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

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepa"’gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁ{;fr;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
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 return/report D the final return/report
an amended return/report D a short plan year return/report (less than 12 months)

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

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

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
BANK OF VERSAILLES 401(K) PROFIT SHARING PLAN

1b Three-digit plan
number (PN) » 001

1c Effective date of plan
01/01/1986

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)

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 44-0474105

THE BANK OF VERSAILLES

PO BOX 29
VERSAILLES, MO 65084-0029

2C Plan Sponsor’s telephone
number
573-378-4626

2d Business code (see
instructions)
522110

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. 02/11/2026 BRUCE AESCHBACHER
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 43
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) 40
a(2) Total number of active participants at the end of the plan year ... 63_(2) 38
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 5
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 43
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccccooviiiiiiiiiiienen. 6e 0
f L= I X To I g Tot ol =T Vo TSR PRSPR 6f 43
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1) a1
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 COMPIELE TNIS IEIM) ...ttt ettt ettt ettt ettt et et ettt eete et e et e te s easeseeaeeteebeebe s e b essenseseeseebe st este e ensessereeresrestesnan 69(2) 40
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2E 2F 2G 23 2K 2T 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts

©) Trust

4 |_| General assets of the sponsor

(©)
(@)

Trust

|_| 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

1) R (Retirement Plan Information) 1) D H (Financial Information)
2 X | (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __ 2
actuary 4) @ C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

® (]

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

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

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

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

Receipt Confirmation Code




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

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 » 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 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
BANK OF VERSAILLES 401(K) PROFIT SHARING PLAN plan number (PN) N 001

C Plan sponsor’s name as shown on line 2a of Form 5500
THE BANK OF VERSAILLES

D Employer Identification Number (EIN)
44-0474105

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

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

1 Coverage Information:

(a) Name of insurance carrier
PRINCIPAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
42-0127290 61271 613953 43 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

251 25
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
KESTRA INVESTMENT SERVICES LLC 5707 SOUTHWEST PKWY BLDG 2 STE 400
AUSTIN, TX 78735-6213
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
251 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ASCENSUS PO BOX 734602
CHICAGO, IL 60673
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
25 | REFERRAL/SERVICE FEE 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

Part Il | Investment and Annuity Contract Information

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4 0
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5 0
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: ) D deposit administration 2) D immediate participation guarantee
(3) D guaranteed investment (4) B other » CUSTODIAL GUARANTEED INTEREST CONTRACT
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns 7b 200900
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) 518
(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) 518
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d 201418
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 200985
(2) Administration charge made by carrier 433
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOLAl AEAUCHONS ........cooveeceeecee ettt e e e et en s e et en e een s en e en e anseneneennanen 7e(5) 201418
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. 7f 0
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Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

9 Experience-rated contracts:

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

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

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 » 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 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
BANK OF VERSAILLES 401(K) PROFIT SHARING PLAN plan number (PN) N 001

C Plan sponsor’s name as shown on line 2a of Form 5500
THE BANK OF VERSAILLES

D Employer Identification Number (EIN)
44-0474105

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

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

1 Coverage Information:

(a) Name of insurance carrier
PRINCIPAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
42-0127290 61271 623774 43 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

2971 297
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
KESTRA INVESTMENT SERVICES LLC 5707 SOUTHWEST PKWY BLDG 2 STE 400
AUSTIN, TX 78735-6213
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
2971 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ASCENSUS PO BOX 734602
CHICAGO, IL 60673
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
297 | REFERRAL/SERVICE FEE 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 0
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5 685445
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 0
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) 0
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d 0
€ 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) TOtAl AEAUCHONS ........vveeeeeeeeeee et e e e st e e e e en s en et neneneneen 7e(5) 0
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f 0
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Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

9 Experience-rated contracts:

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

Specify nature of costs.

Part IV Provision of Information

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

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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁtrsnggczrityaAg:ninis\ra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
BANK OF VERSAILLES 401(K) PROFIT SHARING PLAN plan number (PN) » 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
THE BANK OF VERSAILLES 44-0474105

Part | | Service Provider Information (see instructions)

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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




Schedule C (Form 55

00) 2024

Page3-[ 1 |

2.

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

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

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

PRINCIPAL LIFE INSURANCE COMPANY

42-0127290

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

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

(e)

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

®)

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

(9)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

13 37 50
64

CONTRACT
ADMINISTRATOR

25240

Yes No D

Yes B No D

Yes D No B]

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

KESTRA INVESTMENT SERVICES LLC

74-2794194

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

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

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

provider give you a
formula instead of
an amount or
estimated amount?

49 55 99

OTHER
SERVICES

Yes No D

Yes D No B

10294

Yes D No

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

WILSHIRE ADVISORS LLC

95-2755361

(b)

(c)

(d)

(€)

(f)

(9)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

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

answered “Yes” to element
(). If none, enter -0-.
2772 INVESTMENT 0 0
ADVISORY

Yes No D

Yes D No

Yes @ No D




Schedule C (Form 5500) 2024
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Part | | Service Provider Information (continued)

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

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

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

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

KESTRA INVESTMENT SERVICES LLC

49 5599

10294

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

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

PRINCIPAL LIFE INSURANCE COMPANY

42-0127290

COMMISSIONS AND REFERRAL/SERVICE FEE

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

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

WILSHIRE ADVISORS LLC

2772

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

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

PRINCIPAL LIFE INSURANCE COMPANY

42-0127290

1 BASIS POINT ANNUALLY ON ELIGIBLE PLAN ASSETS
IN WILSHIRE 3(21) OR WILSHIRE 3(21) AUTO-EXECUTE

FIDUCIARY SERVICE.

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

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

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

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

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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




Schedule C (Form 5500) 2024 Page 6 -

Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

DFE/Participating Plan Information

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

Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

Inspection.
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
BANK OF VERSAILLES 401(K) PROFIT SHARING PLAN plan number (PN) [ 3 001

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

THE BANK OF VERSAILLES

D Employer Identification Number (EIN)

44-0474105

Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)
(Complete as many entries as needed to report all interests in DFEs)
a Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN DIVERSIFIED INTL SA-Z

PRINCIPAL LIFE INSURANCE COMPANY

b Name of sponsor of entity listed in (a):
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
€ EIN-PN  42-0127290-015 code P 103-12 IE at end of year (see instructions) 15302
a Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LGCP S&P 500 INDEX SA-Z
b Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE COMPANY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- - N P ’ ’ ’ 566717
€ EIN-PN  42-0127290-016 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: PRIN SMCAP S&P 600 INDEX SA-Z
b Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE COMPANY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 42-0127290-028 P 2 ) ’ 9780
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN MIDCAP S&P 400 IDX SA-Z
PRINCIPAL LIFE INSURANCE COMPANY
b Name of sponsor of entity listed in (a):
C EIN-PN 42-0127290-023 d Entity P € Dollar value of interest in MTIA, CCT,.PSA, or 77618
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LARGECAP GROWTH | SA-Z
b Name of sponsor of entity listed in (a): PRINCIPAL LIFE INSURANCE COMPANY
C EIN-PN 42-0127290-066 d Entity P € Dollar value of interest in MTIA, CCT,‘PSA, or 16029
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HYBR 2015 CIT Z
b Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO
C EIN-PN 26-6447574-002 d Entity C € Dollar value of interest in MTIA, CCT, PSA, or 2205
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HYBR 2020 CIT Z
b Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO
d Entity c € Dollar value of interest in MTIA, CCT, PSA, or 91674
- 26-6447574-003 2 ) ’
¢ EIN-PN code 103-12 IE at end of year (see instructions)

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

Schedule D (Form 5500) 2024
v. 240311
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Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HYBR 2025 CIT Z

Name of sponsor of entity listed in (a):

