Form 5500

Department of the Treasury

Internal Revenue Service

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).

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

2024

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 08/01/2024

and ending  07/31/2025

A This return/report 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.)

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

a single-employer plan
B This return/report is: D the first return/report

D an amended return/report

C Ifthe planis a collectively-bargained plan, check here. . . .......... ... ... ..

[ ] Form 5558

D special extension (enter description)

D Check box if filing under: 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 1b Three-digit plan
CHOICE USA EMPLOYEE WELFARE PLAN number (PN) » s01
1c Effective date of plan
01/01/1990
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)

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

PO BOX 40
LOWELL, NC 28098-0040

603 GROVES STREET
LOWELL, NC 28098

Number (EIN)
56-0592294

2c

Plan Sponsor’s telephone
number
704-823-1651

2d

Business code (see
instructions)
424400

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. 10/30/2025 EVIE MOORE
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311
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3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 137
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) 137
a(2) Total number of active participants at the end of the plan year ... 63_(2) 139
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
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 139
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 4Q
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 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached _ 10
actuary 4) @ C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

Department of Labor
Employee Benefits Security Administration

OMB No. 1210-0110

» File as an attachment to Form 5500.

Pension Benefit 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 08/01/2024 and ending  07/31/2025
A Name of plan B Three-digit

CHOICE USA EMPLOYEE WELFARE PLAN plan number (PN) ) 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

CHOICE USA BEVERAGE INC 56-0592294

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
SUN LIFE ASSURANCE COMPANY OF CANADA

(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
38-1082080 80802 947032 98 08/01/2024 07/31/2025

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

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f
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Part Il | 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
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i @ Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

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) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 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 370843
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

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as

» Insurance companies are required to provide the information

an attachment to Form 5500.

pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

2024

This Form is Open to Public

Inspection
For calendar plan year 2024 or fiscal plan year beginning 08/01/2024 and ending  07/31/2025
A Name of plan B Three-digit
CHOICE USA EMPLOYEE WELFARE PLAN plan number (PN) » 501

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

CHOICE USA BEVERAGE INC

D Employer Identification Number (EIN)
56-0592294

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

PRINCIPAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
42-0127290 61271 1143467 133 08/01/2024 07/31/2025

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

1023

434

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

MAIN STREET INSURANCE GROUP

22 N TRADE STREET
TRYON, NC 28782

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1023

25 | BONUS

3

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

UNITED PRODUCERS GROUP LLC

1439 STUART ENGALS BLVD
SUITE 300
MOUNT PLEASANT, SC 29464

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

409 | OVERRIDE

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 at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f
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Part Il | 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 @ Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

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) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 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 10231
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

BNO

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




SCHEDULE A

Insurance Information
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service

OMB No. 1210-0110

Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor
Employee Benefits Security Administration

» File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation

» Insurance companies are required to provide the information

2024

This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 08/01/2024 and ending  07/31/2025
A Name of plan B Three-digit
CHOICE USA EMPLOYEE WELFARE PLAN plan number (PN) » 501

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

CHOICE USA BEVERAGE INC

56-0592294

Part |

D Employer Identification Number (EIN)

1 Coverage Information:

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.

(a) Name of insurance carrier

UNITED OF OMAHA LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year 9
47-0322111 69868 GLUGOBR8B 139 08/01/2024 07/31/2025
2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers,
descending order of the amount paid.

(a) Total amount of commissions paid

and other persons in

(b) Total amount of fees paid
1601

1709

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
MAIN STREET FINANCIAL GROUP

22 N TRADE ST
TRYON, NC 28782

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1601 909 | OTHER COMPENSATION

3

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

1439 STUART ENGALS BLVD
UNIT 300

MT PLEASANT, SC 29464

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0 800 | OTHER COMPENSATION

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

3
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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




Schedule A (Form 5500) 2024 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 Page 4

Part Il | 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
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m B Other (specify) P AD&D

d [X Life insurance
h D Prescription drug

I D Indemnity contract

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) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 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 16008
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

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 08/01/2024 and ending  07/31/2025
A Name of plan B Three-digit
CHOICE USA EMPLOYEE WELFARE PLAN plan number (PN) » 501

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

CHOICE USA BEVERAGE INC

56-0592294

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
UNITED OF OMAHA LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
47-0322111 69868 GUCOBRS8B 42 08/01/2024 07/31/2025

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

1411

1990

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

MAIN STREET FINANCIAL GROUP

22 N TRADE ST
TRYON, NC 28782

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1411

1284 | OTHER COMPENSATION

3

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

UNITED PRODUCERS GROUP LLC

1439 STUART ENGALS BLVD
UNIT 300
MT PLEASANT, SC 29464

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

706 | OTHER COMPENSATION

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




Schedule A (Form 5500) 2024 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 Page 4

Part Il | 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
e B Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

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) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 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 14113
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

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 08/01/2024 and ending  07/31/2025
A Name of plan B Three-digit
CHOICE USA EMPLOYEE WELFARE PLAN plan number (PN) » 501

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

CHOICE USA BEVERAGE INC

56-0592294

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
UNITED OF OMAHA LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
47-0322111 69868 GUDBOBRS8B 92 08/01/2024 07/31/2025

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

5778

4498

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

MAIN STREET FINANCIAL GROUP

22 N TRADE ST
TRYON, NC 28782

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

5778

1609 | OTHER COMPENSATION

3

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

UNITED PRODUCERS GROUP LLC

1439 STUART ENGALS BLVD
UNIT 300
MT PLEASANT, SC 29464

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2889 | OTHER COMPENSATION

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—| 1

(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




Schedule A (Form 5500) 2024 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 Page 4

Part Il | 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 B] Dental c D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

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) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 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 57782
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

BNO

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




SCHEDULE A

Insurance Information
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service

OMB No. 1210-0110

Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor
Employee Benefits Security Administration

» File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation

» Insurance companies are required to provide the information

2024

This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 08/01/2024 and ending  07/31/2025
A Name of plan B Three-digit
CHOICE USA EMPLOYEE WELFARE PLAN plan number (PN) » 501

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

CHOICE USA BEVERAGE INC

56-0592294

Part |

D Employer Identification Number (EIN)

1 Coverage Information:

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.

(a) Name of insurance carrier

UNITED OF OMAHA LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year 9
47-0322111 69868 GUGOBRS8B 96 08/01/2024 07/31/2025
2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers,
descending order of the amount paid.

(a) Total amount of commissions paid

and other persons in

(b) Total amount of fees paid
828

781

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
MAIN STREET FINANCIAL GROUP

22 N TRADE ST
TRYON, NC 28782

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
828 367 | OTHER COMPENSATION

3

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

1439 STUART ENGALS BLVD
UNIT 300

MT PLEASANT, SC 29464

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0 414 | OTHER COMPENSATION

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




Schedule A (Form 5500) 2024 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 Page 4

Part Il | 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
e B Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance
h D Prescription drug
I D Indemnity contract

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) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 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 8282
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

BNO

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




SCHEDULE A

Insurance Information
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service

OMB No. 1210-0110

Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor
Employee Benefits Security Administration

» File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation

» Insurance companies are required to provide the information

2024

This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 08/01/2024 and ending  07/31/2025
A Name of plan B Three-digit
CHOICE USA EMPLOYEE WELFARE PLAN plan number (PN) » 501

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

CHOICE USA BEVERAGE INC

56-0592294

Part |

D Employer Identification Number (EIN)

1 Coverage Information:

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.

(a) Name of insurance carrier

UNITED OF OMAHA LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year 9
47-0322111 69868 GUPROBRS8B 16 08/01/2024 07/31/2025
2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers,
descending order of the amount paid.

(a) Total amount of commissions paid

and other persons in

(b) Total amount of fees paid
1542

1091

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
MAIN STREET FINANCIAL GROUP

22 N TRADE ST
TRYON, NC 28782

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1542 577 | OTHER COMPENSATION

3

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

1439 STUART ENGALS BLVD
UNIT 300

MT PLEASANT, SC 29464

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0 514 | OTHER COMPENSATION

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




Schedule A (Form 5500) 2024 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 Page 4

Part Il | 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
e D Temporary disability (accident and sickness) B] Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

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) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 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 10277
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

BNO

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




SCHEDULE A

Insurance Information
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service

OMB No. 1210-0110

Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor
Employee Benefits Security Administration

» File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation

» Insurance companies are required to provide the information

2024

This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 08/01/2024 and ending  07/31/2025
A Name of plan B Three-digit
CHOICE USA EMPLOYEE WELFARE PLAN plan number (PN) » 501

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

CHOICE USA BEVERAGE INC

56-0592294

Part |

D Employer Identification Number (EIN)

1 Coverage Information:

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.

(a) Name of insurance carrier

UNITED OF OMAHA LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year 9
47-0322111 69868 GVTLOBR8B 21 08/01/2024 07/31/2025
2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers,
descending order of the amount paid.

(a) Total amount of commissions paid

and other persons in

(b) Total amount of fees paid
1946

1488

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
MAIN STREET FINANCIAL GROUP

22 N TRADE ST
TRYON, NC 28782

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1946 839 | OTHER COMPENSATION

3

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

1439 STUART ENGALS BLVD
UNIT 300

MT PLEASANT, SC 29464

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0 649 | OTHER COMPENSATION

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




Schedule A (Form 5500) 2024 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 Page 4

Part Il | 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
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m [ Other (specify) » VOLUNTARY LIFE

d D Life insurance
h D Prescription drug

I D Indemnity contract

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) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 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 12973
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

BNO

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




SCHEDULE A 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

Department of Labor
Employee Benefits Security Administration

OMB No. 1210-0110

» File as an attachment to Form 5500.

Pension Benefit 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 08/01/2024 and ending  07/31/2025
A Name of plan B Three-digit

CHOICE USA EMPLOYEE WELFARE PLAN plan number (PN) ) 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

CHOICE USA BEVERAGE INC 56-0592294

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

SMITHRX
(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
81-1489804 00000 CHOICEUSA 0 08/01/2024 07/31/2025

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

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

(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




Schedule A (Form 5500) 2024 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 Page 4

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 @ 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? ............. B Yes D No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
NO SCHEDULE A PROVIDED




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 08/01/2024 and ending  07/31/2025
A Name of plan B Three-digit
CHOICE USA EMPLOYEE WELFARE PLAN plan number (PN) » 501

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

CHOICE USA BEVERAGE INC

D Employer Identification Number (EIN)
56-0592294

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

NATIONWIDE LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
31-4156830 66869 NIS241101 100 07/01/2025 07/31/2025

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

4830

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

MAIN STREET INSURANCE GROUP

22 N TRADE STREET
TRYON, NC 28782

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

4830

N/A

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

(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




Schedule A (Form 5500) 2024 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 Page 4

Part Il | 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
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i @ Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

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) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 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 105650
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

BNO

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 08/01/2024 and ending  07/31/2025
A Name of plan B Three-digit
CHOICE USA EMPLOYEE WELFARE PLAN plan number (PN) » 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CHOICE USA BEVERAGE INC 56-0592294

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 |

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)

HEALTHGRAM, INC

56-1449504

(b) (c)
Service Relationship to
Code(s) |employer, employee

organization, or

(d)

Enter direct
compensation paid
by the plan. If none,
enter -0-.

person known to be
a party-in-interest

(e)

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

®)

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

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

12

TPA

46744

Yes D No E

Yes D No D

Yes D No D

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

MAIN STREET INSURANCE GROUP

56-2185489
(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
(f). If none, enter -0-.
55 BROKER 34757
YesD No YesD NoD YesD NoD
(a) Enter name and EIN or address (see instructions)
CIGNA CORPORATION
59-1031071
(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
(). If none, enter -0-.
12 NETWORK 17721
YesD No YesD NoD YesD NoD
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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)

ADVOSEE
85-4312283
(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-.
55 BROKER 9080
YesD No@ YesD NoD YesD NoD
() Enter name and EIN or address (see instructions)
CAREOPERATIVE, LLC
20-8981027
(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-.
99 UNKNOWN 1873
YesD No YesD NoD YesD NoD
(a) Enter name and EIN or address (see instructions)
HEALTHGRAM- TELEDOC, INC
47-4591265
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
compensation? (sources | compensation, for which the | service provider excluding | formula instead of
an amount or

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

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

other than plan or plan
sponsor)

plan received the required
disclosures?

eligible indirect

(). If none, enter -0-.

compensation for which you
answered “Yes” to element

estimated amount?

