Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

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

2024

This Form is Open to Public

Inspection

Part |

Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 03/01/2024

and ending  02/28/2025

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

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

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

D Check box if filing under:

Form 5558

D special extension (enter description)

D automatic extension

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

Part Il

Basic Plan Information—enter all requested information

1a Name of plan

CONSOLIDATED WATERPROOFING CONTRACTORS, INC. EMPLOYEE BENEFITS PLAN

1b

Three-digit plan
number (PN) » 504

1c

Effective date of plan
09/01/1994

2a Plan sponsor’s name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
CONSOLIDATED WATERPROOFING CONTRACTORS, INC.

10732 HANNA STREET
BELTSVILLE, MD 20705

10732 HANNA STREET
BELTSVILLE, MD 20705

2b

Employer Identification
Number (EIN)
52-1874733

2c

Plan Sponsor’s telephone
number
301-595-2559

2d

Business code (see
instructions)
238900

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. 12/15/2025 PATRICIA CLIFFORD
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 12/15/2025 PATRICIA CLIFFORD
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 252
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) 252
a(2) Total number of active participants at the end of the plan year ... 63_(2) 225
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 225
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f L= I X To I g Tot ol =T Vo TSR PRSPR 6f 225
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 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 __4
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» 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 03/01/2024 and ending  02/28/2025
A Name of plan B Three-digit
CONSOLIDATED WATERPROOFING CONTRACTORS, INC. EMPLOYEE BENEFITS PLAN plan number (PN) [ 3 504

C Plan sponsor’s name as shown on line 2a of Form 5500
CONSOLIDATED WATERPROOFING CONTRACTORS, INC.

D Employer Identification Number (EIN)
52-1874733

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
HARTFORD LIFE AND ACCIDENT

(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
06-0838648 70815 890679G 225 03/01/2024 02/28/2025

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

3088

2462

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

AMWINS CONNECT ADMINISTRATORS

6 NORTH PARK DRIVE
SUITE 310
HUNT VALLEY, MD 21234

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3088

2462

FEES

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
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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

d [X Life insurance
h D Prescription drug

I D Indemnity contract

m B Other (specify) P AD&D, SUPPLEMENTAL LIFE, DEPENDENT LIFE, SUPPLEMENTAL AD&D, DEPENDENT AD&D

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 30789
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 03/01/2024 and ending  02/28/2025
A Name of plan B Three-digit
CONSOLIDATED WATERPROOFING CONTRACTORS, INC. EMPLOYEE BENEFITS PLAN plan number (PN) [ 3 504

C Plan sponsor’s name as shown on line 2a of Form 5500
CONSOLIDATED WATERPROOFING CONTRACTORS, INC.

52-1874733

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
GROUP HOSPITALIZATION MEDICAL SERVICES, INC.

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
53-0078070 53007 1W96 170 03/01/2024 02/28/2025

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

107418

26781

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

EMPLOYEE BENEFIT ARCHITECTS, LLC

1 BARRINGTON PLACE
SUITE 102
BEL AIR, MD 21014

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

107418

8150 | FEES

3

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

AMWINS CONNECT ADMINISTRATORS, INC.

11350 MCCORMICK RD EXEC. PLAZA IV

SUITE 400
COCKEYSVILLE, MD 21031

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

18631 | FEES

5

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 B] 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 B PPO contract

m |:| Other (specify) P

d D Life insurance

h @ 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 807167
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

OMB No. 1210-0110

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

2024

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 03/01/2024 and ending  02/28/2025
A Name of plan B Three-digit
CONSOLIDATED WATERPROOFING CONTRACTORS, INC. EMPLOYEE BENEFITS PLAN plan number (PN) [ 3 504

C Plan sponsor’s name as shown on line 2a of Form 5500
CONSOLIDATED WATERPROOFING CONTRACTORS, INC.

