Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits Security

Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

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

OMB Nos. 1210-0110
1210-0089

2025

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

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

and ending  12/31/2025

A This return/report is for:

B This return/report is:

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

[ ] Form 5558

D special extension (enter description)

D Check box if filing under:

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

D a multiemployer plan

a single-employer plan
D the first return/report

D an amended return/report

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

employer information in accordance with the form instructions.)

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

D automatic extension

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan

DANIEL C. SALAS HARVESTING

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
04/01/2023

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

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
DANIEL C. SALAS HARVESTING

PO BOX 360
HANFORD, CA 93232

2b

Employer Identification
Number (EIN)
77-0358223

2c

Plan Sponsor’s telephone
number
559-836-2316

2d

Business code (see
instructions)
115110

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. 03/19/2026 DANIEL C. SALAS SR.
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 03/19/2026 DANIEL C. SALAS SR.
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2025)
v. 250312
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3a Plan administrator's name and address Same as Plan Sponsor

3b Administrator’'s EIN

3C Administrator’s telephone

number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 235
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(l) Total number of active participants at the beginning of the plan year ..............cooii i, 6a(1) 235
a(2) Total number of active participants at the end of the plan year ..., 6a(2) 189
b Retired or separated participants receiving beNefits...........cooiuiiiiiiiiii e 6b
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add NS Ba(2), B, @NA BC.........eiiiriirieiiieiiiee ettt et 6d 189
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccocoeciiiiiinicniecn 6e
f Total. A INES B BNA BE. ........eeeieieeeeieteteteeeereeee et s et eteeeee et st e e eaeaeseeee e eeeese e e et eseseeeeetes e e e e s e aeeseaeses et et esesesaeanenes 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [olelaaT o1 1=t (R (g TS (=Y o ) TP UPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g [olelaaT o1 1=t (R (g TS (=Y ) SRR UTPPRR 60 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thaN 100% VESE. ... . eeeeieieitititet et es e eeee et st st et et et s et s esssessssse et sssses et s en e scs et csseetes et et sses s nscscssses et et ensnsn s e snscecscseneeenans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
4A
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) D Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
3) D Trust ?3) D Trust
4) N General assets of the sponsor 4) R General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) [] R (Retirement Plan Information) (1) [] H (Financial Information)
2 | (Financial Information — Small Plan
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D ( )
Purchase Plan Actuarial Information) - signed by the plan 3 D 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 Ill | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woorvvoeereeeeeeenee e [] Yes 4 No

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

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

11c Enter the Receipt Confirmation Code for the 2025 Form M-1 annual report. If the plan was not required to file the 2025 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE C Service Provider Information OMB No. 12100110

(Form 5500) 2025

Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab: .
Employee Btgr?eafztrsnggczrityaAglr'ninistration P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspect|on.
For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit
DANIEL C. SALAS HARVESTING plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
DANIEL C. SALAS HARVESTING 77-0358223

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).. . ... .......... D 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 5500. Schedule C (Form 5500) 2025
v. 251114
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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) 2025

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).

TRANSWESTERN INSURANCE ADMIN

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

PO BOX 45019
FRESNO, CA 93718

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

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
13 CONTRACT 36480
ADMIN Yes D No @ Yes D No D Yes D No D
() Enter name and EIN or address (see instructions)
JAMES G PARKER & ASSOC PO BOX 3947
FRESNO, CA 93650
(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect 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-.
22 BROKER 24320
YesD No YesD NoD YesD NoD
() Enter name and EIN or address (see instructions)
MULTIPLAN, INC PO BOX 29380
NEW YORK, NY 10087
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
99 PROVIDER 8755
CONTRACT

Yes D No

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
(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 (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.
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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.

(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

() 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: 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: € Telephone:

Explanation:




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

Dapartment of the Treasury This form is required to be filed for employee benefit plans under sections 104
fnternal Revenue Service and 4065 of the Employes Retirement Income Securily Act of 1974 (ERISA) and
sections 6057(b), and 6058(a) of the Internal Revenue Code {the Code).

Department of Labor

Emgloyas Banafits Securi
? ﬂdm‘ms"aﬁm v » Complete all entrles In accordance with

the Instructions to the Form 5500.

2025

H
Pansion Benefit Guaranty Corporation This Form Is Open to Public

Inspection
Annual Report ldentification Information
For calendar plan year 2025 o fiscal plan year beginning 01/01/2025 and ending 12/31/2025
A This returnireport s for: a mullismployer plan D a mulliple-employer plan (Filers checking this box musi provide

participaling employer informalion In accordance with the form instructions.)

