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 09/01/2024 and ending  08/31/2025
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 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
RAMPART/WURTH HOLDING, INC. HEALTH & WELFARE PLAN

1b Three-digit plan
number (PN) » 502

1c Effective date of plan
12/01/2010

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) 74-2530031

RAMPART/WURTH HOLDING, INC.

5557 CANAL BLVD.
NEW ORLEANS, LA 70124

2C Plan Sponsor’s telephone
number
504-866-7000

2d Business code (see
instructions)
531310

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. 03/23/2026 DIONNE SCHLORFF
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 197
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) 197
a(2) Total number of active participants at the end of the plan year ... 63_(2) 241
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 241
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __’
actuary 4) @ C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 09/01/2024 and ending  08/31/2025
A Name of plan B Three-digit
RAMPART/WURTH HOLDING, INC. HEALTH & WELFARE PLAN plan number (PN) > 502

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

RAMPART/WURTH HOLDING, INC.

74-2530031

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

STARMOUNT LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
72-0977315 68985 709778 156 09/01/2024 08/31/2025

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

ANTHONY J ALFORD INS CORP

1217 MUSEUM DRIVE
HOUMA, LA 70360

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

8461

0 | ADDITIONAL COMPENSATION

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b B] Dental c @ Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMEA (1) # (2) = (3)) covvreveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeseee e eeeeeeeeeeeee e eeseee et ettt et et etes et eeseeas | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 77634
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 I, line 2 above, report amount. ......................... 10b 7477

Specify nature of costs.
UNPAID PREMIUMS AS OF THE END OF THE PLAN YEAR

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 09/01/2024 and ending  08/31/2025
A Name of plan B Three-digit

RAMPART/WURTH HOLDING, INC. HEALTH & WELFARE PLAN

plan number (PN) 4 502

C Plan sponsor’s name as shown on line 2a of Form 5500
RAMPART/WURTH HOLDING, INC.

D Employer Identification Number (EIN)
74-2530031

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
BLUE CROSS AND BLUESHIELD OF LOUISIANA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
23-7384555 81200 78921ERC 109 09/01/2024 08/31/2025

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

26475 15212
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
ANTHONY J ALFORD INS CORP 1217 MUSEUM DRIVE
HOUMA, LA 70360
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
26475 15212 | INDIRECT COMPENSATION 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 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) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h @ Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 691340
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(4) EAMEA (1) # (2) = (3)) +ervrereeeeeeeeeeeeeeeeeeeeeeeeeseeseeseeeeeeeeeeeeeeee e e e ee s sssestesteseeseaseassessessess s ssesssesessseeseens | 9a4) 691340
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 623369
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 260860
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 884229
(4) ClaiMS CAIGEA ...t e et 9b(4) 884229
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 104880
(C) Other specific acquisition costs .| 9c(1)(C)
(D) OtNEI EXPENSES .....eoveveeeeeeeeeeeeeeeeeee et eeee e 9¢c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention ChAIGES .........o.vveieeeeeeeeeeeeeeeeeeeeee e 9¢c(1)(G)
(HY TOUAI FEEEMEON. ....c.vvte ettt ettt s s s s b st es s sesenes 9c(H)(H) 104880
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ......vvvteeisii ettt ettt ettt sttt ettt s bbb s e se s bbb e b et e et es bbb e se et b e b e st es e e e s s s esenens 9d(2) 295756
(B) OFNEI FESEIVES .......ceceeeeieeteiete ettt ettt ea ettt sttt a e s s e st et et s s s sa s e s et ettt e s s nenananas 9d(3) -324243
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 0
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 09/01/2024 and ending  08/31/2025
A Name of plan B Three-digit
RAMPART/WURTH HOLDING, INC. HEALTH & WELFARE PLAN plan number (PN) > 502

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

RAMPART/WURTH HOLDING, INC.

74-2530031

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
35-0472300 65676 LIFE-0000073031 241 09/01/2024 08/31/2025

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

1754

215

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

ANTHONY J ALFORD INS CORP

PO

BOX 910

HOUMA, LA 70361

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1754

215

BROKER BONUS

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) P TERM LIFE

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

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 7017
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 09/01/2024 and ending  08/31/2025
A Name of plan B Three-digit
RAMPART/WURTH HOLDING, INC. HEALTH & WELFARE PLAN plan number (PN) > 502

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

RAMPART/WURTH HOLDING, INC.

74-2530031

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
35-0472300 65676 LTD-0000073029 221 09/01/2024 08/31/2025

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

11779

1509

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

ANTHONY J ALFORD INS CORP

PO

BOX 910

HOUMA, LA 70361

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

11779

1509

BROKER BONUS

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 47116
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 09/01/2024 and ending  08/31/2025
A Name of plan B Three-digit
RAMPART/WURTH HOLDING, INC. HEALTH & WELFARE PLAN plan number (PN) > 502

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

RAMPART/WURTH HOLDING, INC.

74-2530031

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
35-0472300 65676 STD-0000073030 220 09/01/2024 08/31/2025

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

9833

1265

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

ANTHONY J ALFORD INS CORP

PO

BOX 910

HOUMA, LA 70361

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

9833

1265

BROKER BONUS

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 39332
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 09/01/2024 and ending  08/31/2025
A Name of plan B Three-digit

RAMPART/WURTH HOLDING, INC. HEALTH & WELFARE PLAN

plan number (PN) 4 502

C Plan sponsor’s name as shown on line 2a of Form 5500
RAMPART/WURTH HOLDING, INC.

D Employer Identification Number (EIN)
74-2530031

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
UNUM INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
04-2381280 67601 709776 71 09/01/2024 08/31/2025

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

6045 284
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
ANTHONY J ALFORD INS CORP 1217 MUSEUM DRIVE
HOUMA, LA 70360
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
6045 284 | ADDITIONAL 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 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) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) P ACCIDENT

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

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMEA (1) # (2) = (3)) covvreveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeseee e eeeeeeeeeeeee e eeseee et ettt et et etes et eeseeas | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 9502
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 I, line 2 above, report amount. ......................... 10b 1027

Specify nature of costs.
UNPAID PREMIUMS AS OF THE END OF THE PLAN YEAR

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 09/01/2024 and ending  08/31/2025
A Name of plan B Three-digit

RAMPART/WURTH HOLDING, INC. HEALTH & WELFARE PLAN

plan number (PN) 4 502

C Plan sponsor’s name as shown on line 2a of Form 5500
RAMPART/WURTH HOLDING, INC.