D Employer Identification Number (EIN)
52-1874733

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

TRANSAMERICA 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
39-0989781 86231 SPDSCHAJ 6 03/01/2024 02/28/2025

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

192

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

INNOVATIVE INSURANCE SOLUTIONS, LLC

335 KENMORE AVENUE STE 100
BEL AIR, MD 21014

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

192

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) » UNIVERSAL LIFE

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 4802
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




SCHE

(Form 5500)

Department

Internal Revenue Service

DULE A

of the Treasury

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 03/01/2024 and ending  02/28/2025
A Name of plan B Three-digit
CONSOLIDATED WATERPROOFING CONTRACTORS, INC. EMPLOYEE BENEFITS PLAN plan number (PN) [ 3 504

C Plan sponsor’s name as shown on line 2a of Form 5500
CONSOLIDATED WATERPROOFING CONTRACTORS, INC.

52-1874733

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

COLONIAL LIFE & ACCIDENT 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
57-0144607 62049 E4251906 75 03/01/2024 02/28/2025

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

11590

1864

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

INNOVATIVE INSURANCE SOLUTIONS LLC

PO BOX 276
FOREST HILL, MD 21050

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

5123

91 | FEES

3

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

MULLANEY ENTERPRISES LLC

5501 TWIN KNOLLS RD STE 106

COLUMBIA, MD 21045

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2362

1169 | FEES

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

GUSTAVO TODE 20607 DUCK POND PLACE

GERMANTOWN, MD 20874

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
2393 244 | FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
BROOKE HARMON 70 HENRY LIVINGSTON RD
POMARIA, SC 29126
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
450 181 | FEES 3

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

BROOKE HARMON & ASSOCIATES LLC

70 HENRY LIVINGSTON RD
POMARIA, SC 29126

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code

394

125

FEES

3

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

ERNESTO MCKENZIE JR

9210 TOMS TRL
LAUREL, MD 20723

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code

508

3

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

ARTURO BANUELOS

1140 MADISON VIEW DR APT 208
FOREST, VA 24551

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code

198

34

FEES

3




Schedule A (Form 5500) 2024 Page2—| 2

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

GREG W WOOLLEY 15492 CLIFFVIEW DR
MONTCLAIR, VA 22025

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
107 20 | FEES 3

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

INSPIRED INC 50 LAGOSHEN DRIVE
MOSCOW, TN 38057

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
30 0 3

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

EB SPECIALISTS INC 15488 RIDGE RD
NINDE, VA 22526

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
19 0 3

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

TANYA WISHARD PO BOX 307
CODORUS, PA 17311

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
2 0 3

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

COLLEEN A VOGAN 241 TWENG TRAIL
LEXINGTON, SC 29072

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

2 0 3




Schedule A (Form 5500) 2024 Page2—-| 3

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

EMLYN MARSTELLER IV 412 SUGARLAND MEADOW DR
HERNDON, VA 20170

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
2 0 3

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

PAMELA GREGG 15001 SAINT THOMAS CHURCH RD
UPPER MARLBORO, MD 20772

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
2 0 3

(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 B Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract I B[ Indemnity contract

m [X Other (specify) P ACCIDENT, HOSPITAL INDEMNITY

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 47845
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

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




THE
HARTFORD

5/30/2025

CONSOLIDATED WATERPROOFING CONTRACTORS INC

PATRICIA CLIFFORD
10732 HANNA ST
BELTSVILLE, MD 20705-2123

Dear Policyholder:

We’'ve attached your certified Annual Statement of Premiums and Producer Compensation
group benefits summary. The summary is useful when completing and filing an IRS Form 5500
Schedule A. The Hartford certifies the accuracy and completeness of the information provided.

