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 07/01/2024

and ending  06/30/2025

A This return/report is for:

B This return/report is:

D a multiemployer plan

a single-employer plan
D the first return/report

D an amended return/report

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

employer information in accordance with the form instructions.)

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

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

D Check box if filing under:

[ ] Form 5558

D special extension (enter description)

D automatic extension

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

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

Part Il

Basic Plan Information—enter all requested information

1a Name of plan

FIRST ALARM HEALTH AND WELFARE PLAN

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
07/01/2016

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)

FIRST ALARM

1111 ESTATES DR
APTOS, CA 95003-3500

2b

Employer Identification
Number (EIN)
94-2882805

2c

Plan Sponsor’s telephone
number
408-451-9013

2d

Business code (see
instructions)
561600

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. 01/14/2026 GILLIAN STEARNS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 01/14/2026 GILLIAN STEARNS
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 295
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) 205
a(2) Total number of active participants at the end of the plan year ... 63_(2) 117
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 117
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 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

Internal Revenue Service

t of the Treasury

Department of Labor

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.

OMB No. 1210-0110

2024

Employee Benefits Security Administration

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 07/01/2024 and ending  06/30/2025
A Name of plan B Three-digit
FIRST ALARM HEALTH AND WELFARE PLAN plan number (PN) » 501

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

FIRST ALARM

D Employer Identification Number (EIN)
94-2882805

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

METROPOLITAN 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
13-5581829 65978 5937539 257 07/01/2024 06/30/2025

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

8579

1499

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

ACRISURE OF CALIFORNIA LLC

3155 OLSEN DRIVE
SAN JOSE, CA 95117

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

6294

1499

COMPENSATION

BASE COMMISSIONS & SUPPLEMENTAL

3

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

ACRISURE OF CALIFORNIA LLC

9035 SOQUEL AVE
STE 200
SANTA CRUZ, CA 95062

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2285

BASE COMMISSIONS

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




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 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 104221
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 07/01/2024 and ending  06/30/2025
A Name of plan B Three-digit
FIRST ALARM HEALTH AND WELFARE PLAN plan number (PN) » 501

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

FIRST ALARM

94-2882805

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

THE LINCOLN NATIONAL 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
35-0472300 65676 000010271280 117 07/01/2024 06/30/2025

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

1218

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

ACRISURE OF CALIFORNIA LLC

9035 SOQUEL AVE
SUITE 200
SANTA CRUZ, CA 95062

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1218

0 | COMMISSIONS AND FEES

3

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

(b) Amount of sales and base
commissions paid

Fees and other 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




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
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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 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 12183
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

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

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 07/01/2024 and ending  06/30/2025
A Name of plan B Three-digit
FIRST ALARM HEALTH AND WELFARE PLAN plan number (PN) » 501

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

FIRST ALARM

94-2882805

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

KAISER FOUNDATION HEALTH PLAN INC

(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
94-1340523 00000 600331 94 07/01/2024 06/30/2025

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

22355

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

PROGRESSIVE BENEFIT GROUP

9035 SOQUEL AVE
STE 200
SANTA CRUZ, CA 95062-2033

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

20596

0 | N/A

3

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

ACRISURE PARTNERS WEST COAST INSURA

100 OTTAWA AVE SW
GRAND RAPIDS, MI 49503

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1759

1| N/A

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 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 B 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 786096
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

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

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 07/01/2024 and ending  06/30/2025
A Name of plan B Three-digit
FIRST ALARM HEALTH AND WELFARE PLAN plan number (PN) » 501

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

FIRST ALARM

94-2882805

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
SUTTER HEALTH PLAN

(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
46-1183948 15107 369908 38 07/01/2024 06/30/2025

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

11730

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

PBG PROFESSIONAL INSURANCE SERVICES

9035 SOQUEL AVE
STE 200
SANTA CRUZ, CA 95062-2033

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

11730

0 | 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) ] HMO contract k D 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 293239
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




Form 5500 Annual Return/Report of Employee Benefit Plan

Department of the Ti ;
;f:maler;evenuz Sreer?::ery sections 6057(b) and 6058(a) of the Intemal Revenue Code (the Code).
Department of Labor » Complete all entries in accordance with
E’“"'“::.,,?ﬁ;?,‘l‘;ﬁ.“”“‘y the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

2024

This Form is Open to Public

Inspection
Part| | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 07/01/2024 and ending 06/30/2025
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.)
@ a single-employer plan D a DFE (specify)
B This return/report is: D the first retum/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)

C Iftheplanis a collectively-bargained plan, checkhere. .......... . ... ... ... .. ... ........

D Check box if filing under: I:l Form 5558 D automatic extension
D special extension (enter description)

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

o (]

D the DFVC program

0

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
FIRST ALARM HEALTH AND WELFARE PLAN

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
07/01/2016

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)

FIRST ALARM

2b

Employer ldentification
Number (EIN)
94-2882805

2c

Plan Sponsor’s telephone
number
408-451-9013

1111 ESTATES DR 2d Business code (see
instructions)
561600
APTOS CA 95003-3500
Caution: A penalty for the late or incomplete filing of this return/report will be d 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.

el %&U&La ~\/!-mm 01/14/2026 |GILLIAN STEARNS
—_—.
Signature of plan administgator Date Enter name of individual signing as plan administrator
siG WM \d, .\MW31/14/2026 GILLIAN STEARNS
HERPE\._.I
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




Page 2

Form 5500 (2024)
3a Plan administrator's name and address B Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator’s telephone
number
4 Ifthe 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 l 295
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),

6a(2), 6b, 6c, and 6d).
a(1) Total number of active participants at the beginning of the Plan YEar ............ccc..vueereeeevrerrreeeeeee e e ssssssssesseeeas 6a(1) 295
a(2) Total number of active participants at the end of the PIAN YEAF ...................ccocrwweemrrermmeseenieeesseesss e ceseessensesessssesssens 6a(2) 117
Retired or separated participants receiving BENEMLS ...............cccviiriciicecc ettt e et tenan 6b

c Other retired or separated participants entitled t0 fFUtUre DENBIIES .............ccoeiii ettt ea s 6¢c

d Subtotal. Add [iNes Ba{2), 6D, NG BC. .........c.cceruririeriteeeeeece ettt et es ettt e e s s ettt st eeasann 6d 117

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

f Total. Add INES BA AN B8. .........c..cveeerrreiretesteetarie st ses et es b es s es s eneseeeeenesseensnenees 6f

(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
g COMPIETE TES M ...ttt st e et e e s st e st et shsabesseeae s e stesbatesnsebenneseemnaneensaaneeesesnsenn g
(2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 COMPIELE thiS HEIM) ...t a e e s b e e s s e s e e s b ee s b et bessbe e ss s et s sstennbanesin 23(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1ESS thaN TO0% VESIEA ....ueimiieiiciiiiiciiie ettt ettt ase et ebebesessesesesetesssessessssnsseesenenssasssnasassessesentasesssssssntssasssoeneesereneneea 6h

7 . Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) 7

8a Ifthe plan provides pension benefits, enter the applicable pension 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:

4A 4B 4D 4E 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1 Insurance {1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
3) Trust (3) Trust
(4) General assets of the sponsor (4) ®| General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
b General Schedules

a Pension Schedules

1) I:I R (Retirement Plan Information) (1) D H (Financial Information)

2 1 (Fi ial Inf tion — Small P!

(2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Fingneia Informat an) 4
Purchase Plan Actuarial information) - signed by the plan (3) EI A (Insurance Information) — Number Attached __ =
actuary (4) D C (Service Provider Information)

3) D SB (Sln.gle-Em.poner Defined Benefit Plan Actuarial 5) D D (DFE/Participating Plan Information)

Information) - signed by the plan actuary
(4) I:I DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)
(5) D MEP (Multiple-Employer Retirement Plan Information)
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j Part il! ] Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woovvvercremreeeeesissceeseieenes ] Y€S 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)) ........... D Yes |:| No

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

Receipt Confirmation Code




SCHEDULE A - |
Insurance Information OME No. 1210-0110
(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 P 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 07/01/2024 and ending 06/30/2025
A Name of plan B Three-digit
FIRST ALARM HEALTH AND WELFARE PLAN plan number (PN) ) 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
FIRST ALARM 94-2882805

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 1ll can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
13-5581829 65978 5937539 257 07/01/2024 06/30/2025

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
8,579 1,499

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

ACRISURE OF CALIFORNIA LLC
3155 OLSEN DRIVE

SAN JOSE CA 95117
(b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount (d) Purpose (e) Organization code
BASE COMMISSIONS & SUPPLEMENTAL
COMPENSATION
6,294 1,499 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ACRISURE OF CALIFORNIA LLC
9035 SOQUEL AVE
STE 200
SANTA CRUZ CA 95062

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

2,285 0 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
(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
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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 ......ooviiccec e ] 4
5 Current value of plan’s interest under this contract in separate accounts at year end............ccccccrernvrccinnincnnnnnnnnes [ 5

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

D Premiums paid 10 CAITIET ............o..ooueeeiieiersceeeeesece st eeese e sea e seeeseeeeeteseesese e e eeesees e e s eeseseseeeeee e 6b
C  Premiums due but unpaid at the end of the year 6¢c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €Nter AMOUNL. ..........cc.cirieiericce ettt neees
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f I 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 Typeofcontract: (1) D deposit administration 2) D immediate participation guarantee
3) D guaranteed investment 4) I:I other b
b Balance at the end Of the PrEVIOUS YEAT..............c..ooeveoveeeeereerereeeeeseeeeeessseeeeeseseeesseeseeesoessesseeseeseesesesesseenseses [ 7b
C  Additions: (1) Contributions deposited during the year ..............cccccooumennee.. 7¢c(1)
(2) DIvIENdS 8N CTEAIS ...........eevreeeeeeeeioeeeeeeee e eseesese s seeseeee 7c(2)
(3) Interest credited during the YEar ...................co.coeieeeeeeeeeeeeeeeeee e eeveneren 7¢c(3)
(4) Transferred from separate aCCOUNL ..............c.cccevieeieeeeeeeeereeeeeeeeeeseeeees 7¢c(4)
(5) Other (SPECHY BEIOW) .......o..oeoeeeeeee e e es s s seenanens 7¢(5)
14
(B)TOMAl AAAIHIONS.........eoveeereeseeeceeseet s eiae s e eeee s e ee st s eeeseeeseseese e e ee et eeeseee s eeesreesseseaseseasesseesnesrenesens 7¢(6)
d Total of balance and additions (add lines 7b and 7¢(6)). ... 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier ............ocoveeeeeevoreereerereeeeeenn, 7e(2)
(3) Transferred to SEPATAtE ACCOUNT ...........ceoueereeeereeeeeeeseseereeeees e eeesees e erse e 7¢(3)
(4) Other (specify below) 7e(4)
>
(5) TOtAl ABAUGHONS.........coeiiiciicc s sttt e b bt sttt ettt es e eeeeneeern e 7e(5) 0

f  Balance at the end of the current year (subtract line 7e(5) from lINE 7d) ............ccoovvoovreeceseeereecessseseeeecrerseesssssee [ 7f 0




Schedule A (Form 5500) 2024

Page 4

Part lll

Welifare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b @ Dental

e D Temporary disability (accident and sickness)

i D Stop loss (large deductible) ] D HMO contract
m D Other (specify) P

f [ ] Long-term disability

c EI Vision

g D Supplemental unemployment
k D PPO contract

d D Life insurance

h [l Prescription drug

| D Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) AMOUNt received ...........oo.ocuiueeeiciiccceeeee e 9a(1)
(2) Increase (decrease) in amount due but unpaid..........c....ccovrevvennnn.. 9a(2)
(3) Increase (decrease) in unearned premium reserve ............ccocoevenn.... 9a(3)
O = R G R B ) N | 9a(4) 0
b Benefit charges (1) Claims Paid................oocoreeerreemreereeeesseeeesesoeeeessessonns ob(1) |
(2) Increase (decrease) in claim reserves .... 9b(2) [
(3) Incurred claims (Add (1) @8N (2))....e.eeuerierreeiee ettt eee e sees st seeseereeeseeeeeeseenessesassenne 9b(3) 0
(4) ClaMS CHAMGEA ...ttt et ettt ettt e et en et e e eese s e es e e s e sen et e eseseeeeseneeseeeeanee 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...c.cemeecereiriccceccs st eneene 9c(1}{A)
(B) Administrative service or other fees 9c(1)}(B)
(C) Other specific aCqQUISItION COSES ...........ccoveeeeeeiiireeeeeeee e, 9¢(1)(C)
(D) Other expenses 9¢(1)(D)
(E) TAXES oevvvenernrietee e seesesssessassesses e ses s eeeessessses e eesseesesee e 9¢(1)(E)
(F) Charges for risks or other contingencies..............c...ocovevevevev v 9c(1)(F)
(G) Other retention ChAIGES................ou.oeeeeeemrerrerereeereeenseesseesreereens 9c(1)(G)
(H) TOLAI FOEENLON ...ttt e es e e ea et et ereee e s s s s ee e e s e eneen 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.)........ccecen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.............. 9d(1)
(2) ClAIM FESBIVES .......vucuiiiiuiicrerir ettt ettt s et ettt e e e eaeasssn s s e ees et s s seseesessessseear s sanan 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ..............co............ 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid to CAITIET............eeiviieveureeeeeeeeee e eeee et et eeeee e e ee e 10a 104,221
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.............c.eo......... 10b

Specify nature of costs.

| Partiv |

Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?

H Yes No

12 If the 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).

D File as

» Insurance companies are required to provide the information

an attachment to Form 5500.

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 07/01/2024 and ending 06/30/2025
A Name of plan B Three-digit
FIRST ALARM HEALTH AND WELFARE PLAN plan number (PN) 3 501

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

FIRST ALARM

94-2882805

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

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(e) Approximate number of Policy or contract year
(b) EIN (c) NAIC (d) Contract or persons covered at end of
code identification number policy or contract year (f) From (@) To
35-0472300 65676 000010271280 117 07/01/2024 06/30/2025

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

1,218

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

ACRISURE OF CALIFORNIA LLC

9035 SOQUEL AVE

SUITE 200
SANTA CRUZ CA 95062
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

1,218

0

COMMISSIONS AND FEES

(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
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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
(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 (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

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end ...........co...coovveeveeeeeeessevesseeneens 4
5 Current value of plan’s interest under this contract in separate accounts at yearend..............ccocoeveceevveierirecsnnnns 5

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

D Premiums paid t0 CAITIET ..........c.ccueiveeieeeceectectecteeete e easa sttt esnse st sss st en st sseennes 6b

C  Premiums due but unpaid at the end Of the YEaF.............cccooeiiiiiieieec ettt e 6¢c

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 aMOUNL. ...ttt

Specify nature of costs P

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

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 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 Of the PreViOUS YN ..............ovvuerieereeos e eeteees s s ees s esssses st s sssssssesssses s st s essceseaes [ b
€ Additions: (1) Contributions deposited during the year ... 7c(1)

(2) Dividends @and Credits..............cc..cvurverrricvereecerresessesessssses s seesssssssssssassens 7c(2)

(3) Interest credited dUrNG the YEar ...........cooceeuvemireeeeeeeeeeeeeeeeeeeeeeesreseseenesen 7¢(3)

(4) Transferred from Separate ACCOUNt...............c..ovceveurveceereseieeseersesecssaens 7c(4)

(5) Other (SPECITY DEIOW) .......ccvevrieirriiereeeenseeees et sesseesssess s seessnessaessenanens 7¢(5)

»

(BYTOMAI @AIEIONS .....coveveeeeerceeeeeeteeeee et et ees et e s e e e eeeeensaneseeseeeeesraeatss et et ataseeneseeaereaeseeeeneneresenreseen 7¢(6)
d Total of balance and additions (add INES 7h AN 7C(B)). ........oeveereeereeeeeeeereeeeeeee s eereeeeeeeeeeeeeeseeeeeeveneeeeeeeeeeneeseaees [ 7d

e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year Te(1)

(2) Administration charge made by Carfier ...........ccoveeeememeerer s e 7e(2)

(3) Transferred to Separate aCCOUNL.............c.oceceeveorueeceeeeeeee s 7e(3)

(4) Other (specify below) 7e(4)

>

(5) TOAl AEAUCHONS..........eceeoeeereeeseeneenseesreesessee et seesss s e sas s ssenss s sss £ sas et ssss s st sesensssese e ban s ennaas 7e(5)

f Balance at the end of the current year (subtract line 7e(5) from line 7d) ...
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Part lll | Welfare Benefit Contract Information

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

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

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

m @ Other (specify) PAD&D

9 Experience-rated contracts:
a Premiums: (1) Amount received .......................... 9a(1)
(2) Increase (decrease) in amount due but unpaid............coecovevevriereeeenn. 9a(2)
(3) Increase (decrease) in unearned premium reserve .............cooveeevenne 9a(3)
(8) EBIMNEA (1) + (2) = (3))--rreereereeeeeeeeeeeeeereseeeeeeesesseesesseseeseeeeeesseseseseseseeee e seeeeeeeesereseeeeeseessseeesseeeeeeereeseeeeesseeseos | 9a(4) 0
b Benefit charges (1) ClaIMS Paid.............c..cooevuerereeeererseesereeeesseesseseeeseres 9b(1)
(2) Increase (decrease) in claim reserves ... — 9b(2)
(3) Incurred claims (Add (1) QNG (2))......ccceevirieeeeetieee ettt e et et eeeeeeeer et eee e e eeeeeneensesrenn 9b(3) 0
(4) ClaIMS CRANGET ...ttt st s st st s st s st e st b e bt st s ets e emsr e et aeaeeee 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......oureirireereinicnc ettt vee s st sn s 9¢(1)(A)
(B) Administrative service or other fees............ccocovvvmrvcreereiinscnnnen, 9¢(1)(B)
(C) Other specific aCqUISItION COSLS ...........coeeeeereeeeeeeieeeieeeeee e 9¢(1)(C)
(D) Other expenses ... | 9c(1)(D)
(E) TEXES oo v seseieeeaeseses e seseeeeseessess s e esee s eseesees e esensneen 9c(1)(E)
(F) Charges for risks or other contingencies............ccccoeveeevvrecrenenn, 9c(1)(F)
(G) Other retention GhargeS............c.ovoveveeeoeeeeeereeeeseeeeereeeeerseseeseseen c(1)(G)
(H) TOtal FELEMLON ..ottt e s e bbb e st sssb e s st sns s st en st e e se st aneeas 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)..... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.............. 9d(1)
(2) ClAIM TBSEIVES ...ttt ettt ettt e e eee st e s e st s e e st saes et s e e s sesetsssesen et sesaseseesseeneeesanneeann 9d(2)
(3) Other reserves.... 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 96(2).) ............c.coveunn...... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges PAId 10 CAIMTIET................covvoeeeeeeeeereeeeoeeeeee e s eseeeeseeseeseseesevesenessrassens 10a 12,183
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...............o........... 10b

Specify nature of costs.

| PartIv ] Provision of Information

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

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




SCHEDULE A Insurance Information VB No. 1210:0110

(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Depariment of Labor .
Employee Benefits Security Administration ) File as an attachment to Form 5500.
Pension Benefit Guaranty Carporation » 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 07/01/2024 and ending 06/30/2025
A Name of plan B Three-digit
FIRST ALARM HEALTH AND WELFARE PLAN plan number (PN) P 501

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

FIRST ALARM 94-2882805
Part i Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and 11l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

KAISER FOUNDATION HEALTH PLAN INC

(¢) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From {g) To
94-1340523 00000 600331 94 07/01/2024 06/30/2025

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

22,355

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

PROGRESSIVE BENEFIT GROUP
9035 SOQUEL AVE

STE 200
SANTA CRUZ CA 95062-2033
(b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount (d) Purpose (e) Organization code
N/A
20,596 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ACRISURE PARTNERS WEST COAST INSURA
100 OTTAWA AVE SW
GRAND RAPIDS MI 49503
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
N/A
1,759 1 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
(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
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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 ................co.ccooeeeevevscseeessnenne, 4 ]
5 Current value of plan’s interest under this contract in separate accounts at YOAr N0....ei e 5 [
6 Contracts With Allocated Funds:

a State the basis of premium rates P

D Premiums Pait 10 CAIMIET .............vivveeeeceeetecee et seeeseeseseee e esese s ees s eseeesse s eees e eneeeneneaeeneeeeennneen 6b

€ Premiums due but unpaid at the end Of the YEAN..............cocviveeviieeecicte ettt s eeas 6¢c

d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, @Nter @MOUNL. ...............ccririiicrere et e eee s )

Specify nature of costs P

e Type of contract: (1) D individual policies 2) D group deferred annuity
(3) D other (specify) »

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 I:l
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract: (1) D deposit administration (2) D immediate participation guarantee
3) |:| guaranteed investment 4) |:| other P
b Balance at the €nd Of the PrEVIOUS YA ..............cuueceeeeeieeeeeieesesreesteesseeeseeseesseessssssssssessessseseseeeseseseeessesnssseenseenas | 7b 0
C  Additions: (1) Contributions deposited during the year .... 7c(1)
(2) Dividends and CrEAILS...........c.ereverreeeeeeeeeeeeeeeese s essseessess s trenes 7¢(2)
(3) Interest credited dUrNG the YEaI .........c.cvvcvceeereceeeeeee e 7¢(3)
(4) Transferred from separate ACCOUNL............coeeveeeceruereeeeeees e eeseeenne 7c(4)
(5) Other (SPEGIY BEIOW) .........c.cvevveeieeeeeee et eeeseeee e eseseneser e eee e 7¢(5)
»
(B)TOLAI BAIONS ........covveeeecee ettt et eee e s et et eetee st es s s e s s s st esteenesmessssessesensesen st sanessesstassseeesean e sresseens 7¢(6) 0
d Total of balance and additions (dd fiNES 7B AN TC(B)). ...........veremeeveeeereeeeeeeeeeeeeeeseeenreseneeeeseeeceeseeeesmesreseeseeseene [ 7d 0

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

(2) Administration charge made by CAIHEr ............cccovieeveeeeeeeeee e 7e(2)

(3) Transferred 10 SEPArAte ACCOUNL..............ccveeveeeirireeteeeeeeeeeeeeeereeeessreeneees 7¢(3)

(4) Other (specify below) 7e(4)

»

(5) TOMI AEAUCHIONS ....c.....o ettt ees et s e s s et e e b b e esseseese et eeseseneneeaneneneasreraesennenee 7¢(5) 0

f _ Balance at the end of the current year (subtract ling 7e(5) from liN@ 7d) ........o...coovvereeerrreeesreesireesssesreeeoseseeenns | 7f 0
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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 EI Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k @ PPO contract ID Indemnity contract

m [ ] Other (specify) »

9 Experience-rated contracts:

@ Premiums: (1) AMOUNEFECEIVEM ............c.cocvimireerieeeec et 9a(1)
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned premium reserve ..........ccoceecucuen... 9a(3)
() EAINEA (1) # (2) = (3))-rrvrvvvveeeeeeerreereereereeseeeeemsenmeseesessesssesessemeeseesseeeseesessmsssssesseseesceeeeessenseneeessreeeeeeseeeeceeeeed [ 9a(4) 0
b Benefit charges (1) Claims Paid...............ccceeurrvereerensrissiniisseeceseeseeressenes 9b(1)
(2) Increase (decrease) in ClAiM r@SEIVES ............ccoeeevvevrveeeeeeeerereseeeeae 9b(2)
(3) Incurred claims (add (1) @NA (2)).....c.eoeiieereeieieiceeceee ettt tee e eee et et et eees e reeenenreneeen 9b(3) 0
(4) Claims charged 9bi4)
G Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...oceeimnrerieiteececeee ettt 9c{1}(A)
{B) Administrative service or other fees..........ccoeoevveeuiececeecreeeee. 9¢(1)(B)
(C) Other SPeCific ACQUISITION COSLS .....vee.veeeeerreeeeereesreeseress s e 9c(1)(C)
(D) Other expenses 9¢(1)(D)
(E) TAXES ..ottt ss et e aenas 9c(1)E)
(F) Charges for risks or other contingencies....................cccvvevrernnees. 9c(1)(F)
(G) Other retention ChAIGES ............covvveeeseeeseess oo esseeeeseeesseessesss oo 9¢(1)(G)
{H) TOLI TEEEMEON ...ttt ettt e ese e et eae s e e esemsaneseveteensaneeeeneseeeseaseanssenssnaen 9c¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).. . 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) ClAIM TESEIVES .....c.oeiuiirii ettt ettt ettt ee e ss s e e s ss st s e st sae s bat et et s seb s e et et e emeessnennsssssessaoeesssnnneannras 9d(2)
(3) OtNET TESEIVES......cueeieveectciete ettt ettt een e se e st e eeen . 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 96(2).) .......ccocovvveverennnnen.. 9e
10 Nonexperience-rated contracts:
@ Total premiums or subscription charges pPait 10 CAIMIET............ccoeeeeieeeeieieeeei it eeses e res e eeeeereeen 10a 786,096
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. .......................... 10b

Specify nature of costs.

| Partiv ] Provision of Information

11 _Did the insurance company fail to provide any information necessary to complete Schedule A?.............

D Yes

ENO

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).

P 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 07/01/2024 and ending 06/30/2025
A Name of plan B Three-digit
FIRST ALARM HEALTH AND WELFARE PLAN plan number (PN) D 501

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

FIRST ALARM

94-2882805

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

SUTTER HEALTH PLAN

(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 (g) To
policy or contract year
46-1183948 15107 369908 38 07/01/2024 06/30/2025

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

11,730

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

PBG PROFESSIONAL INSURANCE SERVICES

9035 SOQUEL AVE
STE 200
SANTA CRUZ

95062-2033

Fees and other commissions paid

{b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

11,730

0

N/A

(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
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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
(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 QOrganization
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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Partll | Investment and Annuity Contract Information

Where individual coniracts 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 .............cccoecnnniecesccese e 4
5 Current value of plan’s interest under this contract in separate accounts at year end ]
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums DI 10 CAMTIEE ...........coeceeeeceeeeeeeeceete st e e s e s e e seseeeseeesesseesesssesseseseseeseeee e s eeeeesseees oo 6b
C  Premiums due but unpaid at the end of the year 6¢c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, ENEr AMOUNL. .........cc..cooiiiiiiiieeeee et eeeeee e e en s e ee e neenens
Specify nature of costs P
€ Typeofcontract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) »
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 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 atthe end Of the DrEVIOUS YA ......................ovvereeeeeeeeeeeeereeeeeeeseeseeeeeeeeeeeeeeeeeseeeeeeeseseeeee oot oo eoeeesee oo _l 7b
C  Additions: (1) Contributions deposited during the year ...............cccceecueuncne. 7c(1)
(2) Dividends and CrEAItS .............cceevvereeeeeeseeeeeeereeeee e sseeeess e seresesesesessenens 7¢(2)
(3) Interest credited dUrNG the YEaT ..........c.ovevveveeeceieeieeeeeeeeeeee e 7¢(3)
(4) Transferred from separate aCCOUNt..........ccoceuvieeeeieeeceiieceeeee e 7¢(4)
(5) Other (SPECIfYy DRIOW) ...........ov.ivieeeeee et een e 7¢(5)
>
(B)TOtAl AAUIIONS .. ....coceciiti ettt ettt s b st e st et stsae e e et nesnseesesoeeessensesesasesaneeeeseseneeeseeenara
d Total of balance and additions (add lines 7b and 7c(6)). oo,
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by GArfier .............coovvevvevveveeeeseeeeeeeseeeeseenns 7e(2)
(3) Transferred to separate aCCOUNT...............ocuveveeeeereeeeereee oo er e 7e(3)
(4) Other (specify below) 7¢e(4)
»
(5) TOAl ARAUCHONS .........eveere st tieesstess ettt ssste st es e es s s eee e eeses s e e semseseeseseesseenseeeseesseseeneenenssesesnseesas 7¢(5)
f Balance at the end of the current year (subtract line 7e(5) from line 7d) .......cccoovuvenriieriieiceeirrrc e, 7f
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Part lll | 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 El Health (other than dental or vision) b D Dental c D Vision
e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment
i D Stop loss (large deductible) i E] HMO contract k D PPO contract

m D Other (specify) P

d D Life insurance

h EI Prescription drug
| D Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) Amount received ............cccoeeeeeninciee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccccrmemmenee.... 9a(2)
(3) Increase (decrease) in unearned premium reserve ..........o.ocoecuvecnnen. 9a(3)
(4) EAMEA (1) + (2) = (3))ovrvvvvreerrreoeses e eeeeseceeeeoreemseeeesresesessesss s sessessssssseseeeseessesssesesseseseseemesmeeeeeeeeeeeeee oo oo | 9a(4) 0
b Benefit charges (1) Claims Paid.............co.cooereereeeereereeeseeeseseeeessesssenneres 9b(1)
(2) Increase (decrease) in claim reserves .... . 9b(2)
(3) Incurred claims (8Ad (1) @NA (2))......ccierereireereieieeecret ettt e e s e ean e sea s senasseesessseeesee e srnanens 9b(3) 0
(4) ClaMS CRAIGEM ........ovec ettt ettt ettt et e oot nee st eenees s se et eeseeeseseteeeeeremeeenes 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
{A) COMMUSSIONS ...vovveeeeeeieceeeeceie et e e 9c(1)(A)
(B) Administrative service or other fe€s.............ceeevvevvevcvnereene. 9¢{1)({B)
(C) Other specific acqUISItIoN COSES ........ccveeeiueeeeeeeeeeceere e 9¢(1)(C)
(D) Other expenses ................... ) ... | 9¢{1)(D)
(E) TAXES ...o..veoeeecescveceenasessssieeeeseseeeesesseeseeseesseeseseseseeessesesssss s sees 9¢(1)(E)
(F) Charges for risks or other contingencies.............ccccuvevvvreveeenncn. 9¢(1)(F)
(G) Other retention ChArGES..............c.covveeeereereeeeeeeeeeeeseessesscesseseeseens 9¢(1)(G)
(H) TOtAl FEEEMTON ...ttt se e se sttt ens sttt st en et s e st aese e eeneeeensseneessreneroen 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or I:I credited.).................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESBIVES ....ooeeeerieeieeee ettt ettt ee s et easas st es s e eee st s s st e aeeeeeeeseeseeeaesaaseeseesssese s eeeeeseneessooen 9d(2)
(3) OHRET TESEIVES.......c.cueeeiree ettt ettt et se s es et et et et et eeeeeeanseseeennar et anenseaer e esneenen 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .............c.coocen...... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CATIEN...........cecvveeieeeeeeeeeeeeen et e e et e s eereee e e 10a 293,239
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...............c.covvv.. 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 No

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