12

TELEDOC ADMIN

965

Yes D No

Yes D No D

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

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

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

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

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

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

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

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




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

Department of lha Treasury

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

1210-0089

intemal Revenus Sarvice sections 6067(b) and 6058(a) of the Infemal Revenue Code (the Code), 2024
Department of Lakor :
Empioyae Bensfils Security » Complete all antrles in accordance with

Administration

Pension Benefit Guaranty Corporalion

the instructions to the Form 5500.

This Form [g Open to Public

Inspection
| Part | | Annual Report ldentification Information
For calendar plan year 2024 or fiscal plan year beginning  08/01/2024 and ending 07/31/2025
A This retum/report is for: D a multiemployer plan D a multile-employer plan (Filers checking this box must provide participating

employer information in accordanca with the form instructions.)

@ a single-employer plan |:| a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report |:| & short plan year return/report (less than 12 months)

C Ifthe plan is a collectively-bargained plan,checkhere. ... ... ... i, .

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

D special extension {enter description)

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

' Part Il f Basic Plan Information—entsr all requested information

1a Name of plan
CHOICE USA EMPLOYEE WELFARE PLAN

1b Three-digit plan
number (PN) » 501

1¢ Effective date of plan

01/01/1950
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer ldentification
Mailing addrass (fnelude room, apt,, suite no. and street, or P.O. Box) Number (EIN}
City or town, state or province, country, and ZIP or fareign postal code (if foreign, see instructions) 56~0592294

CHOICE USA BEVERAGE INC

2C Plan Sponsor's telephone
number
704-823~1651

PO BOX 40 603 GROVES STREET 2d Business code (see
instructions)
424400
LOWELL NC 28098-0040 LOWELL NC 28098 :

Caution: A penalty for the [ate 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 schedulas,

statements and attachments, as well as the electronis version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

%9 % W\@m [O20- 3T eviz moorz
Signature of plan adminlstr\ator Date Enter name of individual signing as plan administrator

a .

( YL \\(\%ﬂk \D-A0- Y |EVIE MoORE
Signature of employer/plan sponsor Date Enter hame of individual signing as employer or plan sponsor
Signature of DFE Date Enter name of individual signing as DFE

For Pahemork Reduction Act Notice, see the Instructlons for Form 5500.

Form 8500 (2024)
v. 240311
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3a Plan administrator's name and address Ig Same as Plan Sponsor

3b Administrator's EIN

3¢ 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 fast return/report:
a4 Sponsor's name 4d PN
€ Plan Name
5 Total number of participants at the beginning of the plan year 5 |
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complate only lines 6a{1), LR
6a(2), 6b, 6¢, and &d).
a(1) Total number of active participants at the baginning of the Plan YBar .........ow e rrereeceesereareense e seneenrens ga(1) 137
a(2) Total number of astive participants at the end of the PIIN YEBF ... issssssssssssssssesssssessssssassesesssessanerssareas 6a(2) 139
Relired or separated participants receiving bensfils ... .. s sseisseseeses | B 0
C Other retired or separated participants entitled to future benefits..........coveen s | GO o
d  Subfotal. Add lines 6a{2), 6b, NG BC. ..........cervcereee e enassssssssesssns | G0 139
e Deceased participants whose beneficlaries are receiving or are entitled to receive banefits. ... vrcvererscvercrren | 68
f Total. Add lines 6d and 6e. . e Ad bt b4 Bbd e bbb e emeA e ree AR eSS s e AT e TR 6f
(1) Number of participants with aceount balances as of the beglnmng of the plan year (only defined contribution pians 8g(1)
9 complete this tem}.......oceiineninns - e R
2 Number of part]mpants with account balances as of lhe and of lhe plan year (on[y def ned contrlbutlon plans
9=2) complets this item).... — 1Ty}
h Number of partlmpants who termlnated employment dunng the plan year wnh accrued benef ts that were
less than 100% vested.. ... : 6h
7  Enter the fotal number of empioyers obhgated to contnbute to the plan {only multlemployer plans comp1ete this item) ....... 7

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

b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
48 4B 4D 4E 4F 4H 4Q

9a Plan fundirg arrangement {check all that apply) 9b Plan benefit arrangement (check all that apply)
4] Insurance O Insurance
{2) Code section 412(e)(3) Insurance contracts (2) I Code section 412(e)(3) insurance contracts
(3) Trust 3 (| Trust
4 Geaneral assets of the sponsor 4) General assels of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1} D R {Retiremant Plan Informaticn) (1} D H ({Financial Information)
(2) D MB (Multietnployer Defined Benefit Plan and Certain Money (@ D I' (Financial Information ~ Small Plan)
Purchase Plan Actuarial Information) - sighed by the plan 3 A (Insurance Information) ~ Number Attached 10
actuary {4 @ C (Senvice Provider Information)

&

]
(5)

|:| SB (Single-Employer Defined Benefit Plan Actuarial
information) - signed by the plan actuary

{5) I:l D (DFE/Participating Plan Information)

[I DCG {Individual Plan Information) — Number Attached {8) D G (Financial Transaction Schedules)

D MEP (Multipte-Employer Retiremant Plan Infarmation)
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| Part Ill_l Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was tha plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2) wwvoreecrrmmeemnssececeececrniens || Y€8 No

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

11b Is the plan currently in compliance with the Form M-1 fiting requirements? (See instructions and 29 CFR 2520,1 01-2.) i D Yes |:| No

11c¢ Enter the Recelpt 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 fo enter a valid
Recelpt Confirmation Code will subject the Form 5500 filing to rejection as incomplste.)

Receipt Cenfirmation Cade




SCHEDULE A Insurance Information

OMB No. 1210-0110

(Form 5500)
Department of the Treasury This schedule Is required to be filed under section 104 of the
Internal Revenus Service Employee Refirement Income Security Act of 19874 (ERISA). 2024
D f Lab
Empioyes B:r?:fﬁt;ngre‘::gritya,\g;wInistrailnn }» File as an attachment to Form §500.
Pansion Bensfit Guaranty Corporalion » Insurance companles are required to provide the information This Form Is Open to Public
pursuant fo ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  08/01/2024 and ending 07/31/2025
A Name of plan B Three-digit
CHOICE USA EMPLOYEE WELFARE PLAN plan nurmber (PN) » 501

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

CHOICE USA BEVERAGE TNC 56-059229%4

| Partl | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for sach contract
S on a separate Schedule A. individual contracts grouped as a unit in Parts Il and (Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of Insurance carrfer

Sun Life Assurance Company of Canada

Approximate number of Policy or contract year
NAIC {d) Contract or (&)
(b) EMN (c} e persons covered at end of
code identification number policy or contract year {f) From {g) To
38-1082080 80802 947032 98 08/01/2024 07/31/2025

2 Insurance fee and commission information. Enter the total fees and total commissicns 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

3 Persons receiving commissions and fees. {Complete as many entries as nesded to report all parsons).

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

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

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

{b) Amount of sales and base Feas and other commissions paid
commissions pald (c) Amount (d) Purpose {e} Organization code
For Paperwork Raduction Act Notice, see the Instructions for Form 5500, Schedule A (Form 5500) 2024

v. 240311
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Page 2 —-| |

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

Fees and other commisslons pald {a)
(b) Amount of sales and base Crganization
commissions paid {c) Amount {dl) Purpose code
{a) Name and address of the agent, broksr, or other person to whom commisslons or fees were paid
Fees and other commissions paid {e)
{B) Amount of sales and base Organization
commissions pald (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or cther person to whom commissicns or fees were paid
Fees and other commissions paid (e)
(b} Amount of sales and base Crganization
commissions paid {c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or ather person to whom commissicns or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and hase Crganization
commissions paid (c) Amaunt {d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees wers paid
Fees and other commissions paid {e)
(b) Amount of sales and base Crganization

commissions paid

{c) Amount

{d) Purpose

code
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'Partll | Investment and Annuity Contract Information

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

Ahel e this rgport.
4 Current value of plan's interest under this contract in the general account at year end ........c......ccooevvveveenns.. . 4
8 Current value of plan’s interest under this contract In separate accounis at year end... 5
6 Contracts With Allocated Funds:
a  State the basls of premium rates P
b Premiums paid to CAFHET ......ooeeesese oo 6b
€ Premiums due but unpaid at the end of the VB e et et et 6c
d  if the carrier, service, or other organization incurred any specific costs in connection with the acquisition or éd
retention of the contract or poitcy, ehter amount, ,....coceeevrvrn..
Specify nature of costs P
€  Type of contract: (1) D individual policles (2) D group deferred annuity
{3) D other (specify) P
f  If contract purchassd, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Coniracts With Unallocated Funds {Do not include portions of these contracts maintained in separate accounts)
d  Type of contract: (1) D deposit administration (2) D Immediate participation guarantee
(3) D guaranteed Investment 4) D other P
b Balance at the end of the previous POV I { - 0
€ Additions: (1) Contributions deposited during the year ........................ 7¢(1)
(2) DIVIdENGS AN CREUILS 1ovcvevov.eeeursenreraas s ssveeeess e eeessae s ooeeess e ee e 7c¢({2)
(3) Interest credited during the Year ...........ovvvmeeen. ... Te(3)

d
e

f

{4} Transierred from separate 86COUNt..........o.vooeeeevesoo,

7c(4)

(5) Other (Specify below) ......covveveeaeereeenn
P

(6)Total additions...............

Total of balance and additions (add lines 7b and L L) ) R

Ceductions:

{1) Disbursed from fund to pay benefits or purchase annuities during year

(2) Adminlstration charge made by carrier ..

(3) Transferred to separate 8CCOUNE . ...vvecvee oo

(4) OtNE (SPECIY BBIOW) evererere oo

»

(5) Total deductions................

Balance at the end of the current year (subtract line 7e(5) from line 7d)...............
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PartIll | Welfare Benefit Contract Information
S 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 camblned for reporting purposes if such coniracts are experience-rated as a unit, Whera contracts cover individual
employees, the entire group of such individual contracts with each carrler may be treated as a unit for purposes of this repart.

8 Beneifit and contract typs (check all applicable boxes)

a D Health {other than dental or vision) b l:l Dental CD Vision d D Life insurance
e D Temporary disability (accldent and sickness) f D Long-term disability g D Supplemental unemployment b |:| Prescription drug
i EI Stop loss {large deductible) j |:| HMO eontract kD PPO contract ID Indemnity contract

m D Other {specify} P

9 Experienca-rated contracts:

A Premiums: (1) AMOUNE FBCEIVE cvvvvuurueuusreerersseeeeeseeeses oo 9a{1)
(2) Increase (decrease) in amount due BUt UNPAID..........ooeeoovvooeoo 9a(2) 3
{8) Increase (decrease} In uneamed premium reserve .......................... Qa(3) S A e ey
{4) Earned (1) + (2) - (3))..ooooo.n R T 0

b Benefit charges (1) CIAIMS PAId...voveeersrrooees oo 9b(1) B s AN
{2) Increase (decrease} in ClAMN MESEIVES .......oevecereoeoeeooeeoeo 9b(2) Lo
(3) Incurred claims (add (1) and (2})................ ' 9h(3) 0
(4) Claims charged .................... 9b(4)

€ Remainder of premium: {1) Retention charges {on an accrual basis) -

(A) GOMMISSIONS ....v.oecevveeeseeeeeermesese e sees s eeseeeeeoee . Sc{1}A)

(B) Administrative service or other fees ..... v |_SC{1}B)

{C) Other specific acquisition costs ....... S I -~ & (+]] o e
{D) Othar eXpenses ........ou........... SO B 1+ )1 (*)) P ISR
(B} TBXES trvtureseeeeeceesieee ottt ceoeseeeessosses s 9c(1)(E) | ‘ St
{F) Charges for risks or other contingencies.............ceeecoeersssren, | 9C(1)(F) SRR R
(G) Other r6tention Charges.............coccvversseererneessrssmessssessnes | 9C(1NG) e
(H) Total retention................... vereceeennnere | BC(1HH) 0