To help you better understand your statement, we've defined some of the terms used in the

report.
TERM: DEFINITION:
Premiums Payments paid and applied during the policy year

Commissions

Base paid to your insurance producer on premiums
received and applied during the policy year

Fees
Record as “Fees” on IRS Form 5500 Schedule A

Payments to your insurance producer for
administrative or other services related to your
policy including General Agent override
compensation

Bonus Paid
Record as “Fees” on IRS Form 5500 Schedule A

Contingent compensation (cash or non-cash)
payable to producers on all policies that were
considered in determining the producer's eligibility
for bonus payments and/or the actual calculation
of any such bonus payment

Additional Compensation
Record as “Fees” on IRS Form 5500 Schedule A

Non-contingent compensation (cash or non-cash)
payable to producers on all policies that were
considered in determining the producer's eligibility
for additional compensation and/or the actual
calculation of any such additional compensation

We appreciate your business and look forward to serving your group benefit needs.
Please contact your Hartford representative or call Customer Service at (800) 523-2233
if you have any questions. You can also e-mail us at:

gbdcommissions@hartfordlife.com.

Sincerely,

L

Jonathan Pintoff
Assistant Vice President
Service Operations

P.O. Box 2999

Hartford, CT 06104-2999

The Hartford Financial Services Group, Inc., (NYSE: HIG) operates through its subsidiaries, including
underwriting company Hartford Life and Accident Insurance Company under the brand name, The
Hartford®, and is headquartered at One Hartford Plaza, Hartford, CT 06155. For additional details, please
read The Hartford’s legal notice at www.thehartford.com. The Hartford is the administrator for certain

group benefits business written Talcott Resolution Life Insurance Company (formerly known as Hartford

Life Insurance Company). © 2022 The Hartford



http://www.thehartford.com/
mailto:gbdcommissions@hartfordlife.com

The Hartford
Group Benefits Division
Annual Statement of Premiums and Producer Compensation

THE
For: CONSOLIDATED WATERPROOFING CONTRACTORS INC HARTFORD
Page: 1 of 2

Policyholder and Address

CONSOLIDATED WATERPROOFING CONTRACTORS INC
10732 HANNA ST
BELTSVILLE, MD 20705-2123

Plan/Policy Year —-03/01/2024 to 2/29/2025

Name of Insurance Carrier EIN NAIC Code Policy Number

HARTFORD LIFE AND ACCIDENT 06-0838648 70815 890679G

Premium was applied as follows during the Plan/Policy Year —

Policy Number Type of Benefit Premium Applied Approximate # of
Lives Covered
890679G ADD-BAS $2,034.66 225
890679G ADD-SUPP $571.37 11
890679G LIFE-BTRM $10,580.72 225
LIFE-SDEP $2,375.26 14
LIFE-VOL $15,226.54 26
Total $30,788.55

The Hartford Financial Services Group, Inc., (NYSE: HIG) operates through its subsidiaries, including underwriting company
Hartford Life and Accident Insurance Company under the brand name, The Hartford®, and is headquartered at One Hartford Plaza,
Hartford, CT 06155. For additional details, please read The Hartford’s legal notice at www.thehartford.com. The Hartford is the
administrator for certain group benefits business written Talcott Resolution Life Insurance Company (formerly known as Hartford
Life Insurance Company). © 2022 The Hartford



http://www.thehartford.com/

The Hartford
Group Benefits Division
Annual Statement of Premiums and Producer Compensation

HARTFORD

For: CONSOLIDATED WATERPROOFING CONTRACTORS INC
Page: 2 of 2

Insurer paid the following compensation during the Plan/Policy Year —

Producer and Address Org Policy Commissions Fees Paid (1)Bonus Paid | (2)Additional
Code | Number Paid Compensation
Paid
AMWINS CONNECT 3 890679-0GL $3,088.23 $2,462.31 $0.00 $0.00

ADMINISTRATORS, INC

11350 MCCORMICK RD SPARKS
EXECUTIVE PLAZA 4 STE 400
HUNT VALLEY, MD 21031

Total $3,088.23 $2,462.31 $0.00 $0.00

(1)Bonus Paid represents an allocation of contingent compensation (cash or non-cash) payable to the named producer on all policies that were considered in
determining the producer’s eligibility for and/or the actual calculation of any such bonus payment. These amounts are not directly charged to your policy premium
rates but represent overhead expense incurred by The Hartford.