D Employer Identification Number (EIN)
74-2530031

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
UNUM INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
04-2381280 67601 709777 59 09/01/2024 08/31/2025

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

6421 240
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
ANTHONY J ALFORD INS CORP 1217 MUSEUM DRIVE
HOUMA, LA 70360
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
6421 240 | ADDITIONAL 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 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) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X Other (specify) » CRITICAL ILLNESS

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMEA (1) # (2) = (3)) covvreveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeseee e eeeeeeeeeeeee e eeseee et ettt et et etes et eeseeas | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 11113
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 I, line 2 above, report amount. ......................... 10b 1163

Specify nature of costs.
UNPAID PREMIUMS AS OF THE END OF THE PLAN YEAR

Part IV Provision of Information

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

D Yes

BNO

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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁtrsnggczrityaAg:ninis\ra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2024 or fiscal plan year beginning 09/01/2024 and ending  08/31/2025
A Name of plan B Three-digit
RAMPART/WURTH HOLDING, INC. HEALTH & WELFARE PLAN plan number (PN) > 502
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RAMPART/WURTH HOLDING, INC. 74-2530031

Part | | Service Provider Information (see instructions)

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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




Schedule C (Form 5500) 2024

Page3-[ 1 |

2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

INTERFLEX PAYMENTS LLC

(€)

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

®)

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

(9)

Enter total indirect

(h)

Did the service

compensation received by

service provider excluding
eligible indirect

provider give you a
formula instead of
an amount or

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

estimated amount?

Yes D No E

Yes D No D

Yes D No D

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

(h)

compensation? (sources

(e)
Did service provider
receive indirect

other than plan or plan
sponsor)

()

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

(9)

Enter total indirect
compensation received by
service provider excluding

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

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

Yes D No D

Yes D No D

Yes D No D

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

27-2256926
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
13 CONTRACT 1863
ADMIN
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid

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

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

(e)
Did service provider
receive indirect

other than plan or plan
sponsor)

compensation? (sources

(f)
Did indirect compensation
include eligible indirect

plan received the required
disclosures?

compensation, for which the

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

(). If none, enter -0-.

compensation for which you
answered “Yes” to element

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D
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Part | | Service Provider Information (continued)

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

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
nter name an address) of source of indirect compensation escribe the indirect compensation, including any
d) Ent d EIN (add f f indirect ti e) D ibe the indirect tion, includi

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.




Schedule C (Form 5500) 2024
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210.0110
This form is required to be filed for employee benefit plans under sections 104
Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
Em"lgpggfggggg:s'-gm » Complete all entries in accordance with
Py it 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  09/01/2024 andending  08/31/2025
A This retum/report s 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 retum/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year retum/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, CRECK REIE. . ... ... uvt ettt ettt e e e e > D
D Check box if filing under: |:| Form 5558 D automatic extension D the DFVC program
|:| special extension (enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here. .. .............covvuennn.. » D
I Part il I Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
Rampart/Wurth Holding, Inc. Health & Welfare Plan number (PN) » | 502
1c Effective date of plan
12/01/2010
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.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 74-2530031
Rampart/Wurth Holding, Inc. 2¢ Plan Sponsor’s telephone
number
504-866-7000
5557 Canal Blvd. 2d Business code (see
instructions)
531310
New Orleans LA 70124

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.

h
SieN \\m\m, ;A\&)&K\ Dionne Schlorff
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2024)

v. 240311
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3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN

3¢ Administrator’s telephone
number

4  Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, [4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report:

a Sponsor's name 4d PN
C Plan Name
$§ Total number of participants at the beginning of the plan year 5 | 197

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 ..ot ssssians 6a(1) 197
a(2) Total number of active participants at the end 0f the Plan YEar ...t ssssessssssssnes 6a(2) 241
b Retired or separated participants receiving benefits........... ereereeeeerresaesrrerreraeerte sy s ssenasertssane 6b 0
c Other retired or separated participants entitled to future benefits............ovviiiicciiccic e 6¢c 0
d Subtotal. Add lines 6a(2), 6b, and 6C. ..........cceceveeverrerrerernrierenennne 6d 241
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... 6e
f Total. Add lines 6d and 6e. ............c.ccoceeurereecrcereececeecaenee et erei bttt b s b s s be bttt b ba s bt et R bR e st rereran 6f

(1) Number of participants with account balances as of the beglnnmg of the plan year (only defined contribution plans 6g(1)
9 COMPIELE TS IHBIM) .. .covieieririirinierieetetreererertestetesestee et sttt et er s seese b s st e b e e et e b st e bebesbesbnsbsbnerneansnnes g

(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
GUZ) COMPIELE OIS HEM) .vvvvveeeeeveeererreeessssememesemeeessssseeeeessesesseseseeereesesssesseeeseseessssssseesesssssssssesseseressssssmessesesressssessseessesssssone 6g(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were

18SS than 100% VESIEA .......uiueiieieciecin ettt sisssssescussass st s sissosss s ebsasesasst s siss s st es 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7

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

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 4Q

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check ail that apply)
1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
4) General assets of the sponsor 4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where Indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1 [] R (Retirement Plan Information) 1) [] H (Financial Information)
2 I (Financial Information — Small Plan
(2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money @ D (i rmat ‘n ) 7
Purchase Plan Actuarial Information) - signed by the plan (3) @ A (Insurance Information) — Number Attached _ 7 __
actuary @ [ c (Service Provider Information)
{3) D SB (Single-Employer Defined Benefit Plan Actuarial 5 D (DFE/Parti .
articipating Plan Information
Information) - signed by the plan actuary ®) D ( cipaling )
4) [l DCG (Individual Pian Information) — Number Attached (6) D G (Financial Transaction Schedules)

(5) |:| MEP (Multiple-Employer Retirement Plan Information)



Form 5500 (2024) Page 3

| Part Il 1 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) ceoonrereercreeneeereens s ] 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 I:] No

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

Receipt Confirmation Code




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor
Employee Borehts Seturihy Administreion D File as an attachment to Form 5500,
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form Is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  09/01/2024 and ending 08/31/2025
A Name of plan B Three-digit
Rampart/Wurth Holding, Inc. Health & Welfare Plan plan number (PN) » 502

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

Rampart/Wurth Holding, Inc.

D Employer Identification Number (EIN)

74-2530031

Partl| 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 lll ¢can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

Starmount Life Insurance Company

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN A S persons covered at end of
code identification number policy or contract year (f) From (g) To
72-0977315 68985 709778 09/01/2024 08/31/2025

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

8,461 0
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
Anthony J Alford Ins Corp
1217 Museum Drive
Houma LA 70360
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization ccde
additional compensation
8,461 0 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 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 §500) 2024
v. 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid () Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each camier 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 @t YEAr Nd .............o.oveeeeeverereeerereereeneens 4
§ Current value of plan’s interest under this contract in separate accounts at year end...................ceeeevuveeeevereerererennens 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates )
D Premilms Paid 10 CAITET ........c.ooveeeeererece et sessssesi st sbss s ssessass s s st ess st s essesesssssass st ss s ssesstassens 6b
C  Premiums due but unpaid at the end 0f the YEEN ...ttt ress s sessssbesssssrasasssaos 6¢
d Ifthe carrier, service, or other organization incurred any specific costs in oonnectlon with the acquisition or 6d
retention of the contract or policy, enter amount. ........................ et reeeet et sesaesseeree s nert s eaes ennenr st saases
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 > 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 (7)) D other P
b Balance at the end of the previous year.................ooueeeeeveenerireerns eteveseesestnsrestsrstasenesastasassrsas [ 7b 0
C  Additions: (1) Contributions deposited dunng the YE&F ..ot rereseresnannes 7¢c{1)
(2) Dividends and CreditS........cc.vuveeeeeieenrerrrsnnsesieesesseesnssesssnessssesnss 7¢(2)
(3) Interest credited QUANG the YEAr .......c...evvverisieerreeremsseensseersseesssnneeeens |_LC{3)
(4) Transferred from separate account . 7c(4)
(5) Other (SPECHfY DEIOW) ........cecrvuerevererisiesessraneses s ssesssss st ssssesnesns 7¢(5)
>
(B)TOLAI BUUIIONS .........ooovrsreesssss s ssssse e 7¢(6) 0
d Total of balance and additions (add lines 7b and 7¢(6)). et sa s ebees . .| 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year | 7e(1)
(2) Administration charge made by carrier o | Te(2)
(3) Transferred to separate account................. eetteeeeseser st resanaensanen 7¢(3)
{4) Other (specify below) .......c..ccoerrereeerenen. . .. | 7e(4)
»
(5) Total deUCHONS..........oovvrerirerericnsrrsnsesssenesesessaseesessesresessesessesesens . 7¢e(5) 0
f Balance at the end of the current year (subtract lme 7e(5) from line 7d) ........ | 7f 0
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Part Il