(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)......cvvveeens 9¢(2)
o Status of policyholder reserves at end of year: (1) Amount held fo provide benefits after retirement .. .“ 9d(1})
(2) Claim reserves ............. 8d(2)

(3) Other TREBIVES oot ra ittt emr et bt ettt eese e . 2d(3)
€ Dividends or refroactive rate refunds due. (Do not include amount entered In line 9c(2).) e ]
10 Nenexperience-rated contracts: . TR
2 Total premiums or subscription charges paid to GAITIOT toreere st sitsceee et sne e enses et ee e ee e 10a 370,843
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition ar
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ........................ 10b
Specify nature of costs.
{ PartIv_] Provision of Information
11 Did the insurance carnpany fail to provide any information necessary to complete Schedule A?............ D Yes @ No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Insurance Information OME No. 1210:0110

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

2024

Department of Labor

Employee Benaflts Securlty Adminisiration

} File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

» Insurance companies are required to provide the information Thls Form Is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan vear beginning  08/01/2024 and ending 07/31/2025
A Name of plan B Three-digit
CHOICE USA EMPLOYEE WELFARE PLAN 3 501

plan humbsr (PN}

C Plan sponsor's name as shown on line 2a of Foerm 5500

CHCICE USA BEVERAGE INC

D Employer Identifieation Number (EIN)

56-0592294

Part]

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for eash contract
on a separate Schedute A. Individual contracts grouped as a unit in Parts I and il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Principal Life Insurance Company

{e} Approximate number of Policy or contract year
b} EIN (c} NAIC _ (d) Contractor d at end of
) code identification number pe;iﬁgj grogsﬁragt igaro {f) From (g} To
42-01272590 61271 1143467 133 08/01/2024 07/31/2025

2 Insurance fee and commission nformation. Enter the total fess and total commissions paid. Listin line 3 the agents, brakers, and other persons in
descending order of the amount paid.

{a) Total amount of commissions paid

{b} Total amount of fees pald

1,023 434

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

Main Street Insurance Group

22 N Trade Street

Tryon

NC 28782

(b} Amount of sales and base

commissions paid

Fees and other commissions paid
{d} Purpose

{c) Amount {e) Organization code

bonus

1,023 25

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

United Producers Group LLC

14395 Stuart Engals
Suite 300

Blvd

Mount Pleasant SC 29464
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
override
0 409 3

'_For Paperwork Reduction Act Notice, see tha Instructions for Form 5500.

Schadule A (Form 5500) 2024
v. 240311



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




Schedule A (Form 5500) 2024 Page 3

Part' It | Investment and Annuity Contract Information
- Where individual contracts are provided, the entire group of such individual contracts with each carrler may be treated as a unit for purposes of

this report.
4 Current value of plan’s Interest under this contract In the generai account at year end .. 4
5 current value of plan's interest under this contract in separate accounts at a1 1 L= PP 5

6 Contracts With Allacated Funds:
8  State the basis of premium rates P

b Premiums paid to carrier .. 6b
C  Premiums due but unpaid at the end of the year. 6c
d  Ifthe carrier, service, or other organization incurred any specific costs In connaction with the acquisition or 6d
retention of the cantract or policy, 8Nter AMOUNL. ..........vuvee e eeeeresessesessee e,
Specify nature of costs  »

€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other {specify) P

f  If contract purchased, in whole ot in part, to distribute benefits fromt a terminating plan, check here > D

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

a Typeofcontract (1) D deposit administration (2) |:| immediate participation guarantes
(3) [I guaranteed investment {4) D other »
b _Batance at the end of the previous year... et s ssesesesseeeeeeee. | T {0
€ Addifions: (1) Contributions deposited dunng thayear ................................ 7c{1) B TR
{2} Dividends and CreditS ......ww..eeeeeeeeecrreereeeeesssses s sssssssssnssseseeesesssorrers | TC{2) O A
(3) Interest credited during the YEar ..............uemmmmmmmmisnecececesesessessssnnee | 1C{3)
(4) Transferred from separate acCOUNt ... vecreeeeerv e,

(5) Other (specify below) ............
14

{B)Total additions... — OOV £ - (- | 0
d Total of balance and addltlons (add Ilnes 7b and 70(6))
€ Deductions:

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

(2) Administration charge made by carfier .........o.ovoeveeennnn.

(8) Transferred to separate account....

{4) Other (SPECITY DEIOW) ..oeeuvarverireeeeeeet e eseetseeee e e eesss st e eeeeeeeena

>

(5) Total deductions... -
f Balance at the end of lhe current year (subtract Ime 79(5) from Iine Td}




Schedule A (Form 5500) 2024 Page 4

“Partlt | Welfare Benefit Contract Information

-1 | If more than ane contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the infermation may be combined for reperting purposes if sich contracts are experience-rated as a unit. Where contracts cover individua!
employees, the entire group of such ndividual contracts with each carrler may be treated as a unit for purposes of this report,

8 Benefit and contract type {check all applicable boxes)

a D Health (cther than dental or vision) b D Dental c [)Ei Vision d D Life insurance
e |:| Temporary disability (accident and sickness) f D Long-term disabllity g D Supplementat unemployment h |:| Prescription drug
i I:I Stop loss (large deductible) j D HMO contract kl:l FPO contract ID Indemnity contract

m [ ] Other (specify) P

9 Experience-rated contracts: T L e e
8 Premiums: (1) AMOUNE TBCEIVEL wuvvue.eeceeee e secesremene et sea 9a(1) T ST .
(2) Increase (decrease} in amount due but unpald......oeveeeonevvenoooen, 9a(2)
(3} Increase {decrease) in uneamed Premium reServe ..., 9a(3)
(4 EBME ({1) + (2] = (3eevrrvsennvesmmrenmsssssssssressereseeeessseesseeseeoeees e eeeeeeeeesessseesseeseesseesoors oo | 9a(4) 0
b Benefit charges (1) CIAIMS PAI..........ooooovvveeees s sseeemeeees oo eeees s gh({1)
(2) Increase (decrease) in Claim FESEIVES ....m.vevcueeeeeeees oo eeesos 9h(2) T _
(3} Incurred claims (dd (1) AN {2)).r.iveeeemeeeereeeeersresr e seeeeeeesseoess e eeee s s esenas 9b(3) 0
{4) Clalms ShANGEM «.....coervrrureereersreseereses s esessens s eeeeeeren et eee e 9b(4)
C Remainder of premium: (1} Retention charges {on an accrual basis) -~
(A) COMMISBIONS ...coooocvncrvvvrnrmssssnsseemssnessrsesssssscesressessessmasernsns | 9G(1)(A) ;
{B) Administrative service or other fees.........ccommrervescensnseceenes | 9C(1){B) i
{C) Other specific acqUISIION COSES .........cooeerevre e, | 9C(1HC) E
(D) Other @Xpenses ...........cco.meerecemsemennsesvemssssssseeseeeeesseeeeccss | 3C(1H{D)
(E) TAXES w.ooorrve s eecennserenensssnessssssssorssensnsseemsssrsssessoseessesmeeeeeeersos 1 9C(CINE)
{F) Charges for risks or othar contingencies............ccoecorenrecerns, | SCNF)
{G) Other retentfan Charges ... essnecseeeessesnsscecesnees. | 9G{1NG) SR NN
(H) Total retention ..o veseeis e wsmnnieeeenennesienenne. | 9GUTY{HY 0
{2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or[l credited.).., 9c(2)

d Status of policyholder reserves at end of year: (1) Amount held te provide benefits after retirernent ............... 9d{1)

(2) Claim reserves ......uereerveeenan. ad(2)
L O O 9d(3)
e Dividends or retroactive rate refunds due. (Do net include amount entered in lIne 96{2).) v e
10 Nonexperience-ratad contracts; R s e
a Total premiums or subscription Charges Paid tD CAITIE ...............coesesseos oo eess oo e eeseom 10a 10,231

b Ifthe carier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or palicy, ather than reported in Part I, line 2 above, rapoit amount. ..........c..vvveneeeee 10b
Specify nature of costs.

| _Partlv | Provision of Information

11 _Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes IZ' No

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




SCHEDULE A i
Insurance Information OMEB No. 1210.0110
(Form 5500)
Department of the Treasury This schedule is requirad fo be filed under section 104 of the
Internal Revanua Sarvice Employee Retirement Income Security Act of 1974 (ERISA). 2024
b
Employee BD:r?:ﬂr:;n;:E:ﬁL:}aAg:nlnlstrstion P Flle as an attachment to Form 5500.
Persian Benefit Guaranty Goraoration } Insurance companies are required to pravide 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  08/01/2024 andending C7/31/2025
A Name of plan B Three-digit
CHOICE USA EMPLOYEE WELFARE PLAN plan number (PN) D 501
C Plan sponsar's name as shown on line 2a of Farm 5500 D Employer Identification Number (EIN)
CHOICE USA BEVERAGE INC 56-0592294

| Partl '| 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 Iil can be reported on a single Schedule A.

1 Coverage Information:

{a) Mame of insurance carrier

United of Cmaha Life Insurance Company

(8) Approximate number of Palicy or contract year
by EIN {c) NAIC _ {d) Contractor d at end
(k) code identification number pe;ﬁg; gl?zgmragt ;;er:arOf {f) From (@) To
47-0322111 69868 GLUGOBRS8B 139 ' 08/01/2024 07/31/2025

2 Insurance fee and commission infoermation. Enfsr the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in
descending order of the amount pald.
{a) Total amount of commissions paid (b} Total amount of fees paid
1,601 1,709

3 Persons recelving 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 pald

Main Street Financial Group
22 N Trade St

Tryon NC 28782

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

1,601 909 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
United Producers Greup LLC
1439 Stuart Engals Blvd

Unit 300
Mt Pleasant SC 29464

(b} Amount of sales and base Fees and cther commisslans paid
cammissions pald {c) Amount {d) Purpose {¢)} Organization code
other compensation

0 800 3

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




Schedute A (Form 5500} 2024

Page 2 — |

(a) Name and address of the agent, broker, or ather 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 fo whom commissions or fees were paid
Feas and other commisslons paid {e)
(b) Amount of sales and base Crganization
commissions paid {¢) Amount (d) Purpose cede
(a) Name and address of the agent, broker, or other person to whom cemmissions or fees were paid
Fees and other commissions paid (o)
({b) Amount of sales and base Organization
commigslons paid (¢) Amount {d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and base Qrganization
gommissions paid {c) Amount {d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissians or fees were paid
Fees and other commissions paid {o)
{b) Amount of sales and base Organization

commissions paid

(¢} Amount

(¢f) Purpose

code




Schedule A (Form 5500) 2024 Page 3

jPart ||_ .| Investment and Annuity Contract Information
: -~ | Where individual contracts are provided, the entire group of such individual contracts with each carrier may be freated as a unit for purposes of
{his report.

4 Current value of plan’s interest under this contract in the general account at Year end ...............oeeeveososooooooooo, 4

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

6 Contracts With Allccated Funds:
a  State the basls of premium rates P
b Premiums pald ta carrier .. " TSR J : o
€ Premiums due but unpaid at 1he end of the VOB 1ttt sttt it a b es e e a e e e bensbnnan 6¢

d  Ifthe carrier, servies, ar other organization Incurred any speclf c costs in connection with the acquisition or 6d
retention of the confract er policy, enter amount. .. I .

Specify nature of costs  }

@ Typeof contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P

T I contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|

7 Contracts With Unallocated Funds (Do not include paitions of these cantracts maintained in separate accounts)
a Type of contract: (1) D deposit administration {2) D immediate participation guarantee

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

(3) D guaranteed investment (4) D othar P

€ Additions: (1) Contributions deposited durlng the year ..
{2} Dividends and credlts
(3} Interest credited during the year ............
(4) Transferred from separate account........,
(5) Other (SPECHfY BBIOW) w.ccuvrvsieeeceeeerct e st soe e s eemeesers s een
3

(6)Total additions ..
d Total of bafance and addltsons (add Ilnes 7b and 7c(6])
€ Deductions:

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

(2) Administration charge made by CaImier ..o eereeree oo

{3} Transferred to SEPArate aCCOUNE................ccouvrvvreseseeseeemeessemss s eeesoeeeens.

