Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

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

2025

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending

12/31/2025

A This return/report is for: D a multiemployer plan

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

employer information in accordance with the form instructions.)

a single-employer plan
D the first return/report

D a DFE (specify)
B This return/report is: the final return/report

D an amended return/report

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

[ ] Form 5558

D special extension (enter description)

D Check box if filing under: D automatic extension

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

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
FRM SOCKS LLC 125 BENEFITNESS PLAN

1b

Three-digit plan
number (PN) » 502

1c

Effective date of plan
04/01/1987

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

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
FRM SOCKS, LLC

PO BOX 298
OSAGE, IA 50461

227 POPLAR ST
OSAGE, IA 50461

2b

Employer Identification
Number (EIN)
61-1804624

2c

Plan Sponsor’s telephone
number
641-832-7270

2d

Business code (see
instructions)
315100

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. 02/24/2026 NANCY WOODS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 02/24/2026 NANCY WOODS
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 (2025)
v. 250312
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3a Plan administrator's name and address Same as Plan Sponsor

3b Administrator’'s EIN

3C Administrator’s telephone

number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 159
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(l) Total number of active participants at the beginning of the plan year ..............cooii i, 6a(1) 159
a(2) Total number of active participants at the end of the plan year ..., 6a(2) 0
b Retired or separated participants receiving beNefits...........cooiuiiiiiiiiii e 6b 0
Cc Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add NS Ba(2), B, @NA BC.........eiiiriirieiiieiiiee ettt et 6d 0
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccocoeciiiiiinicniecn 6e
f Total. A INES B BNA BE. ........eeeieieeeeieteteteeeereeee et s et eteeeee et st e e eaeaeseeee e eeeese e e et eseseeeeetes e e e e s e aeeseaeses et et esesesaeanenes 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [olelaaT o1 1=t (R (g TS (=Y o ) TP UPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g [olelaaT o1 1=t (R (g TS (=Y ) SRR UTPPRR 60 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1S5S thAN 100% VESEEA. ......o.iee ittt e e et ee s st e e st eeeesesesesesesessssesesesesessnensesssessasasssssseseseseeanansasesnsanaes 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

4A 4B 4D 4E 4F 4H AL 4Q

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) @ Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
3) D Trust ?3) D Trust
4) N General assets of the sponsor 4) R 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) [] H (Financial Information)
2 | (Financial Information — Small Plan
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D ( )
Purchase Plan Actuarial Information) - signed by the plan (©)] B A (Insurance Information) — Number Attached __ 4
actuary (4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)
(5) D MEP (Multiple-Employer Retirement Plan Information)
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Part Ill | 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 4 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 2025 Form M-1 annual report. If the plan was not required to file the 2025 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
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2025
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 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
FRM SOCKS LLC 125 BENEFITNESS PLAN plan number (PN) > 502
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
FRM SOCKS, LLC 61-1804624
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
DELTA DENTAL OF IOWA

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
42-0959302 55786 40851 23 01/01/2025 12/31/2025

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

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

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

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

(b) Amount of sales and base Fees and other commissions paid

commissions paid (c) Amount (d) Purpose (e) Organization code

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2025

v. 250312



Schedule A (Form 5500) 2025 Page2—| 1

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 54771
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 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
FRM SOCKS LLC 125 BENEFITNESS PLAN plan number (PN) » 502

C Plan sponsor’s name as shown on line 2a of Form 5500
FRM SOCKS, LLC

D Employer Identification Number (EIN)
61-1804624

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
FIDELITY SECURITY LIFE INSURANCE COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
43-0949844 71870 10112171001 28 01/01/2025 12/31/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

1264

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

TRUENORTH COMPANIES, L.C.

PO BOX 1863
CEDAR RAPIDS, IA 52406-1863

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

632

3

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

IMA

P.O. BOX 2992
WICHITA, KS 67201-2992

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

632

3

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

Schedule A (Form 5500) 2025
v. 250312
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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

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

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

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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C Vision

g D Supplemental unemployment

k D PPO contract

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

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 6838
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 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
FRM SOCKS LLC 125 BENEFITNESS PLAN plan number (PN) » 502

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

FRM SOCKS, LLC

61-1804624

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

SYMETRA LIFE

INSURANCE COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
91-0742147 68608 01-020804-00 5 01/01/2025 12/31/2025

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

(a) Total amount of commissions paid

(b) Total amount of fees paid

3690

2071

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

TRUENORTH COMPANIES LC

500 1ST ST SE
CEDAR RAPIDS, IA 52401

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3690

2071 | FEES

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2025
v. 250312



Schedule A (Form 5500) 2025 Page2—| 1

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

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

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

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

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

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

(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




Schedule A (Form 5500) 2025 Page 3

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

i |:| Stop loss (large deductible) ] D HMO contract

m [ Other (specify) » AD&D, (W/ EMPLOYEE ASSISTANCE PROGRAM)

f B] Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d @ Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 37163
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 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
FRM SOCKS LLC 125 BENEFITNESS PLAN plan number (PN) » 502

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

FRM SOCKS, LLC

61-1804624

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

SYMETRA LIFE

INSURANCE COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
91-0742147 68608 12787000 77 01/01/2025 12/31/2025

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

(a) Total amount of commissions paid

(b) Total amount of fees paid

1813

460

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

TRUENORTH COMPANIES LC

500 1ST ST SE
CEDAR RAPIDS, IA 52401

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1813

3

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

TRUENORTH COMPANIES LC

PO BOX 1863

CEDAR RAPIDS, IA 52406-1863

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

460

SELECT BENEFITS VOLUME BONUS

3

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

Schedule A (Form 5500) 2025
v. 250312
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

(@) 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) 2025 Page 3

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

i |:| Stop loss (large deductible) ] D HMO contract

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

m IE Other (specify) P ACCIDENT, CRITICAL ILLNESS, HOSPITAL INDEMNITY

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

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 6602
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 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




