certified investment
information, has been subjected to auditing procedures applied in the audit of the financial statements and certain
additional procedures, including comparing and reconciling such information directly to the underlying accounting
and other records used to prepare the financial statements or to the financial statements themselves, and other
additional procedures in accordance with GAAS. For information included in the supplemental schedule that agreed
to or is derived from the certified investment information, we compared such information to the related certified
investment information.

In forming our opinion on the supplemental schedule, we evaluated whether the supplemental schedule, other than
the information agreed to or derived from the certified investment information, including their form and content, are
presented in conformity with the Department of Labor's Rules and Regulations for Reporting and Disclosure under
ERISA.

In our opinion:

e The form and content of the supplemental schedule, other than the information in the supplemental schedule
that agreed to or is derived from the certified investment information, is presented, in all material respects, in
conformity with the Department of Labor’s and Regulations for Reporting and Disclosure under ERISA.

e The information in the supplemental schedule related to assets held by and certified to by a qualified institution
agrees to, or is derived from, in all material respects, the information prepared and certified by an institution
that management determined meets the requirements of ERISA Section 103(a)(3)(C).

San Juan, Puerto Rico
October 16, 2025.

DOP81-1088

Universal Insurance Company Profit Sharing
and Savings Plan - US
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UNIVERSAL INSURANCE COMPANY
PROFIT SHARING AND SAVINGS PLAN - US

STATEMENTS OF NET ASSETS AVAILABLE FOR BENEFITS
December 31, 2024 and 2023

RSM

2024 2023
ASSETS:
Investments-
Mutual funds at fair value $ 11,184,545 10,781,635
Collective trust funds at fair value 3,862,154 3,523,970
Group annuity contracts at contract value 1,075,481 1,822,154
16,122,180 16,127,759
Receivables-
Notes receivable from participants 299,755 292,064
16,421,935 16,419,823
LIABILITIES:
Excess participant contributions payable 16,726 -
NET ASSETS AVAILABLE FOR BENEFITS $ 16,405,209 16,419,823

The accompanying notes are an integral part of these financial statements.



UNIVERSAL INSURANCE COMPANY RShA
PROFIT SHARING AND SAVINGS PLAN - US

STATEMENT OF CHANGES IN NET ASSETS AVAILABLE FOR BENEFITS
For the year ended December 31, 2024

ADDITIONS TO NET ASSETS ATTRIBUTED TO:

Investment income-

Net appreciation in fair value of investments $ 1,555,201
Interest and dividends 647,066
2,202,267

Interest income from notes receivables from participants 21,599

Contributions-

Participants 814,149
Employer 269,609
Rollovers 239,179
1,322,937
3,546,803

DEDUCTIONS FROM NET ASSETS ATTRIBUTED TO:

Benefits paid to participants 3,503,631
Administrative expenses 57,786
3,561,417
NET DECREASE IN NET ASSETS AVAILABLE FOR BENEFITS (14,614)

NET ASSETS AVAILABLE FOR BENEFITS:

Beginning of year 16,419,823

End of year $ 16,405,209

The accompanying notes are an integral part of this financial statement.



UNIVERSAL INSURANCE COMPANY RS hA
PROFIT SHARING AND SAVINGS PLAN - US

NOTES TO FINANCIAL STATEMENTS
December 31, 2024 and 2023

1) Plan description:

The following brief description of the Universal Insurance Company Profit Sharing and Savings Plan - US (the
Plan) is provided for general information purposes only. Participants should refer to the Plan Document for a
complete description of the Plan's provisions.

A)

B)

General — The Plan is a defined contribution plan covering all employees of the entity listed below. It is subject
to the provisions of the Employee Retirement Income Security Act of 1974 (ERISA). Empower Trust
Company, LLC (formerly Great-West Trust Company, LLC) is the Custodian for the Plan. Other relevant
information is as follows:

Effective date : January 1, 2004

Plan year : December 31

Normal retirement : Attainment of age 65

Early retirement : Attaining of age 55 or with five years of service for vesting purposes
Eligibility : Employees of Universal Insurance Managers, Inc. (the Employer) who have

completed one thousand (1,000) hours of service within twelve (12)
consecutive months and at least are 18 years old. Any employee who has
completed one year of service shall be deemed to have met the service
requirement.

Contributions — Pre-tax contributions are limited to $23,000 for the year ended December 31, 2024.
Participants may make voluntary after-tax contributions to the Plan up to 10% of their compensation, subject
to the annual contribution limits established by the US Internal Revenue Code.

For the year ended December 31, 2024, the total annual contributions made by the Employer and participants
shall not exceed the lesser of $69,000 or the total compensation paid by the Employer to participant during
the plan year. In addition, a participant who has attained age 50 by the end of a calendar year, may elect to
make additional voluntary contributions (catch-up contributions). Catch up contributions will not be taken into
account in applying any matching contribution under the Plan. These contributions are limited to $7,500.

The Employer shall make a matching contribution equal to $.50 per $1.00 of the participant’'s deferral;
contribution up to 6% of a participant's compensation. In addition, the Employer may contribute a
discretionary amount during each Plan year determined by the Employer.

Investment options — The Plan allows participants to direct the investment of their contributions into various
investment options available under the Plan.

Notes receivable from participants — Participants may borrow from their accounts a minimum of $500 up to
the lesser of 50% of their vested account or $50,000 reduced by the highest outstanding loan balance during
the previous 12 months. The Plan allows a participant to have only one note outstanding at a time. The note
is secured by the balance of the participant’s account and bears interest at Prime Rate plus one. The note
must be repaid over a period not to exceed five (5) years, unless the loan qualifies as a home loan. A "home
loan" is a loan used to acquire a dwelling unit which, within a reasonable time, the Participant will use as a
principal residence. The note is repaid ratably through payroll deductions and allocated to the various
investment funds based on the participant’s contribution percentages.
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UNIVERSAL INSURANCE COMPANY RS hA
PROFIT SHARING AND SAVINGS PLAN - US

NOTES TO FINANCIAL STATEMENTS
December 31, 2024 and 2023

E)

F)

G)

Participant accounts — Individual accounts are maintained for each of the Plan’s participants to reflect the
participants’ and Employer’s contributions as well as the participant’s share of the discretionary contribution
of the Employer and any administrative expenses paid by the Plan. Allocations are based on the proportion
that each participant’s account balance bears to the total of all participants’ account balances. The benefit to
which a participant is entitled to is the benefit that can be provided from the participants vested accounts.

Vesting — Participants are vested immediately in their voluntary contributions, plus actual earnings thereon.
Vesting in the Employer’s contribution portion of their accounts is based on years of continuous service. The
participant’s right to the Employer's matching contributions and non-elective profit sharing contributions are
summarized as follows:

Vested
Years of Service Percentage
At least 1 year 0%
At least 2 years 25%
At least 3 years 50%
At least 4 years 75%
At least 5 years 100%

Payment of benefits — On termination of service due to death, disability, or retirement, a participant or their
beneficiary may elect to receive either a lump-sum amount equal to the value of the participant's vested
interest or annual installments over a fixed period of time, if balance is greater than $5,000. For termination
of service for other reasons, a participant may receive the value of the vested interest in his or her account
as a lump-sum distribution.

Distributions — The Plan Administrator, pursuant to the election of the Participant, shall direct the Trustee to
distribute to a participant or such participant's beneficiary the amount (if any) to which the Participant (or
Beneficiary) has become entitled under the Plan in one or more of the following methods:

e One lump-sum payment in cash (this shall be the normal form of payment, except as otherwise provided
below).

e Payments over a period certain in monthly, quarterly, semiannual, or annual cash installments. In order
to provide such installment payments, the Plan Administrator may (a) segregate the aggregate amount
thereof in a separate, federally insured savings account, certificate of deposit in a bank or savings and
loan association, money market certificate or other liquid short-term security or (b) purchase a
nontransferable annuity contract for a term certain (with no life contingencies) providing for such
payment. The period over which such payment is to be made shall not extend beyond the participant's
life expectancy (or the life expectancy of the participant and the participant's designated beneficiary).
Once payments have begun, a participant may elect to accelerate the payments (reduce the term and
increase payments).

e Partial withdrawals, with a minimum of $1,000.
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UNIVERSAL INSURANCE COMPANY RS hA
PROFIT SHARING AND SAVINGS PLAN - US

NOTES TO FINANCIAL STATEMENTS
December 31, 2024 and 2023

Any distribution to a participant who has a total vested account balance which exceeds $5,000 shall require
such participant's written consent (or in such other form as permitted by the US Internal Revenue Code) if
such distribution commences during the time the benefit is "immediately distributable”. A benefit is
"immediately distributable" if any part of the benefit could be distributed to the participant (or surviving
Spouse) before the Participant attains (or would have attained if not deceased) the later of the participant's
Normal Retirement Age or age 65.

Forfeited accounts — Forfeitures represent non-vested portions of contributions of the Employer on the day
of a participant’s death or termination, in accordance with the Plan’s vesting provisions. Forfeitures may be
first used to pay any administrative expenses. Any remaining forfeitures are used to reduce Employer
contributions. As of December 31, 2024 and 2023, there were forfeited non-vested accounts amounting to
approximately $371,000 and $317,000, respectively. During 2024, no forfeitures were utilized to pay
administrative expenses or reduce employer contributions. The balance of unallocated forfeitures will be
applied in accordance with the Plan provisions in subsequent periods.

2) Summary of significant accounting policies:

A)

B)

E)

F)

Basis of accounting — The accompanying financial statements have been prepared in accordance with the
accrual basis of accounting.

Use of estimates — The preparation of financial statements in conformity with accounting principles generally
accepted in the United States of America requires management to make estimates and assumptions that
affect the reported amounts of net assets available for benefits and changes therein. Actual results could
differ from those estimates.

Notes receivable from participants — Are measured at their unpaid principal balance plus any accrued but
unpaid interest. Interest income is recorded on the accrual basis. Related fees are recorded as administrative
expenses and are expensed when they are incurred.

Investment valuation and income recognition — Investments are reported at fair value, which is the price that
would be received to sell an asset or paid to transfer a liability in an orderly transaction between market
participants at the measurement date. See Note 4 for discussion of fair value measurements.

For investments in mutual funds that are registered with the Securities and Exchange Commission, and
collective trust funds, fair value is determined using net asset values (NAV). The NAV per share of investment
in mutual funds is published daily and is calculated by each fund based on the market value of the underlying
securities within each fund. The NAV per share of investment in collective trusts is calculated daily by taking
the fund’s total assets (securities, cash, and accrued earnings), subtracting the fund’s liabilities, and dividing
by the number of shares outstanding. The reported values for fully benefit-responsive investment contracts
are reported and presented in the statements of net assets available for benefits at contract value.

Net appreciation (depreciation) in fair value of investments includes the Plan’s gains and losses on
investments bought and sold as well as held during the year ended. Purchases and sales of securities are
recorded on a trade-date basis. Interest income is recorded on the accrual basis. Dividends are recorded on
the ex-dividend date.

Contributions — Employer and participants’ contributions are recorded in the Plan year in which the Employer
makes the payroll deductions.

Benefits — Benefit payments to participants are recorded when paid.
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UNIVERSAL INSURANCE COMPANY RS hA
PROFIT SHARING AND SAVINGS PLAN - US

NOTES TO FINANCIAL STATEMENTS
December 31, 2024 and 2023

3)

4)

G) Expenses — Certain expenses of maintaining the Plan are paid by the Plan, unless otherwise paid by the
Employer. Expenses that are paid by the Employer are excluded from these financial statements. Certain
expenses incurred in connection with the general administration of the Plan that are paid by the Plan are
recorded as deductions in the accompanying statement of changes in net assets available for benefits. Fees
related to the administration of the notes receivable from participants are charged directly to the participant’s
account and are reported as administrative expenses. Investments related expenses are included in net
appreciation of investments.

Information certified by Empower Trust Company, LLC (the Custodian):

Plan’s net assets information as of December 31, 2024 and 2023 and for the year ended December 31, 2024,
included throughout the Plan’s financial statements and supplemental schedule, was prepared by or derived from
information provided by the Custodian and furnished to the Plan Administrator.

The Plan Administrator has obtained certifications from the Custodian that information provided to the Plan
Administrator by the Custodian related to Plan’s assets is complete and accurate. Accordingly, as permitted
by 29 CFR 2520.103-8 of the DOL's Rules and Regulations for Reporting and Disclosure under ERISA, the Plan
Administrator instructed the Plan's independent auditors not to perform any auditing procedures with respect to
the following information, which appears throughout the financial statements and supplemental schedule related
to the following assets:

Description 2024 2023
Mutual funds at fair value $ 11,184,545 $ 10,781,635
Collective trust funds at fair value $ 3,862,154 $ 3,523,970
Group annuity contracts at contract value $ 1,075,481 $ 1,822,154
Notes receivable from participants $ 299,755 § 292,064

The Custodian also certified the completeness and accuracy of $1,555,201 of net appreciation on investments
stated at fair value and $647,066 of interest and dividends related to the aforementioned assets, and interest
income of $21,599 from notes receivable from participants for the year ended December 31, 2024.

Fair Value Measurements:

The framework for measuring fair value provides a fair value hierarchy that prioritizes the inputs to valuation
techniques used to measure fair value. The hierarchy gives the highest priority to unadjusted quoted prices in
active markets for identical assets or liabilities (Level 1) and the lowest priority to unobservable inputs
(Level 3).