(4) Other {Specify BEIOW) .......co.ceeeeeri et eees e eresnmssens

4

{5} Total deductions... - OSSPV { - (-] | 0

f Balance at the end of ihe current year (subtract Ime 79(5) from lme 7d)




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type {check all applicable boxes)

a D Health (other than dental or vislon) b D Dental c D Vision d E’ Life insurance
e D Tempoerary disability (accident and sickness) D Long-term disabiiity g D Supplemental unemployment  h |:| Prescription drug
i D Stop loss (large deductible) i D HMO contract kD PPOQ contract i D indemnity contract

m [x] Other (specify) »AD&D

9 Experience-rated contracts:
8 Premiums: (1) AMOUNE IECEIVET ........cv.vveerese e eeeeeee s seeses s 9a(1)
{2) Increase {decrease) in amount dus but unpaid.........cv.eoovevooeeesioon, 9a(2) L e L
{3) Increase (decrease) in unearned premium reserve . 9a(3) ‘ S LT R A

{4YEamed ({1) + {2} - (3N).orrerrreeooeeoeoeooeossoeo I 0
b Beneiit charges (1) Claims paid................. gh{1) ST e
(2} increase (decrease) in claim reserves ... 9b{2) i S .
(3) Incuired claims (add (1) and (2))............ 8b(3) ¢
(4) Claims charged ............ovveeveonecerennenns, 9hb(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basls) --
(A COMMISBIONS ..eevoccvvrrvrrerassrere e serreeseesseeeessoems s s st se e 9c{1)(A)
(B) Administrative service or other fees........oveeeereree s 9c(1)(B) b
{C) Other specific acquisition costs .........., e | 9E(1)(C)
(D} OHNEE BXPENSES ...ovvoeeeevreveeecsitssteeeeee s st eeseesesesee 9c(1)(D)
(E TEXBS ooovivevitseccsecereemsessimsrr e sssesesseee e e sessssess st e seeseeeeeesnn. 9c(1}E)
{F) Charges for risks or other contingentias..........ouve oo, 9c(1){F)
(G) Other retention charges.........c..oeeceeeerrnnnnn. 9c{1){G) R e T
(H) Total TEBNMUON o eavs ittt esee s e ae e st oo eeeeeoeeee oo Ac(1){H} 0
{2} Dividends or retroactive rate refunds. (These amounts were D paid In cash, or D credited.).........cvne, 9¢{2)
d  Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ... 9d(1)
(2) Claim reserves ... 2d(2)
(B) OHhBT TEBEIVES......ooevsrvcvvtsssestrctresmcereceereess s ssssnesss b seeeee e e e eet e eeeee s see e 9d(3)
€ Dividends or refroactive rate refunds due. (Do not include amount entered in line 96(2).) v, B¢
10 Nonexperience-rated contracts: R e
a Total premiums or subscription charges paid to CEAITIET cooevs ettt siaeesae s bene et b ersese e ee s soestns st eeees 10a 16,008

b i 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.........cccceevveene. 10b
Specify nature of costs.

[ -Part IV | Provision of Information

11 Did the insurance company fail to pravide any information necessary to complete Schedula Af............ D Yes @ No

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




SCHEDULE A Insurance Information

(Form 5500)

Cepartment of the Traasury
Internal Revenue Service

Department of Labor
Einployes Beneflis Securily Administration

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,

Pensicn Benefit Guaranty Corporation » Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103{a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  08/01/2024 andending  07/31/2025
A Name of plan B  Three-digit
CHOICE USA EMPLOYEE WELFARE PLAN 5C1

plan number {PN) »

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

CHOTICE USA BEVERAGE INC

D Employer Identification Number (EIN)

56-05922¢%4

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 [Il can be reported on 2 single Schedule A.

1 Coverage [nformation:

(a) Name of Insurance carrier

United of Omaha Life Insurance Company

Approximate number of Policy or contract year

(¢} NAIC (d) Contract or (&)

EIN . : d at end of

) cade identification number pe;zﬁgi g?;ﬁ; ?rast ;garo (f} From {g) To
47-0322111 69868 GUCOBRBB 42 08/01/2024 07/31/2025

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 af fees paid

1,411

1,990

3 Persons receiving commissions and fees. (Complete as many entries as needed fo report all persons).

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

Main Street Financial Group
22 N Trade St

Tryon NC 28782
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Crganizaticn code
other compensation
1,411 1,284 3

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

United Producers Group LLC
1439 Stuart Engals Blvd

Unit 300

Mt Pleasant S5C 29464
(b) Amount of sales and base Fees and other commissions paid
commissions paid {e) Amount {d) Purpose {e) Organization code
cther compensation
0 706 3

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

Schedule A (Form 5500) 2024
v. 240311



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 coinmissions paid (e)
(b) Amount of sales and base QOrganization
sommissions pald (c) Amount (d) Purpose P
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
() Ameunt of sales and base Crganization
commisslons paid {c) Amount (d} Purpose code
{a) Name and address of the agent, broker, or other parson to whom commissions or faes were paid
Fees and other commissions paid (e}
(b) Amount of sales and hase Organization
commissions paid () Amount {d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or faes were paid
Fees and other commissions paid {e)
(b) Amoeunt of sales and base OCrganization
commissicns paid {c) Amaunt (d) Purpose code
() Name and address of the agent, broker, or other person to whom commisstons or fees were paid
Fees and other commissions paid (e}
{b) Amount of sales and base Organization

commissions paid

{¢) Amount

(d} Purpose

code




Schedule A {Form 5500) 2024

Page 3

p Part_ I_l i Investment and Annuity Contract Information

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

o { this report.
4 Current value of plan's interast under this contract In the general account at year end .. 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
£ Contracts With Allocated Funds:
a  State the basis of premium rates P
b Premiums paid to carrier .. 6b
C  Premiums due but unpaid at the end of the vear........... R 6¢
d [fthe carrier, service, or other arganization incurred any speciﬂc costs In connection wtth tha acqursitron or ad
retention of the contract or policy, enter amount. . R RN
Specify nature of costs ¢
e  Type of contract: (1) D individual palicies (2) D group deferred annuity
(3} D other (specify) I
f  if contract purchased, in whole or in part, to distribute benefits from a terminating pian, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of confract: (1) D deposit administration (2) [I immediate participation guarantee
(3 D guaranteed investment {4} D other P
b Balance at the end of the previous year... OO N { -
C  Additions: (1) Contributions deposited during the YA cevvvererersecersrasrrens 7¢{1)
{2) Dividends aNd Gredits...............mmmmssmmsiecssnssseeerserssomsssssssssorosonsemeene | TG(2)
{3) Inferest credited during the YEar ... ..o ceeeeeresseeeecess e,
(4) Transferred from separate AGCOUNL...........cceeemeeoreemeenersere e
(5) Other (specify Below) v......eecressseeeeeeerereeeeens
4

d Total of balance and addrtrons (add Ilnes 7b and Tc(G))

(B)Total additions...

€ Deductions:

f

(1) Disbursed from fund to pay beneflts or purchase annuities during year
{2) Administration charge made by cartier ...

{3} Transferred to SEPAIAE ACCOUNT ....ov.veveeeriereeeeeesersessessesesse oo
(4) Oter {SPECIFY BEIOW) ...coieeecr st e sesessssiee e amsseessssesee e ss e
»

(5) Total deductions...

Balance at the end of the current year (subtract ||ne 79(5) frcm Iine 7d)...

. "7'9(-'5) .

7f




Scheduie A (Form 5500) 2024

Page 4

.- Part lll | Welfare Benefit Contract Information

If mare than one contract covers the same group of employees o
the information may be combined for raporting purpeses if such
employees, the entire group of such indlvidual contracts with each carrier may be treated as a unit for purposes of this report,

f the same employer{s) or members of the same em
contracts are experience-rated as a unit. Where contracts cover individual

ployee organizations(s),

8 Benefit and contract type (check all applicable boxes)
a D Heaith (ather than dantal or vislon)
e E’ Temporary disability (accident and sickness)
i D Stop loss (large deductible)
m I:I Other {specify} P

b D Dental

f [ ] Long-term disability
i D HMO contract

CD Vision d'D Lifs Insurance
g D Supplemeantal unemployment  h D Prescription drug
k |:| PPO contract I D Indemnlty contract

9 Experience-rated contracts: &
& Premiums: (1) Amount received ........oeeesmiees.. 9a(1) .
{2) Increase (decrease) in amount due but UNPaIL......ocev e e 9a(2) o
(8) Increase (decrease) in unearned premiUum réSeIVe ..., 9a(3}) S
{4) Eamed ({10 + {2} = (3))-ooeeoeeeoeeeeeeeeeeoooeeooeoooo R | 9a(4) 0
b Benefit charges (1) Claims pald..........rvvvveosvooososssn. 9b(1} :
{2) Increase (decrease) in claim reserves............. 9b(2) :
(3) Incurred claims (add (1} and {2}}.....ouovevvrveeererennnne. 9b{(3) 0

{4) Clalms ChaTGE e ecveceerseseseeeress oo 9b{4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) ~-
(A) COMMISSIONS ...vvvvurerssieeeeeeee e 9c(1)A)
(B} Administrative service or other feas ..o oo 9c(1}(B)
{C) Other specific ACGUISTHON GOSES —....vvveeeeevesseeeeeoeeeeeeosoeoeooeoo 9c(1)(C) :
(D) OB BXPONSES ....veeomsresctseeisscseesseeeere e eseseeesssssse oo eeeseeeseees 9c{1)}(D) A
(E) TAXES ...ooocvvvoeeeeeems s enssnsseeseeseeemeersssreessssesseees 9c(1)(E)
(F) Charges for risks or other contingencies.........oo............ 9c(1)(F) -
{G) Other retentian Charges ... rcereeereesressessesssossson 9¢(1}G) TR =
(H) TOLA FOIBNTON ..vvevvoonevee s ssssssceces s eeneesmanssssesss s eeeeress e sseeses s e eeeeeeesesess s seeeeseeeeeeeeees oo 9c(1){H) 0

{2) Dividends or retroactive rate refunds. ({These amounts were D paid in cash, orD credited.)................. 9c(2)

d  Status of policyhoider reserves at and of year: (1} Amount held to provide benefits after retirement .............. 8d{1)

(2) Claim resemves ................ 2d(2)

(B OUNBT TBSBIVES.......ooocerreetmsssessseseeeeece s seess st et es s esssss st s 9d(3)

@ Dividends ot retroactive rate refunds due. (Do not include amolint entered in line 86{2).) e Se
10 Nonexperience-rated contracts: A
8 Total premiums or SUbSCHPHON CHATYES PAl 10 CAITIET ..c..vu..eeeesveeeeeeeeoss e eeeeesseess oo oeooeoooeoooeeeeeoeoe 10a 14,113
b ifthe 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..... e, 10b

Specify nature of costs.

| Part IV "| Provision of Information

11 Did the insurance campany fall to provide any information necessary to complate Schedule A7...........

12 Jfthe answer to line 11 is “Yas,” specify the information nat provided. »




SCHEDULE A i
Insurance Information OME No. 4210.0110
{Form 5500)
Department of the Treasury This scheduls is required to be filed under section 104 of the
Intemal Revanua Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
t of Lab
Employee g:ﬁ::?t? §2c3:uyaA§Lﬁnusnanon } File as an attachment to Form 5500,
Penslon Benefit Guaranly Corporation b Insurance companies are required to provide the fnformation This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  08/01/2024 andending  07/31/2025
A Name of plan B Three-digit
CHOICE USA EMPLOYEE WELFARE PLAN plan number (PN) » 501
€ Ptan sponsor's nams as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CHCICE USA BEVERAGE INC 56-0592294

..-Part] | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
e on a separate Schedule A._Individual contracts grouped as a unit In Parts Il and |1l can be reported on a single Schedule A,

1 Coverage information:

{a} Name of insurance carrier

United of Omaha Life Insurance Company

Approximate number of Policy or contract year
(c) NAIC (d)} Contract or (e}
(b) EIN A persans covered at end of
code ldentification number palicy or contract year {fy From (g) To
47-0322111 69868 GUDBOBRSE 92 08/01/2024 07/31/2025