(2)Additional Compensation represents an allocation of non-contingent compensation (cash or non-cash) payable to the named producer on all policies that were
considered in determining the producer’s eligibility for and/or the actual calculation of any such additional compensation. These amounts are not directly charged to
your policy premium rates but represent overhead expense incurred by The Hartford.

The Hartford compensates producers for the sale and service of our products. In most cases, producers are paid a commission, which is fixed or based on a percentage
of the premium. In addition, producers may be eligible for various forms of incentive compensation, including contingent commission and other non-cash awards.
Incentive compensation is based upon a variety of factors that may include the level of premium written, retention and growth of premium, overall profitability, or
other performance measures. Some of our producers elect not to accept some or all forms of compensation from The Hartford. Please direct specific questions about
your insurance producer’s compensation to your producer.



Consolidated Waterproofing Contractors, Inc

Insurance Information for Form 5500 Schedule A
PART I:

1. Coverage Information:

(a) Name of Insurance Carrier: Group Hospitalization Medical Services, Inc.
(b) EIN: 53-0078070
(¢) NAIC code: 53007
(d) Contract or ID Number: 1W96
(e) Approximate number of persons covered at the end of policy or contract year
(1)  Subscribers: 170
(2) Members: 327
Policy or contract year (f) from:  March 01, 2024 (g) to:  February 28, 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 Fees Paid/Amount
$107,418 $26,780.52

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 persons to whom commissions or fees were paid
Employee Benefits Architects LLC
1 Barrinton Place

Suite 102
Bel Air, MD 21014
(b) Amount of sales and base commissions paid $107,418
Fees and other commissions paid
(¢) Amount $8,149.92
(d) Purpose
New Business Bonus $0
Persistency Bonus $8,149.92
Producer Service Fee (paid to Producer on behalf of the group) $0
Total $8,149.92
(e) Organization code 3
(a) Name and address of the agent, broker, or other persons to whom commissions or fees were paid

Amwins Connect Administrators, Inc
11350 McCormick Road Executive Plaza IV
Suite 400
Cockeysville, MD 21031
(b) Amount of sales and base commissions paid $0.00
Fees and other commissions paid
(c) Amount

(d) Purpose
GP/FSP/HDA Fee $18,630.60
Total $18,630.60
(e) Organization code 5

PART III: Welfare Benefit Contract Information

8. Benefit and contract type (check all applicable boxes)

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

(m)  Other (specify)

9. Experience — Rated Contracts:
(a) Total premiums or subscription charges paid to carrier (does not include Producer Service Fee): $0.00
) If the carrier, servic;, or other 'organization incurred any specific costs in connection with the acquisition or retention of the contract or policy,
other than reported in Part 1, line 2 above, report amount.

Date Issued: ~ August 04, 2025

ATTI11982 Page 1 of 2



Any permitted policy reimbursements paid by Group Hospitalization Medical Services, Inc. during the period covered by this Schedule A

amounted to $0.00
This information is provided to the extent reportable under Section 9 of the Schedule A.

(©

10. Non-experience — Rated Contracts:
(a)  Total premiums or subscription charges paid to carrier (does not include Producer Service Fee): $807.167.33
®) If the carrier, servicg, or other 'organization incurred any specific costs in connection with the acquisition or retention of the contract or policy,
other than reported in Part 1, line 2 above, report amount.
Date Issued: ~ August 04, 2025

ATTI11982 Page 2 of 2



SEPTEMBER 18, 2025

CONSQOLI DATED WATERPROOFI NG CON
ATTN: PATRIClI A CLI FFORD

10732 HANNA STREET

BELTSVI LLE MD 20705

PERSONAL & CONFI DENTI AL

RE: Enpl oyer No. ER00037818
Enpl oyee Retirement |nconme Security Act of 1974 (ERI SA)
| nsurance | nformation Schedul e A (Form 5500)

Dear Empl oyer:

TLIC is pleased to certify the enclosed Schedul e A data
with respect to the filing of the required "Annual Report".