PRINCIPAL GLOBAL INVESTORS TRUST CO

d Entity C € Dollar value of interest in MTIA, CCT, PSA, or

EIN-PN 26-6447574-004 157050
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |[E:  PRIN LIFETIME HYBR 2030 CIT Z
Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO
EIN-PN  26-6447574-005 d Entity c € Dollar value of interest in MTIA, CCT, PSA, or 547294
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HYBR 2035 CIT Z
Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO
EIN-PN 26-6447574-006 d Entity C € Dollar value of interest in MTIA, CCT, PSA, or 577565
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |IE:  PRIN LIFETIME HYBR 2040 CIT Z
_— . . PRINCIPAL GLOBAL INVESTORS TRUST CO
Name of sponsor of entity listed in (a):
EIN-PN  26-6447574-007 d Entity c € Dollar value of interest in MTIA, CCT, PSA, or 95378
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HYBR 2045 CIT Z
Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO
EIN-PN  26-6447574-008 d Entity c € Dollar value of interest in MTIA, CCT, PSA, or 281237
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HYBR 2050 CIT Z
Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN  26-6447574-009 code c 103-12 IE at end of year (see instructions) 22547
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HYBR 2055 CIT Z
Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 26-6447574-010 C ’ ) g 104672
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HYBR INC CIT Z
Name of sponsor of entity listed in (a): PRINCIPAL GLOBAL INVESTORS TRUST CO
EIN-PN  26-6447574-011 d Entity C € Dollar value of interest in MTIA, CCT, PSA, or 49510
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  PRIN LIFETIME HYBR 2060 CIT Z
_— . . PRINCIPAL GLOBAL INVESTORS TRUST CO
Name of sponsor of entity listed in (a):
EIN-PN  26-6447574-012 d Entity C € Dollar value of interest in MTIA, CCT, PSA, or 49761
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |IE:  PRIN LIFETIME HYBR 2065 CIT Z
_— . . PRINCIPAL GLOBAL INVESTORS TRUST CO
Name of sponsor of entity listed in (a):
EIN-PN  26-6447574-013 d Entity c € Dollar value of interest in MTIA, CCT, PSA, or 17813

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

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor




SCHEDULE I
(Form 5500)

Department of the Treasury
Internal Revenue Service

Financial Information—Small Plan

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

Department of Labor
Employee Benefits Security Administration

Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

OMB No. 1210-0110

2024

This Form is Open to Public
Inspection

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
BANK OF VERSAILLES 401(K) PROFIT SHARING PLAN plan number (PN) » 001

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

D Employer Identification Number (EIN)

THE BANK OF VERSAILLES 44-0474105

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule | if you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

| Part | ‘Small Plan Financial Information

Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar
benefit at a future date. Include all income and expenses of the plan including any trust(s) or separately maintained fund(s) and any payments/receipts to/from
insurance carriers. Round off amounts to the nearest dollar.

1 Plan Assets and Liabilities: (a) Beginning of Year (b) End of Year
@ TOtal Plan @SSEtS.......ceveeeeeeeecececeeeeee et 1a 4082587 3704461
b Total plan Habilities.........cceveveveveeeecececeeeeee e 1b
C Net plan assets (subtract line 1b from line 1a)............cccocceevevnennn. 1c 4082587 3704461
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYETS ...ttt 2a(1) 140826
(2) PartiCiPantS.......cc.cveeeeeeeeeeeeeeeee et 2a(2) 155979
(3) Others (including rollovers)............ccceeiieiiieiiiee e 2a(3) 3
b Noncash contributions.................cccerurueueviiereieeeeeeeeccecee e 2b
C OthEriNCOME ...ttt 2c 413627
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢)................ 2d 710435
e Benefits paid (including direct rollovers) .............cococevevvreerennnnn. 2e 1062290
f Corrective distributions (see instructions).................ccccceevevevevennnes 2f
g Certain deemed distributions of participant loans
(5€€ INSLIUCHIONS) ..o 2g
h Administrative service providers (salaries, fees, and
COMIMUSSIONS) ... euttiieiiieie ettt ettt ettt e et e et e e bte e e anteeeeneeas 2h 26271
i Other expenses 2i
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ............ccccoeeruene. 2j 1088561
k Net income (loss) (subtract line 2j from line 2d).............cccccvene.e... 2k -378126
| Transfers to (from) the plan (see instructions) .................cc.cc......... 2
3 Specific Assets: If the plan held assets at any time during the plan year in any of the following categories, check “Yes” and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assets of more than one plan on a
line-by-line basis unless the trust meets one of the specific exceptions described in the instructions.
Yes No Amount
a Partnership/joint venture interests ............c.ooouiiiiiiiiiii e 3a
D EMPIOYer real ProPerty .........c...ovcveueuieieeeieeeeeeeeee et 3b
C Real estate (other than employer real Property) ..........cocceevveiieiniiinieieesee e 3c
A EMPIOYEr SECUMHES ...t 3d X 897664
e Participant loans 3e X 87490
f Loans (other than to participants) 3f X
g Tangible personal Property ...........cccociiiiiiiiiiii i 3g X

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule | (Form 5500) 2024

V. 240311
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’ Part Il lCompIiance Questions

4  During the plan year: Yes No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program.) ......... 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of plan year or classified during the year as uncollectible? Disregard participant loans
secured by the participant’s account balance. ...............ccccooiiiii 4b X
C Were any leases to which the plan was a party in default or classified during the year as
(8T aTeTo =T (] o) U PPPPPP 4c X
d Were there any nonexempt transactions with any party-in-interest? (Do not include
transactions reported ON lINE 4a8.) ........uiiiiiiii e e e 4d X
@ Was the plan covered by a fidelity bONd? .........c.oooiiiiiii e 4de X 4000000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was
caused by fraud or diShONEStY? ........cc.uiiiiiiii e e af X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser? ...........cccoccerieiiiiieeenns 49 X
h Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser? ...... 4h X
i  Did the plan at any time hold 20% or more of its assets in any single security, debt,
mortgage, parcel of real estate, or partnership/joint venture interest?...............coccocvvveven... 4 X 897664
j Were all the plan assets either distributed to participants or beneficiaries, transferred to
another plan, or brought under the control of the PBGC? ..........c.ccoiiiiiiiiiiiiiceeneee 4j X
K Are you claiming a waiver of the annual examination and report of an independent qualified
public accountant (IQPA) under 29 CFR 2520.104-467 If “No,” attach an IQPA’s report or
2520.104-50 statement. (See instructions on waiver eligibility and conditions.) ..........c.cccccceeeeeenee. 4k X
| Has the plan failed to provide any benefit when due under the plan? ...........c.ccccccceeveveveccnnne. 4] X
m |[f this is an individual account plan, was there a blackout period? (See instructions and 29
CFR 2520.101-3.) co..voeeoeeeeeeeeee oo se e s 4m X
Nn If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or
one of the exceptions to providing the notice applied under 29 CFR 2520.101-3.................... 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes No

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

5b If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s) 5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and
INSTIUCHIONS.) ...t sttt se e e e se e e se e e saeas D Yes D No [[ Not determined

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




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

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

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

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
BANK OF VERSAILLES 401(K) PROFIT SHARING PLAN plan number
(PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
THE BANK OF VERSAILLES 44-0474105
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1 0
1] 14 o1 1)

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

EIN(s): 42-0127290

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

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

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

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

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

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

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

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

Part 11l Amendments

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

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

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

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

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

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

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

a Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

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

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

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

a Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

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

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

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

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

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

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

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

a  Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

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

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




Schedule R (Form 5500) 2024 Page 3

14  Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:

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

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

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

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

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

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

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

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

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

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

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

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

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

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

[

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

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

D No. Other. Provide explanation.

[ Part VIl | IRS Compliance Questions

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

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

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

[] NA

22 Ifthe plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020
(MM/DD/YYYY) and the Opinion Letter serial number_Q702814A




Form 5500 Annual Return/Report of Employee Benefit Plan

OMB Nos. 1210-0110

1210-0089
This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
D fthe T
ﬁ:{r::e;;semi Sf::fi::f sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 202 4
Emﬁg"::"g:’{:;ﬁ&'—gﬁ;ﬁ » Complete all entries in accordance with
B it the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
l Part | [ Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This retum/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.)
E] a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report [I the final retum/report
D an amended return/report |:| a short plan year return/report (less than 12 months)

C Ifthe planisa collectively-bargained plan, check here

D Check box if filing under: @ Form 5558 [:] automatic extension
D special extension (enter description)

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

1 Part Il | Basic Plan Information—enter all requested information

1a Name of plan
Bank of Versailles 401 (k) Profit Sharing Plan

1b

Three-digit plan
number (PN) » 001

1c Effective date of plan
01/01/1986
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.0. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 44-0474105

The Bank of Versailles

PO Box 29

Versailles MO 65084-0029

2c

Plan Sponsor’s telephone

number
573-378-4626

2d

Business code (see
instructions)

522110

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 @ =y /0~2-2p7<|Bruce Reschbacher
HERE iy ad \ 5
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311
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Form 5500 {2024) Page 2
3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN

3¢ Administrator’s telephone
number

4 ifthe name andfor EIN of the plan sponsor or the plan name has changed since the Jast returnfreport filed for this plan,
enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report;
& Sponsor's name
C Plan Name

S  Total number of participants at the beginning of the plan year

6  Numberof participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6c, and Bd).

&(1) Tolal number of active participants at the beginning of the plan year ......

a(2) Total number of active participants at the end of the plan year ................