2 Insurance fee and commission information. Enter the total fees and total cammissions pald. Listin line 3 the agents, brokers, and cther persons in
descending order of the amount paid.
{(a) Total amount of commissions paid {b) Total amount of fees pald
5,778 4,488

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

Main Street Financial Group
22 N Trade St

Tryon NC 28782

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

5,778 1,608 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
United Producers Group LLC
1439 Stuart Engals Blwvd

Unit 300
Mt Plzasant S5C 29464

(b) Amount of sates and base Fees and other commissions paid
commissions paid {¢) Amount (¢) Purpose (&) Organization code
other compensation

0 2,889 3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule A (Form 6500) 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

(b) Amount of sales and base

Fees and other commissions paid

()

Organization
commisslons paid {c) Amount (d) Purposa code
(a) Name and addrass 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
commissigns 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 other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions pald {c) Amount {d) Purpose cods

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

(b) Arount of sales and base
commissions paid

Fees and other commissions paid

(c} Amount

{d) Purpose

(e)
Organizaticn
code
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Investment and Annuity Contract Infor
Where individuat contracts are

Partll
A this report,

mation

provided, the entire graup of such Individual contracts with each carrier may be treated as a unit for purposes of

4 Current va

lue of ptan’s interest under this contract in the general account at year end ..........ccouveeeeveerevvoosooo, 4
5 Current valug of plan's Interest under this contract in separgte accounts at Year end.........occoueveevveroeoso, 5
6 Contracts With Allocated Funds:
A  State the basis of premium rates P
b Premiums paid to cartier ..o 6b
¢ Premiums due but unpaid at the end of the L 6¢c
¢t If the carrier, servios, or other organization incurred any spacific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount,
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 » [l
7 Contracts With Unallocated Funds (Do not include partions of these contracts maintained in separate accounts)
& Type of contract: {1} |:| deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4} D ather P
b Balance at the end of the previous YO ittt et ettt en s et st s ee e | 7b
€ Additions: (1) Contributions deposited during the year ... 7c(1})
(2) DIVIENGS BNG CTETIS . ..vvvvevsseeeseerssssmssessseeessssseeme oo 7c(2)
(3) Interest credited dUINg the YEar ... ..ceowvveveeeeeeeeeeee oo 7¢(3)
{4) Transferred from separate accaunt................ e |_TE(4)
(5) Other (specify below) ..........c.o........ . | Te(5)

(6)Total AdAHIONS.......cceveeeeteceee e eseoososs o
d Total of balance and additions {add lines 7b and 7¢(6)
€@ Deductions:

(1) Disbursed from fund to pay benefiis or purchase annuities during year

{2} Administration charge made by carrier

(3) Transferred fo separate BCCOUNL et rans e e e
(4) Other (Specify BEIOW) eovuvevvevoeeeees oo

9

{5) Total deductions..................

f Balance at the end of the current year (subfract fine 7e(5) from line 7d)

oo

7¢(6)




Schedule A (Form 5500) 2024 Page 4

“Part Il | Welfare Benefit Contract Information

"=, .. | Fmaore than one contract covers the same group of empioyees of the same employer(s) or members of the same smployee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
amployees, the entire group of such individual contracts with each carrier may be freated as a unit for purposes of this report.

B Benefit and contract type (check all applicable boxes)

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

m |:| Other (speciiy} P

9 Experlence-rated contracts:

a Premiums: (1) AMOUNE FECRIVE ...vvvuveresueessecereeeeeseseressesssssesssseses e fa(1)
{2) Increase (decrease) in amount due but UnPaid............oeeeeeeeevnveen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve ..., Ba(3) ST
G Y ==L N - T £ .| 9a(4) 0
b Benefit charges (1) ClaIMS Paid...........o.ursecrsecssssoenmersmmssmsineess | 9b{1) R R T
{2) Increase {decrease) in Claim rESEIVES ..........o..ooo oo 9b(2)
(3) Incurred clalms (@dd (1) AN (Z)).ovvuerereruerrereeemeseeeeseeseeeeecess s eeseeees s s sessees st eeeeeeeeeeeees e eeese oot 9h{3) 0
(4) Claims charged ....cccru.......... 9h(4)

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

(A) COMMISSIONS ......oonrevrivrisiseenssrrrrcssssssssssssesrssseenessssmsssssmssssseeres | DC(ANA)
(B) Administrative service or other f6es...........covcrremeecssriiree. | 9€(1}B)
{C) Other specific acquisilon GoSES .......weeveeresrerereeeceseneeeeercennnn. | 9G(1){(C)
{D) OthBT BXPEOSES ......oooneveervsrientns e reces s sssecseneneeseeeeessrereeee | 9CUTHD)
(E) TAKES ..o rvssmssssssinesesmeens st sssssssssssssseenensssesssseessseseneeenns | SE(THE)
(F) Charges for risks or other contingencies..................ceeeeeccesnn. | 96(1)(F)
{G) Other retention charges 8c(1){G) L R e
(H) TOLA] FBASIHON ..cv.....eseseees st st smmeeessseesess e e et eee e e eeseeeeoes e 9¢(1)}(H) 0
(2) Dividends or retroactive rate refunds, (These amounts were D paid in cash, orD credited.) ... 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after refirernent ............. ad(1)
(2) CHAIM TEBBIVES ... cecveeeorsstsnssssssssaesses e ressaeasssrsssses e esessesesosss s seemsesees st seeeeeeeese e s s eoeee e eee e 9d(2)
(3) OHNEE TESEIVES...on vttt oo eemes e s e essas rerarera e et anenseerans 9d(3})
©_Dividends or retroactive rate refunds due. (Do not include amount entered in line 96{2).) v 9¢
10 Nonexperience-rated contragts; i RIS RRT
a  Total premiums or subscription charges Paid 10 GAITIET ..............ecerevereeeee e oeeees s eoeeeeoeeeeeeeeeeesee e 10a 57,782
b It the cairier, service, or oftier organization incurred any specific costs in connection with the acquisition or
retention of the contract or palicy, other than reported in Part ), line 2 above, repart amount. ..........oceee.. 10b

Specify nature of costs,

| ‘PartIv_| Provision of Information

11 Did the insurance company fall to provide any information necessary to complete Schedule A7............. D Yes @ No

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




SCHEDULE A Insurance Iinformation

OMB No. 1210-0110
(Form 5500)
Bepartment of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenua Sarvice Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor

Employeea Beneflts Securily Administration

P File as an attachment to Form 5500,
Pension Benefit Guaranty Corporation

P Insurance companies are required to provide the Information

This Form is Open to Public
pursuant to ERISA sectlon 103(a){2). Inspaction
For calendar plan year 2024 or fiscal plan year beginning  08/01/2024 and ending 07/31/2025
A Name of pian B Three-digit
CHOICE USA EMPLOYEE WELFARE PLAN plan number (PN) > 501

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

56-~0592234

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 [l can be reperted on a single Schedule A.
1 Goverage Information:

(a) Name of insurance carrier

United of Cmaha Life Insurance Company

Approximate number of Palicy or contract year

{¢) NAIC (d) Contract or ® o

(k) EIN code identification number P e;gﬁg; gfzz; et?agtt :garOf (f} From g} To
47-0322111 693868 GUGOBRSB 96 08/01/2024 07/31/2025

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

(a) Total amount of cammissions pald (b) Total amount of fees pald

828

781
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 pald
Main $treet Financial Group

22 N Trade 5t

Tryon NC 28782
{b) Amount of sales and base Fees and other commissions paid
commissions paid {¢} Amount (d} Purpose {e) Organization coda
other compensaticn
828 367 3

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

143% Stuart Engals Blvd

Unit 300
Mt Pleasant 5C 29464
{b) Amount of sales and base Fees and other commissions paid
commissions paid {e) Amount {d) Purpose {e) Organization code

other compensation

0 414
For Paperwork Reduction Act Notice, see the Instructions for Form 5500,

3

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

Fees and other commissions paid (e)
{b} Amount of sales and base Crganization
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)
{h} Amount of sales and base Organization
commlsslons pald (¢} Amount {d) Purpose code
(a) Name and addrass of the agent, broker, or other person to whom commissions or faes wera paid
Fees and other commissions paid (e}
{b} Amount of sales and base Organization
commisslons pald (c) Amount {d) Purposa 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
() Ameunt 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 pald
Fees and other commissions paid (e)
{b) Amount of sales and base COrganization
commissions paid {c) Amount {d) Purpose code




Schedule A (Form 5500) 2024 Page 3

. Partll | Investment and Annuity Contract Information
AR 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 VBAN BN i1 rvivirerse e ceaneaens 4
5§ Current value of plan's interest under this contract in separate accounts at YEAN €N, vorrii e vesessens 5
6 Contracts With Allocated Funds:

&8  State the basis of premium rates P

b Premiums paid to L OO SO R - -
€ Premiums due but unpaid at the end of the YBAE.............eveeeee et eoeeeeoeeoeseseesn 6¢c
d  if the carrier, service, or other arganization incurred any specific costs in connection with the acquisition or 8d
retention of the cantract or policy, nter aMOUNL. .......vceceeveeeee e soeees oo,
Specify nature of costs
€  Type of contract: (1) D individual policles (2) D group deferred annulty
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Confracts With Unaltocated Funds (Do not include pottions of these contracts maintained in separate accounts)
a Type of contract: {1 |:| deposit adminlstration 2) D immediate participation guarantee
(3) |:| guaranteed investment 4 D ather P
b Balance at the end of the pravious OSSOSO R £ - 0
€ Additions: (1) Contributions deposited during the year ............. e | Te{1) e : St
(2) Dividends and Gredits............c.oummmmmmmmmuiseeerseeeessmmmmmmsssssssssssommmomnneesnees | TG(2) T "
(3} Interest credited during the year ..... 7¢(3)

{4} Transfarred from Separate cCOUNt.........covveveerveeeessvene oo,

e | TC(4)
(5) Other {SPECIfY BEIOW) ..c...evvereeeveriseececeseseseesesesssesseesees s e
2

(B)Total AQUHONS ..oueveec et
d Total of balance and additions (add lines Tb and 76(8)). wcvevvvverieeeceerersrsnena,
€ Deductions:

7c(6) | 0

{1} Diskursed from fund to pay benefits or purchasa annuities during year

{2) Administration charge made bY CAMTEr .........vveeessoeeoeeoeeeeoooeeooo
(3) Transferred to separate 8CCOUNT...........cv.iceeeeeeeeener e

(4) Other (specify below)..................