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

Depariment 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). 2025

Department of Labor » Complete all entries in accordance with

Employee Benefits Security

Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

This Form is Open to Public
Inspection

|;Partl ‘ Annual Report Identification Information

For calendar plan year 2025 or fiscal plan year beginning 01/01/2025

and ending 12/31/2025

A This return/report is for: D amuliemployer plan

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

C If the plan is a collectively-bargained plan, check here

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

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

|:| a multiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)

D a DFE (specify)

the final return/report

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

|:| automatic extension D the DFVC program

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
FRM SOCKS LLC 125 BENEFITNESS PLAN

1b Three-digit plan -
number (PN) » 502

1c Effective date of plan
04/01/1987

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) 61-1804624

FRM SOCKS, LLC

PO BOX 298 227 POPLAR ST

OSAGE IA 50461 OSAGE

2c Plan Sponsor's telephone
number Biz-7z1C
641 —FB2m3Fog—
2d Business code (see

instructions)
315100

IA 50461

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.

|
2.4 '2—017.-).:.

Nancy Woods

SIGN "f?\i{j{,"n ) /%’F’L'{‘w

HERE
Signature of plan administrator

Date

Enter name of individual signing as plan administrator

T l"l - LOLLA

N¢ i Lo Wood.s

SIGN oy //
HERE /ﬁ'l,ﬂf_.;—/ / U

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 550

0.

Form 5500 (2025)
v. 250312



Form 5500 (2025) 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 tha plan name has changed since the last refurn/report filed for this plan, [4b EIN
enter tha plan sponsor's name, EIN, the plan name and the plan number from the last return/report:

& Sponsor's hame 4d PN
€ Plan Name

5  Total number of participants at the beginning of the plan year 5 l 159

6  Number of participants as of the end of the plan vear unless otherwise statad {welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).

6a(1) 159

a(1) Total number of active participants at the beginning of the plan year
a(2) Total number of active participants at the end of 1he PIAN YEAI .......oooeovcrroeoooeeoeoeoeoooooooeoooooooo 6a(2) 0
b Retirad or separaied participants reCBIVING DENETIS . ... uv.....eeeuiiseveseeesseeeesseeeeeesssmsenressesssesesoeeseeeeseses s seees e «1 6b 0
c Other retired or separated paricipants entitied 10 FUIIFS BEREAS ...........veve.e oo veseeessssseesoeseeeeossoeseeesseee e 6c 0
d Subtotal. Add iNes Ba(2), BB, BNU BC. .......oervceeeetsscssessessissses st s eeeeeeoesssessseeeeeees et oees oo e e oo oeeeeeeeeeeeeeeeeeeeeeee 6d 0
e Deceased participants whose beneficlarles are recelving or are entitled to receive BENEAItS. ........cccvveeeereecsecrs e 6e
f Total, Add NS B AN B8 .............vvsseocssessessessssseceenr e e e e cenr et e s es s st tsee s et e eeeees oo 6f
() Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
g COMPIBLE NS HBM) ....vee s srresies et eeessansnasss s e eeseet et e eeet s eeesseese s e 9
@ Number of parilcipants with ascount balances as of the end of the plan year (only defined contributicn plans
g COMPIZE IS HOM) .oooctiiics e st e e85 o eeeeee e 188 e st seeees oot ee oo oeees 169(2)
h Number of participants who terminated employment during the plan year with accrued benafits that were
1688 AN 100% VESIBU.......cceririyessseceresssnssssszmmessssssecss s esresssssssteeeeeeeseesess smseeeeeseesssoeesssstooneees e 6h
7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7

8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the Instructions:

b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes In the Instructions:
48 4B 4D 4E 4F 4H 4L  4Q

9a Plan funding arrangement (check all that apply) 9b Plan bensfit arrangement {check all that apply)
1) Insurance ) Insurance '
(2} I Code section 412{e)(3) insurance contracts (2) I Cade section 412(e)(3) insurance contracts
(3) [ Trust (3) | Trust
{4) General assets of tha sponsor (4} X| General assets of the sponsor
40 Check ail applicable baxes in 10a and 10b to indicate which schecules are attached, and, where indicated, enter the number aftached. (See instructions)
a Pension Schedules b General Schedules
{n I:l R {Retirement Plan Information) {1) D H (Financial Information)
(2} D MB (Multiemployer Defined Benefit Plan and Certain Mohey @ D I (Finandlal Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) IXI A {Insurance Information) - Number Attached __ 4
actuary

(4) D C (Service Provider Information)
{3) D SB (Single-Employer Definad Benefit Plan Actuarial
Information) - signed by the plan actuary

4 [] DCe {individual Plan Information) - Number Attached (6) [] & (Financial Transaction Schedules)
(5) D MEP (Multiple-Employer Retlrement Plan Information)

(5) || D (DFE/Participating Plan information)



Form 5500 (2025) Page 3

| PartIli_| 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 tha plan year? (Ssa instructions and 29 CFR
2520.101-2.) vovvvervennnreeeesris s O ves [ No

If“Yes” is chacked, complete lines 11b and 11ec.

11b s the plan currently in compliance with the Form M-1 filing requiremants? {See Instructions and 29 CFR 2520.101-2.) .......... OYes [] mo

11¢ Enter the Receipt Confirmation Code for the 2025 Form M-1 annual report. If the plan was not required to file the 2025 Form M-1 annual report, enter the

Receipt Confirmation Code for the most recent Form M-1 that was required to be flled under tha Form M-1 filing requirements. (Failure to anter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete,)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Depariment of the Traasury
Internal Revenus Service

Dapartmant of Labar
Employee Benafits Sequrity Administration

Penslon Benafit Guaranty Garporation

Insurance Information

This schedule Is required to be filed under section 104 of the
Employss Retirement Income Security Act of 1674 (ERISA).