Retlred or separated participants receiving benefits....

c Other retired or separated particlpants entitled to fulure benefits
d Sublotal. Add lines 6a(2), 6b, and Gc.
e
f

Deceased participants whose beneficiaries are receiving or are entifled to receive benefits. v.oveeennn......
Total. Add lines Bd and 66, .......coeveeneevsescsinrerone

) Number of participants with account balances as of the begmning of the plan year {only defined contribution plans 6g(1)
g complete this ftem)......enverne . |°9 41
2 Number of participants with account balances asof the end of the plan year (only defined oonlributlon plans
9l€) complete this item) bbb AL A b e et s m et s i tRRets 6g(2) 42
h Number of participants who tenminated emp[oyrnent during the plan year with aocrued benef ts thal were
le5S than 100% VESTEA..........ereirrarassrrseesses sorsseessenssesessessseeremeesresssessnsssens 6h 0
7 Enter the total number of employers ob!lgated to contnbute to the plan (only multiemployer plans cumplete thls item)........ 7

8a Ifthe plan provides pensicn benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the Instructions: .
2B 2F 26 23 2K 2T 3D

b If the plan provides welfare benefils, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instiuctions:

9a Plan funding arrangement (check all that apply) 9b Plan benefit amangement (check all that apply)
(1) Insurance N 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 spansor (4 General assets of the sponsor
10 Check all applicable boxes In 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
{1) E R (Retirement Plan Information) {1 D # (Financial Information)

(2) D MB (Multiemployer Defined Benefit Plan and Certaln Maney @ @ . (Financial Information — Small Plar)
Purchase Plan Actuarial Information) - signed by the plan K] EI A (Insurance Information) — Number Attached _2
actuary (7)) lg C (Service Provider Information)

(3) D SB (Singte-Emplayer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary
4) D DCG (Individual Plan Information) — Number Aftached (6) D G (Financial Transaction Schedules)

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

{5) [| D (DFE/Participating Plan Information)




Form 5500 (2024) Page 3

[ipartiiiE] 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
2520,501-2.) sveveveoreennressemreeneneseeeneees || YOS No

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

11b Is the plan currently In compliance with the Form M-1 filing requirements? (Ses Instructions and 29 CFR 2520.101-2.) .......... | |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
Recelpt Confirmation Code for the most recent Form M-1 that was required o 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.)

Receipl Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internat Revenue Service

Department of Labor
Employee Benafits Sacurity Administration

Pansion Bensfit Guaranty Corporation

Insurance Information

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

) File as an attachment to Form 5500.

» Insurance companies are required fo pravide the information

OMB Ne. 1210-0110

2024

This Form Is Open to Public

pursuant lo ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Bank of Versailles 401{k) Profit Sharing Plan 001

Bk ;

"

plan number (PN) »

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

The Bank of Versailles

D Employer ldentification Number (EIN)

44-0474105

S

Apart!
B

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide infarmation for each contract
on a separate Schedule A. Indlvidual contracts grotped as a unit in Parts 1| and [l can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

PRINCIPAL LIFE INSURANCE CCMPANY

{(e) Approximate number of Policy or contract year
Al
() EIN (c!:or:elc idé:éﬁg:n%t;aﬁtgber persans covered at end of {f) From {g) To
policy or contract year
42-0127290 61271 613953 43 01/01/2024 12/31/2024

2 tnsurance fee and commission information. Enter the total fees and total commissions pald. Listin line 3 the agents, brokers, and other persons in

descending order of the amount paid.

{a) Total amount of commisslons pald

{b) Tetal amount of fees paid

251 25
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 ot fees were pald

KESTRA INVESTMENT SERVICES LLC

5707 SOUTHWEST PKWY BLDG 2 STE 400

AUSTIN TX 78735-6213

{b) Amount of sales and base Fees and other commissiens paid
cammissions paid {c) Amount {d) Purpcse {a) Organization code
251 0 3
[T Tl e IERE RerRe e W SRR aeen - TN SEEERELE T L - O N FEEAG A, L L " JUSCEGREEEENL s - g oot @RI OAE aEESSE T il [

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

ASCENSUS
PO BOX 734602
CHICAGO IL. 60673
(b) Amount of sales and base Fees and other commissions pald
commissions paid (c) Amount {d} Purpose {e) Organization code

25

REFERRAL/SERVICE FEE

3

-T=ur Paperwork Reduction Act Notice, soe the Instructions for Form 5500.

Schedula A (Form 5500) 2024
v. 240311




Schedule A (Form 5500) 2024 Page 2 ~ | |

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

Fees and other commilssions paid (e}
{b) Amount of sales and base Qrganization
commissions paid {c) Amount (ch) Purpose ode
P R LRI 4 M L T IR e e s T RN TIe R o ¢ B, R LT NN TR AL O A el L o e s i LT TR L E - g e S |

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

Fees and other commissions paid (o)
(b) Amount of sales and base Organization
commigsions paid {c) Amount {d) Purpose code
T P e B T L T T T Tt e PR e o S TN S T R AT o o SR, F]

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

Fees and other commissions pald {e)
{b) Amount of sales and base Qrganization
commissions paid (c) Amount {d) Purpose code
AP e R T R L ARG E D R e T R N R T T e R b 3 RSP B R - - el

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

Fees and other commisslons paid ()]
{b) Amount of sales and base Organization
commissions pald (c) Amount {d) Purpose coda
I I T R A T R S T T ST il R T S Y |

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

Fees and other commissions paid (e}
{b) Amount of sales and base Organization
commissions paid {c) Amount {d} Purposa code
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[ Investment and Annuity Contract Information

Where individual contrasts 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 4 0
5 Current value of plan’s interest under this contract in separate accounts at year end... 5 0
6 Contracts With Allocated Funds:

a  State the hasis of premium rates P

b Premiums paid to carrier . 6b

€ Premiums due but unpaid at the end of the year. 6c

d  Ifthe carier, service, or other organization incurred any specif c costs in cannectlon with the acqulsmon ar &d
retention of the contract or policy, enter amount. ....... .

Specify nature of costs  »

@ Type of contract: (1) I:l individual policles
(3) D other (specify) P

(2) |:| group deferred annuity

f  1f contract purchased, in whole or in part, to distribute benefits from 2 terminating plan, check here P D

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained In separate accounts)
{2) D immediate participation guarantee

(4) [] other PCUSTODIAL GUARANTEED INTEREST CONTRACT

a Type of contract: n D deposit administration

(3) D guarantsed investmant

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

C  Additions: (1) Contributions deposited during the year
(2} Dividends and credis....

(3) Interest credited during the year
{4) Transferred from separate account

(5) Cther (specify below) .cceiveinn.
»

{6)Tolal additions............