This information is forwarded to you for use by your Plan
Admi ni strator in conpleting your Annual Report Form 5500.
TLI C takes no position as to whether or not your group

i nsurance constitutes a "Wl fare Benefit Plan" under the
ERI SA Act of 1974.

I f you have any questions regarding the data encl osed

pl ease contact us at 1-800-400-3042. W nust restrict our
help to questions relating to TLIC insurance coverage
and cannot furnish legal interpretation of the
applicability of the I aw.

We appreciate this opportunity to provide service to you
Si ncerely,

Transanerica Life | nsurance Conpany
NAI C 86231 Tax | D 39-0989781



9/ 18/ 25

AGENT

I NNOVATI VE | NSURANCE SOLUTI ONS, LLC
1 BARRI NGTON PLACE

SUI TE 102

BEL AIR MD 21014

I NNOVATI VE | NSURANCE SOLUTI ONS, LLC

SCHEDULE ' A" | NFORMATI ON FOR SECTI ON 125

FOR EMPLOYER ER00037818
CONSQOLI DATED WATERPROOFI NG CON
ATTN. PATRI Cl A CLI FFORD
10732 HANNA STREET
BELTSVI LLE MD 20705

PLAN YEAR 03/01/2024 - 02/28/2025
SDPSCHAJ

I NSURI NG
LOB COVPANY POLI CI ES

LI FE TLIC
NAlI C 86231 Tax | D 39-0989781

LI FE

LI FE TLIC 6
NAlI C 86231 Tax | D 39-0989781

LI FE 6

LI FE 6

PREM UM

4, 801. 94

4, 801. 94

4, 801. 94

4, 801. 94

PACE

COWM SSI ON

192.12

192.12

192.12

192.12



Colonial Life & Accident Insurance Company vet
Post Office Box 1365 ol

Columbia, SC 29202-1365 CO'OI’\;GI Life,

Consolidated Waterproofing
Attn: Patricia Clifford

10732 Hanna Street
Beltsville, MD 20705

September 16, 2025

Re: Information Schedule A (Form 5500)
BCN: E4251906

Dear Patricia Clifford:

Colonial Life & Accident Insurance Company is pleased to certify the enclosed Schedule A information on your
Colonial Life insurance products.

This Schedule A information is forwarded to you for use by your Plan Administrator in completing your annual
report Form 5500 if your company is required to file this form. Colonial Life takes no position as to whether or not
your insurance program constitutes a "Welfare Benefit Plan" under the ERISA Act of 1974. The enclosed report
shows producer compensation information, including earned commissions and bonuses. Bonuses and non cash
incentives are reported as "Amount of Fees Paid, If Any." The report also contains premium paid information and
the approximate number of covered persons.

Colonial Life's premium paid information may differ from your records due to timing of posting payments, timing
of employee payroll changes, and our internal business practices related to the application of premium. For this
reason we suggest you use premium information from your records for reporting "Premium Paid to Carrier.”

For more information on reporting requirements or assistance in completing the Form 5500, call the EFAST
helpline at 1-866-463-3278. The form and additional information can also be accessed at www.efast.dol.gov.
Consult your company attorney or other advisors if you have any questions regarding your obligation to file a Form
5500. For questions regarding the enclosed information, please contact Service Operations at 1-800-256-7004,
option 1.

We appreciate this opportunity to serve you.

Sincerely,

Service Operations Department

000 00 0000000906 +S2¥3 100000



Page 2 of 4
Consolidated Waterproofing E4251906

Insurance Data for Schedule A Form 5500

AS REQUIRED BY SECTION 104 OF THE EMPLOYEE RETIREMENT INCOME SECURITY ACT
OF 1974 THE COMPENSATION DATA IS PROVIDED TO COMPLY WITH VARIOUS
REGULATIONS, REPORTING AND DISCLOSURE REQUIREMENTS, INCLUDING THE
DEPARTMENT OF LABOR.