? File as

b Insurance companies are required to provide the Information

an attachment to Form 5500,

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

OMB No. 1210-0110

2025

This Form is Open to Public

Inspection
For calendar plan year 2025 or fiscal plan year beglnring  01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit
FRM SOCKS LLC 125 BENEFITNESS PLAN plannumber (PN) b 502

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

FRM SOCKS, LLC

D Emplayer dentification Number (EIN)

61-1804624

“Partl

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A, Individual confracts grouped as a unit in Parts 1l and Ill can be reportad on a single Schedule A.

1 Coverage Information:

(a} Name of insurance cartier

DELTA DENTAL OF ICWA

(e} Approximate number of Policy or contract year
b EIN {c} NAIC . (d): ICoptract or t end of
(b) code identifloation number pegzclnigj gl? \é{i;??agt ;'.Qaro (f) From {g) To
42-0959%302 55786 40851 23 01/01/2025 12/31/2025

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

descending order of the amount pald,

cammissions paid. Listin line 3 the agents, brokers, and other persons in

(a) Total amount of commissions pald

{b} Total amount of fees paid

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

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

(b} Ameunt of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

{d} Purpcse

(e) Organization code

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

(b) Amount of sales and base

Fees and othar commissions paid

commissions paid

{c} Amount

{d) Purpose

(e} Organization code

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

Schedule A (Form 5500} 2025
v. 250312
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Page 2 —

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

(b) Amount of sales and base
commissions pald

Fees and ather commissions paid

(e} Amount

(d} Purpose

(e)

Organization

code
(a) Name and address of the agent, broker, or other parson to whom commissions or fees ware paid
Fees and other commigsions paid (e)
{b) Amount of sales and base Organization
commissions paid {e) Amount {d} Purpose Codo
{a) Name and address of the agent, broker, or other person to whom commissions or foes were paid !
Fees and other commigsions paid {e)
(b) Amcunt of sales and base Organization
commissions paid {c) Amount {d} Purpose code
{2} 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 :
{c} Amount

commissions paid

(d} Purpose

code




Schedule A {Form 5500) 2025 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 repott.

4 Current value of plan’s interest under this contract in the general account at year end

................................................ 4
§ Current value of plan's interest under this ¢ontract in separato accounis at vear Bnd.............vevviveenricvenssesseseessevies 5
6 Contracts With Affocated Funds:
&  State the basis of premium rates »
B POMIUIS PRID 0 CAITIBN c....yuvisvvessusss oesssssssssssessessesens e seeesesssesesssssssssesssessssess e ee e eeeeeeseeeeeeeeeese e eeeeeees oo 6b
C  Premiums due Dut unpaid 81 the N0 0F e YBAI............ceiiirseereeserersersssseseressssss e tse e eees e eeeeeeeseesseeseeees e Gc
d  Ifthe carrier, servics, or other organization incurred any specific costs in connecticn with the acquisition or 6d
retention of the contract or policy, BNLEE BMOUNL. ......c..c.ciiu e icstseeeset e seeeeeesse s sassess st sseesso s st
Specify naturs of costs P
€ Type of contract: (1) D individual policies 2) |:| greup deferred annuity
(3) D other (specify}) P
T If coniract purchased, In whole orin part, to distribute benefits from a terminating plan, check here ) I:l
7 Contracts With Unallocated Funds (Do not includa portions of these confracts maintalned in separate accounts)
a Type of contract: (nm |:| deposit administration {2) |:| immediate participation guarantee
(3 D guaranteed investment 4) I:I other P
b Balance at the end of the pravious B ittt et a s b e btk n e e b Ra s aneR A e R b aRA e e e e e nn i 7h
¢ Additions: {1} Contributions depositad during the year . 7c(1)
(2) Dividends and Cradits.........ccooceeemeiinmmimm s sseessesser e 7e(2)
(3) Interest cradlted dUFNG the YOAE .u...urir i cesecereeseseseeeee e ssssenssssenss 7¢(3)
{4) Transferred from separate account e | To(4)
(5} Other (SPEGIFY DEIOW) .vvuruesseesiseescsenessisssiessesosssseessses e smeseseessessssessemee 7c¢(5)

b

€ Deductions:
(1) Disbursed from fund to pay benefits o purchase annuities during year Te(h)
(2) Administration charge made by carrier
(3) Transferred to separate account
{4) Other (specify below)
P




Schedule A (Form 5500) 2025

Page 4

- Partlll -| Welfare Benefit Contract Information

T ; If more than one contract covers the same group of employees of the same employer(
the information may be combined for reporting purposes if such ceniracts are axporiel
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report,

s) ar members of the same employee organizations{s),
nce-rated as a unit. Where contracts cover individual

8 Benéﬁt and contract type (check all applicable hoxes)
a |:| Health (other than dental or vision)
e D Temporary disability (accident and sickness})
i [] stop loss (large deductivle)
m [ ] Other {specify) P

b [x| Dental
f [] Long-term disability
J D HMO contract

c D Vision

k D PPO contract

d [ ] Life insurance

q |:| Supplemental unemployment  h D Prescription drug

[ |:| Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) Amount recaived ... veeueeeeveveenes 9a(1}
(2) Increase (decrease) in amount due bUt UNPAId....c.overveevsrves e 9a(2)
(3} Increase (decrease} in unsarned PromMIUM rESEIVE oo, vveeeersions Sa(3) -
{4) EAIMEU ({1) (2] = {B)).nvevrieceeererecvsersresnsssesssssnsssiessseesees s sovsesseessessseesseasssesssssssssasesanessnssessessmmsssseessneemneeoreo] 9a(4} 0
b Benafit charges (1) Claims PaId..........coo oo eoosoeseeons 2b{1) T
{2) Increase {decrease) in Cleim rESOIVES ... coiereeereeeeeen s eesrssresessenns 9b(2) o
{3) Incurred Claims (AU (1) AN (2 h.uuerveenriverersivnsivssees s esssesstsiesseeessessenssesssesessseessssesene e eeeeeeeeeeeeeeseeeseeesseesnss 9h{3) 0
(4) Claims charged 9b{4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS worssseerceesrssermnsessessms s st seese e e sssessns s semen 9e(1MA)
(B) Administrative setvice or Olher 888 v ccoverseseseeseeeresans 9e(1}{B)
{C) Other specific acqUISIION GOSES ....veveevesessessecseee e seeeermenssenrran 9¢(1)(C)
(D) OHNEI EXPENSES 1uvvrieemrisineesecessessstsesetseesseessessssseseeesoeeee s e 9c{1)(D)
(E) TAXOS oo, e e e et e ne et e e 9c{1)(E)
{F) Charges for risks or other GonRtNGENCIES.......vvveee.vveressssesoon, De(1){F)
(G) OO FABNTION ChAMGOS .. ..oemrs v es e cevss e sese st 9c(1)G) -
(H) TOMA FEBNLON o1 tveev st snees s nesses s sessesasssssss s e e e s eeses e e eet e o5 s e eeeeeese et eeseee e c{1}{H) 0
{2) Dividends or refroactive rate refunds, (These amounts were D 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) Claim reserves 9d(2)
(3) Other reservos... 9d(3)
e Dividends or refroactive rate refunds due. {Do not include amount enterad in fine 96(2).) i 9e
10 Nenexperience-rated contracts: SRl
a  Total pramiums or SUbSCrpIioN Charges PAI 10 CAITET.......ov..ore oo eeeeeees oo eeeees e eeseses s see e ee e eeeee e 10a 54,771
b Ifthe carrier, servics, or other crganization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, ather than reported In Part I, line 2 above, report amount ..., 10b

Specify nature of costs.

L Partly | Provision of Information

11 Did the insurance company fall to provide any information

necessary to complete Schedule A?.............

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




SCHEDULE A Insurance Information OMB No. 12100110

(Form 5500)
Depariment of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Sacurlty Act of 1874 {ERISA). 2025
Depariment of Laby
Employse B:riljeaﬂt:] ggcsrityaAg:anistration P File as an attachment to Form 5500.

Pension Benefit Guaranty Gerporation P Insurance companles are required to provide the Information

: This Form is Open to Public
pursuant io ERISA section 103{a){2).

Inspection

Fer calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and anding 12/31/2025
A Nameg of plan B Three-digit

FRM SOCKS LLC 125 BENEFITNESS PLAN plan number (PN) » 502
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number {EIN)

FRM_SOCKS, LLC 61-1804624
“Part] Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

[ o | onaseparate Schedule A, Indlvidual contracts grouped as a unit in Parts Il and 11l can be reported on a single Scheadule A.

1 Coverage Information:

(a) Nams of Insurance carrier

FIDELITY SECURITY LIFE INSURANCE COMPANY

(e} Approximate number of Policy or contract year
b) EIN {e) NA|IC _ {d) Contract or d at end of
(b) code identification number pegzﬁg;i g:} \ég:ir agt sgaro {f} From {g) To
43-0949844 71870 10112171001 28 01/01/2025 12/31/2025

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

{a) Total amcunt of commissions paid {b) Total amcunt of fees paid
1,264 0

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

(a) Name and address of the agent, broker, or other person to whom sommissions or fees wera paid
TRUENORTH COMPANIES, L.C.
PO BOX 1863

CEDAR RAPIDS IA 52406-1863
(b) Amount of sales and base Fees and other commissions paid j
commissions paid {c} Amount {d) Purpose {e} Organization code !
632 3

(a} Name and address of the agent, broker, or other person 10 whom commissions or fees ware paid

IMA
P.O. BOX 29%2

WICHITA KS 67201~2992
{b) Amount of sales and base Faes and other commissions paid
commissions pald {c} Amount (d) Puipose {e) Organization code
632 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule A {Form 5500} 2025

v, 250312
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{a) Name and address of the agent, broker, or gihar person to whom commissions or fees were pald

Fees and other commissions paid {e)
(k) Amount of sales and base Organizatlon
commissions paid (e) Amount (d) Purpose code

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

Faes and other commissions paid {(e)
(k) Amount of sales and base Organization
commissions paid {¢) Amount (d) Purpose code

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

Fees and other commissions paid {e)
{b) Amount of sales and base Orgamization
commissions paid (6) Amount (d) Purpose code

{a) Name and address of the agent, broker, or other perscn 1o whom commissions or fees were paid

Fses and other commissions paid (o)
{b} Amount of sales and bass Organization
commissions paid {e) Amount (d} Purpose code

(a) Name and addrsss of the agant, broker, or other person o whom commissions or fees were paid

Fees and other commissions paid (e}

(k) Amount of sales and base

Organization
commissions paid (c) Amount {d) Purpose code




Schedule A {Farm 5500) 2025 Page 3

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

S this report.
4 Current value of plan's Interest under this contract in the general account at year end . 4
5 Current value of plan’s intsrest under this contract in separate accounts at VB BNuii i iere e s esnasri e ]
6 Contracts With Allocated Funds:
a State the basis of premium rates P
B Premiums pait t GAITIET v ceceeernreree s sesesserssscesmeeesssssssssemeeeesseses e 6b
€ Premiums dus but unpaid at the end of the year 6c
d I the carrier, service, or other organization incurred any speciffc costs in cornection with the acquisition or 6d
retention of the contract oF POIiCY, BNEBI BMIOUNL. ..c..vuueiveeeeeee ceer s et sece st eeeeeseeseeessarssest e sene s seeseesses
Spacify naturs of costs P
€ Type of contract: (1) |:| individual policies (2) I:l group deferred annuity
(3) [] other (specify) b
f  If contract purchased, in whola or in pari, o distribute benefits from a terminating plan, check here 14 [l
7 Contracts With Unallocated Funds (Do nat include portions of these contracts maintained in separate accmjnts)
a Typeofcontract (1) I] deposit administration (2) D immediate parilcipation guarantes
(3} |:| guaranteed investment (4) D other b
b Balance at the end of the ProVCUS YOI ......ovureeeceeeeeeeeeereenessessemmeessmesssessomsssmmsssssssmmmesssesneeeeeemsesseeeesesesesesssss s, | 7h
¢ Additions: (1) Contributions deposited during the year ... | 76(1)
(2) DIVIAENUS BN CIEUIS.1vvmrsrsieriticeeeeeeceeeeeevre s e seesessssesssosssessesessseesssn 7c{2)
{3) Interest credited during the Year ... csssscssrnnscenrscenneennine | 1CL3)
(4) Transferred from separate BCCOUNL.......c..cccrr e e seeeeeeessess s seeeesessens 7c{4)
(5) Other (specify balow) 7c(5)
b -

{B)Total additions

d Total of balance and additions (add lines 7b and 7c(8)).

€ Deductions:
(1) Disbursed from fund to pay banefits or purchase annuities during year 7e{1}
{2) Administration charge made DY CAITBL oo eeeeeessres e nersssssens Te(2)
{3) Transferred to separate account
{4) Other (specify below)
b

(5) Total deductions

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




Scheduls A (Form 5500) 2025 Page 4

"~ Part Il | Welfare Benefit Contract Information
... =] i more than one contract cavers the same group of amployees of the same employer{s) or members of the same employee organizations(s),
) " the information may be combined for reporting purposes if such contracis are experience-rated as a unit. Where contracts cover individual
{_employses, the entire group of such indlvidual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxas)

a D Health (other than dental or vision} b D Dental c @ Vision d |:| Life insurance
e D Temporary disabllity (accident and sickness) f D Long-term disabitity 1] D Supplemental unempioyment  h |:| Prescription drug
i D Stop loss (large deductible) | D HMOQ contract k D PPO contract 1|:| Indemnity contract

m |:| Other {specify) ¥

9 Experience-rated contracts: £
A Premiums: (1) AMOURL TECEIVEU .u...v.uiireverecmseeesssmeesecesssesseesresssesssesseesan 9a(1)
(2} Increase {decrease) in amount due but UNPAIL. ......ccveerreeeeee e 9a(2} —
(3} Increase {decrease) In unearned Premium rESEIVE .........veereeenreeres. 9a(3}) L
Y= T ) B ) 9a(4) 0
b Benefit charges (1) Claims PAIt.... .. eveo s reseeseessmeses s essessesssesen, 9b{1) o
(2) Increase (decrease) in ClaiMm TESBIVES .........coviveseeerensereeesesseesessenes 9b(2) B
() Incurred Glaims (BUG (1) BAT (2))eruuee ittt ieeeeeeesereeserssssesseesssesesmessssossesas vesssesetsseseseesesmeeeeeeeses s ses 9h{3) 0
{4) ClAIMS GREATGEH w.vviivesiercereeeseessrrr st e s 4 b sece eeseesseree e s e et et aees s ensesesesesssee et es e sseseoeseeneeeenes 9h{4)
€ Remainder of premium: (1) Retention charges {on an accrual basis) --
(A) COMMISSIONG crvvvrresririesnerieseemeneece e rssssersess s sesessressssessanes 9c{1)}{A}
(B) Administraiive service or 0ther feeS ... mmneeesssecssieeens 9e{1}(B)
(C} Other speclfic ACGUISTION GBS ovivvvmeeeeee e eersseerssses e seesennes 9c(1)(C)
(D2} OUNEE BXPENSES 1.vvvonsiessessssssscenssersssseseesseesseresssesesesresssssess s 9c{1)(D)
(E) TAXES ovcereocremrrestiss et vessia st s st cessssssmssassens s esntsasessasnnns 9c(1)(E)
{F) Charges for risks of 6ther CONtINGENGIES ... vewereeereeee s ereveserereesenes 9c{1)(F) S
{G) Other MtBmtioN CHAITOS ....vvve..evoeees e eere e essseesesessneseeeeessssssesseees 9c{1)(G) -
{H) Total retention 9c(1)(H) 0
{2) Dividends or refroactive rate refunds, {These amounts were D paid in cash, orD credited.) 9¢c(2)
d Status of policyholder reserves at and of year: (1) Amount held to provide benefiis after retirement............... 9d{1}
(2) ClaIM FESBIVES wuuviveiicses e ssseesesessar s st teas e ceseseesese s s esasee s essesseetoes s meesee e s e ees s eees e eeeeeeeeeeesess 9d(2}
(B) OHNBT PEEBIVES rvvv1.vieeeerer s ses s ssssease s enses bt bass et 8 s b eeeeesemere1a s vees s 2ot st st s s et eeeeeee e eeeses e eeens 9d{3)
@ Dividends or retroaciive rate refunds due. (Do not indlude amount entsred in line 9G{2).) vt 9e
10 Nonexperience-rated caniracts: C
a Total premiums or sUbSCHption Charges PAI L0 CAITIBr. ..........iweiveresremseeeerer oo errrsstssesseessseses e seesseees e eeeeee s 10a 6,838
b Ifthe catrier, service, or other organizaticn incurred any specific costs in connection with the acquisition or
retentlon of the contract or polisy, other than reported in Part I, line 2 above, raport amount........................... 10b
Specify hature of costs.
|- PartlvV .| Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A7............ D Yes |}_—<l No

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




SCHEDULE A Insurance Information

OMB No. 1210-0110
{(Form 5500)

Department of the Traasury This schedule is reguired to be filed under section 104 of the
Internal Revenue Servise Employee Retirement Income Security Act of 1974 (ERISA). 2025
Department of Labor .
Employee B:ﬁeaﬂt;ngzczrilyBAdmlnlstration » File as an attachment to Form 5500,

Panslon Beneft Guaranty Corporalion ¥ Insurance companies are regquirad to provide the information

- This Form is Open to Public
pursuant to ERISA section 103{a}{2),

Inspection
For calendar plan year 2025 or fiscal plan year baginning 01/01/2025 and ending 12/31/2025
A Nama of plan B Threedigit
FRM SOCKS LLC 125 BENEFITNESS PLAN _ plennumber®N) b | 502
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (EIN)
FRM_SOCKS, LLC ,. 61-1804624
_Part] | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide Information for each contract
o on a separate Schedule A. Individual confracts grouped as a unit in Parls Il and Il can be reported on & single Schedula A,

1 Coverage Information:

{a) Name of insurance carrier

SYMETRA LIFE INSURANCE COMPANY

: (e) Approximate number of Policy or contract year
El {c) NAIC (d)_ Contract or t
(b} EIN code identification numbser peg(s)ﬁgj gf‘ég::?ait ;’g :rOf {f} From () To
91-0742147 68608 01-020804~-00 5 01/01/2025 12/31/2025

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

{a) Total amount of commisstons paid () Total amaunt of fees paid

3,690 2,071

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

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

TRUENORTH COMPANIES 1.C
300 1sT ST SE

CEDAR RAPIDS IA 52401
(b) Arount of sales and base Fees and other commissions paid
commissions paid (¢} Amount {d} Purpose (e} Organization code
FEES
3,650 2,071 3

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

{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code
For Paperwork Reduction Act Notice, sae the Instructions for Form 5500, Schedule A {Form 5500) 2025

v, 250312
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{a} Name and address of the agent, broker, or other person to whom commissions or fees wara paid

Fees and other commissions pald . {e}
(b} Amount of sales and hase Organization
commissions pald {¢) Amount {d) Purpose code

(a) Name and address of the agent, broker, ot other person to wham cemmissions or fees were paid

Fees and other commissions paid {e)
{k) Arnount of sales and bass Organizaticn
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 pald (e)
{b) Amount of sales and base Organization
commissicns paid () Amount {d} Purpose code

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

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

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

Fees and other commisslons paid {e)
{b} Amecunt of sales and base Crganization
commissions paid {c) Amount (d) Purpose codo




Schedule A {Form 5500) 2025 Page 3

Partll | Investment and Annuity Contract Information

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

: this report,
4 Current value of plan’s interest under this coniract in the general account at year end .. 4
5 Current value of plan's interest under this coniract in separate accounts af year end 5
6 Contracts With Allocated Funds:
a State the basls of premium rates b
B Premiums Dait t0 CAMISE ... wsecmeeesereseeseeereeeeeseeeessseseesesessssorss sttt seeeeeeeese e 6b
€ Premiums due but unpaid at the end of the year 6¢
d Ifthe carrfer, servics, ar other organization incurred any specific costs In connsction with the acquisition or 6d
retention of the contract ar POlicy, BNIEI AMOUNL. ... st eeaeeere e se et eseseesssssessssesse s sossseeesssesssoneses
Specify nature of costs P
€ Type of contract: (1) D individual policies (2} D group deferred annuity
(3} |:| other (specify) P
f I contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract, (1) [] deposit administration {2) [I immediate participation guarantee
3] EI guarantead investment (4) |:| other b
b Balance at the end of the previous year . 7b 0
€ Additions: {1) Contribulions deposited during the year :
(2) Dividends and credits ..o
(3) Interest credited during the year
(4) Transferred fromM SEPAFAtE ACCOUNL ... ... eve.veesrsseessveeesesesessessssseseesss oo 7ci{4)
{5) Other (specify BEIOW) uvvssie oo,
»
(8)Total additions 0
d Total of balance and additions (add lines 7h and 7e(8)). 0
€ Deductions: R
{1} Disbursed from fund to pay benefils or purchase annulties during year 7e{1)
(2) Administration charge MAade BY CAITIBN et iecerersreesseeseerssesssessseses Te{2)
(3) Transferred to separate account
(4) Othor (SPECITY DEIOW) ......coviiiee et s sreeesees e eeessesetresereens s e
4
(5) TOtal dBAUBHONS ..rvv.cressceeeeene et s asassssss ettt seeeeeeeeees s seseesanes 0

f

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

S If more than one contract covers the same group of employees of the same employer(s} or members of the same employee organizations(s),
the information may be combined for reporting purposss 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 treatad as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental o7 vision) b |:| Dental ¢ |:| Vision d E Life insurance
e |:| Temporary disability (accident and sickness)  f [¢| Long-term disabifity g D Supplemantai unemployment  h D Prescription drug
i D Stop loss (large deductibis) i |:| HMO contract kD PPO confract ID Indemnity contract

m [¥] Other (specify) PADSD, (W/ EMPLOYEE ASSISTANCE PROGRAM)

9 Experience-rated contracts:
a Premiums: (T) AMOUNT FECBIVEL ...virrrireesssrerssississiececsrseessssessssesessnsssne 9a(1)
(2) Increase (decrease} In amount due but UNPAIG. ....ceeevveeeeeeeeeeeseee s %a(2)
(3) Increase (decrease) in unearned premium reserve ... %a(3) . L L
(4) EBMNEM ({1) + (2) = (8)).11rrrrmrussersssessssseesessscssssssarssassssssssssseeee et o sgeser et eeesessssesesssmeeesssssosn | 9a(4) _ 0
b Benefit charges (1) Claims PaIt.........c..eeessooseemessessoeesessesss oo eoeeeoese oo, ob{1) ToE e T
(2) Increase (decrease) In Claim rESBIVES ... .coeev v ressesveesessssnn e . 9b(2) R ) e .
(3} Incurred claims (A0 (1) BN {2)). ...vurrrermrerinresisnssseesesoseressoeessees s sesseseesessesssessesssssseessssssssoesstenesee e ee s 9h(3) 0
{4) CIAIMS CRAIGAM ..\..pvesivusceereessrescesessseesieeesrs s bass esssiesssssesaees s e mee e ees e e et e e e oo ee et eeeseeees s s e 9b{4)
€ Remainder of premium: (1) Retention charges (on an accrual basis} -
{A) COMIMISSIONS wv.vy1iaisiesiesesssieseesteneseee e senenteseesem sttt e eeee e eroees 9¢(1)(A)
(B) Administrative ervica or 0ther FEES ......oimevveerieisesssessseeeeeoins 9c(1)(B)
(C) Other specific aCAUISIION GOSES vwvverrrrieeeeeeeeresrersssesesesessessenses gc{1)(C)
(D) Other SXPENEES w...reeeeerrrssrsrssessissssessss et ee e sseresseseseessssssie e gc(1)(D)
(E) TAXES vuuvvveessivsseneseeeesesaesasrsesessseasssesssessemseesssssemsssssssssssssssesssoseseeene 9c{1KE)
(F) Charges for risks or Other ConNGENGIBS...couv...rvveeee e seessns 9c{1)}{F)
(G) Other retention charges.............eeeeveisnene e . 1 9c{1){G) R R
{H) TOMAI FREOMUON covvevvss s ss s sssssetase e s mene e s e s e s est et eeeeeeeen { 9c(1){H)} 0
{2} Dividends or refroactive rate refunds. (These amounts were D paid in cash, orD credited.) e, 9c(2)
d  Stalus of poticyholdar reserves at end of year: (1) Amount held to provida benefits after retirement ............... 9d{1)
(2) ClAIM FESRIVES -....cvvuurissiasissiie s s sessess s seessbassss sass s 055 ese e see oSt eeee s e e eeee st s ee et eeeee s eeesene 9d(2}
(B) ONOE TESOIVOS . ceeiseveereeetrsetser s enseesssarins st sseseesss s svassass b e b et ee et e et b2+ et e 1St eeee e e ee st eeeemee s s o 8d(3}
e Dividends or refroactive rate refunds due. (Do not include amount entered in line 8C{2).) e, e
10 Nonexpetience-rated contracts: L ) Sl
a Total premitms or subscription Gharges Pait 10 CAIMTIET ... eresseeessesesseses st e eeoeeeseeeee e 10a 37,163
b Ifthe carrior, setvice, or other organization incuired any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount.......ccoveeeveeeennes 10b

Specify nature of costs.

[ Part iV | Provision of Information

11 _Did the insurance company fail to provide any information necessary to complete Schedule A7............. D Yes No
12 If the answer to line 11 is “Yes,” specify the Information not provided. P
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Department of the Treasury
Internal Revanue Seivice

Dapartment of Labor
Employes Beneflts Seaurlly Adminlatration

Pansioh Benefit Guaranty Corporatien

Insurance Information

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

P File as an attachment to Form 5500,

b Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

2025

This Form is Open to Public

Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 andending 12/31/2025
A Name of plan B Three-digit
FRM SOCKS LLC 125 BENEFITNESS PLAN __plan number (PN) 2 502
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
FRM SGCKS, LLC 61-1804624
. Partl. | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
L on a separate Schedule A. Individual contracts grouped as a unit in Parts || and H] can be reporied on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

SYMETRA LIFE INSURANCE COMPANY

(e} Approximate number of Policy or centract year
E {e) NAIC . (d,‘! ‘Contract or
(b) EIN code identification number pe;ﬁﬁg; g? :;'z::?rdaif 32;01‘ {f) From (o) To
91~0742147 68608 12787C00 77 01/01/2025 12/31/2025

2 Insurance fee and commissicn informatien. Enter the total fess and total commissions paid. Listinline 3 the agents, brokers, and other persons In

descanding ordar of the amount paid.

{a} Total amount of commissions paid

(b} Total amount of fees paid

1,813

460

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

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

TRUENORTH COMPANIES LC
500 18T ST SE

CEDAR RAPIDS IA 52401
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c¢) Amount (d) Purpose (e) Organization code

1,813

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

TRUENORTH CCOMPANIES LC
PO BOX 1863

CEDAR RAPIDS

IA b52406-1863

(b) Amount of sales and base

Faes and other commissions paid

commissicns paid

{e) Amount {d} Purposs

(e} Organization cods

0

460

SELECT BENEFITS VOLUME BONUS

3

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

Schedule A {Form 5500} 2025
v, 250312
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Paga 2 —

(a) Name and address of the agsni, broket, or othet persen to whom commissions or fees were paid

Fees and othar commissicns pald (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
{a} Name and address of the ageni, broker, ot other person to whom commissions or fees were paid
Fees and other commissions pald (e}
{b} Amount of salas and base Organization
commissions pald {¢} Amount {d) Purpose code :
|
{a) Name and address of the agent, broker, or ather person to whom commissions or fees were paid :
Fees and other commissions paid {e) !
{b) Amount of sales and base Crganization
commissions paid (¢) Amount {d) Purpose code
(a) Name and address of the agenl, broker, or other parson to whom commissions or fees were paid
Fees and ather commissicns 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 basa Organization

commigsions paid

(g} Amount _

(d} Purpose

code
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~Partll'-| Investment and Annuity Contract Information

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

4 Current value of plar’s interest under this contract in the general account at year end 4
§ Current value of plan’s interest under this contract in separate accounts at Year 8Nd........vvececniinien e ceccesseseens 5
6 Confracts With Allocated Funds:
a State the basis of premium rates P
B PrOmMIUMS PRIT 10 CAIHIEE e sissssuamsussiossesssssessiesesseseeseeseesenes eresesessessseeessssssseseeeeesssseseessesessmmssseseeseeeeeeeeseoes s 6h
G Promiums due but Unpaid 8t the @nd O e VBN .......ceeerreesieseserseeressressesessemsssessssssssssses s eeeeeeeeeeeeeeesseeess s 6c
d  Ifthe carrer, service, or other organization incurred any spacific costs in connection with the acquisition or 6d
retention of the contract or POIICY, BNEEF BMOUNL. .......covrrirmiie et ene e se s sssest s eneseeseesnseasssten s
Specify nature of costs b
& Typeof contract: (1) |:| individual policles (2) |:| group deferred annuity
(3) |:| other (specify] P
f  If contract purchased, in whole orin part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds {De not Include portions of these contracts maintained In separate accounts)
a Type of contract: m D deposit administration (2) |:| immediate participation guarantee
{3) D guaranteed investment (4) D other b
b Balance at the nd 0f the ProVIOUS YBAI ...............ciecessssssssssssssssssssssssceeesssesesssesseressessseeseesesssasmsssesesseseeeree L b 0
€ Additions: (1) Contributions deposited during the Year ... eeeevceeseninnne, 7e(1)
(2) Dividends and cradits..........omvvoeeeenre e eeeesseseenes
(3} Interest credited during the year
{4} Transferred from SEPAFALE BACCOURL.....ciiriseeeeeereeeeesrerseeseseseseseesesesssesses 7c(d)
{5) Other (SPECIHY BEIOW) cvvvuueviearseieessieereesseesessesssesssssssesses sesesseesesseseseeees 7¢(5)
b T
(B)TOMEI @OAIIONS ...vsieversirssresarie e eeerc et e cenes e cerseasssee b s s s s semaseon 0
d Total of balance and additions {acd lines 7b and Te(8)). 0

€ Deductions:
(1) Disbursed from fund to pay banefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4} Other (speclfy below)
»

(5) Total deductions

f Balancs at the end of the current vear (subtract line 7e{5) from line 7d)
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“Part lll--| Welfare Benefit Contract Information

S -7 K mare than one eontract 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 purposss If such contracts are axperienca-rated as a unit. Where contracts cover individual
employees, the entire group of such individual coniracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (chesk all applicable boxes)

a Heatth (other than dental or vision) b D Deantal [ D Vision d D Life insurance
e D Temporary disabllity {accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescriptien drug
i D Stop loss {large deductibla) i |:| HMO contract k[l PPC contract I|:| Indemnity coniract

m [x] Other (specify) PACCIDENT, CRITICAL ILLNESS, HOSPITAL INDEMNITY

9 Experlence-rated contracts:

A Pramiums: (1) AMOUNE FECBIVEU ...ovr o veveeme v s enes %a(1)
(2} Increase {decrease) in amount due but URPaId. ........c..ovveceerreveenns 9a{2)
(8} Increase {decrease) in unearned premium reserve ... . 9a(3) el S
{4) EAned (1) + (2) = (3errsoreeeeeeemreessessesessseessssreesees S | 9a(4) 0
b Benefit charges (1) ClAIMS PAI......oooooveeeeeeesssesecoaerseseeessessressesssssoss oo ob({1) L Lo
(2) Increase (decreasa) in Claim rBSBIVES ... eeee s seree e Sh(2} D L
{3) Incurrad Claims (A0 {1) ARG (2] errr v ees st e seseesssesessessessseseesesseseessovsssss st s eesessesees s seess 9h(3) 0
{2) ClalMS GhATGE .uiiusieevcereere et sesss eebt s eee e e eseresaeessssese s en et seeane e e eeessses e ssesoeessbaeseteseeeeed 9b{4)
€ Remainder of premium: {1) Retention charges (on ah accrual basis) -
(A) COMMISSIONS wvviiresreneceeeinarinrss s s sss sesss s et eeserenesenres c{1}{A)
(B) Administrative service or other fE8S v creie e eeeseeeens 9c({1}B)
(C} Cther specific aCQUISITON COSES ....v..cceeee v s e vsesreseees 9c{1){C)
(D) ONEE BXPOISES 11veersesesecsesenssesssssescmeseesseteesrestsesssssssssessseesesseesns 9c{1)}{D)
() TAXES ..ooooerveurssssessssssssasassssssassssomsassasmsssnsssssns s smesssssssssssssseseons 9c(1)(E)
(F) Charges for risks or other contingenGIeS . ... .o sosss e 9c{1)(F}
(G) Other retention CHargeSs ... s st seee e eessaessreraens 9c(1){G}) L
(H) Total retention 9c(1)}{H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.} 9¢c(2)
d Sstatus of polleyholder reservas at end of year: {1) Amount hald to pravide benefits aftar ratirement................ 9d(1)
(2} ClEIM FEBRIVES wiiii e eereriiresiascesessssssssssssesesssseaeses esseseeenseseassatesessesstessesseseseeseeeeeeeeeeessseees . 8d(2)
(3) COHNBI FOBBIVES ...ttt st b s s e seeeeese e eee e s re e mme e e e e bbb - 8d(3)
e Dividends or retroaciive rats refunds due. (Do not Include amount entered in line 9e{2).) e, 9e
10 Nonexperience-rated contracts: = Tl T
a Total premiums or SUBSCTIPHION CHAIGES PAIG L0 CAITIBN cuerivesrsesssieters e eerresssessstensssseessesesssstssmeeseeeeeeseeesoeseens 10a 6,602
b Ifthe carvier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, ather than reported in Part 1, line 2 above, report aMmaunL ..........veoevessionn, 10b

Specify nature of costs,

| -PartIV. | Provision of Information

11 Did the insurance company fail fo provide any information necessary to complete Schedule A7 ... D Yes No
12 ifthe answer to line 11 is “Yes," specify the Information not provided. P