200,900

d Total of balance and additions {add Ilnes 7b and 7¢(6)). .
€ Deductions:

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

(2) Administration charge made by carrier

(3} Transfered to separate account .,

{4) Other (specify below) ..o

»

{5) Total deductions...

f Balance at the end of the current year (subtract ling 79(5) from line Td}

201,418

0
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Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) of 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 coniracts 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 vislon) b D Dental c D Vislon d D Life Insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment h D Prescription drug
i D Stop loss (large deductible) j |:| HMO contract k D PPO contract !D Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
@ Premiums: (1) Amount received - 9a{1)
(2) Increase (decrease) In amount due but Unpald..........coevvecveeeevsnsronens 9a(2)
(3} Increase (decrease) in unearned premium rESEIVE .......ccomnuriin 9a(3)
{4) Eamed (1) + (2) - (3)creerernne . . ] 92(4}
b Benefit charges (1) Clalms paid . 9b(1)
(2) Increase (decraase) in claim reserves...... cernsnssaeraneenstannaeas 9h(2}
(3) Incurred claims (add (1) and (2}}............ . 89b(3)
{4) Claims charged rrasrerssnssss st e e 9b(4)
€ Remainder of premium: (1) Retention charges {on an accrual basis) -
(A) Commissions . " 9c(1)}(A)
(B) Adminlstrative service or other fees.. ........ 9c{1)(B})
{C) Other Specific ACQUISIEION COSLS .u...uuuieesiceereserssressasenesssscsenssseess 9c(1)(C)
{D) OLhEr EXPENSES ..vvvoreesressnemsssensseresssssssssssssssssstseemssmeeeemeesrmeresserss Sc(1}D)
{E) Taxes.. ersereeeessnarsasssrsnees Sc(1)(E)
F Charges for risks or other oontingenmes " 8c(1)(F)
(G) Other refention charges “ 9c{1)(G) P ]
(H) Total retention....., e | S{1M{H) 0
(2} Dividends or retroactive rate refunds (These amounts were D pald In cash orD credlted ) IR 9c(2}
d  Status of policyholder reserves at end of year: (1) Amount held fo provide benefits afler retirement................ 9d(1})
(2} Claim reserves ......, . 9d(2)
(3) Other reserves........ . 9d(3)
€@ Dividends or retroaciive rate refunds due (Do not include arnoun! entered in line 90(2) § PR 9e
10 Nonexperience-rated contracis: s N g g REE A
@ Total premiums or subscription charges paid to cartier . " 10a
b i the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the cantract or pollcy, other than reported in Part |, line 2 above, report amount. .........ceevvevecrnene 10b

Specify nature of costs.

(iP3Ft IV.i| Provision of Information

11 _Did the insurance company fail to provide any information necessary to complete Schedule A7............. D Yes @ No
12 If the answer to line 11 is “"Yes,” specify the information not provided. P




SCHEDULE A Insurance Information

(Form 5500)
Departmient of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenus Service Employee Retirement Income Security Act of 1974 (ERISA).
Employee BD:r?:ﬁTs" gg‘ctc::fi;m‘r‘nlnlsuaﬁun » File as an attachment to Form 5500.

Pensian Beneft Guaranty Corporation P Insurance companles are required to pravide the information
pursuznt to ERISA section 103(a){2).

OMB No. 1210-0110

2024

This Form is Open to Public
Inspection

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

andending  12/31/2024

A Name of plan
Bank of Versailles 401(k) Profit Sharing Plan

B Three-digit

001

plan number (PN) >

F e T L <

* ] Ky S
o

e T ERRY 4,

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

The Bank of Versailles

D Employer Identification Number (EIN)

44-0474105

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

PRINCIPAL LIFE INSURANCE COMPANY

{0) Approximate number of Pollcy or coniract year
b {c) NAIC (d) Conlract or
) EN code ldentification number peprz;:;g; ;?Zﬁ;iig: 32;“ {f) From (g) To
42-0127290 61271 623774 01/01/2024 12/31/2024

2 Insuranca fee and commission information. Enter the total fees and total commissions pald. Listin line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commlssions paid

{b) Total amount of fees pald

2,971

297

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

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

KESTRA INVESTMENT SERVICES LLC
5707 SQUTHWEST PKWY BLDG 2 STE 400

AUSTIN TX 78735-6213

{b} Amount of sales and base

Fees and other commissions paid

commissions paid {c) Amount

{d) Purpose {e) Organization code

2,971 0

B S-S, W T A S R BN L, SR R P AP A, 1110 o i, ISR R T

R LSRR TR ., e NN S e B [ R £ g R

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

ASCENSUS
PO BOX 734602

CHICAGO In 60673

{b) Amount of sales and base Fees and other commisslons pald

commissions paid {c) Amount

(d) Purpose {e) Organization code

297

REFERRAL/SERVICE FEE

3

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

Schedule A {Form 5500) 2024

v. 240311
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(2) Name and address of the agent, broker, or other perscn 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
o e e L T AR ST g B ¥ e T LR i I T e R

{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 ) QOrganization
commisslons paid (c) Amount {d) Purpose code
L N s SRR . RSRRe e o OGRS o, Ry - AR, T o G et B N D x R E
(a) Name and address of the agent, broker, or other persen to whom commisslons or fees were pald
Fees and other commissions pald {e)
{b} Amount of sales and base Organization
commissions pald (c) Amount (d) Purpose code
Fold ik T SLBGETR T L Selhe? LATOSSMMAORITL * e T 0T i R T T e L % L . - L
(a) Name and address of the agent, braker, or other person to whom commisslons or fees were paid
Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions pald {¢} Amount (d) Purpose code
A RS TR v R e SRR 3 (1) A G FA T SRR  xb pRTahamme TR C £ I CREEETE T v e SR - B by R S, m

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

Fees and other commissions pald

{b) Amount of sales and base

commisslons paid (c) Amount

{d) Purpose

{e)
Organization
code
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Investment and Annuilty Contract Information

«| this report.

Where Indlvidual contracts are pravided, the entire group of such indlvidual contracts with each carrler may be trealed as a unit for purposes of

4 Cument value of plan’s Interest under this contract in the general account at year end 4 0
5 Current value of plan's Interest under this contract in separate accounts at Year end.....u e sscmssrssm s 5 685,445
€ Contracts With Allocated Funds:

a  State the basls of premium rates »

b  Premiums paid to carrer .. - 6b

¢ Premiums due but unpatd at lha end of the year, éc

o  Ifthe carrier, service, or other organization incurred any speciﬁc costs in connection with the acquisition or &d

retention of the contract or policy, enter amount, ,

Specify nature of costs P

€ Typeofcontract (1) D individual polictes 2) D group deferred annuity
3 D other (specify} P

f  If contract purchased, in whole or In part, to distribute benefits from a terminating plan, check here > D

7 Contracts With Unallocated Funds {Do not include portions of these contracts maintained In separate accounts)
8 Typeof contract: N D deposit administration (2) D immediate participation guarantee

3) D guarantead investment ()] D other »

b  Balance at the end of the previous year

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

{2) Dividends and credits

{3) Interest credited during the year........

(4) Transferred from separate account....

(5) Other (specify below)
| J

(6)Total additions. .
d Tota! of balance and addmons (add lines 7h and L)) N

@ Deductions:

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

(2) Administration charge made by camier

(3) Transferred 1o separate account............

(4) Other (specify below).

»

{5) Total deductions.......ceeeiiciiiinen "
f Balance at the end of the current year {subtract line 7e(5) from line 7d) ...
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';..ep'a”ﬁi? ] ' 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.

3 Beneﬁt and confract type (check all applicable boxes)

a D Health (other than dental ar vision) b D Dental
e D Temporary disabllity (accident and sickness) D Long-term disability
i I___l Stap loss (large deductible) i D HMO contract

m I:I Other (spacify} P

c D Vislon
g D Supplemental unemployment  h I:I Prescription drug

k |:| PPO confract

d D Life insurance

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ... - . a1}
(2) Increase (decrease) in amount due but unpaud ............................. 9a(2)
(3) Increase (decrease) In uneamed premium FBSEIVE ..........ouemne 9a(3)
() Eamed (1) + (2) - (3])-ueeeseureree R | sa(4)
b Benefit charges (1) Claims pald......, . 9b(1)
(2) Increase (decrease) In clalm reserves ....coveene 9b(2)
(3} Incurred claims {(add {1) and (2}). 9b(3)
(4) ClAIMS CRAIGEM ... ccescececeer s tnss e oo tbs e sassvasrers s es s st sssss esass sessostsasbasebsssbensastebabesesmsmnmnmsatmsasnsoensen 9b{4)
C Remainder of premlum {1) Retention charges (on an accma[ basis} --
(A} Commissions 9c(1)}{(A)
(B} Administrative service or other =11 9c(1)}{B)
{C) Other specific acquisition costs ........ 9c(1)(C)
(D) Other expenses ....., 9c(1)(D)
(E) Taxes........ . 9c(1)(E)
(F) Charges for risks or olher contlngenmes ............................... Sc(1)}F)
(G) Other retention charges......c.c.cceeueenin. 9c(1}G)
{H) Total retention i senss sty s snamensat s 9c(1}(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.).... 9¢(2}
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) ClAUTL TESEIVES ..ocvuseescersinssessrssmmsssssssrssssisttisssssssssmsst sisisssssss insesmsmssessonesseseet e heestsssecseeseesrevssnsssnseessssntsesson 9d(2)
(3) Other reserves Freesere e IN S aEFaL L b sasmeE R ARG b A EE AR O R ehe e SRR RSR SR L AT bbb s st b R E RO 9d{3)
€ Dividends or relroactive rate refunds due. (Do not :nclude amount entered In Ime L[] 4 1N J TN Se
10 Nonexperience-rated contracts: . I
a Total premiums or subscription charges pald to camier........ 10a
b  Ifthe carier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part 1, line 2 above, report amoUhl. ... ccraeneens 10b

Specify nalure of costs.

[LPaftiV’.| Provision of Information

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

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




SCHEDULE C Service Provider Information OMB No. 1210-0110
(Form 5500) 2024
Depariment of the Treasury This schedule is required to be filed under section 104 of the Employee
Intarnal Revenue Servica Retirement Income Security Act of 1974 (ERISA). .
Employee Bevatie §2&'§§fi§kmmnm P File as an attachment to Form 5500. This Form Is Open to Public
Pension Benefit Guaranty Corporation Inspection.
For calendar plan year 2024 or fiscal plan year beglnning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Bank of Versailles 401 (k) Profit Sharing Plan plan number (PN) »
o s xgg T
R e Bty ,:%ﬁw T
€ Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (EIN)
The Bank of Versailles 44-0474105

[tPartil. | Service Provider Information (see instructions)

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

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

indirect compensation for which the plan received the required disclosures {see instructions for definitions and conditions)... . ............ DYes Ig
No

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

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

+

| T T R R N R A T N e R P L TR Y e e e . 21

R o T P s

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

L2 a2, & BRI X 5 et M 05 ERTS s N £ TXE RRAL. T T - -

s AL A b N o WSS VY i

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

.

L oedemar et Segpidaietin et T  RERNCERSERER R 1. SR Y S o o e, LB oD n e Al e e iR T SRR N =]

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule € {(Form 5500) 2024
v, 240311
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P = B A

TR R R R R

n R P > e o iR be EEEEEIGEE

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

T i RS R RS €T SRR R e SRR b i R AR AR, Selif e

ot i o i o S SRR SberpaEiee 'y e 7 LS AR e o e r RS SN

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

Bl 5 VUURETY e UL o OGS RNPTUIRER L e 0 R

CE AN T " Y wodlr - o

. i R i A L R T |

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

e e o e o Wt

Al s o

N e e e AT S RS UL s IR R i e D e e S A

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

FE B N, ' L T

Fiab cn Lo .y Calime & . | ek R oty e B T T TSR SRS RROMLOS IR, G L ]

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

Pzt bk RS AT e SRS T P M A A S R

c.ow k. g A SRR i

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

O AR R SR T3 ot Vet

BTN B ~ e, SRR (AT S T R RN S b T

g AR N SRR TR, Pl ¥ © 0 ey

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

P Lt e e T IR o T P S e I g

R DR e e G T R 2

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

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

PRINCIPAL LIFE INSURANCE COMPANY 42-0127290
(b) © (d) () ® (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code{s) |employer, employee | campensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan, If none,| compensation? {sources | compensation, for which the | service provider excluding | formula Instead of
person known ta be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a pary-in-interest sponsor) disclosures? compensation for which you|{estimated amount?
answered "Yes” to element
13 (). If none, enter -0-.
37
50 Contract
64 Administrator Yes E No D Yes El No D Yes |:| No @
25,240 0
Wy, T S R PR e R R R e T L " TP 2 e o TN SEENGAE R R e BT TSN Y L e R T e A 4l
(@) Enter name and EIN or address (see instructions)
KESTRA INVESTMENT SERVICES LLC 74-2784194
(b) {c) (d) (e) g (h)
Service Relationship to Enter direct Did service providar Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation pald receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-, other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensaltion for which you|estimated amount?
answered “Yes™ to element
49 {0. 1f nane, enter -0-,
55
99 Other
Services Yes Ig No D Yes D No EI
0
e L e R e T . e
(a) Enter name and EIN or address (see instructions)
Wilshire Advisors LLC 95-2755361
(b) (c) (d) (e) g (h)
Service Relaticnship to Enter direct Did service praovider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation pald receive indirect include eligible Indirect compensation received by |provider give you a
organization, or  ]by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formuta instead of
person known to be enter -0-. other than planor plan | plan received the required eligible indirect an amount or
a party-in-Interest sponsor) disclosures?

27
72

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

estimated amount?

Investment
Advisory

Yes @ No D

Yes I:l No El

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

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

(b} (c) (d) (e) 4] . ()
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation recelved by |provider give youa

organization, or  [by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known fo be enter -0-, other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest spansor) disclosures? compensation for which you|estimated amount?
answered “Yes" (o element
(). If none, enter -0-.
Yes[l NOD Yesl:l No[] YesD NOD
BERENEFEGATE a T a B E it W&m o S . CEEEREEEE T S Ry
{a) Enter name and EIN or address (see instructions)

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

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-, other than plan or plan plan received the required eligible indirect an amolnt of
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes" to element
{f). If none, enter -0-.
Yes[l NoD Yesl:l No|:| Yesl:] Nol:l
R e W = EEATPREAS T o B B E # e - 5 nl . & e - e At T
(8) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation pald receive Indirect Include eligible indirect compensation recelved by |provider glve youa

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

by the plan. 1f none,
enter -0-,

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

setvice provider excluding
eligible indlrect
compensation for which you
answered "Yes" to element
{f}. If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D
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[iRart

Service Provider Information {continued)

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

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

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

{b) Service Codes

{c) Enter amount of indirect

(see instructions) compensation
49
55
KESTRA INVESTMENT SERVICES LLC 99 10,294

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

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

PRINCIPAL LIFE INSURANCE COMPANY 42-0127290

L R T

USRS - RS BILRC R e LR F T AR e o K D

COMMISSIONS AND REFERRAL/SERVICE FEE

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

{b) Service Codes
(see instructions)

i e e e R e W |

{c) Enter amount of indirect
cormpensation

Wilshire Advisors LLC

27
12

0

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

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

PRINCIPAL LIFE INSURANCE COMPANY 42-012729%0

1 L5 TR e AP LR B I

A e T s P L p

1 BASIS POINT ANNUALLY ON ELIGIBLE
PLAN ASSETS IN WILSHIRE 3(21) OR
WILSHIRE 3(21) AUTO-EXECUTE
FIDUCIARY SERVICE.

P e e ke S - e R e

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

(b) Service Codes
(see instructions}

(c) Enter amount of indirect
compensaiion

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

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

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

this Schedule.
(@) Enter name and EIN or address of service provider (see {b) Nature of | {C} Describe tha information that the service provider failed or refused to
Instructions) Service provide
Code(s)

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

(b) Nature of

(C) Descnbe the infcrmahon that the service provider failed or refused to

Instructions) Service provide
Codels)
B - |CAREIRAES G G Rt SR L i U5 R L o R L B i s B STmEe Y PFE Y c etk sl ¢ R N PR |
(a) Enter name and EIN or address of servics pravider (see (b) Nature of | {€) Describe the information that the service provider falled or refused to
instructions) Service provide
Code(s)

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

(b) Nature of

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

instructions) Service provide
Code(s)
Bt o IllEb et i e Aoy et B, I TR WL AR R ene T e Al - - B T R " L R T o S s R
(&) Enter name and EIN or address of service provider {see (b) Nature of | (€} Describe the information that the service provlder failed or refused to
instructions) Service provide
Code(s)
5 VIl P SR oo B WP T e A Tl T RN AR, SRR R TR 2 .. Ll s CR s VLI PR T T I £l N R
(@) Enter name and EIN or address of service provider (see {b) Nature of (c) Describe the information that the service provider fa:led or refused to
Instructions) Service provide

Code(s)
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Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

| b EIN:
C Position: Lk
d Address:

Explanation:

B et ok il K ) - o )

B w0 S D I B i i el SARE) Tt TR TY -
a Name: b EIN:
€ Position:
d Address:

Explanation:

T R

I T e T Y W g A e e )
d Name:
€ Positicn:
d Address:

Explanation:
Vo e BRLACY b " ean o EEEHER DR R B Ll o B v B - = AT N PN eSS BOEREREEIRNL A U 3. R R ! []
a  Name: b EIN:
€ Position: i
d Address: @ Telephone:

i E

Explanation:

EsUc R AL LRI B, P DI - aleen e e T, X Eer * oW e % el bnmindnktn
a Name:
C Position:
d Address:

Explanation:




SCHEDULE D DFE/Participating Plan Information

OMB Ne. 1210-0110

(Form 5500)
Department of the Treastry This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor » Filo as an attachment to Form 5500.