4

{5) Total deductions.................

f Balance at the end of the aurrent year (subtract line 7e(5) from iNe 7d) ........veeveeeeeeeeeeeeeereeeeeeeesseos



Schedule A (Form 5500) 2024 Page 4

. Part lll -| Welfare Benefit Contract Information

. = 7| Ifmore 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 individusl
employees, the entire grolp 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) bD Dental c I:I Vision d D Life insurance
e E] Temporary disability (accident and sickness) D Leng-term disabliity g I:l Supplemental unemployment  h |:| Prescription drug
i D Stop loss (large deductible) i D HMO contract kD PPO contract ID Indemnity contract

m [ | Other (speciiy) »

9 Experience-rated contracts:
A Premitms: (1) AMOUNT TECEIVEM .....e.eececcecceienaiieceeeeeccea e venessesssabe o 9a(1)
{2) Increase (decrease) in amount due but UNPaId....o.evvseeeeereerereeeee, 9a(2)
(3) Increase (decrease) in unearned Premium réServe ..o vvoveeeeeees 9a(3) e e e
= ()R v O ) 0
b Benefit charges (1) ClAIMS Pald........ccoe oo eeeeeeeeeeeooseeecessssis s eemsssees 9h{1) B SRR
{2) Increase (decrease) in Claim r@SEIVES ........ccv.cv v, 9b{2) e e
{3) Incurred claims (AAd (1) NG (2)).......oucereriiiiea e srescess e essesssseess e eeserostssssseeessssseessss s e e eeeneee 9b{3) 0
(4) ClaImS ChANGE ....ccoore e e serens st s eeseseeeees senesteess s eee e sesens 9h{4}
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
{A) COMMIBBIONS ovvvereeemtessrereeemessriencemrenmcrsss s essrrssnssesesenneres | BG(1){A)
{B} Administrative service or other f2es.........c..ceeeeeeervnsrnssnsssssennnes | 9C(1)(B)
(C) Other specific acquisition COStS ..vnniicerceeeccsreeenssrenneee. | JC{THC)
(D} Othar BXPONSES ..cvervesvcriseeesremseemmseersseessesssaeesssessesearesensrensonne | 8C(1)(D)
(E) TAXES v verescsirsccscssinsiseseersereeensrnsssssnessssssssosssesseesseennesssoseens | 9CC1I(E)
{F) Charges far risks or other contingencies.........ccccoomeueerrsvereenrnn, | SC{INF)
{G) Other retention charges 9c(1){(G) St e e
(H) Total retention ... smsessssssssrassssssssssssssssssssecsonmeesssesessesesreneees L 9G(1)(H) 0
{2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, orD credited.}.oceeneecnen.e. 9¢(2)
d Status of policyholder reserves at end of year; (1) Amount held to provide benefits after retirement ... 9d(1)
(2) Claim FESEIVES ... veeeeeereceersrveses e sevsaes s ernssn 9d(2)
(3) DT FBBEIVES......cvverecercirressrererstres s sssticet s eeseeseeeeressserasaentssan 9d(3)
© Dividends or retroactive rate refunds due. (Do not include amount entered in line 9e(2)) e %e
10 Nonexperience-rated contracts: L e R
& Total premiums or subscription charges Palt 0 CAMTIE .. ... seee e et 10a 8,282
b ifthe carr'ier, setvice, or other organization incurred any specific costs in connection with the acquisition or
retention of the canract or policy, other than reported in Part |, line 2 above, repoit amMaUnt. ..o..evvnevr......... 10b

Specify nature of costs.

| PartIv | Provision of Information

11 Did the insurance company fail to provide any infermation necessary to complete Schedule A7............. D Yes E No
12 if the answer to line 11 is “Yes,” specify the information not provided. »




SCHEDULE A i
Insurance Information OMB No. 1210.0110
(Form 5500)
Departmant of the Treasury This schedule Is required to be filed under section 104 of the
Internal Rovenus Sarvice Employee Retlrement Income Security Act of 1974 (ERISA). 2024
D 1 Laly
Employes B:r?:m“? ggizrilyaAg:nlnislrat}on P File as an attachment to Form 5500,
Fenelon Banefit 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  08/01/2024 andending  07/31/2025
A Name of plan B Three-digit
CHOICE USA EMPLOYEE WELFARE PLAN plan number (PN} » 501
C Plan Sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN}
CHOICE USA BEVERAGE TNC 26-0592294

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

1 Goverage Information:

{8} Name of insurance carrier

United of Omaha TLife Insurance Company

Approximate number of Policy or contract year
{c) NAIC (d} Contract or (e) foer o
(b) EIN code identification number Peprzﬁ[r;l; g:’zgﬁ?a; ;garo (A From {g) To
47-0322111 69868 GUPROBRSB 16 08/01/2024 07/31/2025

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
1,542 1,091

3 Persons receiving commissions and fees. {Complete as many entries as needed to repert all persons).

{a) Name and address of the agent, broker, or other person o whem commissians or fees were paid

Main Street Financial Group
22 N Trade St

Tryon NC 28782

{b} Amount of sales and hase Fees and other commissions paid
commissions paid {¢) Amount {d) Purpose {e} Organization code
other compensation

1,542 577 3

{a) Name and address of the agent, broker, or other person to whom commissicns or fees were paid
United Producers Group LLC
1439 Stuart Engals Blvd

Unit 300
ML Pleasant 3C 235464

(b} Amount of sales and base Fees and other commissions paid
commissions paid {¢) Amount {d) Purpose (e} Organization code
cther compensation

0 514 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 wham commissions or fees ware paid

Fees and other commissigns paid (e}
{b} Amount of sales and base Organization
commissions paid {c) Amount {¢) 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 pald (c) Amount {d) Purpose code
(a) Name and address of the agent, broker, or cther person to whom commissions or fees were paid
Fees and other commissions paid (e}
(b) Amount of sales and base Organization
commissions paid (e) Amount {d) Purpose cods
{a} Name and address of the agent, broker, or other persan to whom compmissions 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 feas were paid
Fees and other commissions paid (e}
(b) Amount of sales and base Organization
(¢) Amount

commissions paid

(d) Purpose

code
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 Partll
L Where Individual contracts are
] this report.

4 Current val

Investment and Annuity Contract Information
providad, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

lue of plan’s interest under this contract in the general account at Year end ....u...c...covvvvoeeroveisn,

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

€ Contracts With Allccated Funds:
a  State the basis of premium rates P

b Premiums paid to carrier ...,
C  Premiums due but unpaid at the end of the year

d Ifthe carrier, service, or other organization Incurred an
retention of the contract or palicy, enter amount. .........

Specify nature of costs P

€  Type of contract: (1) D Individual policies
{3) D other (specify) »

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

7 Contracts With Unallocated Funds {Do not include portions of these contracts maintained In separate accoun

@ Type of contrach (N}] D deposlt administration

{3) D guaranteed investment

b__ Balance at the end of the pravious year................

€ Addttions: (1) Contributions deposited during the year..

(2) Dividends and credits

(3) Interest cradited during the YBar .. ....ooeeeeeeeoees oo

{4) Transferred from separate account

(5) Other (specify below)
b

4
................................................ 5
y specific costs in connection with the acquisition or 6d
(2) D group deferred annuity
» [
ts)
{2) D immediate participation guarantee
) D other }
: R B £
SR I 410 } |
.............................. 7c(2)
7c{3)
7c(4)
| 7c(5)

€ Deductions:

(1) Dishursed from fund to pay benefits or purchase annuities during year

(2) Administration charge made by carrler ..........

(3} Transferred to separate account

{4) Other (specify below)

4

(5) Total CedUStONS...c... e ees oo
f_ Balance at the end of the current year (subtract line 7e(5)

from line 7d)
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‘Partlll | Weifare Benefit Contract Information
© .| Ifmore than one contract covers the same group of employeses 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
emplayees, the entlre group of such indlvidual 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) bD Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) f Long-term disabllity ] D Supplemental unemployment  h D Prescription drug
i D Stop loss {large deductible) i D HMO contract k[l PPO contract |D Indemnity contract

m [ ] Other (specity) »

9 Experience-rated contracts:

8 Premiums: (1) AMOUNt r8COIVET ...cooc.vvvuvuv.oeeeeees oo 9a(1) B
{2) Increase (decrease) in amount due but 81375 L U 9a{2) ' S I
(3) Increase (decrease) in unearned premium reserve 9a(3) R T

(4) Earned ({1) + (2} - & ) S
b Benefit charges (1) Claims PRt | OB(1)
(2) Increase (decrease) In claim reserves ... 9h{2)
{3) Incurred claims (add (1) and 4 S
(4) Claims charged
C Remainder of premium: (1) Retention charges {on an accrual basis) --
(A) COMMISSIONS ....ooovvrvomseervvnvecessssmmssssseeeneeeeesmeee s eeeeeeeeseeeeene Sc{1}A)
(B) Administrative service or other L= T 9c{1)(B)

.l a) [ _ 0

8b(3) | 0
9b(4)

(C) Other specific aCQUISHON GOSES ....vvv..ccccerscrrorseesnrssrs, | QG{THE)
(D) Other XPENSes ........cuvveeerseemsssrssescssssesssesessressserreenns | OG()D)
(E) Taxes .........ccomneee. e | SC{INE)

(F) Charges for risks or other contingencies........................... gc{1){F)
(G) Other retention charges.... 9c(1){G)

{H} Totat retentlon 9c(1)(H) 0
{2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.).................. 8c(2)
d  Status of policyholder reserves at and of year: {1) Amount held to provide benefits after retirement ... 9d{1)
(2) Claim reserves 9d(2)
{3) Oter TBBBIVES......coerveeveeeeet oo 8d(3)
€ Dividends or refroactive rate refunds due. (Do not include amount entered in line 9c(2).) i Y9e
10 Nonexperience-rated contracts: i A
@& Total premiums or subscription charges paid to LS 10a 10,277
b ifthe camier, service, or other organization incurred any specific casts in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, fine 2 above, repart amount..................... 10b

Specify nature of costs.

|_PartIV | Provision of Information

11 Did the insurance company fall to provide any Information necessary fo complete Schedule A?............ I] Yes @ No
12 Ifthe answer to line 11 Is “Yes," specify the information not provided, P




SCHEDULE A i
Insurance Information OMB No. 1210:0110
(Form 5500)
Departmant of the Treasury This schedule is required to be filed under saction 104 of the
Intarnal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA), 2024
fLab
Employes g:r?:f?t? ggLSﬁtl}aAgnrnlnlslrallon } Filo as an attachment to Form 5500.
Pensian Benefit Gueranty Corporatian » Insurance companies are required to provide the information This Form is Open to Public
pursuant fo ERISA section 103(a)(2). Inspaction
For calendar plan year 2024 or fiscal plan year beginning  08/01/2024 and ending 07/31/2025
A Name of plan B Three-digit
CHOICE USA EMPLOYKE WELFARE PLAN plan number (PN) b 501

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

CHOICE USA BEVERAGE INC 56-03592294

-Part] .| Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
R on & separate Schedule A. Individual contracts grouped as a unit in Parts §l and |1l can be reported on a singte Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

United of Omaha Life Insurance Company

Approximate number of Palicy or contract year
NAIC (d) Contract or (e)
(b) EIN (e} Wit persons coverad at end of
code identification number policy or contract year (f) From {g) To
47-0322111 69868 GVTLOBRSE 21 08/01/2024 07/31/2025

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

(a) Total amount of commissions paid {b) Total amount of fees paid
1, 94¢ 1,488

3 Persons racelving commissions and fess. {Complete as many entries as needed to repoit all persons).

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

Main Street Financial Group
22 N Trade St

Tryon NC 28782

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

1,946 839 3

(a) Name and address of the agent, broker, or other person io whem commissions or fees were paid
United Producers Group LLC
1439 Stuart Engals Blvd
Unit 309
Mt Pleasant SC 29464

{b) Amount of sales and base Fess and other commissions paid
commissions pald {c} Amount (d} Purpose {e) Organization cade
other compensation

0 649 3

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




Schedule A (Form 5500) 2024 Page 2 -| ]

(a) Name and address of the agent, broker, or other person to whom commigsions or fees wera pald

Fees and other commissions paid {e)
{b} Amount of sales and base Organization
commissiong paid (€) Amount {d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were pajd
Fees and other commissions pald {e)
{b) Amount of sales and base Organization
commissions pald {c) Amount {d) Purpose code
(a) Name and address of the agent, broker, or other psrson to whom commissions or fees were paid
Fees and other commissions paid (e}
(b} Amount of sales and base Organization
commisslons paid (¢) Amount {d} Purpose code
{a) Name and address of the agent, broker, ar other person fo whom commissions ar 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 commissicns or fees wers pald
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (¢) Amount (d) Purpose code




Schedule A (Form 5500) 2024

Pags 3

Partll | Investment and Annuity Contract information

this report.

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

4 Currentva

lue of plan’s Interest under this contract In the generat account at VAL BN wrve et asismssiise e 4
8 _Current value of plan’s interest under this contract in separate accounts at year end... 5
6 Contracts With Allocated Funds:
@ State the basis of premium rates P
b Premiums paid to carrier ..o, 6b
€ Premiums due but unpaid at the end of the YBAE s e e nen et benan 6c
d  ifthe carrier, service, or other organizatiot incurred any speciflc costs in connection with the acquisition or 6d
retention of the contract or policy, @nter aMount. .........ececeerreevrresresnnes. SO
Specify nature of costs P
e Type of contract: {1) I:| individual policies {2) |:| group deferred annuity
(3) [ other (speciy) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here

l

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

b

Type of contract: (1 D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) |:| other P

Balanee at the end of the pravious year................

<

d Total of balance and additions (add lines 7l and 7¢(8)). .oovevreecne..n.
€ Deductions:

f

Additions: (1) Contributions deposited during the Year ...........co.eeveseas....
{2) Dividends and Sradits ..........ccvvvereercrieriness s eereeessessess e oo ens

(3) Interest credited during the Year ...........cceereennn,
(4) Transferred from separate account......................

{5) Other (specify below)
b

(6)Total additions................

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

(2) Administration charge made by CaIMEr .......u.ueeeeeereesesrcoseessssse s
(3) Transferrad to SEPArate ACCOUNE ... ... .eveeereeeesseeeeeeess s,
{4) Other (SPECIY BEIOW) ... ovivecvesveceee e seeeeeseteassesssssese oo

4

{5) Total deductions...............

Balance at the end of the cutrent year (subtract line 7e{5) from line L+ ) P
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Partlll | Welfare Benefit Contract Information
. .| ¥ mora than one contract covers the same group of employees of the same employer(s) or members of the same employee erganizations(s),
1 tha information may be combined for reporting purposes If such contracts are sxperience-rated as a unit, Whaere contracts cover individual
employees, the entlre group of such individual contracts with each cartler 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 I:I Dental c D Vision d D Life insurance
e |:| Temporary disability (accident and sickness) ¥ D Long-term disability g |:| Supplemental unemployment  h |:[ Prescription drug
i D Stop loss {large deductible) j D HMO eontract k D PPO contract ||:| Indemnity contract

m x| Other {specify) Pvoluntary 11fe

9 Experience-rated contracts:

8 Premiums: (1) AMOUNt rOCEIVEL ....vvuuueursreeeeeeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid.......,................ 9a(2)
(3) Increase (decrease) in uneamed premium reserve................... . %a(3)
(4) EBmed (1) + (2) = (3))-.uuuumuvsrvssemecnrmmmssmmmssstoeeeeesseeseeeeess oo oo

b Benefit charges (1) Glaims 81 ghi{1)
{2) Increase (decrease) N ClAIM FESEIVES .....vveveeeee oo 9b(2)

(3} Incurred claims {add (1) and -4 OO
(4) Claims charged

€ Remainder of premium: (1) Retention charges (on an accrual basis) ~
(A) COMIMIBSIONS .vvveevevereres e veneeeees st seeeneeee s oo Ac(1)(A)

(B) Admiinistrative service or other fees.............oeewmmooeoooo 9c(1)(B)

(C) Other specific 8CqUISTHON CO8ES vv.vcocevverrrsrresrereccrsseesoe. | OC(INC)

{D) Other expenses .. OO -~ &} (7))
(E) TEXES wororesrsrcoverernssnsonsrssssesemmessseneossessssssssssseeseoeessssseeenss | 9C(1){EY
(F) Charges for risks or ather contingencies................uu.e...ercosvsenne | 9C{1)(F)
(G} Other rotention Gharges.........u.....ccovwerromecereeeevmmsssnssscesses | 9C(1)(G) R R T
(H) Total retention s | SC(1)(H) 0
(2) Dividends or refroactive rats refunds. (Thase amounts were I:I paid in cash, or D credited.)........e..... 9c(2)
d Status of policyhoider reserves at end of year: (1) Amount held to provide benefits after retirement .............. 9d{1)
{2) Claim reserves .....o..c.oveveveren.. 8d(2)
(3) Other reserves 9d(3)
e Dividends or retroactive rate refunds due. {Do not Include amount entered in line 9c(2).) .. Se
10 Nonexperience-rated contracts; PRI L
a Total premiums or subscription charges paid to L T 10a 12,973

b If the carrier, sarvice, or other organization incurred any specific casts in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount...........cooeoun........ 10b
Specify nature of costs.

| “PartIV | Provision of Information

11 Did the insurance company fail to provide any Information hecessary to complete Schedule A7............. D Yes IEI No

12 1f the answer to line 11 is "Yes,” specify the information not provided, »




SCHEDULE A
{Form 5500)

Depariment of the Treasury
Internal Revenue Sarvice

Cepartment of Labor
Employee Benofils Securily Administratlon

Penslan Bepefit Guaranly Corparation

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

P Insurance companles are required fo provide the information

Insurance Information

b File as an attachment to Form 5500.

OMBE No. 1210-0110

2024

This Form Is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  08/01/2024 andending 07/31/2025
A Name of plan B Three-digit
CHOICE USA EMPLCOYEE WELFARE PLAN » 501

plan number (PN}

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

CHOICE USA BFVERAGE TINC

56-0592234

D Employer |dentification Number (EIN)

Partl

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 Parits 1l and !l can be reported cn a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

SmithRx
{e) Approximate number of Policy or contract yeay
N {e} NAIC ) (d). Contract or o at end of
(b) EI code identificatlon number pe';zﬁ:i g?gimragt sgaro {f) From (g} To
81-1489804 00000 CHOICEUSA 0 08/01/2024 07/31/2025

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 coimmissions paid

(b) Total amount of fees paid

3 Persons receiving commissiens and fees. (Complete as many entries as needed ta repart all persons).

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

Fees and cther commissions paid

{b) Amount of sales and base
commissions paid

{c) Ameount

{d)

Purpose

{e} Crganization code

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

Fees and other commissions paid

(b) Amount of sales and hase
cemmissions paid

{c) Amount

{d)

Purpose

{e) Organization code

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

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

Fees and other commissions pald

{e)
{b} Amount of sales and base Qrganlzation
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
commilssions paid (<) Amount (d) Purpase code
(a) Name and address of the agent, broker, or other person te whom commissions or fees were paid
Fees and other commissions paid (e)
(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 pald
Fees and ather commissions paid {o)
(b} Amount of sales and base Crganization
commissions paid (¢} Amount (d) Purpose code




Schedule A (Form 5500) 2024 Page 3
Partll | Investment and Annuity Contract Information
©o 70 | Where individual contracts are provided, the entire group of such Individual contracts with each carrier may be treated as a unit for purposes of
e this report,
4 Current value of plan’s interest under this contract in the general account at year nd ........occuueeeeveeveeiveeessson oo 4
§ Current valus of plan’s interast under this contract in separate acCoUNts Bt YEar end..........ceeceveeereveeesieeeseooone 5
6 Confracts With Aliocated Funds:
a  State the basls of premium rates P
b Premiums paid t0 Camier .........co.vmsooeoooeoeoooooooo 6b
€ Premiums due but unpaid at the end of the Yar.......c..wwecomroveeeoeoeoeeooooooosoeoeooosen 6¢
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,
Specify nature of costs
€ Type of cantract: (1) D individual policies (2) D group deferred annuity
@} [] other (specity) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Confracts With Unallocated Funds {Do not include portions of these contracts maintained in separate accounts)
a Type of contract; (1) |:| depasit administration (2} D immediate participation guarantee
(3) D guaranteed investment (4 D other P
b Balancs at the end of the previous VOB et sttt s rases e see s o e esmens s ees e e | 7b
G Additions: (1) Gontributions deposited during the year . |_TC(1) }
(2) Dividends and CreditS ... oocvvvrvmsesssssisssccsenssssssssseossnneersssmsssisoonee. | TC{2)
(3) Interest credited during the year ...... 7¢(3)
{4) Transferred from separate account.. U I { - [ )
(5) Other (SPEcify BElow) .......vvvessscssiccrveeessrnsessonensssssnessssssssseeseeeesn | £C(B)
N —

(B6)Total additionS.......coc.oceeeeeeece e
d Total of balance and additions (add lines Tb and 7¢(6)). ..oovuvn...c.
€ Deductions:
{1} Disbursed from fund to pay benefits or purchase annuittes during year
(2) Administration charge made by carrler .........................
(3) Transferrad to SEPATate ACCOUNL...vwvvevevueeeeeeereeeeesess oo ooees,
(4) Other (SpeCify DBIOW) c.uvuvereneececescv v
»

() Total deductions................

f _Balance at the end of the eurrent year {subtract fine 7e(8) from i€ 7d) ..ouue.ive.eeeeeeeeereeeereesnooooeooeoeeeoee |

7c(6) | 0

7e(5) - 0
7f 0
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Part lll .| Welfare Benefit Contract Information
R 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 purpoeses if such contracts are experience-rated as a unit, Where contracts cover individual
employees, the entira 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 Vislon d D Life insurance
€ D Temporary disability {accident and sickness) f D Long-term disability g I:l Supplemental unemployment h E Prescription drug
i |:| Stop loss (large deductible) i D HMO contract k D PPO contract I'D Indemnity contract

m [ ] Other (specify) P

9 Experience-rated contracts:

el
@ Premiums: (1) AMOUN FECEIVEA ...ovconvvrvvrssivsssscccsmsenrssimssssssosmnnss | 9(1)
(2) Increase (decrease) In amount due but unpaid..........ooooo..ooovooo 9a(2)
{3} Increase (decrease) In unearned premium reSeIVe ..., 3a(3) [ e ORI
(4) Earned ({1) + (2) - (3))...o. .| 9a(4) 0
b Benefit charges (1} Claims paid gh{1) S et
{2} Increase {decrease) in Claim rESEIVES ...oevovv.oveeeeeeeoeoeeeosoooo 9b(2) L e
(3) Incurred claims (add (1) and 1) 9h(3) 0
(4) Claims charged .....c...cecevennn... 9b{4)

€ Remainder of premium: (1} Retention charges {on an accrual basls) ~-

(A) CommISSIONS .uvveverveceereeer oo Ac(1)(A)
(B) Administrative sarvice or other fees OSSO - =~ i ) 1 { =)
(C) Other specific acquisition costs .... 9c(1)(C)
{D) Other expenses ..........ecerveveennn. 9¢{1)(D)
(E) TAXES wcooverrererrerenee 9c{1KE)
{F) Charges for risks or other contingencies.. VR I~ § 1 (2]
{G} Other ratention charges................ SRR -1+ 1) : L 0
(H) Total retenilon 9c(1MH) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid |n cash, orI:l credited.) ....cceucen.... 9¢(2)
d  Stalus of policyhalder reserves at end of year: {1) Amount held to provide benefits after retirement ... 9d(1)
(2) Claim reserves 9d(2)
(3) OUNBT TESEIVES..ovvuousuieecvvrsessersssso e ressessesoesse s ee oo eee s s ee e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 96{2).) cevecviveveecrevernan, 9e
10 Nonexperience-rated contracts: T Rt
a Totaf premiums or subscription charges paid to BRITIEN ...t serr et e svee et vesssnsssss et st ses et s 10a 0
b If the carier, service, or other organization incurred any specific costs In connection with the acquisition or
retention of the coniract or palicy, other than reported in Part i, line 2 above, repart amount........................ 10b

Specify nature of costs,

LPartlV | Provision of Information

11 Did the Insurance campany fail to provide any infermation necessary to complete Schedule A7............. @ Yes D No

12 If the answer to line 11 Is “Yes,” specify the information not provided. »no schedule A provided




SCHEDULE A Insurance Information

(Form §500)
Department of the Treasury This schedule Is required to be filed under section 104 of the
Internal Revenue Sorvice Employee Retirement Income Security Act of 1974 (ERISA).

Department of Labor
Employee Bansflts Sacurity Adminisiration

P File as an attachment to Form 5500,

CMB No. 1210-011¢

2024

Panalon Benefit Guaranly Corporalicn P Insurance companies are required to provide the information This Form Is Open to Public
pursuant fo ERISA section 103(a)(2). inspection
For calendar pian year 2024 or fiscal plan year beglnning  08/01/2024 andending  07/31/2025
A Name of plan B Three-digit
CHOICE USA EMPLOYFE WELFARE PLAN » 501

plan number (I_’N)

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

CHOICE USA BEVERAGE INC

56-0592294

D Employer Identificalion Number (EIN)

Part] - | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for sach contract
on a separate Schedule A, Individual contracts grouped as a unit in Parts Il and [l ean be reported cn a single Schedule A.

1 Coverage Information:

(a) Name of insurance carier

Natlonwide Life Insurance Company

Approximate number of Palicy or contract year

(@) NAIC (d) Contract or {e)

E . e d at f

(b) EIN code identification number pe;zﬁ(r:; gn?zgﬁragt ;2:',0 {f) From {g) To
31-415€830 66869 NIS241101 100 07/01/2025 07/31/2025

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 feas paid

4,830

3 Persons receiving commissions and fees. {Complete as many entries as needed to report all persens).

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

Main Street Insurance Group
22 N Trade Street

Tryoen NC 28782

Fees and other commissions paid

{b} Amount of sales and base
commissions paid (¢) Amgunt

(d) Purpose

(e) Organization code

n/a

4,830 0

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

Fees and other commissions paid

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

(d) Purpase

{e) Organizaticn code

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

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

Fees and other commissions paid

{e)
(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 (0)
(b} Amount of sales and base Organizatian
commissions pald {¢) Amount (d) Purpose code
{a) Name and address of the agent, broker, or othar person to whom commissions or fees wera paid
Fees and cther commissions paid {e@)
{b) Amount of sales and base Crganization
commissions paid {¢) Amount (d} Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Faes and other commissions paid (e}
{b) Amount of sales and base Qrganization
commissions paid {e) Amount (d) Purpose code
(a) Name and address of the agent, broker, of other person to whom commissiens or fees were paid
Fees and other commissions paid (2)
(b) Amount of sales and base QOrganization
commissions paid {c) Amount

(d) Purpose

code




Schedule A {Form 5500) 2024

Page 3

Investment and Annult
Where individual contracts are
| this report,

Partil_

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

4 Current value of plan's Interest under this

contract in the general aceount at Yearend .......ieceemisissceeecvenn 4

5 Current value of plan’s interest under this cantract in geparate accounts at year L= 11 POV 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
b Premiums paid to carrier 6b
€ Premiums due but unpaid at the end of the YOE. sttt et €c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the confract or palicy, enter amount, .........coover.ssrvoe
Specify nature of costs P
€  Type of contract: {1) D individual policfes (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 » D
7 Contracts With Unallocated Funds (Do not Include portions of these contracts maintalned in Separate accounts)
8  Type of contract: (1) |:| deposit administration 2 D Immediate participation guarantee
(3) D guaranteed investment {4) D other »
b Balance at the end of the previous year 7h
€ Additions: (1) Contributions depasited during the year.........ooeoerrvev, 7c{1)
{2) Dividends and OIS oo - | 7¢(2)
(3) Interest credited during the year s | TC{3)
(4) Transferred from separate account............. SO [ £+ 7. )
(5) Other (spesify below) TR I 711
» %

(6)Total addltlons
d Total of balance and additions (add lines 7k and 7¢(6)).
€ Deductions:

{1} Disbursed from fund te pay bensfits or purchase annuities during year

(2) Administration charge made by earrier ...,
{3) Transferred to separate account ...

(4) OO (SPECHY BOIW)....c.cre o o

4

(8) Total deductions...................

f Balance at the end of the current year {subtract line 7o(5} from iine 7 ....vveeeeeevernn
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Partlll | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same amployer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experlence-rated as a unit. Whers 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 Realth (ather than dental or vision) bD Dental c D Vision d D Life insurance
e D Temporary disability {accident and sickness)  f D Long-term disability q D Supplemental unemployment  h D Prescription drug
f E Stop loss (large deductible) J D HMQO contract kD PPO contract ID Indemnity contract

m[] Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received lja(‘i)
{2) Increase (decrease) in amount due but Unpald. ..o 9a(2)
(3) Increase (decrease} In unearned premium reserve ....
(4) Eamed (1) + (2) = (3))-veevrvoers oo

............................................................... | 9a(4) 0
Beneflt charges (1) Claims PRI e enrssetessanssso e, 9b(1)
{2) increase (decrease) in clalm reserves et st 9b(2)
(3} Incurred claims (add (1) and (20 8b(3) 0
{4) Claims charged ..................... - 9b{4)

€ Remainder of premium: (1) Retantion charges {on an accrual basig) -

(A) Commissions e s | 9G(1)(A)
(B} Administrative service or other f8@5......ovvecnn, 9c(1)(B)
(C) Other specific acquisition costs ... 9c(1){C)
(D) Other expanses .............. 8¢(1)(D)

S crsseiennne | C(1NE)
{F) Gharges for risks or other contingencies........... . Sc(1)(F)
(@) Other retention charges............weomvo BC(1)(G)

{H) Tatal retention ................. ge{1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).................. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement .............. 8d(1)
(2) Clalm reserves ............ooovm 9d(2)
(3} Other reserves.................._ 8d(3)
€ _Dividends or retroactive rate refu 9e
10 Nonexperience-rated contracts; AT S
& Total premiums or subscription charges paid to carner 10a 105,650
b Ifine carrier, sefvice, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report AMOUNE, ceveer v 10b

Specify nature of costs.

(Part IV | Provision of Information

11 _Did the insurance company fail to provide any information nhecessary to complete Scheduls A?............ D Yes |_>_(] No
12 1f the answer to line 11 is "Yes,” specify the information not provided, P




SCHEDULE € Service Provider Information OME No. 1210-0110
(Form 5500) 024
Department sf the Treasury This schedule Js required to be fllad under section 104 of the Empioyes 202
Infetnal Raverue Service Retirement Income Security Act of 1974 (ERISA).
Depariment of Lak
Employes B:ﬁ:ﬁtgggczﬂiy Adminlstralicn P File as an attachment to Form 5500. This Form is Open to Public
Penslon Benefit Guaranty Corporation Inspection.
For calendar plan year 2024 or fiscal plan year beginning 08/01/2024 and ending 07/31/2025
A Name of plan B Three-digit
CHOTCE USA EMPLOYEE WELFARE PLAN plan number (PN) 3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN}
CHOICE USA BEVERAGE INC 56-0592294

LPartI | 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 compansation (i.e., money or anything else of monetary value) In connection with services rendered to the plan or the persen's
position with the plan during the plan year. If a person received only eligibla Indirect compensation for which the plan received the required disclosures,
Yyou are required to answer line 1 but are not requlred to include that person when completing the remalnder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Chack "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 defintions and conditions)... . ............ D Yes @
No

b If you answered line 1a “Yes," enter the name and EIN or address of each persen 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 whe provided you disclosures on eligible indirect compensation

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

(b) Enter name and EIN or address of persen 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



Schedule C (Form 5500) 2024 Page 2-[ |

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

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

o ) ] : - - ; N i
{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 aligible Indirect compensation

¥ I T S LT TR T %, ot : R TR B o Sy
(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 persen who provided you disclosures on eligible indirect compensation
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directly ori ndirectly,
rendered to the plan or their position with the plan durin

persons for whom you
$5,000 or mora in total compensation

g the plan year. (See instructions).
{a) Enter name and EiN or address (see instructions)
Healthgram, Inc 56-1449504
(b) c {d) {e} (h
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |emplayer, employee | compensation paid recelve indirect include eligible indirect compensation received by | provider give you a
organization, or  (by the plan. If nene,( compensation? (sources compensation, for which the | sarvice provider excluding | formula instead of
person known to be enter -0-, other than pian or plan plan received the required eliglble indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes" to element
{f). none, enter -0-.
12
TRA
YesD No YesD NOD YesD Nol:l
46,744

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

Main Street Insurance Greup

56~2185489

(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 recelved by |provider give you g

arganization, or  jhy 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 ellgible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered "Yes" to element
35 (f). If none, enter -0-,
broker
YesD No YesD NoD Yes[l NOD
34,757
(@) Enter name and EIN or address (see instructions)
Cigna Corporation 59-1031071
(b) () (d) ) (h)
Service Relationship to Enter diract Did service provider - |  DId indirect compensation Enter total indirect Did the service
Codefs) |employer, smployee | compensation paid receive indiract include eligibte indirect compensation recelved by |provider give you a
organization, or  |by the plan. If hone, | compensation? {scurcas compensation, for which the | service Provider excluding | formula instead of
person known to bs enlgr -0-. other than plan or plan plan received the required eligible Indirect an amount or
a party-in-interast sponsor} disclosures? compensation for which you|estimated amount?
answered “Yes" to element
). If none, enter 0.,
12 (0
network
Yes[l No YasD Nol] Yesl:l NOD
17,721
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2. Information on Other Service Providers Receivin
answered “Yes" fo line 1a above, complete as many entries as ne
(i.e., money ar anything else of vaiue) in cannection with services

g Direct or Indirect Compensation.
eded to list each person recelving, directly or indirectly,
rendered to the plan or their position with the plan durin

Except for thase persons for whom you
$5,000 or more In total compensation
g the plan year. (See instructions).

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

Advosea 85-4312283
(b} (c) (d) (e} (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter fotal indirect Did the service
Code(s) |smployer, employes compensation pald receive indlrect include eligible indirect compensation recelved 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-interast sponsor) disclosures? compensation for which you|estimated amount?
answered "Yes" to element
{f). If none, enter -0-.
55
broker
Yes[[ No YesD NoD YesD NoD
9,080
{a) Enter name and EIN or address (see instructions)
Careoperative, LLC 20-8981027
(b) {c) (d) (e} _ (@) (h)
Servica Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employar, employee compensation paid receive indirect include eligible indirect compensation received by |pravider give you a
arganization, or  [by the plan. If none, compensation? (sources | compensation, for which the service provider excluding | formula instead of
person known to be enter -0-. aother than plan or plan pian received the required eligible Indirect an amount or
a party-in-interest sponscr) disclosures? compensation for which you | estimated amount?
answered "Yes” to element
(f)- If none, enter -0-.
99
unknown
YesD No Yes[l NOD YesD NOD
1,873

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

Healthgram~ Teledoc, Incg

474591265

(b) (c) (d) (e) hy
Service Relationship to Enter diract Did service provider Did indirect compensation Enter total indirsct Did the service
Cede(s) | employer, employse compensation paid receive indirect

12

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

by the ptan. If none,

enter «0..

compensation? (sources

other than plan or plan
sponsor)

include eligible Indirect
compensation, for which the
plan recelved the required
disclosures?

compensation for which you

compensation received by
service provider excluding
eligible indirect

answered “Yes" to element
{f). 1f none, enter -0-,

provider give you a

formula instead of
an amount or

estimated amount?

Teledoc
admin

965

Yes D No

Yes D No D

Yes I:I Ne 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 com

or provides contract administrator, consulting, custodial, investrnent advisory,

pensation, by a service provider, and the service provider is a fiduciary
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 ins
many entries as heeded to report the required information for each source,

tead of an amount or estimated amount of the indirect compensation, Complete as

{a) Enter service pravider name as it appears on ling 2

{b) Service Godes (c) Entsr amount of indirect
{see Instructions) compensation

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

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

(@) Enter service provider name as It appears on line 2

(b} Service Cades (C} Enter amount of indirect
(see instructions) compensation

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

(e} Describe the indirect cornpensation, including any
formula used ta determine the service provider's eligibility
for or the amount of the indirect compensation.

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

(b) Service Codes {€) Enter amount of indirect

—

(see instructions) compensation

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

(e) Bescribe 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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I’ Partll | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who fafled or refused to pravide the Information necessary to compiste

this Schedule.

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

{b) Nature of
Service
Code(s}

{€) Describe the information that the service provider falled or refused to
provide

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

{b) Nature of
Bervice
Cade(s)

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

3

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

{b) Nature of
Service
Code(s)

{c) Describe the infermation that the service provider fafled or refused to
provide

1

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

“ (b) Nature of.

Service
Caode(s)

(c) Describe the informatian that the service provider falled or refused to
provide

K

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

(b) N.a.tur.e of

Service
Code(s)

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

i

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

{b) Nature of
Service
Code(s)

(€) Desaribe the infarmation that the service provider failed or refused to

provide
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- Part Il | Termination Information on Accountants and Enrolled Actuaries (see instructions)
- {complete as many entiies as needed)

8  Name: b EIN:
¢ Position: - e
d  Address: € Telephons:
Explanation:
a_  Name: b EN:
¢ Paosition: R i
d Address: € Telephone:
i
Explanation:
a  Name: b EIN:
C  Pasition: ST
d Address: @ Telsphone:

Explanation:
a4 Name:
€ Position:
d  Address:

Explanation:
a4 Name:

C  Position:
d  Address:

Explanaticn:




