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

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepa"’gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁ{;fr;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 10/01/2024 and ending  09/30/2025
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

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

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
PROBABLYMONSTERS INC. HEALTH AND WELFARE BENEFITS

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
10/01/2017

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) 81-1839023

PROBABLYMONSTERS INC.

15800 SE EASTGATE WAY
BELLEVUE, WA 98004-1444

2C Plan Sponsor’s telephone
number
425-777-0169

2d Business code (see
instructions)
511210

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. 03/17/2026 SHANNON ARMSTRONG
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 288
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the plan year ... 6a(1) 288
a(2) Total number of active participants at the end of the plan year ... 63_(2) 169
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 11
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 180
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4D
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) D Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 D A (Insurance Information) — Number Attached _ ©
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)



Form 5500 (2024) Page 3

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

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

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

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

Receipt Confirmation Code




OMB Nos. 1210-0110
Form 5500 Annual Return/Report of Employee Be leﬁt. Plan s, 12108110
This form is required to be filed for employee benefit plans undpr sections 104
Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1474 (ERISA) ang
lnfemal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Codgf(the Code). 202 4
Dmﬂ"ﬂa:m of Lg‘”f - » Complete all entries in accordance with
Emmoﬁmin;ah_gzonecmw the instructions to the Form 5500.
Pension Benefit Guaranty Carporation Th{s Form is Open to Public
Inspection
L_Part| | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 10/01/2024 ang ending  09/30/2025
A This retum/report is for- I:I a multiemployer plan D a multiple-employer p!alL(Filers checking this box mist provide participating
P ’ employer information in fccordance with the form fin tructions.)
EI a single-employer plan I] a DFE (specify)

B This return/report is: [] the first return/report [] the final return/report
|:| an amended return/report

D a short plan year return/feport (less than 12 months)
C Ifthe planis a collectively-bargained plan, check here

D Check box if filing under: D Form 5558 D automatic extension D the DFVC program
|:| special extension (enter description)
E Ifthisis a retroactively adopted plan permitted by SECURE Act section 201, check here

L Part i [ Basic Plan Information—enter ai requested information
1a Name of plan

PROBABLYMONSTERS INC. HEALTH AND WELFARE BENEFITS

1b [Three-digit plan 1
number (PN) » 50

1¢ [Effective date of plan

10/01/2017
2a Plan sponsor's name (employer, if for a single-employer plan) 2B Employer Identification
Mailing address (include room, apt., suite no. and street, or P.0Q. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 811839023
ProbablyMonsters Inc, 2d Plan Sponsor’s telephone
umber
II 425-777-0169
15800 SE Eastgate Way, Bellevue, WA, 98004-1444, USA

2d Business code (see
nstructions)
611210

Caution: A penalty for(e:iate or incomplete filing of this returnireport will be assessed unless rea

Jonable cause |s establishbd.
Under penalties of pefjury4nd other penalties set forth in the instructions, | declare that | have examined tlts returmreportiincluding adcompanying schedules,
statements and atjdchpants, as

well as the ele;l?onic version of this retum/report, and to the best of my krowledge and belief, it is tiud, correct, and complete.
teng b [ Jersirm ,.; 2albrry— Hefrons J{/ YA TN~
lE( ,‘.‘v{/gnature of plan administrator Date Enter nanfe of individual signing as pl3n administrator ’
SIGN
HERE
Signature of employer/plan sponsor Date Enter nanfe of individual signing as prployer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter namg of individual s ning as DAE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator's EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 288
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the plan year .............c..ccccooiiiiiiiic e 6a(1) 288
a(2) Total number of active participants at the end of the plan year ... 63_(2) 169
b Retired or separated participants receiving benefits...........cooiiiiiiiiii 6b 11
C Other retired or separated participants entitled to future benefits ... 6C 0
d Subtotal. Add e BA(2), BB, NG BC...........cveeieeeeeeeeee ettt et e et ee et n s 6d 180
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .................ccocoii 6e
f Total. Add INES B BNA BE. ..........e.ieieeeceetiteteieieieiee ettt ettt ettt e s et s s s ssee e es s et e s esese bbb s s e ses s s s e s eseses s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y ) ST UPPPRRT g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y o ) PRSP UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ..eeeeieititititetet ettt ettt sttt ettt st e s sttt st et es et et st eheh et e bbbt s s e aes s bbbt es et e e cecaebesesnans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4D
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 |—>|< General assets of the sponsor 4) Pf General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 D A (Insurance Information) — Number Attached __ O
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)

® (]

MEP (Multiple-Employer Retirement Plan Information)



Form 5500 (2024) Page 3

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

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

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

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

Receipt Confirmation Code




MarshMcLennan
Agency

Authorization to Ele ttronically Sign and File Health and Welfare Form
5500
I herebylatithorize Marsh Mclennan Agency, LLC Company (“MMA”) to electronically sign and

submit to the Department of labor (DOL) the Form 5500 annual report for the plan year(s) listed
below.

I understand that in granting this authority that:

w

the Plan Administrgtor/Plan Sponsor, | have the final responsibility for the Form 5500
nd

e ihorder for MMA to emtronically submit the filing, | must sign and date Page 1 of the Form
D0 and provide to Athe signed 5500 (first 3 pages only). This signed copy is required

the Department ofLabor (DOL) rules and will be attached to the Form 5500 submission
Wwhen transmitted;

° image of my inke:Lignatura, as itappears on Page 1 of the scanned Form 5500, will be

included with the completed Form 5500 and posted by the DOL on the Internet for public
sclosure}

e Ipnderstand that | do Bave the option to obtain signing credentials and to directly submit
Form 5500 annual}eport to the DOL electronically.

List keep a signed ppper copy of the completed Form 5500 in my files.

A will retain a copyjof this written authorization in its records;

A will nptify the indjvidual signing below as plan administrator about any inquires and
rmation it receivesffrom the EFAST2, DOL, or IRS regarding this annual return/report;

A shall hot be deel-Ied an administrator, plan sponsor or other fiduciary with respect to
plan salely on accqunt of the services performed under this authorization.

ature balow, | am adknowledging that | understand the above and that | may revoke or
thorizatipn at any tifhe by written notification to MMA.

Companw Name: Pmb l’\ “/\W\SW

Plan Year|(select one}:E 20:l ;r DAmended Returns
Delinfyent Filing (DFVC)

Plan Adm|n|strator[Name (ple

Hity: S‘(\&nnm Av P STYINY
-
Lo /ﬂ.(jmfﬁé@ o

Plan Adm|n|strator Signature:

Date: Z T - *?/02’(” 4

This document if nét intended tb be taken as advick regarding any individual situation and should not b
obligation to updpte] this publication and shall have fio liability to you or any other party arising out of thi
actuarial, tax, ackounting or legal matters are basel solely on our experience as consultants and are n
you should consgit your own professional advisors) Any modeling analytics or projections are subject to inherent uncertainty and the analysis could be materially affected if any
underiying assurfiptlons, conditions, information or factors are inaccurate or incomplete or should change. Capyright © 2024 Marsh McLennan Agency, LLC. All rights reserved.
CA Insurance Lid: 0H18131. MarshMMA.com

e relied upon as such. Marsh & McLennan Agency, LLC shall have no
s publication or any matter contained herein. Any statements concerning
ot to be relied upon as actuarial, accounting, tax or legal advice, for which

A business offMarsh McLgnnan N ; i
Marsh & McLenhah Agency L|.C Your future is limitless.