The valuation techniques are based upon observable or unobservable inputs. Observable inputs reflect market
data obtained from independent sources, while unobservable inputs reflect the Plan’s market assumptions.
These two types of inputs create the following fair value hierarchy:

Level 1 — Inputs to the valuation methodology are unadjusted quoted prices for identical assets or liabilities in
active markets that the Plan has the ability to access.
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UNIVERSAL INSURANCE COMPANY RS hA
PROFIT SHARING AND SAVINGS PLAN - US

NOTES TO FINANCIAL STATEMENTS
December 31, 2024 and 2023

5)

Level 2 — Inputs to the valuation methodology include:

Quoted prices for similar assets or liabilities in active markets;

Quoted prices for identical or similar assets or liabilities in inactive markets;

Inputs other than quoted prices that are observable for the asset or liability;

Inputs that are derived principally from or corroborated by observable market data
by correlation or other means.

If the asset or liability has a specified (contractual) term, the Level 2 input must be observable for
substantially the full term of the asset or liability.

Level 3 — Inputs to the valuation methodology are unobservable and significant to the fair value measurement.

As of December 31, 2024 and 2023, investments in mutual funds registered with the Securities and Exchange
Commission and held by the Plan, are considered Level 1 type investments within the fair value hierarchy.
Collective trust funds are valued based on NAV and thus are not categorized within the fair value hierarchy.

Group annuity contracts with insurance company:

The Plan entered into a Group Annuity Contract with Empower Annuity Insurance Company of America
(Empower), through a Key Guaranteed Portfolio Fund, a general account product of Empower that meets the
fully benefit-responsive investment contract criteria, and therefore, is reported at contract value. Contract value
is the relevant measure for fully benefit-responsive investment contracts because this is the amount received
by participants if they were to initiate permitted transactions under the terms of the Plan.

The contract value, as reported to the Plan by Empower represents (a) contributions made under the contract
plus earnings; less (b) the sum of any amounts distributed and administrative fees. Participants may ordinarily
direct the withdrawal or transfer of all or a portion of their investment at contract value. Based on Empower
excessive trading policy, participant transfers may be restricted for up to 30 days in the event of excessive
participant trading. Transactions are processed as soon as practicable after resolution of closed or disrupted
financial exchanges or markets.

The methodology for calculating the interest crediting rate is based on the earnings of the underlying assets in
the entire medium-long term new portfolio compared to the minimum interest crediting rate, as stated in the
contract, and prevailing market conditions. Interest credit rate is reset quarterly.

There is no guaranteed interest rate under this contract; however, such rate will never be less than 0%. The
actual average yield earned by the Plan at December 31, 2024 and 2023 was 1.41% and 1.23%, respectively.

The Plan's ability to receive amounts due is dependent on Empower's ability to meet its financial obligations.
Empower's ability to meet its contractual obligations may be affected by future economic and regulatory
developments.

Certain events might limit the ability of the Plan to transact at contract value with Empower. Such events include
(1) a complete or partial Plan termination or merger with another plan, (2) bankruptcy of the Plan sponsor or
other Plan sponsor events (for example, divestitures) that cause a significant withdrawal from the Plan, or (3)
premature termination of the contract, among others. The Administrator believes no events are probable of
occurring that might limit the ability of the Plan to transact at contract value with Empower and that also would
limit the ability of the Plan to transact at contract value with the participants.
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UNIVERSAL INSURANCE COMPANY RS hA
PROFIT SHARING AND SAVINGS PLAN - US

NOTES TO FINANCIAL STATEMENTS
December 31, 2024 and 2023

6)

7)

8)

Either the Plan or Empower may terminate the Group Annuity Contract (other than Plan termination), with at
least ninety (90) days’ advance written notice to the other party. The contract termination date shall be any
business day on or after the expiration of the ninety (90) day notification period. If the parties fail to determine a
mutually agreeable contract termination date, the contract termination date will be the 90th business day after
the date written notice of contract termination is received at Empower’s administrative office, or the ninetieth
(90th) business day after Empower mails notice of contract termination to the Plan last known address. Upon
termination of the group annuity contract, the Plan may choose one of the following options:

* Receive the payout of the fund in a lump sum with a market value adjustment.

* Receive the payout of the fund in a lump sum at book value. If this option is selected, Empower may defer
payment to a date no longer than 12 months in the future.

* Receive the payout in twenty (20) quarterly installments

« Mutually agree in writing to any other payout option allowable under applicable law.

Tax status:

The Plan has obtained determination letters, the most recent dated March 31, 2014 from the US Department of
the Treasury, to the effect that the Plan is exempt from income taxes according to Section 401(a) of the Internal
Revenue Code (IRC). Although the Plan has been amended since receiving the determination letter, the Plan
Administrator and the Plan's tax counsel believe that the Plan is designed and is currently being operated in
compliance with the applicable requirements of the IRC.

Accounting principles generally accepted in the United States of America require Plan’s management to
evaluate tax positions taken by the Plan and recognize a tax liability (or asset) if the Plan has taken an uncertain
position that more likely than not would not be sustained upon examination of taxing authorities. The Plan
Administrator evaluated the tax positions taken by the Plan and concluded that the Plan as of December 31,
2024 and 2023, had maintained its tax exempt status and had taken no uncertain tax positions that would require
adjustments or disclosures to the financial statements. Therefore, no provision or liability for income taxes has
been included in the financial statements.

The Plan is subject to routine audits by the IRS. As of December 31, 2024, the years 2020 and thereafter
remained subject to examination; however, there are currently no audits for any tax period in progress.

Risks and uncertainties:

The Plan’s investments are exposed to various risks, such as interest rate, market and credit risks. Due to the
level of risk associated with certain investments and the level of uncertainty related to changes in the values of
investments, it is at least reasonably possible that changes in the values of investments will occur in the near
term and that such changes could materially affect participants’ account balances and the amounts reported in
the statements of net assets available for benefits. Individual participant’s accounts bear the risk of loss resulting
from fluctuations in fund values.

Party-in-interest transactions:
The Employer and Pension Plus, Inc. (third-party administrator), are parties-in-interest as defined by ERISA. In
addition, the Plan invests in mutual funds and collective trusts funds that pertain to Empower Trust Company,

LLC, and in group annuity contracts with Empower Annuity Insurance Company of America. There were no
prohibited party-in-interest transactions as of and for the year ended December 31, 2024.
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UNIVERSAL INSURANCE COMPANY RS hA
PROFIT SHARING AND SAVINGS PLAN - US

NOTES TO FINANCIAL STATEMENTS
December 31, 2024 and 2023

9) Excess Participant Contributions Payable:

As of December 31, 2024, the Plan failed the discrimination test; the excess contributions amounting to $16,726
were recorded as a liability in the accompanying statements of net assets available for benefits, and as a
reduction of participant contributions for the year then ended. The Plan reimbursed these excess contributions
to its participants during 2025.

10) Plan termination:
Although it has not expressed any intent to do so, the Employer has the right under the Plan to discontinue its
contributions at any time and to terminate the Plan subject to the provisions of ERISA. In the event of Plan
termination, participants would become 100% vested in their Employer’s contributions.

11) Reconciliation of financial statements to Form 5500:

The following is a reconciliation of net assets available for benefits per the financial statements as of
December 31, 2024 and 2023 to Form 5500:

Description 2024 2023
Net assets available for benefits per the financial statements $ 16,405,209 $ 16,419,823
Less: Notes receivable from participants that has been deemed
distributed (43,685) (50,389)
Net assets available for benefits per Form 5500 $ 16,358,524 $ 16,369,434

The following is a reconciliation of change in net assets available for benefits for the year ended December 31,
2024, per the financial statements to Form 5500:

Description Amount
Change in net assets available for benefits per the financial statements $ (14,614)
Plus: Notes receivable from participants that has been distributed and
were offset as part of the distributions 9,898
Less: Notes receivable from participants that has been deemed
distributed (3,194)
Change in net assets available for benefits per Form 5500 $ (7,910)

The Plan continues to present the note receivable from participants that have been deemed distributed as a
Plan’s asset, until a distributable event occurs.

12) Subsequent events:
In January 2025, the Plan Sponsor underwent a change in ownership due to an acquisition that resulted in a

change in control of the Plan Sponsor’s operations. This change is not expected to have an impact on Plan
participants or the administration of the Plan.
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UNIVERSAL INSURANCE COMPANY RS hA
PROFIT SHARING AND SAVINGS PLAN - US

NOTES TO FINANCIAL STATEMENTS
December 31, 2024 and 2023

On May 16, 2025, the Plan was restated with an effective date of January 1, 2025, and the Plan Sponsor was
changed to Universal Insurance Holdings of North America, Inc. The restated Plan adoption document indicates
that the Plan Sponsor is a member of a controlled group, which includes the following entities: Universal North
America Insurance Company, Universal Insurance Managers, Inc., Singular Insurance Agency, and Synera
Claims & Risk Solutions, LLC. Each controlled group member must adopt the Plan with the approval of the Plan
Sponsor in order to participate.

On May 16, 2025, the Plan Sponsor also appointed a new Trustee to the Plan, effective January 1, 2025.
The Plan Administrator is not aware of additional subsequent events, which would require recognition and/or

disclosure in the financial statements. The Plan Administrator has evaluated subsequent events through
October 16, 2025, the date on which the financial statements were available to be issued.
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UNIVERSAL INSURANCE COMPANY RSM
PROFIT SHARING AND SAVINGS PLAN - US

SCHEDULE H, LINE 4i - SCHEDULE OF ASSETS (HELD AT END OF YEAR)
December 31, 2024

Description of investment, including maturity
date, rate of interest, collateral, and par or
Identity of issuer, borrower, lessor or similar party maturity value Cost Current Value

(a) (b) (c) (d) (e)

Mutual Funds -

ISHARES S&P 500 INDEX K 3,933.6365 Units ** $ 2,706,696
PUTNAM LARGE CAP GROWTH R6 16,121.6175 Units > 1,224,921
PUTNAM DYNAMIC ASSET ALLOCATION BAL R6 61,707.7507 Units ** 981,770
PRINCIPAL MIDCAP S&P 400 INDEX R6 41,410.3950 Units * 908,130
MASSMUTUAL SELECT TOTAL RETURN BOND | 102,886.5956 Units ** 845,727
AMER FUNDS CONSERYV G/I PORTFOLIO R6 39,006.4386 Units > 513,325
FIDELITY INTERNATIONAL INDEX 9,623.1666 Units ** 457,485
AMERICAN FUNDS NEW WORLD R6 5,470.4307 Units * 421,059
PUTNAM DYNAMIC ASSET ALLOC GROWTH R6 20,597.1231 Units ** 407,411
PUTNAM GLOBAL TECHNOLOGY R6 5,155.2309 Units > 377,105
PUTNAM LARGE CAP VALUE R6 10,092.3769 Units ** 348,086
BARON SMALL CAP INSTL 9,181.1172 Units * 303,620
FIDELITY GROWTH STRATEGIES K 4,053.0692 Units > 272,934
T ROWE PRICE LTD DUR INFL FOCUS BD | 57,319.7861 Units * 264,818
PIMCO INCOME INSTL 24,935.9541 Units > 262,326
MACQUARIE SMALL CAP CORE R6 4,038.7032 Units ** 122,857
UNDISCOVERED MGRS BEHAVIORAL VALUE R6 1,230.2073 Units * 103,682
AMERICAN FUNDS WASHINGTON MUTUAL R6 1,601.6297 Units * 98,661
TRANSAMERICA INTERNATIONAL EQUITY R6 4,349.4831 Units ** 89,295
FEDERATED HERMES MID-CAP INDEX R6 5,671.1000 Units * 87,505
BNY MELLON WORLDWIDE GROWTH Y 1,293.6849 Units > 85,862
INVESCO GOLD & SPECIAL MINERALS R6 2,778.4810 Units ** 72,129
BLACKROCK HEALTH SCIENCES OPPS K 1,030.9757 Units > 69,457
BLACKROCK HIGH YIELD BOND PORTFOLIO K 9,559.0505 Units * 67,869
PIMCO REAL ESTATE REAL RETURN STRATEGY IPRRSX2 2,470.7738 Units ** 64,833
VIRTUS CEREDEX MID-CAP VALUE EQUITY R6 1,199.5618 Units ** 14,479
FIDELITY ADVISOR INTERNATIONAL GROWTH Z 515.0470 Units > 10,244
MFS INTERNATIONAL GROWTH R6 54.5815 Units > 2,259

Continues...



UNIVERSAL INSURANCE COMPANY
PROFIT SHARING AND SAVINGS PLAN - US

SCHEDULE H, LINE 4i - SCHEDULE OF ASSETS (HELD AT END OF YEAR)

December 31, 2024

RSM

(a)

Identity of issuer, borrower, lessor or similar party

(b)

Description of investment, including maturity
date, rate of interest, collateral, and par or
maturity value

(c)

Cost
(d)

Current Value

(e)

...Continued

Collective Trust Funds -

PUTNAM RETIREMENT ADVANTAGE TRST 2035 X
PUTNAM RETIREMENT ADVANTAGE TRST 2045 X
PUTNAM RETIREMENT ADVANTAGE TRST 2030 X
PUTNAM RETIREMENT ADVANTAGE TRST 2025 X
PUTNAM RETIREMENT ADVANTAGE TRST MAT X
PUTNAM RETIREMENT ADVANTAGE TRST 2050 X
PUTNAM RETIREMENT ADVANTAGE TRST 2040 X
PUTNAM RETIREMENT ADVANTAGE TRST 2055 X
PUTNAM RETIREMENT ADVANTAGE TRST 2060 X

Guaranteed Investment Contract -

Key Guaranteed Portfolio Fund

Key Guaranteed Portfolio Fund

Notes receivable from participants

* Represents a party-in-interest.

** Cost is not required for participant-directed investments.

27,101.1240 Units
24,172.9286 Units
24,421.8527 Units
24,419.8207 Units
21,054.6836 Units
9,374.0805 Units
9,933.3231 Units
4,086.0926 Units
4,194.4626 Units

Fully-benefit contract with an average interest rate of
1.41%

Fully-benefit contract with an average interest rate of
1.41%

Notes receivable from participants (Interest rate
ranging from 4.25% to 9.50% at December 31, 2024
with maturities ranging from 2025 through 2029)

The above information has been certified by Empower Trust Company, LLC, as custodian, as complete and accurate.

See accompanying independent auditors' report.

*%

*%

*%

*%

*%

*%

*%

*%

*%

*%

*%

737,151
733,165
585,636
506,711
420,041
297,908
288,166
170,227
123,149

704,489

370,992

256,070

$ 16,378,250




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

1210-0089
This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Department of the Treasury

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Cade (the Code). 20 2 4
Em?ﬁ"i&“&iﬂ;ﬁ{;éigﬂﬂ » Complete all entries in accordance with
P yAdministramn Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning ~ 01,/01/2024 o and ending 12/31/2024
A This return/report is for: D a multiemployer plan |:| a multiple- empioyer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)
@ a single-employer plan |:| a DFE (specify)
B This return/report is: D the first return/report I:l the final return/report
|:| an amended return/report |:| a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, Check NEre. . . .. ... ... ottt e e 4 ﬂ
D Check box if filing under: E Form 5558 |:| automatic extension |:| the DFVC program
|:| special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. ... ............ ... ... ... » |:|
| Part i J Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
UNIVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS PLAN - US number (PN) » 001
1c Effective date of plan
01/01/2004
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 42-1610421
UNIVERSAL INSURANCE MANAGERS, INC 2c Plan Sponsor’s telephone
number
941-378-8851
101 ARTHUR ANDERSON PARKWAY 2d Fiusine§s code (see
instructions)
541990
SARASOTA FL 34232

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

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN M j/@ M /0 //5‘” Af SARY ANN VAZQUEZ
HERE 7

Signature 9‘{plan admlnlstra_;pgﬂ Date Enter name of individual signing as plan administrator
SiON /MM )/4/ M/ /0 //S'Z)S’ [SARY ANN VAZQUEZ

7

Signaturp/of emp]oyerlplan»épé{lsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE

Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2024)

v. 240311




Farm 5600 (2024) Page 2

3a

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

3b Administrator's EIN

3¢ Administrator's telephone
number

4b EN

4 Ifthe name and/or EIN of the plan sponsor or the ptan name has changed since the fast return/report filed for this plan,
enter the plan sponsor's name, EIN, the plan name and the plan number from the last returnireport:
a Sponsor's name 4d Py
C Plan Name
5  Total number of participants at the heginning of the plan year 283
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1), S
6a(2), 6b, 6c, and 6d).
a(1) Total number of active participants at the beginning of the PIan Year ... s e 6al1) 207
a(2) Total number of active particlpants at the end of the RN YD ... s 6a(2) 195
b Retired or separated participants receiving benefits ... e s 6h 73
c Other retired or separated participants entitled to future benefits ... e | BG 4]
d  Subtotal. Add lines 8a(2), 6b, and Be. .veveeervereerereeereniens eteeeesmeraera e anb b e AL e bbb e 6d 268
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ........ooovrereeriiiii e 0
f Total. Add lines 6d and 6e. . deheeet TS hasRLna s b s Eeeb s E e resRa R e R e smmnrens rerreret e e nan s s &6f 268
(1) Number of partacmants with account balances as of the beglnnlng of the plan year (only defined contributicn p!ans 6g(1)
9t} complete this item)... . S | 258
{2) Number of pammpants with account balances as of the end of the plan year (on[y defined contribution plans
GULT COMPIOLE THIS HOMY oo oeeeeeeeeeeeeeeseeeveeeesemsesees e seeeeesesseessseeemssessesssseessressoassreessseesseserssmeser s ARk s RRRRS S 01 602 244
At
h Number of participants who terminated emp[oyment during the plan year with accrued benefits that were
less than 100% vested er e s eeeeremmiiiieeerisesiireiiesroiirisiesIsrriserireererrIsesireireseasentiilisaEisiiirssihs sttt 6h Y
7  Enter the total number of employers obllgated to contribute to the plan {only multiemployer plans complete this item)... 7

8a | the plan provides pension benefits, enter the applicable pension fealure codes from the List of Plan Characteristics Codes in the instructions:
26 2F 23 2E 2T 28

b Ifthe plan provides welfare benefits, enter the applicable weifare feature codes from the List of Plan Characteristics Codes in the instructions:

9a Plan funding arrangement {check ail that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance {1) Insurance
{2) Code section 412{e)}{3) insurance coniracts {2) Code section 412(e}(3} insurance contracts
{3) Trust {3) Trust
{4) Generat assets of the sponsor {4) General assets of the sponsor
10 Check all applicable boxes in 10a and 1Cb to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
n EI R (Retirement Plan Information) m @ H {(Financial Information)
(2) D MEB (Multiemployer Defined Benefit Plan and Cerlain Money 2 D L (Financial information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 @ A (insurance Information) — Number Attached _ 2
actuary @ [ © (Servive Provider Information)

3)

#
&)

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

(5) El D (DFE/Participating Plan Information)

D DCG (Individual Plan Information) -~ Number Attached {8) D G (Financial Transaction Schedules)

D MEP (Multiple-Employer Retirement Plan Information)



Form 5500 (2024) Page 3

| Part Il | 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 Farm M-1 filing requirements during the plan year? {See instructions and 29 CFR
2520.101-2.) vovrvsvemmmremmenerrersseeseneeneees |} YES No

if "Yes” is checked, complete lines 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 28 CFR 2520.101-2.) ........... [Jyes [ No

11¢ Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. if the plan was not required to flle the 2024 Form M-1 annual reporl, entet 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.}

Recelpt Conflrmation Code




CHEDULE A j
SCHEDU Insurance Information oM No. 12100110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Interrial Reverue Servica Employee Retirement Income Security Act of 1974 (ERISA). 2024
Deparment of Labor .
Employee Benelits Security Administration } File as an attachment to Form 5500.
Pension Benefit Guaranty Camoration ¥ Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103{a)(2). inspection

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit

UNIVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS plan number {PN) » 00l

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

UNIVERSAL INSURANCE MANAGERS, INC 42-1610421

Part{ | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
LR on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and 11l can be reported on a single Schedule A.

1 Coverage Information:

{a} Name of insurance carrier

EMPOWER ANNUITY INSURANCE COMPANY OF AMERICA

(©) NAIC (d) Contract or {e) Approximate number of Policy or contract year

{b) EIN A persens covered at end of

code identification number palicy or contract year () From (g} To
84-0467907 68322 335158-01 53 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons In
descending order of the amount paid.

{a) Total amount of commissions paid (b) Total amount of fees paid

1,062 ¢

3 Persons receiving commissions and fees. {Compleie 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

FRANKLIN ROCAFORT
CETERA ADVISOR NETWORKS, LLC
FD ROOSEVELT AVE. MARGINAL SUR 114

SAN JUAN PR Qo918
{b) Amount of sales and base Fees and ofher commissions paid
commissions paid {c) Amount {d) Purpose (e} Organization code
531 3

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

JEAN KARLO ROCAFORT
CETERA ADVISOR NETWORKS, LLC
FR RCOSEVELT AVE. MARGINAL SUR 114

SAN JUAN PR 00918
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e} Crganization code
531 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule A (Form 5500) 2024
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Schedule A (Form 5500) 2024 Page 2 —| |

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

Fees and other commissions paid (e}
{h) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code

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

Fees and other commissions paid {e)
{b) Amount of sales and base Organization
commissions paid {c) Amount {d) Purpese code

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

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

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

Fees and other commissions paid (@)
(b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code

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

Fees and other commissions paid {e)

(b) Amount of sales and base Crganization
commissions paid () Amount {d) Purpose code




Schedule A {Form 5500) 2024 Page 3

2’Partll ] Investment and Annuity Contract Information
Crninees | wWhere 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 Cura‘ent value of plan’s interest under this coniract in the general account at year end 4 1,075,481

5 Current value of plan’s interest under this contract in separate accounts at Year €Nd.. .o iimiacii s 5 0

6 Contracts With Allocated Funds:
a  State the basis of premium rates P

D PremilUms PAIE 0 GAITIEE ovviseeeieeeeeesencteietesase s ses e ssssesessesissses st e s amsasars 8 ma s s e as s as s et bbb ennnnnas 6b

C  Premiums due but unpaid at the end of the year... 6¢

d  ifthe carrier, service, or other arganization mcurred any spemf c costs in connectlon wnh the acqmsntmn or 6d
retention of the contract or policy, enter amount. . eemereeEeere et e anr gt a s S enet e b shrne e n s e S n e ar s

Specify nature of costs P

e Type of contract: (1) |:| individual policies (2) D group deferred annuity
@ [] other (specify) P

f  If contract purchased, in whole or In part, to distribute benefits from a terminating plan, ¢heck here 1 4 |:|

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

a Typeofcontract (1) D deposit administration 2} D immediate participation guarantee
{3) D guaranteed investment {4) E other »GROUP ANNUITY CONTRACT

b Balance at the end of the Previous YEAC..........ciirrermvierirersssesressarssesessssses sbetetesssrrnbatessesasresmareegatnaas | 7b _ 1,822,154
€ Additions: (1) Contributions deposited during the year ..........ccocerenees 7c{1) 59,961 " - i

{2) Dividends and credits.................. . 7¢(2) O]

(3) Interest credited during the Year ..., e 1 7¢(3) 15,045

{4) Transferred from separate account 7c({d) 359,845

(5) Other (specify below) .ccceceivenne

7c(5}) _ 42,802
PLOAN REPAYMENTS, FORFEITURES i e SRR

(B)TORBE BUTIHONS . .111vesvesessersrrssssareersssssisersresssessesssasressrsssstsessiasesssssssesmssensssessesmmemsenssesssessensesseebebbnsisssab st s sssnrnnase 7c(6} 477,653
d Total of balance and additions (add lines 7b and 7¢{6)). .. E 7d 2,299,807
€ Deductions: SR R e ERERES
{1) Disbursed from fund ta pay benefits or purchase annuities during year | 7e(1) 707, 02 8l

{2) Adminisiration charge made BY CAMTEN .......ooveeeeeeeeeseeeeereeeerseneceseeneenns |1 E(2) -15,053]"

{3) Transferred o separate account 532,351

{(4) Other (Specify BEIOW) ..o e

4

(5) Total deductions............. 7e(5) 1,224,326

f Balance at the end of the current year (subiract ling 7e{5) from N8 7d} ...cveeerureeeoriorsmeesescsennrsmessz i semecncmsnsnins | 7f 1,075,481
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‘Part lll:| Welfare Benefit Contract Information

o If more than one confract 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 purpeses 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 [ ] Healt (other than dental or vision) b [] Dentat ¢ [] vision d[] Life insurance
e I:] Temporary disabifity (accident and sickness)  f |:| Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i D Stop loss (large deductibie) i D HMO contract k[] PFO contract |D Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNE TRCBIVET ........oveeriecere e eeecmmees et ssissinins 9a{1)
{2) Increase (decrease) in amaunt due but UNPaId......o e 9a(2)
{(3) Increase (decrease) in unearned premium resenve ..........coueceneeenns 9a(3)
(4) EBINEA (1) £ {2) = (31 eeeereerereeseesseeeseereceeeeessssseessssrssesessessssssss 222225888888 285 L R | 9a(4)
b Benefit charges (1) ClaIMS PAIT.....c.coveuereernecerrrssssssrrssssssesnseesssesssssseeens 9h(1)
(2) Increase {decrease) in claim reserves .... 9h(2} 3 ) ; o
(3) Incurred claims (BAA (13 @NG (2)).cr.eerrirrerenrre s rerrtreeressmsnees s rseresesssss s rsmsssssesss s ebsbssba et s e 9h(3) 0
() CIAIMS CRAIGEH «.ovveevtivereeseee e ctreaerssesssrrsseersessesnesesssssee s ersesssebos s beasire s b s sedsbanns s 2as s Ta e eRanaes s st esansensanans 9h{4)
€ Remainder of premium: (1) Retenticn charges {on an accrual basis) --
(A) COMMISSIONS ..vvveeeeemeireeeeieernetinseseens - 1 9c{i)A)
(B) Administrative service or other fees 9c{1)(B)
(C) Other SPecific BCQUISTION COSES ....v.uwer rsresermrrrerssssessssmsemsessssessnees 9c(1)(C)
(D)) ONEE EXPENSES ..reevveeee s eeeeeereooeeeseeemsseseassressees e renemseeeersse 9c(1)(P)
(E) TAXES ..c.vocecereecererrcerameesense et eeeerenr e s semmmne e e e seeembomntsessbssiiin Sc(1)(E)
(F) Charges for risks or other CONtNGENGIES .....covrus v seerssiessssssnns Sc(1)(F}
(G) Other retention CHAFGES ...cvuuuviursssrisrsesserssrrsmsssresisssssseresessseenes 9c(1)(G) o G
=L L] G101 L OO OO OSSOSO Sc(1)}{H) 0
{2) Bividends or retroactive rate refunds. (These amounis were[] paid in cash, orD credited.) e 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held {o provide benefits after retirement 9d(1)
{2) CHAIT TESIVES 1ovvvveririrssssrrrrrsrsrsrsvrsssis imsssssresentsssssssssreresssesatassesesasecasassssssssrensasasssistsssssesons 9d(2)
(3) ONET TESBIVES .. cvurevvsvereeeersrreeeereesrmsssmesasstsesssiesbesessobstatasassabe st se e sesnmnree e e emareeer e R s e e bacacasmenemesrrrscrees 9d(3)
€ Dividends or refroactive rate refunds due. (Do not include amount entered in line 9c{2).) ..viviirreinrinini 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid £0 CAITIET ... s 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part 1, line 2 above, report amount. ... 10b

Specify nature of costs.

| PartIV:'| Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes @ No
12 Ifthe answer to line 11 is “Yes," specify the information not provided. »




: : . ' OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500) 2024
Dapartment of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirernent Income Security Act of 1974 (ERISA).
Department of Lab
Employes Belg:ﬁts ggccu’rit;}\?f;ninistralion » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corparation Inspection.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
UNIVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS plan number (PN) » 001
PLAK - US — R VWU
C Plan sponsor's name as shown on ling 2a of Form 5500 D £mptoyer identification Number (EIN}
UNIVERSAL INSURANCE MANAGERS, INC 42-1610421

| Partl | Service Provider Information (see instructions)

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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




Page 3 - I

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

Schedule C (Form 5500) 2024

(&) Enter name and EIN or address {see instructions)
EMPOWER ANNUITY INSURANCE COMPANY

8515 EAST ORCHARD ROAD

GREENWOOD VILLAGE Co 80111
(b) (c) {d) (e) (N {h)
Service Relationship to Enter direct Did service provider Bid indirect compensation Enter total indirect Did the service
Code(s}) |employer, employee | compensation paid receive indirect inciude eligible indirect compensation received by |provider give you a
arganization, or  |by the plan. If none,| compensation? (saurces | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor} disclosures? compensation for which you}estimated amount?
answered "Yes" fo element
64 (. If none, enter -0-,
RECORDKEEPER
Yes@ No[l Yes@ NoD Yes@ No|:|
0

36,452

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

EMPOWER ADVISOQRY GROUP LLC
8515 EAST QRCHARD ROAD

GREENWOOD VILLAGE Cco 80111
(b) (c) (d) (e} (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee [ compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you]estimated amounit?
answered “Yes” to element
28 (. If none, enter -0-.
INVESTMENT
MANAGEMENT ves [] o [¥] Yes [] No [] ves [] No [}

23,472

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

CETERA ADVISOR NETWORKS, LLC
2301 ROSECRANS AVE. #5100

ATT RETIREMENTPLANS

EL SEGUNDO Ca 50245-5670
(b) (c) {d) (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

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

55

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

BROKER /
ADVISER

Yes @ No D

Yes EI No @

14,846

Yes D No B]




Schedule C (Form 5500) 2024

Page 4 - |

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

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

PENSION PLUS, INC
PO BOX 366281
SAN JUAN PR 00936
(b} (c) (d) (e) g -
Service Retationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect inciude eligible indirect compensation received by |provider give you a

organization, or

by the plan. If none,

compensation? {(sources

compensation, for which the

service provider excluding

formula instead of
an amourt or

person known to be enter -0-. other than plan or plan plan received the required eligible indirect
a party-in-interest sponsor} disclosuras? compensation for which you|estimated amount?
answered “Yes” to element
13 (0. If none, enter -0-.
CONTRACT
ADMIN Yes [ No [] Yes [| No [ ves [] No [¥
10,000
{a) Enter name and EIN or address (see instructions)

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

organization, or  |by the plan. If none,| compensation? (seurces | compensation, for which the | service provider excluding | formula instead of
person known to be enter «0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
f. if none, enter -0-.
YesD NOD YesD NOD YesD NoD
(@) Enter name and EIN or address (see instructions)

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

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

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Yes |:| No D

Yes D No D

Yes D No D
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["Partl | Service Provider Information (continued)

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

many entries as needed fo report the required information for each source.

{a) Enter service provider name as it appears on line 2 {b} Service Codes {c) Enter amount of indirect
(see instructions) compensation
55
CETERA ADVISOR NETWORKS LLC 14,846

(d) Enter name and EIN {address) of source of indirect compensation

{e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

GREAT WEST LIFE & ANNUITY INSURANCE
8515 EAST QRCHARD ROAD

GREENWOOD VILLAGECC 80111

OTHER COMMISSIONS

(a} Enter service provider name as it appears on line 2

(b) service Codes

{see instructions)

{c) Enter amount of indirect
compensation

PENSION PLUS, INC

13

10,000

{d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

GREAT WEST & ANNUITY INSURANCE
8515 EAST ORCHARD ROAD

GREENWOOD VILLAGECC 80111

TPA ALLOWANCE PAYMEN

{a) Enter service provider name as it appears on line 2

{b) Service Codes

(see instructions)

{c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e} Deseribe the indirect compensatian, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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| Part Il | Service Providers Who Fail or Refuse to Provide Information

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

this Schedule.

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

(b) Nature of
Service
Code(s)

{c) Describe the information that the service provider failed or refused 10
provide

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

instructions)

: (b) ,N ét.u.ré. of -

Service
Code(s)

(¢} Describe the information that the service provider failed or refused to
provide

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

instructions)

(b) Nature of |

Service
Code(s)

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

provide

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

instructions)

~[(B) Nature of

Service
Code(s)

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

provide

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

instructions)

(B Nature of |

Service
Code(s)

{c) Describe the Information that the service provider failed or refused to
provide

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

“ '.(b). J;iatu:.e 6f T

Service
Code(s)

{c) Describe the information that the service provider failed or refused to
provide
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“Partll:}| Termination Information on Accountants and Enrolled Actuaries (see instructions)
S (complete as many entries as needed)

a Name: b .EIN:
C  Position: na TR :
d Address: & Telephone:

Explanation:

a Name: b I?l.N:
C  Position: SRR
d  Address: e Telephone:

Explanation:

a Name:
C  Position:
d Address:

Explanation:

a Name:
¢ Position:
d Address:

Explanation:

a_ Name: beEN
¢ Pasition: R
d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Depariment of the Treasury
Intemal Revenue Servica

Depariment of Labor
Employes Benefits Security Administration

DFE/Participating Plan Information

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

Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500,

OMB No. 1210-0110

2024

This Form is Open to Public

inspection.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
UNIVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS PLAN - plan number (PN) > 001

Us

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

UNIVERSAL INSURANCE MANAGERS,

INC

D Employer identification Number {(EIN)

42-1610421

Part I

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

a Name of MTIA, CCT, P8A, or 103-12 IE:PUTNAM RETIREMENT ADV TRST 2060 X

b Name of sponsor of entity listed in (3): PUTNAM INVESTMENTS CIT

C EIN-PN 27-361692C 373

d Entity

103- 12 IE at end of year (see mstructaons)

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

123,149

code

a Name of MTIA, CCT, PSA or 103-12 IE: Putnam Ret:l.rement Advantage Trst Ma

b Name of sponsor of entity listed in (a); PUTNAM INVESTMENTS CIT

C EIN-PN 26-0788428 268

d Entity

code

c 103 12 IE at end nf year (see |nstruct|ons)

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

420,041

a Name ofM’I’iA GCT PSA or103 12IE PUTNAM RETIREMEN’I‘ ADV 2050 X

b Name of spensor of entity listed in (a); PUTNAM INVESTMENTS CIT

C EIN-PN 26-0787670 258

d Entity

code

e Dollar value of interest in MTIA, CCT, PSA, o
103—1 2 IE at end of year (see instructlons)

r

297,908

a Name of MTIA CCT PSA 0r103 12 IE PUTNAM RETIREMENT ADV TRST 2025 X

b Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS CIT

C EIN-PN 26-0788428 268

d Entity
_ code

e Dollar value of interest in MTIA, CCT, PSA, o

C _ 103 12 IE at end ofyear (see msIructlons)

r

506,711

a Name of MTIA, CCT, PSA, or 103-12 IE PUTNAM RETIREMENT ADV 2055 X

b Name of sponsor of entity listed in (a); PUTNAM INVESTMENTS CIT

C EIN-PN 26-0787670 272

d Entity

code

€ Dollar value of interest in MTIA, CCT, PSA, o
103-12 [E at end of year (see lnstruclsons)

r

170,227

a Name of MTIA CCT F’SA or 103 12 !E PU’I‘NAM R'.E‘.’I‘IREMENT ADV 2045 X

b Name of sponsor of entity listed in (@) PUTNAM INVESTMENTS CIT

C EIN-PN 26-1208510 259

d Entity

e Dollar value of interest in MTIA, CCT, PSA, o

c

r

code

103 12 IE al end of year (see |nstruct|ons) o

733,165

a Name of MTIA CCT F’SA or103 12 IE: PUTNAM RETIREMENT ADV 2040 X

b Name of sponsor of entity listed in (2))PUTNAM INVESTMENTS CIT

C EIN-PN 26-13843928 260

d Entity
code

€ Dollar value of interest in MTIA, CCT, PSA, o

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

r

288,166

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

Schedule D {Form 5500) 2024
v, 240311



Schedule D {(Form 5500) 2024

Page 2 -

Name of MTIA, CCT, PSA, or 103-12 |[E:PUTNAM RETIREMENT ADV 2030 X

Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS CIT

d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EINPN 26-0788040 262 code | 103-12 E at end of year (see instructions) 585,636
Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADV 2035 X
Name of sponsor of entity listed in (@) PUTNAM INVESTMENTS CIT
EIN-PN 26-0787945 261 d Entity c e Dollar value of interest in MTIA, CCT, PSA, or

code

193-12 |E at end of year (see instructions) _

737,151

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

Name of sponsor of entity listed in (a):

EIN-PN d Entity

code

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

103-12 |E at end of year (see ir_lsﬁruc_tion_s)

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

Name of sponsor of entity listed in (a):

d Entity

EIN-PN _code

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

_ _'_10_3_-12_IE a_q enc_i qf year (see_: jn_st_ryctions)

Name of MTIA, CCT, P8A, or 103-12 IE:

Name of sponsor of entity listed in (a}:

EIN-PN d Entity

Dollar value of interestin MTIA, CCT, PSA, or

code

103-12 IE at end of year (_see instructions)_ _

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

Name of sponsar of entily listed in (a):

EIN-PN d Entity

code

Doltar value of interest in MTIA, CCT, PSA, or

_ 103—_12 [E _gt end of year (See inslructjons)

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

Name of sponsor of entity fisted in (a):

EIN-PN d Entity

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

code

103-12 IE at end_} of year _(;ee insirggtic_ms)

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

Name of sponsor of entity listed in (a):

EIN-PN d Entity

code

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

10312 IE af end of year (see ingiruclions)

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

Name of sponsor of entity listed in (a):

EIN-PN d Entity

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

code

103-12 IE at end of year (see instruction_s)

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

Name of sponsor of entity listed in (a):

d Entity

EIN-PN code

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

a Planname

b Name of ¢ EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
pfan sponsor

Pian name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
ptan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

Ptan name

b Name of C EIN-PN
plan sponscr

Plan name

b Name of ' ¢ EIN-PN
plan sponsor

Plan name

b Name of ¢ EIN-PN

plan sponsor

Plan name

b Name of ¢ EIN-PN

plan sponsor

a Planname

b Name of ¢ EIN-PN
plan sponsor
Plan name

b Name of ¢ EIN-PN

plan sponsor




. . . OMB No. 1210-0110
SCHEDULE H Financial Information MB to
{Form 5500}
Depariment of the Treasu This schedule is reguired to be filed under section 104 of the Employee 2024
Rt Revente Sorice. Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
5 Infernal Revenue Code (the Code).
epartment of Labor
Employee Benefits Security Administration b File as an attachment to Form 5500. This Form is Open to Public
Pansion Benefit Guaranty Corporation Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B  Three-digit
UNIVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS PLAN - plan number (PN} » 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number {(EIN)
UNIVERSAL INSURANCE MANAGERS, INC 42-1610421
| Parti | Asset and Liability Statement

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

Assets {a) Beginning of Year (b} End of Year
a Total noninterest-bearing €ash ... 1a
b Recelvables {less allowance for doubtful accounts):
{1) Employer contributions 1b(1)
{2) Participant COMEDULIONS ....vvvvevevrrieeresrsireesrssssenssromsesresssrnesasnssssssssssnens 1b{2)
(3) OURET oot ressssssssssssssssssasasssssssssssssssss st ssresssssssssssssossissssssss 1b(3) 0 0
C General investments: T e [ g e [ T s T T
(1) lnterest-bgaring cash (include money market accounts & cerificates 1c(1)
OF ABPOSI) ....eeeeeee e es s e e e n e st
{2) U.S. GOVErNMEnt SECUMHIES ......ovvvveveeceeeseoess s eeseeseesssenssesses e snsnans 1¢(2)
{3) Corporate debt instrumenis (other than emplover securities):
(A) PLEIEITEU. oooveeieiii it ssssss bbb bbb s bbb e 1e(3)(A)
(B) All OHNEE...evvoceesrs e s sssssss s ssses st s s ssasesassssss s snsras s smnnes 1e(3)(B)
{4) Corporate stocks {other than employer securities):
(A PIEIEITEA. ....eceeeveeeevee e eeteste e emeetesererese s sssenmesessesesensemrseessonensne 1c(4)(A)
(BY COMMON ..ot eee s e se e e e rereveneeeereearans 1cd)(B)
(5) Partnership/oint Venture INEEIESES ... .. eeeorreerrerscoeeeeesseeeresssessessssneanes 1¢(5)
(6) Real estate (other than employer real property) ... 1c{6)
(7) Loans {other than to participants).... . 1¢(7)
{8) PArICIDANE LOANS ..ooovv. oo ss s sse e s esssnenns e e 1c{8) 241,675 256,070
{9) Value of inferest in commOm/Collective trUSES ...riese e isssrrsssssersns 1c(9) 3,523,970 3,862,154
{10) Value of interest in pooled separate ACCaUNMIS........vmrerrreersnmsessreresns 1¢(10)
(11) Value of interest in master frust investment acCoUNtS .............omeenreees 1c{11}
(12) Value of interest in 103-12 investment entities ...........o.reeeererureveneeneeesreenn. 1c{12)
) e e g e 16013 10,781,635 11,184,545
{14} Value of funds held in insurance company general account (unallocated 1c(14) 1.822 154 1075, 481
fato 1107 Te: £ SOOI ' ’ ; ’
) LT O OO 1c(15)
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedute H {Form 5500) 2024

v, 240311
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1d

€ Buildings and other property used in plan operation

|

Employer-related investments:
{1) EMplOyer SECUTIHES ..ottt s s e e

{2) Employer real property

Total assets (add all amounis in lines 1a through €} e
Liabilities

Benefit claims payable......ccu

Operating PayableS........cuvccenirneei s

Acquisition indebtedness ...

Other abilties ... e

Total liabilities {add all amounts In lines 1g through1j).
Net Assets

Net agsets (subtract line TKfrom iNe 19)..ccoeer e

(a) Beginning of Year {h) End of Year

1d(1)
16(2)

1e

1f 16,369,434 16,378,250
g

1h

1i

1] 16,726
1k 0 16,726
1| 16,369,434 16,361,524

IPartIII Income and Expense Statement

2 Planincome, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any paymentsireceipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not

a

complete lines 2a, 2b(1)(E}, 2e, 2f, and 2g.

Income

Contributions:

{1} Received or receivable in cash from: (A) Employers.......ccmiiininn,
(B} PamliGIPANES cvvvervviarrrrrreerrreceresseressmsrenres asesmecensasesessesesresesessssensene
(C} Others (including TOIIOVEIS) ..o erer s rrerrene e e e

{2) Noncash contributions ... e reeee e e

{3) Total contributions. Add lines 2a(1)(A), {B), (C), and line 2a(2) ............

Earnings on investments:

{1) Interest:
{A) Interest-bearing cash (including money market accounts and

certificates of deposit)...ciiiiii
(B} U.S. Government securities
(C} Corporate debt instruments
(D} Loans (ather than to participants} ..o ccecrvcrr i
(E) Participant [0@NS ......vvereenimeiiiiiieesr s ss
{30 T {3 1= OO OUP SRR
{G) Total interest. Add lines 2b{1){A) through (F) ...
(2) Dividends: (A} Preferred stock.......viiinn
{B) Common stock
{C) Registered investment company shares (e.g. mutual funds) ..........
(D) Total dividends. Add lines 2b{2){A), (B), and (C)
(3} REMS oo s e
{4) Netgain {loss} on sale of assets: {A) Aggregate proceeds ........ovveven
{B} Aggregate carrying amount (see instructions) ...........cvcveeeiiniinnins

{C} Subtract line 2b{4){B} from line 2b{4)(A) and enter result..
{5) Unrealized appreciation {depreciation) of assets: (A) Real estate ...

(B) Other......ceeen.

(C) Total unrealized appreciation of assets.
AdG lines 2D(B){A} 8N {B) ..vvvrrrrvrivrinserrisssssirssressssemssssesssenesereseens

(a) Amount

(i} '_l’ota!

2a(1)(A)

269,609

2a(1)(B)

814,149

2a{1){C}

239,179|

2a(2)

2a(3)

1,322,937

2b{1)(A)

2b{1)(B}

2b{1}(C)

2b{1}(D)

2b{1)(E)

2b{1){F)

20(1)(G) |

2h{2)(A)

2b(2)(B)

2b(2)(C)

642,281

26,384

2b(2)(D)

2b(3)

642,281

Zb{4)(A)

2b(4)(B)

2b{4}(C})

2hi5)(A)

2p(5)(B)

2h{5)(C)
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(8} Net investment gain (loss) from commen/collective trusts .........oeveeeeene

(7} Net investment gain {loss) from pooled separate accounts..

(8) Net investment gain {loss) from master trust investment accounts..........
(9} Netinvestment gain {loss) fram 103-12 investment entities..........n
{10} Net investment gain {loss) from registered investment
companies (2.9., MUUAl FURS) .ovevrevicermee e eceemrse et
€ Other iNCOME ...
d Totalincome. Add all income amounts in column {5) and enter total .........c.onene.
Expenses
€ Benefit payment and payments to provide benefits:
{1) Directly to participants or beneficiaries, including direct rollovers ...........
{2) Toinsurance carriers for the provision of benefils........verrnnineeeeens
L) 1= OO PP PP,
{4) Total henefit payments. Add lines 2e(1) through (3} .ccccoviiiniininin

f Corrective distributions ($€€ INSIUCHONS) ...vveeeevsrseceerrceremmcereneeeneneeseoenens
g Certain deemed distributions of participant loans (see instructions) .............
Dl INEEIESE EXPEIMSE ..o cer e ierresnsssssensebreesaspasansessseensnssasssessesseneasesnsessians
i Administrative expenses:
{1) Salaries and allOWaNEES ..o
{2) Contract adminiStrator fBES...u e vvrrieemreriesses s
{3) Recordkeeping fEeS ..o s e eas
{4) JQPA QUL FEES...ccercir it s s
{5) Investment advisory and invesiment management fees ...

{6) Bank or trust company trustee/custedial fees ..............

{7) ACHUBMIBI TEES ..ocvvrrrirre i e v s s s nt s e s rnes s s sassns e
{8) Legal feesS ..cuninnannrn

{9) Valuationfappraisal fees ... s e
(10) Other trustee fees and eXPENSES ...
{11) Other expenses .. R

(12) Total administrative expenses. Add lines 2i(1} through (11).........ccoue.

j Total expenses. Add all expense amounts in column (b} and enter total .....
Net Income and Reconciliation

k Netincome (loss). Subtract line 2j from line 2d

(a) Amount

{b) Total

2p(6)

2b(7)

2h(8)

2h(9)

2b{40}

1,555,201

2c

2d

3,546,803

2e(1)

3,493,733 PR

2e(2)

20(3)

2s(4)

2f

29

2h

3,493,733

3,194

2i(1)

2i(2)

2i(3)

21(4)

2i(5)

2i(6)

2i(7)

2i(8)

2i(9)

2i(10)

2i(11)

57,786

2i(12)

57,786

2

3,554,713

| Transfers of assets:
{1) TO IS PEAN ot bbb rm s b
{2) Fram this PIan ...

2k

21{1)

242)

-7,910
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| Part lll  Accountant’s Opinion
3 Complete lines 3a through 3¢ if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete fine 3d if an opinion is not
attached.
a The atiached opinion of an independent qualified public accountant for this plan is (see insiructions):
(K Unmodified  (2)]] Qualified  (3)[] Disclaimer ()] Adverse
b Check the appropriate box{es) fo indicate whether the 1QPA performed an ERISA section 103(a)(3){C) audit. Check both bexes (1) and (2} if the audit was
porformed pureuant to both 20 CFR 2620.103-8 and 29 CFR 2520.103-12(¢l). Check box (3} if pursuant to neither.
(1) @ DOL Regulation 2520.103-8 (2) D DOL Regulation 2520.103-12(d) (3) D neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

G Enter the name and EIN of the accountant {or accounting firm) below: Lk i
(1) Name:RSM PUERTO RICO () EIN: 66-0388756
d The opinion of an independent qualified public accountant is not attached as part of Schedule H because:
(1) D This form is filed for a CCT, PSA, DCG or MTIA.  (2) |:| it wilt be attached to the next Form 5500 pursuant to 28 CFR 2520.104-50.

ii-Pé'rf v :5| Compliance Questions

4  CCTs and PSAs do not complete Part IV, MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 41, 49, 4h, 4k, 4m, 4n, or 5.
103-12 |Es alse do not complete lines 4j and 41. MTIAs also do not complete line 4. DCGs do not complete lines 4e, 4f, 4k, 41, and 5, and DCGs generally
complete the rest of Part IV collectively for all plans in the DCG, except as otherwise provided (see instructions).

During the plan year: Yes | No Amount

& Was there a failure to transmit to the plan any participant confributions within the fime :
period described in 29 CFR 2510.3-1027 Conlinue to answer “Yes” for any priar year failures until
fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.) .......oevvesins

b Were any Ioans by the plan or fixed income obligations due the plan in default as ofthe
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant's account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
CIBEKEU.) e ceereeeec s emmmmmeeessssoesssssssmssesesemsssmsssees et 853 s ssss 48RS SRR R BB 100 4b X

C  Were any leases to which the plan was a party in default or classified during the year as i
uncollectible? (Attach Schedule G (Form 5500) Part [l if “Yes” is checked.) ...cimrscnrrcrineennen, 4c X

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

ChECKEH.) e ererrmrreirterimrsnsresnnsrserseraesesnssnssscesaranssessasesns semnnssesanssnaensnesesnes
€  Was this plan covered by @ Idelity DONA? c.uvcccnreiinnrinserrsesesesincnsssssssesescsssessssessacsasssssesese do{ X 500,000
f  Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused | "fi] <l e
by fraud or dishenesty? ........... LR T e A e s b e e asemn e areeas s 4f X

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

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

i Did the plan have asseis held for investment? (Attach schedule(s) of assets if "Yes" is checked, | = CleEiesn
and see instructions for format reqQUIrEMENLS.) ... ccer e e e 4i X

j Were any plan transactions or series of fransactions in excess of 5% of the current
value of plan assels? {Attach schedule of transactions If “Yes" is checked and

see instructions for formal reqUITEMIENS.} ... e sb bbb s
K Were all the plan assets either distributed to pariicipants or beneficiaries, transferred to another

plan, or brought under the control of the PBGC? ... | 4K
1

Has the pian failed to provide any benefit when due under the PIan? ... 4l X
m  Ifthis is an individual account plan, was there a blackout period? (See instructions and 20 CFR |7 B Bt

ZE20.101-3.) oo ooeeseseeeesseeeeseesseeee s s s e enesee s e sees sttt s8R e RS Am X |
N  If 4m was answered "Yes," check the “Yes” box if you either provided the required nofice or one |5 |i0 0| S i
of the exceptions to providing the notice applied under 28 CFR 2520.101-3. ....ocviiniinninsnrieniins 4n

5a Has a resolufion o terminate the plan been adopted during the plan year or any prior plan ygar?....... |:| Yes No
If "Yes," enter the amount of any plan assels that reverted to the employer this year
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Sb  If, during this plan year, any assets or liabilities were transferred from this plan fo another plan(s), identify the plan(s) to which assets or liabilities were
transferred. {See instructions.)

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

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and
1 00 ot o] -1 SO OO P U D Yes DNO DNotdetermined
i “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year .




SCHEDULE R Retirement Plan Information
(Form 5500)

Cepariment of the Treasury

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

Employee Benefils Security Administration

This schedule is required to be filed under sections 104 and 4065 of the
Intemnal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

OMB No. 1210-0110

2024

This Form is Open to Public

} File as an attachment to Form 5500, Inspection.
Pansicn Benefit Guaranty Carporation
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
UNIVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS PLAN - plan number 001
Us (PN) »

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

D Employer Identification Number (EIN)

_UNIVERSAL INSURANCE MANAGERS, INC 42-1610421
~Part] | Distributions
AI! references to distributions relate only to payments of benefits during the pian year.
1 Total value of distributions pald in property other than in cash or the forms of property specn' ied in the 1
instructions... e (s OO PSP Oo: 0

2 Enter the ERN(s) of payor(s) who paid benefils on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the

two payors who paid the greatest dollar amounts of benefits):

EIN(s):

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

3 Number of participants (Iiving or deceased) whose benefits were distributed in a single sum, during the plan 3
WEBEF c.veeveeveeenesseeetssrssesrberesssressssssrassnsseresssransennnmssevars ebareeserevssreasrerrteteR e renereeatatanterennetebbitearser T iRt uE s
:P_é'_irt_'_il i Fundlng lnformatlon {If the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or

ERISA section 302, skip this Part.)

4 |5 the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)7 .........

If the plan is a defined benefit plan, go to line 8.

5  If a waiver of the minimum funding standard for a prior year is being amortized in this

plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month

Day

[] ves [] No [] na

Year

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

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

deficiency not waived) O VDR PP

6a

6b

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

C Subtract the amount in line &b from the amount in line Ba. Enter the result
{enter a minus sign {o the left of a negative amount} .....ccccccimmisisnssrssneeennns

If you completed line 6¢, skip fines 8 and 9.

7 will the minimum funding amount reported on fine &¢ be met by the funding deadlin@?.......ceeevcveerveeeirscnisssisinns

[] Yes [] o [] na

8  If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure or other

authority providing automatic approval for the change or a class ruling letter, does the plan Sponsor or plan

administrator agree with the Change? ...

[] Yes []no  []wa

| Partil | Amendments

9  If this is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes check the approprlate
box. If no, check the “No” box. .. P,

D Increase

DDecrease |:| Both D No

[ "PartIV.;| ESOPs (see lns!ructsons) If this is not a plan described under section 409(3) or 4975(e)(7) of the Internal Revenue Code, skip this Part.

10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?............. D Yes D No

D Yes D No

11 a Doesthe ESOP hold any praferred SI0CK? ...cveesoeerrersreessecsssercsssecssaseseseseases

b Ifthe ESOP has an cutstanding exempt loan with the employer as lender, is such loan part of a "back-to-back” loan?

{See instructions for definition of "back-to-back” loan.)