Name of Carrier: Colonial Life & Accident Insurance Company
Post Office Box 1365
Columbia, SC 29202-1365

Carrier EIN: 57-0144607
Carrier NAIC Code: 62049
Account Name: Consolidated Waterproofing

Billing Control Number: E4251906
Plan Year Date Range:  03/01/2024 - 02/28/2025

Organization Code For Agents/Producers: 3

Amount for Pre-tax or Employer Paid Premium: $0.00
Amount for After Tax Paid Premium: $47,845.38
Total Paid Premium: $47,845.38

APPROXIMATE NUMBER OF PERSONS COVERED IN FEBRUARY 2025: 75

Insurance Fees and Commission Information for Schedule A Form 5500

Agent/Producer Name Amount of Amount of Total Amount of
Address Commissions Commissions Commissions Fees Paid
On Pre-Tax On After Tax Paid If Any

Or Employer Or Employee
Paid Policies Paid Policies

Innovative Insurance Solutions $0.00 $5,122.78 $5,122.78 $90.75
Po Box 276
Forest Hill MD 21050

Greg W Woolley $0.00 $106.56 $106.56 $19.97
15492 Cliffview Dr
Montclair VA 22025

Mullaney Enterprises Llc $0.00 $2,362.26 $2,362.26 $1,169.41
5501 Twin Knolls Rd Ste 106
Columbia MD 21045

Gustavo Tode $0.00 $2,392.68 $2,392.68 $243.69
20607 Duck Pond PI
Germantown MD 20874



Agent/Producer Name
Address

Colleen A Vogan
241 Tweng Trail
Lexington SC 29072

Tanya Wishard
Po Box 307
Codorus PA 17311

Pamela Gregg
15001 Saint Thomas Church Rd
Upper Marlboro MD 20772

Emlyn Marsteller Iv
412 Sugarland Meadow Dr
Herndon VA 20170

Brooke Harmon
70 Henry Livingston Rd
Pomaria SC 29126

Inspired Inc
50 Lagoshen Drive
Moscow TN 38057

Arturo Banuelos
1140 Madison View Dr Apt 208
Forest VA 24551

Ernesto Mckenzie Jr
9210 Toms Trl
Laurel MD 20723

E B Specialists Inc
15488 Ridge Rd
Ninde VA 22526

Brooke Harmon & Associates Lic
70 Henry Livingston Rd
Pomaria SC 29126

Page 3 of 4
Consolidated Waterproofing E4251906

Amount of Amount of

Total

Commissions Commissions Commissions

On Pre-Tax On After Tax
Or Employer Or Employee
Paid Policies Paid Policies

$0.00 $1.74
$0.00 $1.74
$0.00 $1.74
$0.00 $1.74
$0.00 $449.88
$0.00 $30.31
$0.00 $198.10
$0.00 $507.60
$0.00 $18.71
$0.00 $393.86

Paid

$1.74

$1.74

$1.74

$1.74

$449.88

$30.31

$198.10

$507.60

$18.71

$393.86

Amount of
Fees Paid
If Any

$0.00

$0.00

$0.00

$0.00

$180.98

$0.00

$34.32

$0.00

$0.00

$125.18

100 700 0000000906 + 5273 200000
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Consolidated Waterproofing E4251906

Agent/Producer Name Amount of Amount of Total Amount of
Address Commissions Commissions Commissions Fees Paid
On Pre-Tax On After Tax Paid If Any

Or Employer Or Employee
Paid Policies Paid Policies

Grand Totals $0.00 $11,589.70 $11,589.70 $1,864.30

Certification Statement

Colonial Life & Accident Insurance Company hereby certifies that the enclosed statement furnished
pursuant to 29 CFR 2520.103-5(c) is complete and accurate.

e wiotr”

Ben Quick
AVP of Sales Compensation