Welfare Benefit Contract Information
If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual

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

8 Benefit and contract type (check all applicable boxes)

a I:l Health (other than dental or vision) b @ Dental c EI Vision d |:| Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g |:| Supplemental unemployment  h I:I Prescription drug
i [] Stop loss (large deductible) j [] HMO contract k[] PPO contract 1{] indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) Amount received .. 9a(1)
(2) Increase (decrease) in amount due but unpald .................................... 9a(2)
(3) Increase (decrease) in uneamned premium reServe ............o.woeeeeeceren 9a(3)
(4) Eamed ((1) + (2) - (3))-eevmreeereeerreeeememceerereenne | 9a(4) 0
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in Claim reserves............cccceeereveenenene 9b(2)
(3) Incurred claims (add (1) and (2)) " 9b(3) 0
(4) Claims charged ................. . rereerereeteereers e reaeatrenens 9b(4)
€ Remainder of premijum: (1) Retention charges (on an accrual basis) —
(A) COMMISSIONS .....oovverireierieeerinnrensssnssresssssnsssersseresssessssssssesessseses 9c(1)(A)
(B) Administrative service or other fees tertereesenererearaates 9c{1)(B)
(C) Other specific acquisition costs ) 9c(1)(C)
(D) Other expenses .. eeeeeemseneeeer s s emesems e seesemnensseeeeresenaserees 9c(1)(D)
(E) Taxes Sc(1)(E)
(F) Charges for risks or other contlngencles . Sc(1)(F)
(G) Other retention charges. . 9c(1)(G)
(H) TOMAI TEBNTON..........cvivrieeerersereeie e sssreeese e senssse e sessas bbb e nesssbsssseassensaebabebsbsssesasassnsseserarenanes 9c(1)}(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)....ooevveereene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClRIM FESEIVES ....c.evvreriirreeeeereerisessesserserisarssesisssssesesersstssesssssssessesssssesestsssssesnesssensasssnsesessatessnsssssssesesssessess 9d(2)
(3) Other reserves e reebeteteatatttatets et et st ae et sy s A At et et sttt eas e e et e Re st H e RS Ae e s s et e et s eaetsaeaeanenemereanesarete 9d(3)
€ Dividends or retroactive rate refunds due. (Do nol include amount entered in Ilne 9¢(2). ) .............................. Se

10 Nonexperience-rated contracts:

a Total premiums or subscription charges paid to Carmier...........c.ccceverevievveerenvennienreneennens . 10a 77,634

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

retention of the contract or policy, other than reported in Part |, tine 2 above, report amount........................... 10b 7,477
Specify nature of costs.
unpaid premiums as of the end of the plan year
[ Partiv | Provision of Information
11 _Did the insurance company fail to provide any infermation necessary to complete Schedule A?............. D Yes @ No

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




SCHEDULE A Insurance Information OMB No. 12100110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intermal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Employ g:&fﬁ'?s@in : O"l:ag&f..;. i ) P File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  09/01/2024 and ending 08/31/2025
A Name of plan B Three-digit
Rampart/Wurth Holding, Inc. Health & Welfare Plan plan number (PN) > 502

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

Rampart/Wurth Holding, Inc.

D Employer Identification Number (EIN)

74-2530031

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 |l and |1l can be reported on a single Schedule A.

1_Coverage Information:

{a) Name of insurance carrier

Blue Cross and BlueShield of Louisiana

(c) NAIC (d) Contract o (e) Approximate number of Policy or contract year
(b) EIN A A persons covered at end of
code _ identification number policy of contract year ( From (g) To
23-7384555 81200 78921ERC 109 09/01/2024 08/31/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

26,475 15,212
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
Anthony J Alford Ins Corp
1217 Museum Drive
Houma LA 70360
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {(d) Purpose (e) Organization code
indirect compensation
26,475 15,212 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 Fees and other commissions paid
commissions paid (¢) Amount {d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Partll | Investment and Annuity Contract Information