D Yes D No

42 Does the ESOP hold any stock that is not readily tradable on an established securities market? ...

D Yes D Neo

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

Schedule R (Form 5500) 2024
v. 240311
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[ PartVi:| Additional Information for Multiemployer Defined Benefit Pension Plans

13  Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest confributors (_mea_sured i_n doll__ars)._ S_e_ee_ instructions. Complete as many enfries as negd:_eq' to__rep_ort afl applicable employers.

a Name of contribufing employer

b EN ¢ Dollar amount confributed by employer

d  Date collective bargaining agrcement expires (If employer contributes under mare than one collective bargaining agreemant, check box D
and see instructions regarding required aftachment, Otherwise, enter the appficable date.) Month Day Year

€  Contribution rate information (/f more than one rate applies, check this box D and see instructions regarding required aftachment. Otherwise,

complete lines 13e(1} and 13e(2}.)
(1) Contribution rate (in dollars and cents)

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

a  Name of contributing employer

=2

EIN ¢ Dollar amount contributed by employer

d Date coilective bargaining agreement expires (/f employer coniributes under more than one collective bargaining agreement, check box |:|
and see instructions regarding required aftachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (/f more than one rafe applies, check this box D and see instructions regarding required attachment. Othenwise,

complete lines 13e(1) and 13e(2).)
{1} Contribution rate (in dollars and cents)

{2} Baseunit measure:'_—_l Hourly D Weekly D Unit of production [I Other (specify):

a Name of contributing employer

o

EIN ¢ Dollar amount contributed by employer

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

e Contribution rate information (If more than one rate applies, check this box D and see Instructions regarding required aftachment. Otherwise,

complete lines 13e(1} and 13e(2).)
{1} Contribution rate (in dolfars and cents)

(2) Baseunit measure:l_l Houriy D Weekly |:| Unit of production D Other (specify):

a Name of contribufing employer

=

EiN ¢ Daollar amount contributed by employer

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

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

&  Name of contributing employer

o

EIN ¢ Dollar amount centributed by employer

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

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

(2) Base unitmeasure:D Hourly |:| Weekly D Unit of preduction D Cther (specify):

a  Name of contributing employer

o

EIN ¢ Doltar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contribufes under more than one collective bargaining agreement, check hox D
and see instruclions regarding required attachment. Otherwise, enfer the applicable dafe.} Month Day Year

e Contribution rate information (/f more than one rate applies, check this box [:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly |:| Weekly D Unit of production D Other (specify):
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14

Enter the number of deferred vested and retired participants {inactive participants}), as of the beginning of the

plan year, whose contribufing employer is ne longer making contributions to the plan for:

a The current plan year, Check the box to indicate the counting method used to determine the number of
inactive participants: | ] last contributing employer [ ] alternative [ ] reasonable approximation (see 14a
instructions for required attachment)

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

C The second precading plan year. |:| Check the box if the number reported is a change from what was 14¢
previously reported (see instruciions for required attachment)...oceeeeeeiiieeee sz

15 Enter tha ratio of the number of participants under the pian on whose behalf o employer had an obligation to make an
employer cantribution during the current plan year to:
a The corresponding number for the plan year immediately preceding the current plan year ......cveeecve i 15a
b The corresponding number for the second preceding plan year . e | 150
16 Information with respect to any employers who withdrew from the plan during the preceding plan year:
a Enter the number of employers who withdrew during the preceding plan YEar .......eecemsesssseeens 16a

b ifline 16a s greater than 0, enter the aggregate amount of withdrawal liabilily assessed or eslimated tobe | 46h
agsessed against such withdrawn employers ..., Jrenerrrrenseanees

17

If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regardin
supplemental information fo be included as an attachment.. ererseeerre—esareeresssestestEE s s nas ererareemeesstt e e e E-I

| Part V'] Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18

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

19

If the {otal number of participants is 1,000 or more, complete lines (a) and (b):
a  Enter the percentage of plan assets held as:
Rublic Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assels: %
High-Yield Debt: % Real Assets: % Cash or Cash Equivalents: % Ofther: %
b Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
0-5 years [] 5-10 years D 10-16 years D 16 years or more

20

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

Yes.

() -

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

No. The 30-day period referenced in 28 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

No. Other. Pravide explanation.

O 4

[ Part Vil :| IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410() and 401(a)(4) by combining this plan with any ather pians under

the permissive aggregation rules? X} Yes [] No

21b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for

22

employee deferrals and employer matching coniributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).
D Design-based safe harbor method
D “Prior year” ADP test
[ “Current year’ ADP test

[0 wa

If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinian Letter, enter the date of the Opinion Letter
(MM/DDFYYYY)} and the Opinion Letter serial number




Schedule of Assets (Held At End of Year)

Schedule H, Line 4i

Name of Plan:

>

Universal Insurance Profit Sharing and Savings Plan US

Employer Identiflcation Number:»  20-2454442

For plan year (beginning/ending):» 01/01/20240 - 12/31/2024 Plan number:» 001
{C) [§) 3 Nnyeslner [EXi6]) [} UTEY
(y) Identity of issue, borrower, lessor, or date, rate of interest, collateral, par or maturity
(a) similar party value (d) Cost {e) Current value

1PAAEX 981,770
1PAEEX 407,411
1PTRX25 506,711
1PTRX30 585,636
IPTRX35 737,151
1PTRX40 288,166
IPTRX45 733,165
1PTRX50 297,908
1PTRX55 170,227
1PTRX60 123,149
1PTRXMT 420,041
1IRNWGX 421,059
IDPRIX 85,862
1FZAJX 10,244
1FSPSX 457,485
IMGRDX 2,259
ITAINX 89,295
ISHSKX 69,457
10GMIX 72,129
1PRRSX1 64,833
IPTTEX 377,105
IBSFIX 303,620
IDCZRX 122,857
1UBVFX 103,682
1IFMCLX 87,505
IFAGKX 272,934
1PMAPX 908,130
1ISMVZX 14,479
1IRWMGX 98,660
1WFSPX 2,706,696
1PEQSX 348,086
1PGOEX 1,224,921
1RINGX 513,325
1BRHYX 67,869
1IMSPZX 845,728
1PIMIX 262,326
ITRLDX 264,817
1KGPF 1.45 704,489

15,751,188
PARTICIPANT LOANS VARIOUS  4.250-9.500 256,070
FORFEITURES 370,992




Form 5500 Annual Return/Report of Employee Benefit Plan SR T
This form is required to be filed for employee benefit plans under sections 104 )
Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepaz"';e“‘?’! Lgb"' b » Complete all entries in accordance with
i °y:dmi§;f,'a§0necu 4 the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
l Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12930 7/202%
A This returnireport is for: D a multiemployer plan D a multiple-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
8 an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. . .. ... ... ...t » I:I
D Check box if filing under: [ Form 5558 [] automatic extension {X the DFVC program
D special extension (enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here. . .. ...................... » D
Part ll l Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
UNIVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS PLAN - US number (PN) » 001
1c Effective date of plan
01/01/2004
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 42-1610421
UNIVERSAL INSURANCE MANAGERS, INC 2c Plan Sponsor's telephone
number
941-378-8851
101 ARTHUR ANDERSON PARKWAY 2d Business code (see
instructions)
541990
SARASOTA FL 34232

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

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

sien Fawypo JiE m/ W faos|>x mn vraguer

S/gnature ?fﬁglan admlmstraﬂ Date Enter name of individual signing as plan administrator
IfIEGR':E !7//0/)@\;’ SARY ANN VAZQUEZ
[{ate £

Enter name of individual signing as employer or plan sponsor

SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2024)

v. 240311



Form 5500 (2024) Page 2

3a

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

3b Administrator's EIN

3c Administrator's telephone

number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 [ 283
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{‘i) Total number of active participants at the beginning of the pPlan Year ..o 63(1) 207
af2) Total number of active participants at the end of the PIaN Y ar ..ottt semnearesasons 6a(2) 195
b Retired) ot Separated paricipants teteiving bafefts . copvanumssmienaunmeisuaigawssmwsmesirssase | BB 73
c Other retired or separated participants entitled to future benefits.............cccoiiiiinniceccccciveseciee | BC 0
d Subtotal. Add INes Ba(2), BB, BNT BC. ...tttk n b 6d 268
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........cccceevvccvivvccvcccee. | B 0
f TolEl Addines B A 06 s e T S S L S 6f 268
Number of pa{t;cmants with account balances as of the begmnmg of the plan year (on y defined contribution plans
g(1) complete this item)... e A 03 L A A A S S AR 6g(1) 258
(2) Number of partlclpants with account balances as of the end of the piars year {only def ned contribution plans
92) complete this item) ... - |69(2) 244
h Number of pammpants who tefmlnated employment durmg the plan year wath accrued iaenef ts that were
less than 100% vested .. 6h 0
7  Enter the total number of emp!oyers obllgated to contrlbute to the pran (only mumemployer p!ans compiete thls [tern) 7

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

26 2F 2T 2E 2T 28

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) Insurance (1) Insurance
(2} Code section 412(e)(3) insurance contracts (2) I Code section 412(e)(3) insurance contracts
(3) Trust (3) E Trust
{4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. {See instructions)
a Pension Schedules b Generai Schedules
{1} @ R (Retirement Plan Information) (1) @ H (Financial Information)
{2} D MB (Muitiemployer Defined Benefit Plan and Certain Money @ D ¢ iguRsEl el
Purchase Plan Actuarial Information) - signed by the plan (3) @ A (Insurance Information) — Number Attached _ 1
QA (4) @ C (Service Provider Information)

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

{5) D (DFE/Participating Plan Information)

(4) D DCG (Individual Plan Information) ~ Number Attached (6) |:| G (Financial Transaction Schedules)

(5) |:| MEP (Muitiple-Employer Retirement Plan Information)



Form 5500 (2024) Page 3

| Part lll ] 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.) oovsvvvervssrmneniiieeeeen. || Yes  [] No

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

11b s the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... [Jves [] No

11¢ 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 i
Insurance Information .
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
D tof Lab
Employee 8gr?:fﬁrsnchﬁrhiyaAg;ﬁnlstration » File as an attachment to Form 5500.
Fension:Benedt Guaranty Corporation } Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
UNIVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS clan number (PN » 001
PLAN - US
C Plan sponsor's name as shown on fine 2a of Form 5500 D Employer Identification Number (EIN)
UNIVERSAL INSURANCE MANAGERS, INC 42-1610421

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

1 Coverage Information:

{a) Name of insurance carrier

EMPOWER ANNUITY INSURANCE CCMPANY OF AMERICA

Approximate number of Paolicy or contract year
(c) NAIC {d) Contract or e}

b} EIN " My red at end of

(b} code identification number pe;igg}s' g?ifm tract year (f) From (g) To
84-04675907 68322 335158-01 53 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid {b) Total amount of fees paid

1,062 0

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

FRANKLIN ROCAFORT
CETERA ADVISOR NETWORKS, LLC
FD ROOSEVELT AVE. MARGINAL SUR 114

SAN JUAN PR 00918
{b) Amnount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e} Organization code
§3d 3

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

JEAN KARLC ROCAFORT
CETERA ADVISOR NETWORKS, LLC
FR ROOSEVELT AVE. MARGINAL SUR 114

SAN JUAN PR 00918
(b) Amount of safes and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {e) Organization code
531 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page2—[ |

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

Fees and other commissions paid

{b) Amount of sales and base

()

Organization

commissions paid (¢) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and baso Organization
commissions paid (€} Amount {d) Purpose code

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

Fees and other commissions paid

{b) Amount of sales and base

(e)

Organization

commissions paid (c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid {e)
{b) Amount of sales and hase Organization
commissions paid (c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c} Amount (d) Purpose oo




Schedule A (Form 5500) 2024 Page 3

Partll | 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 .....ooo..oooooovioeioveeoceeeeceeea. 4 1,075,481
5 Current value of plan’s interest under this contract in separate accounts at year end.........ooooooooooooieoeeeennn. 5 0
6 Contracts With Allocated Funds:
a State the basis of premium rates »
b Premiums paid to carrier . _ 6b
€  Premiums due but unpatd at the end of the year... 6¢c
d  if the carrier, service, or other organization |ncurred any specaf c costs in connection wzth the acqutsmon or
retention of the contract or policy, ENter aMOUNT. ...ttt 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify} P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 14 I:l
7 Contracts With Unaliocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) other PGROUP ANNUITY CONTRACT
b Balance at the end of the previous year... T —— : J 7b 1,822,154
€ Additions: (1) Contributions deposited durmg the year ... | 1€(1) 59,961
{2) Dividends and c:redlts 7c¢(2) 0
(3) Interest credited during the year 7¢(3) 15,045
(4) Transferred from Separate acCOUNt........oo..oov..ovvcvoeeceee e 7c(4) 359,845
(5) Other (SPECHY BBIOW) ..v..vvoiveieieeoe oo eesee e eeeeee e 7¢(5) 42,802
PLOAN REPAYMENTS, FORFEITURES
(B)TOIAE BGIONS ...ttt ettt s et e s et e e e e ee et emee s eeses e teteeenesee s eeee s eereeeeren 7¢(6) 477,653
d Total of balance and additions (add INes 7B 8N TE(B)). —........vvvvcvvoemreeereeereerrrscerecorreerecsssseeesseeseeeerseermecceeeeeeeeee | 1€ 2,299,807
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 707,028
{2) Administration charge made by carier ..., | 78{2) -15,053
(3) Transferred to separate BCCOUNL ..........ccoc.oveeeeeenreeeeeeeereseeeesseeeseereneennes | 1€{3) 532;351
(4) Other (SPECIfY DBIOW) ..o.ecoooiieei e 7e{4)
»
(5) Total deductions.. 7e(5) 1,224,326
f Balance at the end of the current year (subtract lme 7e(5) from line Td) 7f 1,075,481




Schedule A (Form 5500) 2024

Page 4

Part lil | 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) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
|:| Stop loss {large deductible) 3 |:| HMO contract k |:| PPO contract | D Indemnity contract
m D Other (specify) »
9 Experience-rated contracts:
& FPremiums:: (1) AMDUDt TECEIVET v oo ssiasins s iaiots b 9a(1)
(2) Increase (decrease) in amount due but unpaid....................... 9a(2)
(3) Increase (decrease} in uneamed Premium reServe ..........covocceveuvenn. 9a(3)
(4 EAMNET (1) + (2) = (B))oerreeeeeeeeeeeoeeoemoeee oo ee oo oo ] 92(4)
b Benefit charges (1) Claims Paid.........occoovoveooce oo 9b(1)
(2) Increase (decrease) in claim reserves ...........ccococveeeivena, 9b(2)
(3) Incurred claims (add (1) and {2))............ 9b(3)
(4) Claims charged ... ; . 9b({4)
C Remainder of premium: {1 ) Retentlon charges (nn an accrual basas} --
(A) COMIMISSIONS 1-.eevieereiiietienia et ea st en e 9c(1)}{A)
(B) Administrative service or other fees.............cccceccvvviivivcenenne. | 3€{1KB)
(C) Other specific acquUISItIon COSES ..........ocooviveceeeeeeeeeeecen 9c(1){C)
(D) OMHBE BRSNS v sois i e v e i Sc(1)(D)
(BN TaRE8 s s 9c(1)E)
{F) Charges for risks or other contingencies... iy | SBCIIE
(G) Other retention charges 9c(1){(G)
EH P TOTA] CEIBIGIL s e  a  o s T S T S S T T  eev Sc(1)(H)
(2) Dividends or retroactive rate refunds. {These amounts were D paid in cash, OFD cretited: e 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d{(1)
(2) CIRIM TESEIVES L.ooviiiiie ettt et e et e ettt e e ee e et et e e et et et e en s e et ereeeenn 9d(2)
(3) Other reserves.. A eA et £ttt en et et e et e et e et ee e 9d(3)
€ Dividends or retroactive rate refun{is due (Do not include amount entered in line 9¢{2).) ..., 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAIMIET ..ottt 10a
b if the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ..........cccocoeeeee 10b
Specify nature of costs.
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A7............. D Yes @ No

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




- - " MB = | il
SCHEDULE C Service Provider Information ik i
{Form 5500) 2024
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1874 (ERISA).
Deparlment of Labo .
Exiployed Banefts Secily Adikléiraiion b File as an attachment to Form 5§500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
UNIVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS plan number (PN) » 001
PLAN - US
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
UNIVERSAL INSURANCE MANAGERS, INC 42-1610421

| Part1 | Service Provider Information (see instructions)

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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




Schedule C (Form 5500) 2024

Page 3 - |:|

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

(a) Enter name and EIN or address (see instructions)
EMPOWER ANNUITY INSURANCE COMPANY

8515 EAST ORCHARD ROAD

GREENWOCOD VILLAGE co 80111
(b) (c}) (d) (e) 4] (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor} disclosures? compensation for which you |estimated amount?
answered “Yes" to element
64 (f). If none, enter -0-.
RECORDKEEPER
Yes@ No[l Yes NDD Yes@ NOD
36,452 0]

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

EMPOWER ADVISORY GROUP LLC
8515 EAST CORCHARD ROAD

GREENWOOD VILLAGE

Co 80111
(b) (c) (d) (e) 4] (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by | provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than pian or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor} disclosures? compensation for which you|estimated amount?
answered “Yes” to element
28 {f). If none, enter -0-.
INVESTMENT
MANAGEMENT Yes [] No [3] Yes [| No[] Yes [| No[]
23,472

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

CETERA ADVISOR NETWORKS,

LLC

2301 ROSECRANS AVE. #5100

ATT RETIREMENTPLANS

EL SEGUNDO CA 90245-5670
(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by | provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you|estimated amount?
55 answered “Yes" to element
{f. If none, enter -0-.
BROKER /
ADVISER Yes [§ No[] Yes [ | No Yes [] No

14,846
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered "Yes" to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(&) Enter name and EIN or address (see Instructions)

PENSICN PLUS, INC
PO BOX 366281
SAN JUAN PR 00936

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

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-, other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you | estimated amount?
answered “Yes" {o element
13 (f). if none, enter -0-.
CONTRACT
ADMIN Yes [{ No [] Yes [| No Yes [| No [{
0 10,000
{@) Enter name and EIN or address (see instructions)

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

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f). if none, enter -0-.
Yes[:] N0|:| YesD NOD Yesl] NOD
(@) Enter name and EIN or address (see instructions)

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

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

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

compensation? {sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
{f. Ifnone, enter -0-.

foermula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

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

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

many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2

(b) Service Codes
{see instructions)

(c) Enter amount of indirect
compensation

CETERA ADVISOR NETWORKS LLC

53

14,846

{d) Enter name and EIN {address) of source of indirect compensation

{e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

GREAT WEST LIFE & ANNUITY INSURANCE
8515 EAST ORCHARD ROAD

GREENWOCD VILLAGECO 80111

OTHER COMMISSIONS

{a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

{c) Enter amount of indirect
compensation

PENSION PLUS, INC

13

10,000

{d) Enter name and EIN (address) of source of indirect compensation

(&) Describe the indirect compensation, including any
formuia used to determine the service provider's eligibility
for or the amount of the indirect compensation.

GREAT WEST & ANNUITY INSURANCE
8515 EAST ORCHARD ROAD

GREENWOQOD VILLAGECO 80111

TPA ALLOWANCE PAYMEN

{@) Enter service provider name as it appears on line 2

{b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

{d) Enter name and EIN (address) of source of indirect compensation

{e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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| Part Il | Service Providers Who Fall or Refuse to Provide Information

4

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

{b) Nature of
Service
Code(s)

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

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

{b) Nature of
Service
Code(s)

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

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

{b} Nature of
Service
Code(s)

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

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

{b) Nature of
Service
Code(s)

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

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

{b) Nature of
Service
Code(s)

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

a Name: b EN:

C  Position:

d Address: € Telephone:
Explanation:

a8 Name: b EN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: : b EIN:

C  Position:

d Address: & Telephone:
Explanation:

a Name: b EIN:

€  Position:

d  Address: € Telephone:

Explanation:




SCHEDULED
(Form 5500)

Department of the Treasury
internal Revenue Service

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

Department of Labor » File as an attachment to Form 5500,

Empioyee Benefits Security Administration

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

OMB No. 1210-0110

2024

This Form is Open to Public

Inspection.

For calendar plan year 2024 or fiscal plan year beginning

01/01/2024

and ending

12/31/2024

A

Name of plan

UNIVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS PLAN -

B Three-digit

plan number (PN)

» 001

Us

c

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

UNIVERSAL INSURANCE MANAGERS, INC

42-1610421

D Employer Identification Number (EIN)

Part

(Complete as many entries as needed to report all interests in DFEs)

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

Name of MTIA, CCT, PSA, or 103-12 IE:PUTNAM RETIREMENT ADV TRST 2060 X

b

Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS CIT

d Entty
code

€& Dollar value of interest in MTIA, CCT, PSA, or

BIN-PH 27-3516240 103-12 IE at end of year (see instructions)

373

123,149

Name of MTIA, CCT, PSA, or 103-12 IE: Putnam Retirement Advantage Trst Ma

Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS CIT

d Entity
code

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

= 26-0788428 268
EIN-PN 103-12 IE at end of vear (see instructions)

c

420,041

Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADV 2050 X

Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS CIT

d Entity

code

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

EINPN 26-0787670 103-12 IE at end of year (see instructions)

258

297,908

Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADV TRST 2025 X

Name of sponsor of entity listed in (@): PUTNAM INVESTMENTS CIT

d Entity
code

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

EIN-PN 26-0788428 103-12 IE at end of year (see instructions)

268 C

506,711

Name of MTIA, CCT, PSA, or 103-12 [E: PUTNAM RETIREMENT ADV 2055 X

Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS CIT

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

d Entity
. 103-12 |E at end of year (see instructions)

EIN-PN 26-0787670
code

272

170,227

Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADV 2045 X

Name of sponsor of entity listed in (a)PUTNAM INVESTMENTS CIT

d Entity
code

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

EIN-PN 26-1208510 259

738,165

Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADV 2040 X

b

Name of sponsor of entity listed in (a)PUTNAM INVESTMENTS CIT

c

d Entity
code

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

Bl SiEEiScs 103-12 |E at end of year (see instructions)

260 €

288,166

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

Schedule D {Form 5500) 2024

v. 240311
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Name of MTIA, CCT, PSA, or 103-12 |IE: PUTNAM RETIREMENT ADV 2030 X

Name of sponsor of entity listed in (a): PUTNAM INVESTMENTS CIT

d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 26-0788040 262 code - 103-12 |E at end of year (see instructions}) 585,636
Name of MTIA, CCT, PSA, or 103-12 IE: PUTNAM RETIREMENT ADV 2035 X
Name of sponsor of entity listed in (2): PUTNAM INVESTMENTS CIT
EIN-PN 26-0787945 261 d Entity € Dollar value of interest in MTIA, CCT, PSA, or 737 151
code ’

103-12 |E at end of year (see instructions}

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

Name of sponsor of entity listed in (a):

d Entity

EIN-PN ode

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

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

Name of sponsor of entity listed in (a):

d Entity

EIN-PN code

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

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

Name of sponsor of entity listed in (a):

d Entity

EIN-PN
code

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

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

Name of sponsor of entity listed in (a):

d Entity

EIN-PN
code

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

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

Name of sponsor of entity listed in (a):

d Entity

EIN-PN
code

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

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

Name of sponsor of entity listed in (a):

d Entity

EiN-PN P

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

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

Name of sponsor of entity listed in (a):

EIN-PN d Entity
code

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

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

Name of sponsor of entity listed in (a):

d Entity

EIN-PN code

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

a Plan name

b Name of € EIN-PN
plan sponsor

a Plan name

b Name of € EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Planpame

b Name of € EIN-PN
plan sponsor

a Plan name

b Nameof € EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsar

a Plan name

b Name of ¢ EIN-PN
plan sponsor




SCHEDULEH
(Form 5500)

Department of the Treasury
internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

OMB No. 1210-0110

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).

2024

b File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B  Three-digit
BI;IVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS PLAN - plan number (PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
UNIVERSAL INSURANCE MANAGERS, INC 42-1610421

Partl |Asset and Liability Statement

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

and 1i. CCTs, PSAs, and 103-12 IEs a

Iso do not complete lines 1d and 1e. See instructions.

Assets {a) Beginning of Year {b) End of Year
a Total niokifiterest-beating Cash cusem s e S i s 1a
b Receivables (less allowance for doubtful accounts):
(1) Employer contriBUtIONS . .......c....oveeeeeee e e 1b(1})
(2) Participant comtributions e e s o s 1b(2)
{3) OB oo et 1b(3) 0 0
C General investments:
n lnterast-bgaring cash (include money market accounts & certificates 1e(1)
Ol O8I o i e H i s e s A PR TR T
(2) U.S. Government SECUMES .........o.oooiooooeoeeeeeerees et 1¢(2)
(3) Corporate debt instruments (other than employer securities):
(A) Praforiath. ..o i o s e (s e Sy 1c(3)(A)
(B) ALOINET..ooooiieoeeee e | 1C(3)(B)
{4) Corporate stocks {(other than employer securities):
{A) Preferred. ..ot eeesaneeeeneeeeeenennenns | TE{A)(A)
(B} BOMIMB s s | Je4){B)
(5} Partnership/joint venture interests 1e(5)
(6) Real estate {other than employer real Property)..........cccoooecovvcrvenrn, 1c(6)
(7) Loans (other than to participants)............oo.ovvereeececeeeeeeeere e te(7)
{8) PartiCiPant 08NS ......covueeveiioe oo 1c(8) 241,675 256,070
(9} Value of interest in common/collective trUstS —..oovooeeveeoecercereeean 1c(9) 3,523,970 3,862,154
{10) Vaiue of interest in pooled separate aCCOUNtS . ......ovvoveevreeeeeeeerereenn. 1c(10)
{(11) Value of interest in master trust investment accounts .. 1e(11}
{12} Value of interest in 103-12 investment entities .. S 1e(12)
(13) \fga;:z)of interest in regsstered investment compames (e. g mutuai 1¢(13) 10,781, 635 11,184,545
(14) \c/g;lireazzsf)unds_ htlald in msurancecompany general accnunl (una Jocated 1c(14) 1,822,154 1,075,481
(18] OBE s s s S A e e e 1¢{15}

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

Schedule H (Form 5500) 2024
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1d Employer-related investments: {a) Beginning of Year (b) End of Year
(1) EMPIOYET SECUMHES ....iviiesceeieieeee e 1d(1)
(2) EMployer real PIOPEIY ...c..coceiiiivsimitimmisisisosinrssnssseosnsorsrmsmssesemenerens | VHZ}
€ Buildings and other property used in plan operation ......... 1e
f Total assets (add all amounts in lines 1a through 1e) 1f 16,369,434 16,378,250
Liabilities
g Benefit claims PavabIe .o bt ansssaray ssass g
B O e ating DaVADIES o st s R S R th
i Acquisition indebtednoss e A T 1
J OtEr HabIHIES ..ot 1j 16,726
K Total liabilities (add all amounts in fines 1g trough1j) c..oeee e eeeceeeesees 1K 0 16,726
Net Assets
| Netassets (subtract line 1k from line 1f)| 1l I 16,369,434 16,361,524

‘Part il [Income and Expense Statement

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

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

{1) Received or receivable in cash from: (A) EMPIOYErs. ..........oovevereereennn. 2a{1)(A) 269,609

{(B) ParticipantS......oocerveeciereeeieeeeeeeeeeeere e | 28CTHBY 814,149

(C) Others (including rolOVErs)......coooooveeeeeeeeeeeeeeeeeeeeee e, | 28(THCY 239,179
{2) Noncash contributions ..o 2a(2)
{3) Total contributions. Add lines 2a{1){A), (B), {C}, and line 2a(2) 2a(3}) 1,322,937

b Earnings on investments:

{1} Interest:

{(A) Interest-bearing cash (mclucimg money market accounts and 2b(1)(A)

certificates of deposit)... -~

(B} U.S. Government SECUMHES .........c....cccereeereireeeeeeeereerereeeeemrenennn | 2D{THB)

{C) Corporate debt INSTUMENtS ........co.cooorecevererree v, | 2B(INC)

(D} Loans (other than to participants) ..o | 2B(1N(D)

{E)  ParticiPant I0BMNS ..o oo es s 2b(1)(E) 21 ;598

(F) Other... cevrenstesse e nmenns s sensneesnseseeseensneseseneeennnns | 2DCE(F) 4,785

{G) Total interest. Add lines 2b(1){A} through (F)... v | 2B{ING) 26,384
{2) Dividends: (A) Preferred stock............................. 2b(2)(A)

(B) ComMOBISIOBK i e et i i e 2b(2)(B)

{C) Registered investment company shares (e.g. mutual funds) .......... 2b(2)(C) 642,281

(D} Total dividends. Add lines 2b(2)(A), (B), and (C}) 2b(2)(D) 642,281
] T TN (- -
{4) Net gain (loss) on sale of assets: (A) Aggregate proceeds.................... | 2b{(4}(A)

(B} Aggregate carrying amount {see instructions)...............ccocoeeeuen... 2b(4)(B)

{C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result............... | 2b{4}C) 0
{5) Unrealized appreciation (depreciation) of assets: {A} Real estafe..................... | 2P{5)(A)

DB B e s e e s s B A S RS 2b(5)(B)

() A s Z(SYA) B0 (B) e | 20051C) 0
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{6) Netinvesiment gain (loss) from common/collective trusts.......................
{7) Net investment gain (loss) from pooled separate accounts.....................

(B} Net investment gain (loss) from master trust investment accounts..

{9) Net investment gain (loss) from 103-12 investment entities....................

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

C OHIET BICOIIE wismasssintys s i A 0 i e 0 sdat o mso sy s pn s
d Total income. Add all income amounts in column (b) and enter total .................
Expenses

€ Benefit payment and paymenits to provide benefits:
{1) Directly to participants or beneficiaries, including direct roliovers ...........
(2) To insurance carriers for the provision of benefits ..o,
EBY TUINBT wovswsnueviamonss smisross oo e v S 9w S S S T
{4) Total benefit payments. Add lines 2e(1) through {3) ..ocoocoieiiiieecennn
f Corrective distributions (S8 INSITUCHONS) .....c...v.veereerieeerevreerseessesmeseneneens
{ Certain deemed distributions of participant loans (see instructions) .............
Bl INtEreSt BXDENSE .. oo
i Administrative expenses:
(1) Salaries and alloOWANCES ..o
{2) Contract administrator fees..cun st usiimmsmmmrmamrans
(3} Recordkesping FEes s s s s i i
{4) TOP A BUAI OB .. ouusmissmmmmimmnios s i s L Ssbtis
(5) Investment advisory and investment managementfees .........................
(6) Bank or trust company trustee/custodial fees ..o
{7) Actuanial fees uism s i rrassmmssreassapasesaans
{B) LOGAITEER i st s e B S R B R P P
(9) Valualion/appraiSal fEES .« i i i S s sesss

(10) Other trustee fees and expenses ....

{11) Other EXPENSES ....uvoiceriviiriie e
(12) Total administrative expenses. Add lines 2i{1} through (11} .....cceeo.....
J Total expenses. Add all expense amounts in column (b) and enter total .....
Net Income and Reconciliation
K Net income (loss). Subtract ling 2j from fN€ 2.....coceooeoveererseseeeressmesesess
I Transfers of assets:
(1) T ARES PIBIE s ensnsummasesnissmsisiisssvims s oo bR s O i

{2) From this Plan ...

{a) Amount

{b) Total

2b(6)

2b(7)

2b(8)

2b(9)

2b(10)

1,555,201

2c

2d

3,546,803

2e(1)

3,493,733

2e(2)

2e(3)

2e(4)

2f

29

2h

3,493,733

3,194

2i{1)

2i(2)

2i(3)

2i(4)

2i(5)

2i{6)

2i(7)

2i(8)

2i(9)

2i{10)

2i{11)

57,786

2i{12)

57,786

2]

3,554,713

2k

=, 910

2i(1)

2i(2)
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| Partlll Accountant’s Opinion

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

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) |X| Unmodified (2) I:I Qualified (3} D Disclaimer (4) D Adverse

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

(1) [X| DOL Regulation 2520.103-8 (2) D DOL Regulation 2520.103-12(d) (3) D neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).
C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name:RSM PUERTO RLCO (2)EIN: 66-0388"756
d The opinion of an independent qualified public accountant is not attached as part of Schedule H because:
(1) D This form is filed for a CCT, PSA, DCG or MTIA. (2} I:l It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

| Part IV 1Compliance Questions

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

During the plan year: Yes No Amount

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-1027 Continue to answer “Yes" for any prior year failures until
fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.) ....c....c......... 4a X

b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part 1 if “Yes" is
=Y =Y 1§ OO SO OO OO USORROTUOOO 4h X

€ Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G {(Form 5500) Part I if “Yes” is checked.) .......ocooveeveeicveiees 4c X

d  Were there any nonexempt transactions with any party-in-interest? {Do not include transactions
reported on line 4a. Attach Schedule G {Form 5500) Part iil if “Yes" is
BREOKL. ). vvovvsevesmssreeeeeeseeeeemssesee e ee s eeseee oo eoss oo soes oot eemeseesseessere e senmms e s et ettt er e 4d X

€  Was this plan covered by a fidelity DONA? ......ccooovvoiiiiiiceeee e e eneneneens | B0 | X 500,000

f  Did the pian have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
by fraud OF QISRONBSIY 2 vocvvumsmnismmsm i s v S e s e o e s i 4f X

g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser? ..........ccoocoovvveece e 4g X

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

i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
anid sea instructions for format TEQUIFSMBME. ) s s s it msamsns 4i X

j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes" is checked and
see instructions for format reqUIrEMENES.) ... ..o e e 4f X

K  Were all the pian assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC? .......ocoviviveiceecceeeeeeeeeee e | Bk X

| Has the plan failed to provide any benefit when due under the plan? ..o, | 4l X

M If this is an individual account plan, was there a blackout peried? {See instructions and 29 CFR

N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one
of the exceptions to providing the notice applied under 29 CFR 2520.101-3. ..cocvovovvvvviivcicvenens | 4D

5a  Has a resolution to terminate the plan been adopted during the plan year or any prior planyear?....... D Yes @ No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
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5b  If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were
transferred. (See instructions.)

5b(1) Name of plan(s) 5b(2) EIN(s) 5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and
IS OIS ) e e o e P T N S i e o S e i o R D Yes D No |:| Not determined
If “Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year




SCHEDULER Retirement Plan Information OME . 1290:0115

{Form 5500) 2024
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1874 (ERISA) and section

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

Department of Labor A . "
; ; Ietrati This Form is Open to Public
Employee Benefits Security Administration b File as an attachment to Form 5500. Inspection,
Pension Benefit Guaranty Corporation
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
UNIVERSAL INSURANCE COMPANY PROFIT SHARING & SAVINGS PLAN - plan number
Us {PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number {EIN)
UNIVERSAL INSURANCE MANAGERS, INC 42-1810421

Part | Distributions

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

1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1
LT ot (o R 0

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

EIN(s):

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

3 Numberof pamclpants (Ilvmg or deceased) whose benefits were distributed in a single sum, during the plan 3
year .. .

Part Ef Fundmg information {If the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)7 cvrvvevreroveren [] Yes [] No [ wa
i the plan is a defined benefit plan, go to line 8.

5  If a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year

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

6 a Enterthe minimum required contribution for this plan year (include any prior year accumulated funding
deficiency noiwawed) ba
b Enter the amount contributed by the employer to the plan for this plan year &b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative aMOUNE) . .....oo.oo e B¢
If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 8¢ be met by the funding deadline? ..o, D Yes [I No D N/A

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

| Partiil | Amendments

9 Ifthis is a defined benefit pension pian, were any amendments adopted during this plan

year that increased or decreased the value of benefits? If yes, check the appropriate
box. If no, check the “No” BoX................. : — D Increase DDecrease D Both I:I No

| Part IV ] ESOPs (see mstructlons) If this is not a plan described under section 499(.:-1) or 4975(e)(7) of the Internal Revenue Code, skip this Part.

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?............. D Yes D No
b O T T e e o1 T eI T T I:I Yes D No
b Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a "back-to-back” loan? D Yes D No

(See instructions for definition of “back-to-hack” loan.) ... i
12 Does the ESOP hold any stock that is not readily tradable on an established SECUTIES MArKET? ..o D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2024

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

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

a Name of contributing employer

b EN € Dollar amount contributed by employer

d  Date coliective bargaining agreement expires (/f employer contributes under more than one colfective bargaining agreement, check bexl]
and see instructions regarding required aitachment. Otherwise, enter the applicable date.) Month Day Year

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

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

a  Name of contributing employer

o

EIN C  Dollar amount contributed by employer

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

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

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

@ Name of contributing employer

o

EIN € Dollar amount contributed by employer

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

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

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

a  Name of coniributing employer

o

EIN € Dollar amount contributed by employer

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

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

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

&  Name of coniributing employer

o

EIN € Dollar amount contributed by employer

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

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

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

a  Name of contributing employer

o

EIN € Dollar amount contributed by employer

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

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

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

1
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14  Enter the number of deferred vested and retired participants {inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:

@ The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: I_—_I last contributing employer D alternative D reasonable approximation (see 14a
instructions for required attachment) ...........cocveiiiiiiieiiecriennn.

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

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

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

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

b The corresponding number for the second preceding Plan YEar ..o 15b
16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

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

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against sUCh WItRGTAWN BMPIOYEIS «.o.iii it isissieiriesaresssrssansssacanreasarsasressinsssrasssessaoriserass

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

supplemental information to be included as an attachment

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

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

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

b Provide the average duration of the Investment-Grade Debt and interest Rate Hedging Assets:
|:| 0-5 years D 5-10 years D 10-15 years D 15 years or more

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.

a  isthe amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? D Yes |:| No
b ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution

[]
D were made by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25{(c){2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. Other. Provide explanation.

| Part Vil | IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401{a)(4) by combining this plan with any other plans under

the permissive aggregation rules? [X] Yes [] No

21b if this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

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

@ “Current year” ADP test

[] N

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




Schedule of Assets (Held At End of Year)

Schedule H, Line 4i

Name of I!-’[an:

>

Universal Insurance Profit Sharing and Savings Plan US

Employer Identification Number:B 20-2454442
For plan year (beginning/ending):» 01/01/20240 - 12/31/2024

Plan number: »

001

(b) Identity of issue, borrower, lessor, or

Tc) Descriplion O mvestment meluding matury
date, rate of interest, collateral, par or maturity

(a) similar party value (d) Cost (e) Current value
1PAAEX 981,770
1PAEEX 407,411
1PTRX25 506,711
1PTRX30 585,636
1PTRX35 737,151
1PTRX40 288,166
1PTRX45 733,165
1PTRXS50 297,908
1PTRXS55 170,227
1PTRX60 123,149
IPTRXMT 420,041
1RNWGX 421,059
1DPRIX 85,862
1FZATX 10,244
1FSPSX 457,485
IMGRDX 2,259
ITAINX 89,295
1SHSKX 69,457
10GMIX 72,129
1PRRSX1 64,833
1PTTEX 377,105
1BSFIX 303,620
1DCZRX 122,857
1UBVFX 103,682
1FMCLX 87,505
1FAGKX 272,934
1PMAPX 908,130
1SMVZX 14,479
IRWMGX 98,660
1WFSPX 2,706,696
1PEQSX 348,086
1PGOEX 1,224,921
IRINGX 513,325
1BRHYX 67,869
IMSPZX 845,728
1PIMIX 262,326
1TRLDX 264,817
1KGPF 1.45 704,489

15,751,188
PARTICIPANT LOANS VARIOUS 4.250-9.500 256,070
FORFEITURES 370,992




Schedule H, Line 4i
Schedule of Assets (Held At End of Year)

Name of Plan:

> Universal Insurance Profit Sharing and Savings Plan US

Employer Identification Number:» 20-2454442

For plan year (beginning/ending):» 01/01/20240 - 12/31/2024 Plan number: » 001

(¢) Description of mvestment mcluding maturity
(b) Identity of issue, borrower, lessor, or date, rate of interest, collateral, par or maturity
(a) similar party value (d) Cost (e) Current value
IPAAEX 981,770
IPAEEX 407,411
1PTRX25 506,711
1PTRX30 585,636
1PTRX35 737,151
1PTRX40 288,166
1PTRX45 733,165
1PTRX50 297,908
1PTRXS55 170,227
1PTRX60 123,149
IPTRXMT 420,041
IRNWGX 421,059
IDPRIX 85,862
1FZAJX 10,244
1FSPSX 457,485
IMGRDX 2,259
ITAINX 89,295
ISHSKX 69,457
10GMIX 72,129
1PRRSX1 64,833
IPTTEX 377,105
1BSFIX 303,620
IDCZRX 122,857
1UBVFX 103,682
1FMCLX 87,505
1IFAGKX 272,934
IPMAPX 908,130
ISMVZX 14,479
IRWMGX 98,660
IWFSPX 2,706,696
1PEQSX 348,086
1PGOEX 1,224,921
IRINGX 513,325
IBRHYX 67,869
IMSPZX 845,728
1PIMIX 262,326
ITRLDX 264,817
1KGPF 1.45 704,489
15,751,188

PARTICIPANT LOANS VARIOUS  4.250-9.500 256,070
FORFEITURES 370,992