Employee Benefits Security Administration
This Form is Open to Public

Inspaction.
For calendar plan year 2024 of fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Bank of Versailles 401 (k) Profit Sharing. Plan p[an number (pN) » 001
e T iﬂ*ﬁw RERT (A
C Pian or DFE sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number {EIN)
The Bank of Versailles 44-0474105
m;;Part 14| Information on interests in MTIAs, CCTs, PSAs, and 103-12 [Es (to be completed by plans and DFEs)
i 3| (Complete as many entries as needed to report all interests in DFEs)
a Name of MTIA, CCT, PSA, or 103-12 IE:Prin Diversified Intl SA-%
b Name of sponsor of entity listed in (a): Principal Life Insurance Company
_ & Entity € Dollar value of interest in MTIA, CCT, PSA, or
F EIN-PN 42 012729”{_}“ ‘ 015 _ code P _ 103-12 lE at end of year {see mstructlons) _ _ _ _ _ 15, 302
a Name of MTIA CCT, PSA, or 103 12IE:Prin Lng S&P 500 Index SA-Z
b Name of sponsor of enlity listed In'(a): Principal Life Insurance Company
PN 42-0127290 d Entity € Dollar value of interestin MTIA, CCT, FSA, or
¢ EIN-PN 2 0l6 code P 103-12 |E at end of year (see lnstructlon_) 566, 717
e PUARRH S RN T L P e LB o e WO R T e et e atn it Sl S TSR R DB DR AT s
a Name of MTIA, CCT, PSA or 103-12 IE: Prin SmCap S&P 600 Index SA-Z
b Name of sponsor of entity listed in (a): Principal Life Insurance Company
_ d Entity @ Dollar value of interest In MTIA, CCT, PSA, or
F EIN-PN 42 _{{127290 028 code _ F 10312 IE at end of year {see instructions) 9, 730

@ Name of MTIA, CCT, PSA, or 103-12IE: Prin MidCap S&P 400 Idx SA-2Z

b Name of sponsor of enlity Ilsted In {(a): Principal Life Insurance Company

_ d Entity e Dollar value of interest in MTIA, CCT, PSA, or
C EINPN 42-0127230 023 code P 103-12 IE at end of year (see instructions}

s s R R SRR R TSI TR = | S, N

a Name Gf MTIA, CCT, PSA or 103-12IE PRIN LARGECAP GROWTE I SA-Z

e R, B, A G o o Tt

b Natme of sponsor of entily listed in (a): Principal Life Insurance Company

_ d Entity @ Dollar value of interest in MTIA, CCT, PSA, or
¢ EIN-PN 42-0127250 066 code P 103-12 IE at end ofyear (see instructions} 16,029

FN RN, o R RO R 4l e fe R T P A, SR G v S R e e

a Name of MTIA, CCT, PSA, or 103-124E: Prin LifeTime Hybr 2015 CIT 2

b Name of sponsor of entity listed in (a¥Principal Global Investors Trust Co

_ d Entity @ Dollar value of interest in MTIA, CCT, PSA, or
c_ EIN-PN 26 644?574‘ 002“ __code _ .C 103-12IEatendofyear(seelnstmctions) _ : 2 205

@ Name of MTIA, CCT, PSA, 0r 103-12 IE: Prin LifeTime Hybr 2020 CIT Z

b Name of sponsor of entity listed in (a)Principal Global Investors Trust Co

d Entity & Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 26-6447574 003 code  C 10312 IE al end of year (see instnictions) 91,674
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule D (Form 5500) 2024

v. 240311
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& Name of MTIA, CCT, PSA, 0r 103-12 IE:Prin LifeTime Hybr 2025 CIT Z

b Name of sponsor of entity listed In (a): Principal Global Investors Trust Co

d Entity € Dollar value of Interest in MTIA, CCT, PSA, or
C EIN-PN 26-6447574 004 code C 103-12 |E at end of year (see Instructions) 157,050
ERLL . PARROEETN R TE et T Sl o a a HEe aedEL e St B T o A S A B R R 5 1
a Name of MTIA, CCT, PSA or103-12IE Prin L:LfeT:Lme Hybr 2030 CIT Z
b Name of sponsor of entily listed In {a): Principal Global Investors Trust Co
- d Entity € Dallar value of inferest in MTIA, CCT, PSA, or
C EIN-PN 26-6447574 005 _ cade c 103 12]Eatend ofyear(see Instructlons) 547{294
da Name of MTIA, CCT, PSA, or 103-12 IE:Prin LifeTime Hybr 2035 CIT Z
b Name of sponsor of entlity listed in (a): Principal Global Investors Trust Co
C ENPN 26-6447574 006 | d Eally g | e Dollar value of interest in MTIA, CCT, PSA, or

103 12 |E at end of year {see instructions}

L, = W A Twen o AR e I i e R T T R e P AR SR RN B e

577,565

2 Name of MTIA, CCT, PSA, or 103-12 IE:Prin LifeTime Hybr 2040 CIT Z

b Name of spensor of entity listed In (@k Principal Global Investors Trust Co

C EIN-PN 26-6447574 007 d Entity c | 2 Dollar value of Interest In MTIA, CCT, PSA, or

oode 103 12 IE at end o[year (see |ns!mct|ons) ] 9,5'.37 B.
a Name of MTIA. CCT. PSA, or 103-'[2]E. P:::Ln LifeTime Hybr 2045 CIT Z
b Name of sponsor of entity listed In (a) Principal Global Investors Trust Co
- d Entity @ Dollar value of inlerestin MTIA, CCT, PSA, or
‘ c EiN_PNV 26-64475714 008 cude c 10312 IE at end ofyear (see instructlons) i 28u1‘r 23-‘:’

a NameofMTlA CCT, FSA or 103-12IE Prin LlfeTlme Hybr 2050 CIT Z

b Name of spensor of entity listed in (a): Principal Global Investors Trust Co

C EIN-PN 26-6447574 009 d Entity c @ Dollar value of interest in MTIA, CCT, PSA, or

¢ode 103 12 IE at end of year {soe [nstructlons)

T e, B o TR % AL N B R (NP st TR % LT o ot e v et

L g P

+ iR R N B S

a Name of MTIA, CCT, PSA, or 103-12 IE:Prin LifeTime Hybr 2055 CIT Z

b Name of sponsor of entity listed in (a): Principal Global Investors Trust Co

_ d Entity @ Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 26-6447574 010 code ¢ 103-12 IE at end of year (see instrucllons) 104, 612_
Eehll o & " L R e R e I I < SRR, - o & i SEEE . SNSRI F )
a Name of MTIA, CCT, PSA,or 103-12IE:Prin LifeTime Hybr Inc CIT Z
b Name of sponsor of entity listed in (a): Principal Global Investors Trust Co
_ d Entity € Dollar value of interest In MTIA, CCT, PSA, or
C EIN-PN 26-6447574 011 code c 103-12 IE at end of year (see inslmctlons) 49,510
L% ad N, e e i i L AN R 2 i n R RS SRR I e T R ¥ | L) - N 1
2@ Name of MTIA, CCT, PSA, or 103-121E:Prin LifeTime Hybr 2060 CIT Z
b Name of sponsor of entity listed in (a); Principal Global Investors Trust Co
~ d Entity @ Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 26-6447574 012 code c 103-12 [E at end ofyear (ses Instructlons) 49,761

G B e Koot TR W SRR LWL e PR C et L

oS TR, S et bl ]

a Name of MTIA, CCT, PSA, or103 12|E:Prin LifeTime Hybr 2065 CiT Z

b Name of sponser of enlity listed in {a): Principal Global Investors Trust Co

d Entity

code

@ Dallar value of interest in MTIA, CCT, PSA, or

C EIN-PN 26-6447574 013 103-12 IE at end of year {see instructions)

c

17,813
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Information on Participating Plans (to be completed by DFEs, other than DCGs)
| (Complete as many entries as needed to report all participating plans. DCGs must report each participating plan using Schedule DCG.)

Plan name
Name of C EIN-PN
plan sponsor
i oo LB A, T S R 0 L LS e 0 T AL T Dok HAREAT e RSSO A AR [ 1
a Plannama
b Name of ¢ EIN-PN
plan sponsar
A S e T B T Y et b T TN SRS e e R T i L e s SEE G s SR T L e R - TR BRSEEK S R |
a Plan name
b Name of C EIN-PN
plan sponsar
P W e o e et mERERET L 0 . . E e e SR A B + H-én&*“uﬁ e Y e R i
a Plan name
h Nemeof C EIN-PN
plan sponsor
R I e W o s Ly ek SRS NI TP BT 0 e on . CEEETEE & ke Al 1, Lt M B o e BT 3 AMGERE TEREREE Ll 2at
& Plan pame
b Nameof C EIN-PN
plan sponsor
Bt S e el R W aRiTen © oz loSEREEAE AR B, a5, 2l T MRG0 S0k o SUEEFRTAE A, <in ¥ T F R g dE A0SR R Sk x Mt b o R RIS - L e L L

a Plan name

b Name of
plan sponsor

€ EIN-PN

P Rl BN R BN % by e 6 O e T L T R W S U R o

PR YRR TR OO i R PO bR T sl oA

& Plan name

b Name of
plan sponsor

€ EIN-PN

ﬂ’-ﬂwmv M e i OSSR TR L, L I B R A T R R

S S A O SRR - - : J e o e kT e g PR |

a Plan name

b Name of
plan sponsor

C EIN-PN

T Cr BN BT O P B

B | e SRR - e Bt R TR e, Y b e BN - e Yo T - PORRE o Tk W s \‘
a Plan name

b Nameof
plan sponsor

C EIN-PN

1 - 7R R N i bl " RIS - i i, Fo  FOURER CETEERERRAN Y i T Kk BT R R BB b, Sk Hhds-c T4 :‘m‘é‘m&ﬁ
a Plan name
b Name of € EIN-PN
plan sponsor
P SEUTEER T e 7L L T llele o L Ty B, WY BT RO R A RS AL ":m«m‘ B T e T s - B L BN RO 3 T b DECOSRRpS TR
a Plan name
b Name of C EIN-PN
plan sponsor
Bt - g, o th BT OSSR AT Fo. s oo wn L = 3 x ° T s T Pl D M % S ) in

a Plannama

b Name of
plan sponsor

C EIN-PN




SCHEDULE | Financial Information—Small Plan OMS No. 12100110
{Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internat Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a} of the
Internal Revenue Code (the Code), This Form is Open to Public
Depariment of Labor lnspecti on
Employes Benolts Securty Adminlstratlon » Flle as an attachment to Form 5500.
Pension Benefit G ty Corporation
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B  Three-digit
Bank of Versailles 401(k) Profit Sharing Plan plan number (PN) b 001

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

The Bank of Versailles 44-0474105

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule |if you are flingas a
Il plan under the 80-120 participant rule {see instructions). Complete Schedule H if reporting as a large plan or DFE.

i . . .
Part. it‘*li‘:mall Plan Financial Information

Report below the current value of assets and liabilitles, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar
bengfit at a future date. Include all income and expenses of the plan including any trusi(s) or separately maintained fund{s) and any paymentsfreceipts toffrom
insurance camiers. Round off amounts to the nearest dollar.

1 Plan Assets and Liabilities: (a) Beginning of Year {b) End of Year

a Total plan assets " 1a 4,092,143 4,172,807
b Total plan liabilities ......... vreeens | 1D

C Nel plan assets (subtract [ine 1b from line 1a) ..ceceeeeccinrnreniivinsans 1c 4,092,143 4,172,807

2 Income, Expenses, and Transfers for this Plan Year:

{b) Total

a Contributions received or receivable;
{1} Employers.. rrtmreerr———————
(2) Palicipants
(3} Others (including rollovers) sesressns s A et

seibin ]
140,826
155, 979|
3.

b Noncash contributions.....
C Otherincome.... G s 440,945} £ P o 0
d Total income (add lines 2a(1), 2a(2), 2a(3}, 2b, and 26) ..uwwmmmsees FoooE 737,753
€ Benefits paid (including direct rollovers)...... 630, 818|se.
f Corrective distributions {see inSUCHONS).....eeeeemiriisssssssesssenns
g Certain deemed distributions of participant loans
(see instructions) .. Vrarereesssrenrrsasi i tans
h Administrative service providers (salaries, fees, and
commissions).......... ..
i Other expenses ......
j Tatal expenses {add lines 2e, 2f, 2g, 2h, and 2i)... 2
K Netincome {loss) {subtract line 2} from line 2d) ......oceerverseresneaeens 2k 80,664
| Transfers to (from) the plan (see NSIUCHONS).. .. wrmeeiresssssans 20 [,

3 Specific Assets: Ifthe plan held assets at any ime during the plan year in any of the following categories, check “Yes™ and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assels of more than cne planan a
line-by-line basis unless the trust meets one of the specific exceptions described in the instructions.

Yes No Amount

a Partnership/fjoint venture interests .. . 3a X

b Employer real property cersr s seas et ssees e se e . 3b X

C Real estate (other than employer real property)...... . 3c X

d Employer securities ...... - . 3d X 1,366,010
@ PartiCipant I0BNS......cocvviveceesesrseesserirssssssmsaseseesesssrasssnsnsnsmerases secemmessseasas sossssesesessasmssrssssesass Ze X 87,490
f  Loans (other than to PAMICIDANIS} ..t imssssstssssssrssesssrsstsmssssessaassssssssass af X

g Tangible personal property v | 39 X

Far Paperwork Reduction Act Notice, see the [nstructions for Form 5§500. Schedule | (Form 5500) 2024

v. 240311




Schedule | {Form 5500) 2024

Page 2+ [:j

lgﬁaﬂ%ﬁﬁﬁ ] Compliance Questions

4 During the plan year:

@ Was there a fallure to transmit to the plan any participant contributions within the time period [¥7;

Yes

described In 29 CFR 2510.3-102? Continue to answer “Yes® far any prior year failures until
fully correcled. {See instructions and DOL's Voluntary Fiduciary Correction Program.} .........

Were any loans by the plan or fixed income cobligatfons due the plan in default as of the
close of plan year or classified during the year as uncollectible? Disregard participant loans
secured by the panticipant’s 2cCoUNt DAlANCe, ... iisionissesrerisssamssessssssarsesssns

Were any leases to which the plan was a party in default or classified during the year as
uncollectible? .

Were there any nonexempt fransactions with any party-in-interest? (Do not include
transactions reported on line 4a.) " “ ettt e eaeeemrr ey ean

Was the plan covered by a fidelity bond? ........

Did the plan have a loss, whether or not relmbursed by the plan’s ﬁdelity bond, that was
caused by fraud or dishonesty? .

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

Did the plan recelve any noneash contribtitions whose value was neither readily
determinable on an established market nor set by an Independent third party appraiser? .

Did the plan at any time hold 20% or more of its assets in any single security, debt,
morigage, parcel of real estate, or partnership/joint venture interest?........cevsnnecinnssnnsiniee

Were all the plan assets either distributed to participants or beneficiaties, transferred to
another plan, or brought under the control of the PBGC? ..

Are you clalming a waiver of the annual examination and report of an Independent qualified
public accountant (QPA} under 29 CFR 2520,104-467 If “No,” attach an IQPA's report or
2520.104-50 statement. {See instructions on waiver eligibilify and condiions.}.......eceermerrecesarseenes

irasas

Has the plan falled to provide any benefit when due under the plan? .......cueeeeneeresns

if this Is an individual account plan, was there a blackout period? (See Instructions and 29
CFR 2520.107-3.} vvrreeeriismsnesmrmneecerserennens

If 4m was answered “Yes,” check the “Yes" box if you either provided the required notice or
one of the exceptions to providing the notice applied under 29 CFR 2520,101-3 cvveevnnrsereririee

-

)

Amount

4,000,000

Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........

If “Yes,” enter the amount of any plan assets that réveried to the emplayer this year

D Yes @N:;

5b I, during this plan year, any assels or liabilities were transferred from this plan to ancther plan(s), identify the plan{s) to which assets or liabllities were

transferred. (See Instructions.)

5h{1} Name of plan(s)

5b{2} EIN(s}

5b{3} PN(s)

B¢ Was the plan a defined benefit plan covered under the PBGC Insurance program at any time during this plan year? (See ERISA sectlon 4021 and

instructions.) ...

. [l Yes D No D Not determined
If"Yes"is checked enter the My PAA confirmation number from the PBGC premium filing for this plan year .




SCHEDULER Retirement Plan Information OMB No. 12100110
(Form 5500) 2024
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenua Service Employee Retirement Income Security Act of 1974 (ERISA) and section
6058(a) of the Internal Revenue Code (the Gode),
Employee g:n":ﬁt“ E:tc:;‘t}aiﬁrmwsmm This Form is Open to Public
P Filo as an attachment to Form &500. Inspection,
Pension Banefit G y Corporation
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Bank of Versailles 401 (k) Profit Sharing Plan plan number
{PN) » 001
e . 3 ajfgg;gj%ﬁg ¥ % B
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
The Bank of Versailles 44-0474105
[* ,Pattlss| Distributions
All references to distributions relate only to payments of bensfits durlng the plan year.
1 Total value of distributions paid in properly olher than in cash or the forms of property specified in the 1
IRSIEUCHONS. .. v visieiririrerererereaseisrararererernterersseesesrseeeesracee nmnnras b rtranabeennrebthaea i s bsietansssenentarnsarens 0

2  Enter the EIN(s) of payor{s} who paid benefits on behaif of the plan to parficipants or beneficiaries during the year (if more than two, enter EiNs of the
two payors who paid the greatest dollar amounts of benefits):

EIN(s): 42-0127290

Profit-sharing plans, ES0Ps, and stock bonus plans, skip line 3.

3 Number of pariicipants (Eiving or deceased) whose benefits were distributed ina single sum, dun'ng the plan 3
year..

} Part
L

Funding Informatlon {If the plan is not suhject to the minimum fundmg requirements of section 412 of the Intemal Revenue Gode o
ERISA section 302, skip this Part.)

4 15 the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)7 ...mmmmsmsmsens [] Yes [] no [] na
If the plan is a defined benefit plan, go to line 8.

?e* .

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

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complste the remainder of this schedule.
6 a Enter the minimum required confribution for this plan year {include any prior year accumulated funding
deficlency not walved).

Ba

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

Subtract the amount in line &b from the amount in line 6a, Enter the result
(enter a minus sign to the left of a negative amount), " Gc

if you completed line Bc, skip [ines B and 9,
7 Will the minimum funding amount reported on line 6c be met by the funding deadliNe? ....... ... veceescressermererssserrreess D Yes D No D N/A

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

Rartilll=2| Amendments

9  If this Is a defined benefit pension plan, were any amendments adopted during this plan

year that increased or decreased the value of benefits? If yes check the appropriate
box. If no, check the “No” BOX. ......cc.eeverriiis D Increase [I Decrease D Both D No

| ‘PartIVirE ESOPs (see instructions), If this Is not a plan described under section 409(a) or 4975{e)}(7) of the internal Revenue Code, skip this Part.

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.....c...e. D Yes D No
41 a Does the ESOP hold any preferred stock? .. . o D Yeos D No
b Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such [oan part of a “back-to-back” loan? D Yos D No

{See Instructions for definition of “back-to-back” loan.) . "
12 Does the ESOP hold any stock that is not readily tradable cn an established securiies market? .......... D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule R (Form 5500) 2024

v. 240311




Schedule R (Form 5500) 2024 Page2 - [ I

[B+PartV. [ Additional Information for Multiemployer Defined Benefit Penslon Plans

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

(o

a Name of contributing employer

b EN €  Dollar amount contributed by employer

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

€  Contribution rate information (/f mare than one rate applies, check this box D and see instructions regarding required atiachment. Qtherwise,
complete lines 13e(1} and 13e(2).)
(1} Contribution rate (In dollars and cents)
(2) Base unit measure: D Hourly D Weeldy |:| Unit of production D Other (specify):

¥ e e dt oy R e et T T i S a—_ e e e e e < 3

a Name of contrbuting employer

b BN C__ Doallar amount contributed by employer

d  Date collective bargalning agreement expires (if employer contributes under more than one collective bargaining agreement, check box |:|
and see instructions regarding required atfachment. Otherwise, enfer the applicable date.) Month Day Year

e  Caontribution rate information (If more than one rate appfies, check this box D and see instructfons regarding required attachment. Otherwise,
complefe lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure; D Hourly D Weekly D Unit of production

D Other {specify):

@ Name of contributing employer

P T Y TR

b EIN C__ Dollar amount contributed by employer

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

€  Contribution rate Information (#f more than one rate applies, check this box [I and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e{2).)
(1}  Contribution rate (in dollars and cents)

{2) Base uynit measure:rl Houtly D Weekly D Unit of production D Other (specify):

e R T R T L T LT i kst v T e S S L T wamr F e eRe ——r

@ Name of contributing employer

b EN € Dollar amount contributed by employer

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

@  Contribution rate information (if more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complefe lines 13e(1) and 13e(2).)
(1}  Contribution rate (In dollars and cents)
(2) Base unit measure; D Hourly |:| Weekly [] Unit of production | I Other (specify):

T b v e e e T S g =

e e N AT - e

@ Nams of contributing employar

b EIN C__ Dollar amount contributed by employer

d Date collective bargaining agreement expires (if employer contributes under more than one collective bargaining agreement, check box D
and sse Instructions regarding reguired attachment. Otherwise, enter the applicable dats.) Month Day Year

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

(2) Base unit measure:l_l Hourly D_ Weekly El Unit of production _D Other (specify):

T ] SRRk e e e SRR R T e« s T R i TR o A~ sk T o | e Rt

a__ Name of contributing employer

b EN € Dollar amount contributed by employer

d Date collective bargaining agreement expires (if emplayer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required aftachment. Otherwise, enter the applicable date.} Month Day Year

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

(2} Base unitmeasure:D Hourly Weekly D Unit of production D Cther {specify):




Schedule R (Form 5500) 2024 Page 3

14 Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making conlributions to the plan for:

@ The current plan year. Check the box to indicate the counting method used to datermine the number of 14a
inactive pariicipants: D last contributing employer [I alternative D reasonable approximation (see
instructions for required attachment) vt e R

D The plan year immediately preceding the cument plan year, [] Check the box If the number reported Is a 14h
change from what was prevlously reported (see instructions for required ataChMENL) .urve.russiessseemsseesscensssessessnes

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

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

a The comesponding number for the plan year immediately preceding the curment plan Y8ar .o .eeovevecoseeeeees 15a
b The corresponding number for the second preceding plan year .. - “ 15b _

18  Information with respect to any employers who withdrew from the plan during the preceding plan year! W - :
a Enter the number of employers who withdrew during the preceding plan YEAE  ..-.oveveeeee e ceeeemsesesssmsssssseses 16a

b Ifline 18a is greater than 0, enter the aggregate amount of withdrawal liabillty assessed or estimated to be 16b
assessed against such withdrawn employers .. " . .

supplemental information to be Included as an attachment......

17  If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see Instructions regardinﬁl

IF_‘%‘PanVIﬁﬂ Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 (fany liabllifies to participants or their beneficiaries under the plan as of the end of the plan year consist {In whole or in part) of liablitles to such
participants and beneflclaries under two or more pension plans as of immediately before such plan year, check box and see Instructions regarding
supplemental Information to be included as an attachment

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

20

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

D Yes,

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

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

IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 41 0(b) and 401(a){4) by combining this plan with any other plans under
the permissive aggregation rules? [ | Yes [ No

21b 1f this is a Coda seclion 401(k) plan, check all boxes that apply to indicate how Ihe plan Is intended to salisfy the nondiscrimlnation requirements for
employee deferrals and employer matching contributions {as applicable) under Code sections 401(k)(3) and 401{m)(2).

Ig Design-based safe harbor method
[] “Prior year* ADP test
[] “current year ADP test

[T wa

22 Ifthe plan sponsor Is an adopter of a pre-approved plan that received a favorable IRS Opinlan Letter, enter the date of the Opinion Letter 06/30/2020
(MM/DD/YYYY) and the Opinion Letter serial number Q702814a