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

this report.
4 Current value of plan's interest under this cantract in the general account atyearend ...........o.coooveiieinniisenesnnns: 4
5 Current value of plan's interest under this contract in separate accounts at year end .. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b  Premiums paid to carrier cetiereeeses s ter e taen . eerereesrereeereaestens 6b
C  Premiums due'but unpaid at the end of the year e ers s 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acqwsmon or 6d
retention of the contract or policy, @nter aMOUNL. ............com et esen e st s
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) P
f I contract purchased, in whole or in part, to distribute benefils from a terminating plan, check here 14 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: ") D deposit administration 2) D immediate participation guarantee
3) D guaranteed investment 4) D other b
b Balance at the end Of the PIEVIOUS YEAT..............u..veiveveeeveencesieennrsessisrssscssssssssssmsssssacssenseaecsssnsessessessssassassssess [ 7b 0
C  Additions: (1) Contributions deposited during the Year ...............c..coceevervenee 7c¢{1)
(2) Dividends and credits...... . 7¢(2)
(3) Interest credited dUNNg the YEar ............ccceeeriveseeeerenrsesnennns 7¢(3)
(4) Transferred from separate accouUNt...........co.oouveeeceeeeeemeeereeeeennns 7c(4)
(5) Other (specify below) .. . et sneaes 7¢(5)
»
(B)TOtal AAAIONS ........ceeeveeeeeeeeaeaecteec e reee e et seseeneessesseeas et nans . _1c(6) 0
d Total of balance and additions (add lines 7b and 7¢(6)). ............... e | 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7e(2)
(3) Transferred to separate account 7e(3)
(4) Other (specify below) 7e(4)
»
(5) TOAI DBAUCHONS.........ecvevevreiniiriiseece st ise st bessssss st es s bbb bbb st e bt es bbb sase s st s bass s e b ba st ses bbb bane 7¢e(5) 0
f Balance at the end of the current year (subtract tine 7e(5) from line 7d) treeerreerennesieerens l 7f 0
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Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a [X| Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e [] Temporary disability (accident and sickness)  f [ ] Long-term disability g [] Supplemental unemployment  h [i] Prescription drug
i [] stopioss (large deductible) j [] HmO contract k[] PPO contract 1[] indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received et er sttt sa e 9a{1) 691,340
(2) Increase (decrease) in amount due but unpaid............ccecvrviveereriinererens 9a(2)
(3) Increase (decrease) in unearned premium reserve ................... S 9a(3)
(4) Earned ((1) + (2) - (3)).-evvveeerrrrrverrenene Cereetereseseaesetenteteteees ot senet et eassas e ehsbeasanerenisatasshshesrnanarsrsnase | 9a@) 691,340
b Benefit charges (1) Claims Paid...........o..eeeeeeceeereseeessesssssssessessssaeens 9b(1) 623,369
(2) Increase (decrease) in claim reserves 9b(2) 260,860
(3) Incurred claims (add (1) and (2))..... ereesemesesemetitesesaesesesetetesetesetetesseretetereresesenesessneretess 9b(3) 884,229
(4) Claims charged 9b(4) 884,229
€ Remainder of premium: (1) Retentlon charges (on an accrual basis) -
(A) Commissions .. reersesseresariasenes 9c(1){A)
(B) Administrative service or other Y- YT I -+ (1 (=)] 104,880
(C) Other specific acqQUISIION COSS ............corveceeererecreserersssensennnns | 9C(1)(C)
(D) OtNET BXPENSES ......veeoveereeerevereeesseeresersesssesesseessesraseearessssecessseres 9¢(1)(D)
() TAXES cerneereeeeeeeeeeeeseeeeeeeeeeeeesemessseess e seemmses et rase s .. | 8c(1)(E)
(F) Charges for risks or other contingencies v | Se(1)(F)
(G) Other retention charges...... . 9c(1)(G)
(H) Total Fetention ........covvreeriirerererenererereeecsessseseeresasenens 9c(1)(H) 104,880
(2) Dividends or retroactive rate refunds (These amounts were |:| pald in cash, orD 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 .. . . . e re s be bt b ene 9d(2) 295,756
(3) OUNEI FESEIVES........cceeteeeerrerieritisriessestesrseseresasassstassserestssstesssesasessssesssessasasiessssnssensssasasssenssesssennsssasssssssssen 9d(3) -324,243
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 8¢{2).) ......cccccocivicninneee. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier........... . ereee e erane et eene 10a 0
b If the carier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..........cecevevvvennene 10b

Specify nature of costs.

| Partlv | Provision of Information
11 _Did the insurance company fail to provide any information necessary to complete Schedule A?............. [] Yes [ﬁ No

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




SCHEDULE A i
Insurance Information OMB No. 1210:0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
De f Labo
Employee Ber?:tg?g::;gri:-yaAd‘;ninisumim ) File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 09/01/2024 and ending 08/31/2025
A Name of plan B Three-digit
Rampart/Wurth Holding, Inc. Health & Welfare Plan plan number (PN) > 502
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (EIN)
Rampart/Wurth Holding, Inc. 74-2530031

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 1l and |ll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

The Lincoln National Life Insurance Company

(e) Approximate number of Policy or contract year
(b) EIN @ ot e e persons covered at end of (f) From (@) To
policy or contract year 9
35-0472300 65676 LIFE-0000073031 241 09/01/2024 08/31/2025

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in
descending order of the amount paid.
(a) Total amount of commissions paid (b) Total amount of fees paid
1,754 215

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

Anthony J Alford Ins Corp
PO Box 910

Houma LA 70361

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

1,754 215 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 Fees and other commissions paid
commissions paid (c) Amount {d) Purpose {e) Organizaticn code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024

Page 3

Partll | Investment and Annuity Contract Information

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

this report.
4 Current value of plan's interest under this contract in the general account at year end 4
§ Current value of plan's interest under this contract in separate accounts at Year end..................cocoovveevvveeeeensrecsensees 5
6 Contracts With Allocated Funds:
a State the basis of premium rates »
b  Premiums paid to carrier ............c.cooeevnnee. et sttt st sbas e s asenentee 6b
C  Premiums due but unpaid at the end of the Year............c..veeveiiin e rereereeneenens 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount. ..........
Specify nature of costs P
e Type of contract: (15 D individual policies (2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontractt (1) D deposit administration 2 I:l immediate participation guarantee
(3) D guaranteed investment “4) I:l other »
b Balance at the end of the previous year... etieeeseetaseesterastestsraeene et et et en s aeraseastessesesaeaesresaesaseessnaeraesasteseaee [ 7b
C  Additions: (1) Contributions deposited dunng the YL | (RN 7c(1)
(2) Dividends and credits . reeaeteeateeeenes st s easres s araen 7¢(2)
(3) Interest credited during the year e tneean 7¢(3)
(4) Transferred from separate aCCOUNL...............ccocuvimevrieencueereeessrssssserneses 7c(4)
(5) Oher (SPECITY DBIOW) ........vvve it sse s s sesssssssssssssssssnnes 7¢(5)
14
(B)TOtal AUGIHONS .....v.c.veeervrerrrrseseesessesssesesssssessssssssstsnnes e s s eent e 7¢(6)
d Total of balance and additions (add iNES 7B @nd 7C{B)). .....c.cuvvermrrirrrrerrsriererseiniessisrsesssbesssssssssessessesessssssseseas [ 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year | 7e(1)
(2) Administration charge made by camier 7e(2)
(3) Transferred to separate account et .1 7e(3)
(4) Other (specify below)........... et aR e a s raenn 7e(4)
4
(5) Total deductions.............cocvemeenniviienannne

f

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




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b I:I Dental c D Vision d D Life insurance
e I:] Temporary disability (accident and sickness) f [I Long-term disability g D Supplemental unemployment  h D Prescription drug
i I:l Stop loss (large deductible) j D HMO contract k D PPO contract | D Indemnity contract
m[x] Other (specify) Pterm life
9 Experience-rated contracts:
a Premiums: (1) Amount received............ccceeeevvevenne 9a(1)
(2) Increase (decrease) in amount due but unpaid............ccoceemereerecenene 9a(2)
(3) Increase (decrease) in unearmned Premium rESEIVe .........cceweeerereenns 9a(3)
(4) EArned ({1) + (2) - (3))-ecveoeererirrirrenreeseniininiessssioseestsseessissessoresessnsssesssssssssiizstsasasssssssssssssssssssssassnssssonssassnsarsasiss j 9a(4) 0
b Benefit charges (1) Claims paid.... . cetereeeassrensesreseens 9b(1)
(2) Increase (decrease) in ClAIM MESEIVES ...........ceerrvrereresnsssnesnnrereersesens 9b(2)
(3) Incurred claims (add (1) @Nd (2))--weemeeremeirrreeeeeeeeeeeee e ertereeneeretenire et b assnebebatens 9b(3) 0
(4) ClAIMS ChANGEA ......eeeeeerieeenirrrireeenesessreesressseesessssassesssesessnssesassssesssssssssesssnsesarssssas rereereneneenrenens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS ....coovvinieeerenreecieeeenescteeeeteesesre e senesseneseesensneseanesssan 9c(1)(A)
(B) Administrative service or other fees v | Se(1)(B)
(C) Other SPECific ACUISIION COSES ....vveeunerereresereeemeenesesesssssmssrecnesones 9c(1)(C)
(D) OtNEr @XPENSES ...cv..oveceeeeeeeeeneeerereseeenssensessesemsensssssessssnnensnennes | 9C(1)(D)
(S RN . Sc(1)(E)
(F) Charges for risks or 0ther CONtINGENCIES............coenrvverrveereersnceeens 9c(1)(F)
(G) Other retention ChAIGES ...............oooveveeeeeeeserreoeemeseseessones 9c(1)(G)
(H) TOLAl FEIENLION .......ceeceeicieriiisicieieaeeeseee st saesessesssesssssesstasssseonseseserssesssassssssasasssasasnssss . 9c(1)}(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ......ovrveeenee 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) ClAIM FESEIVES ......ocueeemeceireueuresisrereesreasesastsssessseeetesssas e esseseaseeeasasastesssssesetsess s sesasasasasassssesseemeeasaresensansisas 9d(2)
(3) Other reserves et et et een 9d(3) -
€ Dividends or retroactive rate refunds due (Do not include amount entered in line 8¢(2).) ...........ccecoiiiceenencn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier cetvese et st srasses s e e nees . 10a 7,017
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount...............c.coeeenee 10b
Specify nature of costs.
| Partiv | Provision of Information _
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes @ No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Intemal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

) File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 09/01/2024 andending 08/31/2025
A Name of plan B Three-digit
Rampart/Wurth Holding, Inc. Health & Welfare Plan plan number (PN) 3 502

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

Rampart/Wurth Holding, Inc.

74-2530031

D Employer Identification Number (EIN)

Partl

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 |l and |1l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

The Lincoln National Life Insurance Company

(e) Approximate number of Policy or contract year
(b) EIN ) e o Cation pumber persons covered at end of () From (@ To
policy or contract year
35-0472300 65676 LTD-0000073029 221 09/01/2024 08/31/2025

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

descending order of the amount paid.

{a) Total amount of commissions paid

(b) Total amount of fees paid

11,779

1,509

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 persen to whom commissions or fees were paid

Anthony J Alford Ins Corp

PO Box 910
Houma LA 70361
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Pumpose {e) Organizaticn code
‘ broker bonus
11,779 1,508 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 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 §500) 2024
v. 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

Partll | Investment and Annuity Contract Information

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

this report.
4 Current value of plan's interest under this contract in the general account at year end . 4
5 Current value of plan's interest under this contract in separate accounts at year end.. 5
6 Contracts With Allocated Funds:
@  State the basis of premium rates 14
D Premiums Paid 10 CAIMIET .........coeeceeevcereeeeeee et eeseeeeeeaes s e sesns st et bssssans s ssseessessssasssasssesssasesmsssanssessanesssnres 6b
C  Premiums due but unpaid at the end of the Year.........cccuiicecii e cecesern e eeececsarreens 6¢c
d  Ifthe carrier, service, or other organization mcurred any specnﬁc costs in connection with the acquisition or 6d
retention of the contract or policy, ENter aMOUNL. ...t essesesesesreserens
Specify nature of costs P
e Type of contract: (1) D individual policies (73] D group deferred annuity
(3) I:I 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 Typeofcontract: (1) D deposit administration 2) D immediate participation guarantee
3) D guaranteed investment (4) D other »
b Balance at the end of the previous year eresversencasesnesaenanas [ 7b
C Additions: (1) Contributions deposited during the year ............co..cocoevvvrenee. 7¢(1)
(2) Dividends and credits.................. . | 7¢c(2)
(3) Interest credited during the year ...... . | 7¢c(3)
(4) Transferred from separate account............euevreceerreeceenns . | 7c(4)
(5) Other (SPECIfy DEIOW) ........iveceeeveeerereeeerersesesee s ses s sessasssssssessaeess 7¢(5)
>
(B)TOtE] UAAIONS .....vovverrereecrerieceaeeestetsseseesessrseesssssessas s sensbsesessessassaneas ettt sreseeneasees 7¢(6)
d Total of balance and additions (add iRes 7b aNd 7C(B)). .......coevvvuereereeerrrsserseenissssssssssessssssassssssssssssssssssassssssessssess | 7d
€ Deductions:
{1) Disbursed from fund to pay benefits or purchase annuities during year 7¢(1)
{2) Administration charge made by Carmier ...........cvuvevevieriniesernnsessesessenernns 7¢(2)
(3) Transferred to SEPArate ACCOUNL..........ccviviviverevensereseenresressssssssesssessssens 7¢(3)
{4) Other (specify below)........ . ettt rs s aeraerntas 7¢e(4)
>
(5) TOAl ARAUCHONS .......e.eeveeeeeeeeeniteeeeeceeee et se e es b se s tas bbb st eeeeenemne e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from NG 7d) .............ccoouvuvrvoereecrrereeeesressssesrsensessene I 7f




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check afl applicable boxes)

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

m[] Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received..... 9a(1)
(2) Increase (decrease) in amount due but unpaid..........c.ccecvvereeererrirernnene 9a(2)
(3) Increase (decrease) in unearned Premium reServe ...........oeveveriveenens 9a(3)
(8) EQMEM ({1) + (2) - (3))-++ereeereeeerremmeerssseesseseeseeseeseeeoeesessessseesesess e eeeseseeeeeceseensnsnese R | 9a(4) 0
b Benefit charges (1) Claims paid ceeereeessrrneaanes e | 9b{1)
(2) Increase (decrease) in Claim reServes.............ccccoeeeeemrvennnne. 9b(2)
(3) Incurred claims (add (1) and (2)).. ceeetheue et et R b4 e s R s et SRR SR ettt b seeasee st ersesaneenentebebbarantares 9b(3) 0
(4) Claims charged eeeenrere bbbt eb et s e arrrenebete s srebans 9h(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) Commissions . 9c(1}A)
(B) Administrative service or other fees........................ . | 9c{(1}(B)
(C) Other specific acqUISItion COSIS «.........rveeommrerreenne. . | 9e(1)(C)
(D) ONEE @XPENSES ...e.ovvvvvrrereeennesssssssssssssssssssssssssesss s sassssesssons 9c(1)}(D)
(E) Taxes 9c(1)(E)
(F) Charges for risks or other contingencies 9c(1)(F)
(G) Other retention ChAGES...........cc.eveeeiieemrersensesesesesesssssssmsesssssssnns 9¢(1)(G)
(H) TOMI TERIBMIION .......eev ettt ree ettt e ras s seseses st se e sesenns s seneseneserebsaebesenesanss s sanssasasasssbasaen 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were U paid in cash, orD credited.).....ccooeene 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClaIM TESEIVES ....eeveeerrrrerieressetiinseseessesisteiossiasesssaststesessssasiesssesesssessssatessassasssssasessssesssstessassasssnsessssssesssensens 9d(2)
(3) OFNET FESEIVES .. ccuecvrvirenririreeteeseeistesteseetssitesteseseesensssessesssasenessessabestetesbeseseaseseasensrnessesessesenesssesessssestessenenns 9d(3)
€ _Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ......ceevevevvevvrveneenenens Se
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIET.........ccc.evrreeeriii st seeesess s seassssssosssans 10a 47,116
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount................oeveeeeee 10b

Specify nature of costs.

| Partiv | Provision of Information

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

12 ifthe answer to line 11 is “Yes," specify the information not provided. 4




SCHEDULE A
(Form 5500)

Department of the Treasury
Intemal Revenue Service

Department of Labor
E Benefits S

ity Administration

{ kot |

Pension Benefit

Guaranty Corporation

Insurance Information

) File as an attachment to Form 5500.