a single-employer plan a DFE (spacify) ___
B This return/report Is: the fiest return/report the final return/report
an amended returnfreport a short plan year returnfreport (less than 12 months)
C |Ifthe planis a collectively-bargained plan, checkhere . . + . + & . v & v 4 & & « 4+ v o P>
D Check box if fling under: D Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
E Ifthis Is a retroaclively adopled plan permitted by SECURE Act section 261, check here T D
Basic Plan Information --- enter all requested information
12 Name of plan : 1b Three-digit plan
DANIEL C. SALAS HARVESTING number (PN} » 501
1 Effective date of pian
04/01/2023
2a  Plan sponsor's name (employer, if for a single-employer ptan) 2b Employer identification
Maliing address (Include room, apt., suite no. and street or P.O. Box) Number (EIN)
City or town, state or province, couniry, and ZIP or foreign postal code (If foreign, see Instructions)
77-0358223
DANIEL C, SALAS HARVESTING 2C Plan Sponsor’s talephons
number
(559} 836-231s
FO BOX 360 2d Business code (see
Instructions)
US HANFORD CA 93232 115110

Cautlon: A penality for the late er incamplete flling of this refurn/report will be assessed unless reasonable cause is astablished.

Under penalties of perjury and other penallies set forth In the instructions, | declare that | have examined this returnfreport, including accompanying schedules,
statemenls and attachments, as well as the qa\ectronic veirsion of this return/report, and to the best of my knowledge and balief, it Is true, correct, and complete.

{g}l{‘ _/L —..,/.,}A 3/19/26 DANTEL C. SALAS SR,

Signature of plan administrator Date Enler name of individual signing as plan administralor

gnature of employer/plan sponsor Date Enter name of individual slgning as employer or plan sponsor

gnature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notlce, see the Instructions for Form 5500. Form 5500 (2025)
v, 250312
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3a Plan administrator's name and address [}EI Same as Plan Sponsor 3b Administrator's EIN

3¢ Administrator's tefephone
number

4 Ifthe name and/or EIN of the plan sponsor o the plan name has changed since the fast retumiraport fled for this plan,
enter the plan sponsor's name, EIN and the plan name and the plan number from the last returnfreport:

a Sponsors name 4d PN
¢ Plan name

5 Total number of participanis at the beginning of the plan year

6 Number of parlicipants as of the end of the pfan year unless otherwise stated {welfara plans complete only lines 6a{1),
6a(2), 6b, Bc, and 6d).

a{1) Total number of active participants at the beginning of theplanyear . . . . . . . . . . . . . . . |6Ba(1) 235
a(2) Total number of aclive participants at the end of the planyear . . . . . + « + « « « « « +« .« . . |62(2) 189
b Retired or separated parlicipants recelvingbenefits . . . . + « + « « « « « + « » +« + + .+« .| 6b
c Other refired or separated participants entitled to future benefits C e e e s s e e s e e e e .| BC
d Sublotal. Add lines 6a(2), 6b, and 6¢ e O ¢ 189
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits . . . . . « . .| Ge
f Total. Addlines 6dand B8 . + & = 4 « + 5 4 4 . ox b s s s n o w e e s s oa o« o« . s ] 6f

1 Number of particlpants with account balances as of the beginring of the plan year (only defined contributicn plans 6al1
a(1) ; a{1)
complets this item) e e s s s e e e s rw e s w e s e e n v e e e e e e e

(2) Number of participanis with account balances as of the end of the plan year (only defined contribution plans
gcompretelhlsi!em).............................

6g(2)

h Mumber of participanis who terminated employment during the plan year with accrued benefits that were
lessthan 100% vested . « &+ « « 4 4 4 4« s 4 4 4 4 4 s s e s e s e w s o «| 6h

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

8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characterislic Godes in the instructions:

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

4
9a Plan funding arrangement {check all that apply) 9b  Plan benefit arrangsment (check ali that apply)
(1} insurance (1} Insurance
{2) Code section 412(e)(3) insurance contracts (2} E Code section 412(e)(3) Insurance contracls
(3 Trust (3) Trust
{4) Generat assets of the sponsor (4) General assels of the sponsor

410 Check a¥l applicable boxes in 10a and 10b to indicate which schedules are attached, and, where Indicated, enter ihe number attached. {See instructions)

a Pension Schedules b  General Schedutes

(1} D R (Retirement Plan Information) (1) D H (Financial Information}

(2} D MB (Muitiemployer Defined Benefit Plan and Cerlain Money {2) § {Financial information - Smali Plan)
Purchase Plan Actuarial Information) - signed by the plan 3) A {Insurance Information) - Number Attached
actuary {4} C {Service Provider Information)

{3) D sB (Singte‘Empmyer Defined Benefit Plan Acluariai {5} D (DFE/Particlpating Plan Information)
Information) - signed by the plan actuary (6} G (Financial Transaction Schedules)

{4) D DCG (Individual Plan Information) - Number Attached _____

(5) D MEP (Multiple-Employer Retirement Pian Information)
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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 fifing requirements during the plan year? {See instructions and 29 CFR
25201012) + + + v v » 1] Yes No

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

11b is the ptan currently in compliance with the Form M-1 filing requirements? (Ses instructlons and 29 CFR 2520.101-2.) . «[]Yes []No

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