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

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 09/01/2024 and ending 08/31/2025
A Name of plan B Three-digit
Rampart/Wurth Holding, Inc. Health & Welfare Plan plan number (PN) Y 502

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

Rampa rt /Wurth Holding, Inc.

D Employer Identification Number (EIN)

74-2530031

Partl

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 |1l can be reported on a single Schedule A.

1_Coverage Information:

(a) Name of insurance carrier

The Lincoln National Life Insurance Company

(e) Approximate number of Policy or contract year
(b) EIN ‘°’c§$§'° o ton bt persons covered at end of () From (@) To
policy or contract year 9
35-0472300 65676 STD-0000073030 220 09/01/2024 08/31/2025

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

9,833

1,265

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

Anthony J Alford Ins Corp

PO Box 910
Houma LA 70361
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code
broker bonus
9,833 1,265 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

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 §500) 2024
v. 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

: Fees and other commissions paid {e)
(b) Amount of sales and base Crganization
A 9
commissions paid (¢) 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




Schedule A (Form 5500) 2024 Page 3

Partll | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carmrier 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 yearend .......... .. 4
5 Current value of plan’s interest under this contract in separate accounts at year end...... .. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates »
D Premiums Paid 0 CAITIET ............ocooeeeeeoeeeeveeeeeteetee s seseses s sesesss s st ee s s s s s e sseeses s sss s sasssseseesseesssseenessnsanesasssnsen 6b
C  Premiums due but unpaid at the end of the L R 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter aMOURL. ...t s ee s sassssressessessenes
Specify nature of costs P
€ Type of contract: (1) |:| individual policies 2) |:| group deferred annuity
@) [] other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check ﬁere > 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) I:I immediate participation guarantee
3 D guaranteed investment 4) D other b
b Balance at the end of the PreViOUS YEar . ............cvveeveeieeeeeeeceeeee st esseseseeesssssssassssssssmssesssssessnees | 7b 0
C  Additions: (1) Contributions deposited during the year............ccccccveveueeueune. 7c(1) '
(2) Dividends and credits.............ceevevivreeceneeesceeeeneeenns .. | 7¢{2)
(3) Interest credited during the year 7¢(3)
(4) Transferred from separate account 7¢(4)
(5) Other (SPeCify BEIOW) .........oveveeerereeereeeeerireeeenenne . 7¢(5)
>
(6)Total AAItIONS ...........veemeeeeeeeeeererececeeseeseseseesrernnes et n st s et e aesaeeaens 7¢(6) 0
d Total of balance and additions (add NES 7B AN TC(B)). ......eveverereeimrrrirssssesissesssessns seecaceenscceseesecneesesensesasessaon [ 7d 0
€ Deduclions:
(1) Disbursed from fund to pay benefits or purchase annuities during year | 7e(1)
(2) Administration charge made by Camier ..............ccoccoeeeueeerverrererreserenseennee | _1€(2)
(3) Transferred t0 SEPArate aCCOUN...........uuee.eccreereerreiesesessssesessssssseses 7¢(3)
(4) Other (specify below) eveteeuereb s st et ae e st st st a st s s s aanaesae s saen 7e(4)
>
(5) Total deductions... ettt r e st et en st aesaenaenens . 7e(5) 0
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ................ [ 7f 0
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Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental C D Vision d D Life insurance
e Temporary disability (accident and sickness) f I_—_l Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k [] PPO contract 1 D Indemnity contract
m D Other (specify) P
9 Experience-rated contracts:
a Premiums: (1) Amount received 9a(1)
(2) Increase (decrease) in amount due but unpaid.........ccccecerrrrvrivrrcennns 9a(2)
(3) Increase (decrease) in uneamed premium reserve .............oe.o.veeveenn 9a(3)
(4) Eamed ((1) + (2) - (3)) . e e | 9a(4) 0
b Benefit charges (1) ClaIMS PaId............coo.eeverrenneriersssiesere s essesssens 9b(1)
(2) Increase (decrease) in Claim FESEIVES ........vuviveeevverisiesisesseressereres 9b(2)
(3) Incurred claims (add (1) and (2)).. . . . Cetterer et etbe bt st bs s basas 9h(3) 0
(4) Claims charged....... eeererrensresaeeraen .. 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basus)
(A) Commissions ................. v | 9C{1HA)
(B) Admrmslratlve service or other fees ...... 9c{(1}(B)
(C) Other specific acquisition costs eeeeeeeeses s eees e ee e sseaen 9¢(1)(C)
(D) OtNET EXPENSES .......eoceeeeeeeeeeeeeeeeeeeeeeeeee e esesseneseeresecesee e 9¢(1)(D)
(E) Taxes .. ettt e bRt e r et rean 9c(1)(E)
(3] Charges for nsks or other conllngencies 9c(1)(F)
(G) Other retention ChArges...............coooveeveevervcvssesesensesssmssssesssssens 9c(1)(G)
(H) TOMAI TRBMTION ...ttt et a e et eese s s n s s bbb enes s s s bbb bebebentobesesenbebersbrssennss 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.) .....conencene. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) ClAIM FESEIVES ....ccuveeeeerrrereeeertrieraeirteeseessesessessssssesessessrsssessesensatessessstostesstessensasesessesensessensesesasessessesenses 9d(2)
(3) ONET TESIVES......ccviveveuereeeeeeteretnseeserieeeesssbesesessesssssenessesse e sssessssstaessesesesssesesessessssbsssasssosasssoasasssssereresensnss 9d(3)
€ _Dividends or retroactive rate refunds due. (Do not include amount entered in ling 8¢(2).) ......ccooeverucrieeanncns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CIMTIEN ... sssesssesenssnsessenseressssesss 10a 39,332
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount.......................... 10b

Specify nature of costs.

[ Partlv | Provision of Information

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

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Intemal Revenue Service

Department of Labor
Employee Benefits Security Administration

Insurance Information

) File as an attachment to Form 5500.

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

OMB No. 1210-0110

2024

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form Is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 09/01/2024 andending 08/31/2025
A Name of plan B Three-digit
Rampart/Wurth Holding, Inc. Health & Welfare Plan plan number (PN) > 502

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

Rampart/Wurth Holdin
Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

Part |

Inc.

D Employer Identification Number (EIN)

74-2530031

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

1 Coverage Information:

(a) Name of insurance carrier

Unum Insurance Company

Approximate number of Policy or contract year
NAIC (d) Contract or @
(b) EIN (©) _ {d) Cor persons covered at end of
code identification number policy or contract year {f) From (g) To
04-2381280 67601 709776 71 09/01/2024 08/31/2025

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

6,045

284

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

Anthony J Alford Ins Corp
1217 Museum Drive

Houma

LA

70360

(b) Amount of sales and base
commi

Fees and other commissions paid

ssions paid

(c) Amount

(d) Purpose

(e) Organization code

6,045

additional fees

284

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

2

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

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

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

Fees and other 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 base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2024

Page 3

Partll | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carmrier 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 atyearend ...........cooeeeenecnieiee 4
5 Current value of plan’s interest under this contract in separate accounts at year end................oveeeeevveereeevereevenn... 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b  Premiums paid to carrier ............cocooooouriececeecrecnne. . 6b
C  Premiums due but unpaid at the end of the year............cco.ociiivccinin s 6¢c
d Ifthe carrier, service, or other organization incurred any specnf ic costs in connection with the acqunsmon or 6d
retention of the contract or poliCy, enter @mMOUNL. ...t ste s et sr e sennes
Specify nature of costs P
e Typeofcontract: (1) [] individual policies @ [] 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 Typeofcontract: (1) [] deposit administration ) [ immediate participation guarantee
3) D guaranteed investment ) |:| other »
b Balance at the end of the previous year [ 7b
C  Additions: (1) Contributions deposited during the Year ..........cccouvverveirninnas 7¢(1)
(2) DIVIdeNdS aNd CrEditS..........ecvevveeeceerrereiecesess s s ssssssassssssessenns 7¢(2)
(3) Interest credited dUMNG the YT ............ccveeceierveriirieeresssesesnesne s iee 7¢(3)
(4) Transferred from SeParate 8CCOUNL............c.coeveeeeeevcecvesesseessesenessenenns 7¢(4)
(5) Other (SPECIfY DEIOW) .......coeeeeereeeeceeeercnise s senses s veese st s sssssesesssssaes 7¢(5)
>
(B)TOMAI AUAIIONS .......cvceeeervriererstrssestessssessesss et sasssseas e sasssssessssss s s besessssresessssssssssabessonsessesanensansassrssanssssnsaneans 7¢(6)
d Total of balance and addmons (add lines 7b and 70(6)) | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier . v ns 7e(2)
(3) Transferred to separate acCoUNt...........ovecvcemviieirnesesessensiesennas 7¢(3)
(4) Other (specify below) ........cccouveerererinernreecsieennens 7e(4)
»
(5) TOLAl EAUCHONS ...vvvvvevrveecirvenssenesssssssssanssesessesssssiesssssssstssssssesssssssssssssessssssssss an sanesssssssnsssme s sssmsssasssassssansssas 7¢(5)

f

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

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

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k |:| PPO contract 1 |:| Indemnity contract
m @ Other (specify) Paccident
9 Experience-rated contracts:
a Premiums: (1) AMOUNL FECEIVED .......coverererrrerneivenreresereresnsnssesesenins 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccccerrereeeeerienne 9a(2)
(3) Increase (decrease) in uneamed Premium reSEIVE .........ourreereseeencss 9a(3)
Ot LR R T ) o | 9a(4) 0
b Benefit charges (1) Claims Paid........cc.ccecveveveiersrerrscreeerensnneonns . 9b(1)
{2) Increase (decrease) in ClAIM rESEIVES ...........eceerrerireriesecencrirencsasnenenens 9b(2)
(3) Incurred claims (A (1) @NA (2))..evuvcrrrreeeerrermeserereresemreesesresesssresesesss i sssssesssrsssssassessssssssessssssessesssssssssesses 9b(3) 0
{4) ClAIMS ChAIJEA ....uveoeeerererririiveresieie e eisesibs s esenssssessssessssssssresssssassasssassstasssssssessesssssssesstosssnsaresessssssenenssasase Sbh(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ....oevvvevereririrereeieiasrerssessesssesseescsssssssssssesasessssassens 9c{1)}(A)
(B) Administrative service or other fees ............. . | 9c{(1XB)
(C) Other specific acquisition costs .. . | 9c(1)(C)
(D) OHET EXPENSES «.coveereeeeeeerereseeereeeeeeeeeseeesssessessesesereessessesseennes 9c(1)(D)
(E) Taxes...... eereeeenesemesseenssesrseeen 9c(1)(E)
(F) Charges for risks or other contungencnes ....................................... 9c(1)(F)
(G) Other retention ChAGES ............cevveeeeeeeereeeeeeeeeeeeeereeeeeeeneseenns 9c(1)(G)
(H) TOAI TEIENTEON.......ceeeeeeeeeceeeceeeect st ss s et sas s sasanansnsesesennsnenes 9c(1}(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D pa:d in cash, orl:] credited.)....ccocvireeenes 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) Claim ESBIVES .......eeviverercrerrereririrereresesensieesenns ettt b et e s s b e R e bR b e R b e b b et enerereranans 9d(2)
(3) OUNEI FESEIVES .......oeeeeeeecereececseecaeaeeesenessssessassseseeseseesassssesnsasessseeesbesesebessessasasessssessasasasasastasebesanssasssssassssans 9d(3)
€ Dividends or retroactive rate refunds due. (Do not mclude amount entered in lin@ 8¢(2).) ......ocovvvvveiiicrcennns 9e
10 Nonexperience-rated contracts:
a Total premiums or Subscriplion Charges PaId 10 CAMEI..........ccrcrurrececeretret e eee et st baessenes 10a 9,502
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount.................c.eeens 10b 1,027
Specify nature of costs.
unpaid premiums as of the end of the plan year
[ Partlv | 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 i
Insurance Information OME No. 12100110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
D f Labo
Employee B;‘,’?é?;‘gfxm, Ad:ninis:ratjon ) File as an attachment to Form 5500.
Pension Beneft Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 09/01/2024 and ending 08/31/2025
A Name of plan B Three-digit
Rampart/Wurth Holding, Inc. Health & Welfare Plan plan number (PN) » 502
C Pian sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Rampart/Wurth Holding, Inc. 74-2530031

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 lil can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Unum Insurance Company

(¢) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN A P persons covered at end of : :
code identification number policy or contract year () From {g) To
04-2381280 67601 709777 59 09/01/2024 08/31/2025

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
6,421 240

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

Anthony J Alford Ins Corp
1217 Museum Drive

Houma LA 70360

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

6,421 240 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 Fees and other commissions paid
commissions paid (c) Amount {d) Purpose {e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form §500. Schedule A (Form §500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

Partll | Investment and Annuity Contract Information

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

this report.
4 Current value of plan’s interest under this contract in the general account atyearend .................................. 4
§ Current value of plan’s interest under this contract in separate accounts at year end . . 5
6 Contracts With Allocated Funds:
a State the basis of premium rates »
b Premiums paid to Carfer ..........ccoevverrivrieireeerereienseresiesssennes ettt st s e Rnnae 6b
C  Premiums due but unpaid at the end of the year............cccceeecrrvenvcrceccnnnnns 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection vwlh the acqussutlon or 6d
retention of the contract or policy, enter amount. ........................ "
Specify nature of costs P
e Type of contract: (1) |:| individual policies 2 |:| group deferred annuity
3 D other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract: (1) D deposit administration @ D immediate participation guarantee
3) D guaranteed investment 4) D other b
b Balance at the end Of the PreVIOUS YEAT..............ooveeiviveiteceeeeeceesiceesiesseesessressessassesesssessnssssesssssesssosnssssssnasesass [ 7b 0
C  Additions: (1) Contributions deposited during the Year ............c..cv..oeeeeeeeencs 7c{1)
(2) Dividends and Credits...........oueeveireeninnreseeeessssnsessssnssessessssesenss 7¢(2)
(3) Interest credited during the year . 7¢(3)
(4) Transferred from separate account . . 7¢c(4)
(5) Other (SPECITY DEIOW) ..........eeeecveeereeeeeeeceseeceneeseseeaessesesees s sensssassenaes 7¢(5)
| 4
(B)TOtN AUGHIONS ......covvvrrecenirrrsrss s ssssss st 7¢(6) 0
d Total of balance and additions (add ines 7b aNd 7€{6)). ........cvvueereemerererenrrirerereesceeeeessemsseneees ) v | 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier e 7e(2)
(3) Transferred to separate account...... .| 7e(3)
(4) Other (specify below) ........c..ccueeeeee. 7e(4)
| 2
(5) TORAI ARAUCHONS ... reeeveeevereeneseeesesseeenssess s sasssseas e eessesaseseecsseeaecrssessesases st essansasasesssssss s ersseeanssaseasessnsas 7¢e(5) 0
f Balance at the end of the current year (subtract tine 7e(5) from line 7d) .............coeveeeereemeieens . | T 0
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Partlll | Welfare Benefit Contract Information

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

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

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b I:l Dental c D Vision d |:| Life insurance
e |:| Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i I:I Stop loss (large deductible) j I:] HMO contract k |:| PPO contract | D Indemnity contract
m @ Other (specify) Pcritical illness
9 Experience-rated contracts:
a Premiums: (1) Amount received ceetererere e be bt seneneraeareres et etace 9a(1)
(2) Increase (decrease) in amount due but UnPaid.........ccccereneriiirrecenens 9a(2)
(3) Increase (decrease) in uneamed Premium reSErve .....co.oeeeerirrecens 9a(3)
(4) EAmEd ((1) F (2) = (3)).-reveuererrermririrrirrcecoeueunisieint st st sesesesesesessestesestsese e ensastsestattass e sacasesasaseszasasass l 9a(4)
b Benefit charges (1) Claims Paid.........cccereeuereeeeenserieniesesesssesssssesssesees 9b(1)
(2) Increase (decrease) in ClaiM rESEIVES ...........ccuveverereneerererenrernresennes 9b(2)
(3) Incurred claims (add (1) and (2)).... et reas . . 9b(3)
(4) ClIaIMS CHAIGEA .........coveeevereercneririrereeresesesesseseseterssesesassasssssesesssesessssssssssssssesesssssssssasassssasssssssssenns 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS ..cveiveerenereernererrernsesseseessieesersesasssssessressessssesessessnsnnes 9c(1}(A)
(B) Administrative service or other fees... SRR I -1+ ¢ § 1(=))]
(C) Other specific aCqUISItION COSLS .........nvveeeereceeeereerrreneeresnereennrees | 9E(1)HC)
(D) ONEE BXPENSES .....ooooneveerrrsveereeeemssess i sseeeessssssssssessssesssessonees 9¢(1)(D)
(E) TAXES wernveoreereeeeeeeseeeseeersenossssseesoseesssens 9c(1)(E)
{F) Charges for risks or other contmgenc:es ...... 9c(1)(F)
(G) Other retention CHAIGES ............ceeeereeeresesessssssssesosssonsssens 9c(1)(G)
(H) TOAI TELENHOM ......ceeeeereeeeeeritsceseseceetrsesreseeeseessssssststsssssess s ssessastsanees st s sanssanasssssnsnsebantebasassrasssenenssass 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.).................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIIM FESBIVES .......o.vveeemrreerererersssessesnasessssssssssssassesstesesesseens certerereeastebebebenbebeaes 9d(2)
(3) ONEr FESEIVES.......cvevereerrenereeerresseesasnrasesssssseneassssssssssaesenes 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in l|ne 9c(2) ) .............................. e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carmier........cocvnvvvnvvecrvnnvneinn rrereeseenrenereneans 10a 11,113
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount...............ccoceerinne 10b
Specify nature of costs.

unpaid premiums as of the end of the plan year

| PartIV | Provision of Information

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

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. »
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Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Intemal Revenue Service Retirement Income Security Act of 1974 (ERISA).
[o! f Laboy
Employes B:,‘,’:gi‘;‘g"e;ﬁﬁ;"“;,m,mﬁo,, D File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit G y Corporation Inspection.
For calendar plan year 2024 or fiscal plan year beginning 09/01/2024 and ending 08/31/2025
A Name of plan ) B Three-digit
Rampart/Wurth Holding, Inc. Health & Welfare Plan plan number (PN) > 502
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Rampart/Wurth Holding, Inc. 74-2530031

[ Part1 IService Provider Information (see instructions)

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

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

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . ............. I:l Yes @
No

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5560. Schedule C {Form 5500) 2024
v. 240311
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{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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

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

InterFlex Payments LLC 27-2256926
(b) (c) (d) (e) N g (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes" to element
13 (f. If none, enter -0-.
contract
- ladmin Yes [] No [§] ves [] No[] Yes [| No[]
1,863
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) n g ~{h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by | provider give you a

organization, or by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
). If none, enter -0-.
ves [] No[] ves [] No[] Yes [] No []
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) () 9) ()
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by [provider give you a

formula instead of

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

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect

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

compensation for which you

an amount or
estimated amount?

Yes D No D

Yes |:| No D

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

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

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

organization, or |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes" to element
(f). If none, enter -0-.
YesD Nol:] Yesl:l NoD Yes[l NoD
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) g (h)
Service Relationship to Enter direct Did service provider DBid indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by | provider give you a

organization, or [by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligibte indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
Yes [] No[] ves [] No[] Yes [] No []
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) » ~(h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee [ compensation paid receive indirect include eligible indirect compensation received by |provider give you a

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

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Yes D No D

Yes |:| No D

Yes |:| No D
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| Part! |Service Provider Information (continued)

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

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

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

(b) Service Codes
(see instructions)

{c) Enter amount of indirect
compensation

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

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

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

(b) Service Codes
(see instructions)

(€) Enter amount of indirect
compensation

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

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

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

{b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

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

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

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

this Schedule.
{a) Enter name and EIN or address of service provider (see (b) Nature of | (c) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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




Schedute C (Form 5500) 2024 Page7-[ |

Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)
a Name: b EIN:
C  Position:
d Address: € Telephone:
Explanation:
a_ Name: b EIN:
C  Position:
d Address: e Telephone:
' Explanation:
a__ Name: b EIN:
C __ Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C __ Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C __ Position:
d Address: e Telephone:

E_.xplanation:




