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 12/01/2024 and ending  11/30/2025
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

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

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
RBS HOLDINGS, LLC. EMPLOYEE BENEFIT PLAN

1b Three-digit plan
number (PN) » 505

1c Effective date of plan
12/01/2020

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) 86-2089719

RBS HOLDING, LLC

4016 WEST PLANO PKWY
PLANO, TX 75093

2C Plan Sponsor’s telephone
number
214-912-7720

2d Business code (see
instructions)
238900

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. 04/03/2026 STACEY WALLER
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
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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 I 592
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) 592
a(2) Total number of active participants at the end of the plan year ... 63_(2) 519
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 lINES 6a(2), B0, AN BC.........cveeeeieeiete et ete et ee et ee et ete e e e eaeeteeeteeseeteeseeteeseeeteeseetesseeeesseenseereeans 6d 519
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 4L 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 __3
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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 12/01/2024 and ending  11/30/2025
A Name of plan B Three-digit
RBS HOLDINGS, LLC. EMPLOYEE BENEFIT PLAN plan number (PN) > 505

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

RBS HOLDING, LLC

86-2089719

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

COLONIAL LIFE AND ACCIDENT 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
57-0144607 62049 E5900923 168 12/01/2024 11/30/2025

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

30087

318

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

BRANDY R BYERS

1119 ALASKA DRIVE
FORNEY, TX 75126

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

23

0| NA

3

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

DAVID EVANS

2711 YORK CT.
SOUTHLAKE, TX 76092

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

41

0| NA

3

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

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

KENNETH NIX 2050 GARRISON DR.
ROCKWALL, TX 75032

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
132 o | NA 3

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

CAROL A BAKER 2318 PROMONTORY POINT
PLANO, TX 75075

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1404 0 | NA 3

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

SALLY ELIZABETH PARKER 1211 ST SW
ARDMORE, OK 73401

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
154 0 NA 3

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

AMARILIS ALTAGRACIA CSIKORTOS 480 CREEK TERRACE DRIVE
SAGINAW, TX 76131

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
50 0 | NA 3

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

MARSH & MCLENNAN AGENCY LLC PO BOX 85638
SAN DIEGO, CA 92186

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

24059 30 | FEES 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

MICHELE E MARTIN 5717 HEADQUARTERS DR
PLANO, TX 75024

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1137 44 | FEES 3

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

VIRGINIA LEDER-CLARK 2800 SPRINGS OAKS
HIGHLAND VILLAGE, TX 75077

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
600 801 | FEES 3

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

WILLIAM LEROY VINCENT 2501 CHAMBRAY LANE
MANSFIELD, TX 76063

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
758 52 FEES 3

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

ARGO EXPRESS LLC 17803 LA CANTERA TERRACE
SAN ANTONIO, TX 78256

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
92 0 | N/A 3

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

INGLE BENEFITS LLC 1840 LARIAT TRAIL
CELINA, TX 75009

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

369 0| N/A 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

MARC MAURICIO MORROW 3431 RAYFORD RD, STE 200
SPRING, TX 77386

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
14 0 | FEES 3

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

PETER DEL INVESTMENTS INC 247 GRAHAM
FORNEY, TX 75126

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
20 0 | N/A 3

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

NATIONAL ENROLLMENT PARTNERS LLC 100 ALBRIGHT LANE
PROSPER, TX 75078

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1182 107 FEES 3

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

WALTER M SEVERN 3437 GARRETT LN
TEXARKANA, TX 75503

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
22 0 | N/A 3

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

DEACON CHARLES KAVANAUGH 6336 HILL CREEK DR
THE COLONY, TX 75056

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

31 7 | FEES 3
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Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................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 Ill | Welfare Benefit Contract Information
If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

e D Temporary disability (accident and sickness)
i |:| Stop loss (large deductible) ] D HMO contract
m B Other (specify) » ACCIDENT, CANCER, CRITICAL ILLNESS, HOSPITAL, DISABILITY

a |:| Health (other than dental or vision) b D Dental
f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received .............cccooiiiiiiiiiicicc 9a(1)
(2) Increase (decrease) in amount due but unpaid .............ccccceeeeeiiiinnns 9a(2)
(3) Increase (decrease) in unearned premium reserve ..................o........ 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
Benefit charges (1) Claims paid..........ccccoiieiirreiieniee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES..........ccccueeeeeeeieeceieeeeeereeeeanns 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)
Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evievieieiisie ettt ettt ettt eae e s eens 9c(1)(A)
(B) Administrative service or other fees ...........cccevveveeveiceiveiceieieenns 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(C)
(D) OthEr EXPENSES .......voveeveeeeceseeeeeeeeereee e eene e e e naneennn 9c(1)(D)
(S LI YGRS 9c(1)(E)
(F) Charges for risks or other contingencies ............cccccoveveeeveeeeenne. 9c(1)(F)
(G) Other retention Charges .............cevovcueveeeeeeeeeeeeeeresseeenenienan 9c(1)(G)
(H) TOtAI FEEEMHON. ....c..vvveeeeeee ettt ettt e e et et a et st ee s s ase e e e e s eses s s ensnseasanaeseses 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ........ocveeieteete ettt ettt et et et et et et e e te et e et e et et et eseeasese et e et et ensessenseseetestessensessensereeseeresaetens 9d(2)
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carrier............ccooiiiiiiiiiiii e 10a 196189
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 0
Specify nature of costs.
NA
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes B No

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




SCHEDULE A
(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 12/01/2024 and ending  11/30/2025
A Name of plan B Three-digit
RBS HOLDINGS, LLC. EMPLOYEE BENEFIT PLAN plan number (PN) > 505

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

RBS HOLDING, LLC

D Employer Identification Number (EIN)
86-2089719

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

DEARBORN 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
36-2598882 71129 F021988 519 12/01/2024 11/30/2025

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

19554

2110

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

MARSH & MCLENNAN AGENCY LLC

PO BOX 350
CONSHOHOCKEN, PA 19428

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

19554

2110

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental c @ Vision
e B 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 B Other (specify) P AD&D

d |X 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 9a(4) 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 162323
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 0

NA

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 12/01/2024 and ending  11/30/2025
A Name of plan B Three-digit
RBS HOLDINGS, LLC. EMPLOYEE BENEFIT PLAN plan number (PN) > 505

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

86-2089719

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
BLUECROSS BLUESHIELD OF TEXAS

(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
36-1236610 70670 350477 444 12/01/2024 11/30/2025

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

177940

5105

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

MARSH & MCLENNAN AGENCY LLC

8144 WALNUT HILL LANE, 16TH FLOOR

DALLAS, TX 75231

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

177940

5105 | SPECIAL PROGRAMS

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 Instructio

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

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b B] 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 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 9a(4) 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 3376677
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 0

NA

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




Form 5500

Lepartment of the Treasury
internal Revenue Service

Dapartment 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 8057(b) and 6058(a) of the Intemal Revenue Code (the Code).

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

OMS Nos, 1210-0110
12100089

2024

This Form is Open to Public

inspection

! Partl. | Annual Report ldentification Information

For calendar plan year 2024 or fiscal plan year beginning  12/01/2024

and ending  11/30/2025

A This returrireport is for:

B This returnireport is:

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

D Check box if fiing under:

['] a muttiemployer plan

@ a single-employer plan
D the first returnireport

[:I an amended refurnfreport

[ ] Form 5558

D a multiple-employer plan (Filers checking this box must provide pérticipating
emplayer information in accordance with the form instructions.)
D a DFE (specify)

[] the finai returnireport
D a shert plan year return/report (ess than 12 months)

D automatic extension

D special extension (enter description)

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

I Part.il’ l Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit plan
) number (PN} » 505
RBS Holdings, LLC. Employee Benefit Plan -
1¢ Effective date of plan
12/01/2020
2a Plan sponsor's name {employer, if for a single-employer plan) 2b Employer identification
Malling 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 cade (if foreign, see instructions) 862089719
RBS Holding, LLC 2c Pian Sponsor's telephone
number
214-912-7720
4016 West Plano Pkwy, Plano, TX, 75093, USA 2d !3us1ne§s code (see
instructions})
238000

_Caution: A penalty for the late or incompiete filing of this returnireport will be assessed uniess reasonable cause is established.

Under penatlties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/repert, including accempanying schedules,
statements and attachments, as well as the electronic version of this return/report, and fo the best of my knowledge and belief, it is true, correct, and complete.

so | ey (U 000 ) Yof202e| Staay Waller
.| Sigiature of p%n administrator Date Enter name of individual signing as plan adminisirator
SIGN
HERE -
;|_Signature of employerfplan sponsor Date Enter name of individual signing as employer or plan sponsor

BIGN

“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 X] Same as Plan Sponsor 3b Administrator's 1N
3¢ Administrator's tefephone
number
4 Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last returnireport filed for this plan,  |4b EIN
enter the plan sponser's name, EIN, the plan name and the plan number from the last returnfreport:
& Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 | 502
6  Numberof participants as of the end of the plan year unless otherwise stated fwelfare plans compiets only lines 6a(1},
6a{2}, 6b, §¢, and 6d).
a(1) Total number of active participants at the beginning 0 the PIAN YA ... vvvveevvvssesessessses oo oo eeoeeseeeseeeeees oo, 6a(1) 592
a(2) Total number of active participants at the end of the BIAN YEAE ........ooorvvvoveeceoeeoreeeseerseseses oo eee oo eoeoeeeeeeo 6a(2) 519
Retired or separated participants rECEIVING BEREMS ......c....c...eveeereeeeress et s sseessesss s eesseseseereses vossss e s ses e 6b
C Other retired or separated paricipants entitled 10 FUILIE DENEFS .vcvvie . i ees e ssrressensearsemssemsssesssse e ssessseeens 8¢
d Subtotal, Add INes BA(2), BB, NG BC...ocreeiereeeieeeetec oo et s eeee s s st ees st et et seeee e 6d
e Deceased participants whose beneficiaries are receiving or are entitled 10 reCeIVE BENETLS. v ooor oo Be
f Total, Add lines 6d and 6e. .. e s 6f
(1) Number of pammpants with account balances as of the begmnmg of the p!an year (only defined contribution plans 6g{1)
g complete this itemy) ... - .1°9
(2) Number of partlmpants with account balances as of the end of the plan year {only defi ned contribution p!ans
g complete this Hemy) ... _QQ(Z)
h Number of par’umpants who termmated employmem dunng the p[an year thh accrued benef ts that were
less than 100% vested... el BN
7 Enterthe total number of employers obllgaied to contrlbute to the plan (on[y mult}emp]oyer plans complete thzs |tem) e T
8a lithe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b 1fthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4R 4F 44 4L 4Q
9a Plan furding arrangement (check all that apply) 9b Plan benefit arrangement (check all 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

@ Pension Schedules

Check afl applicatide boxes in 10a and 10b to indicate which schedutes are attached, and, where indicated, enter the number attached. {See instructions)

0
(2)

(3}

{4)
(5}

[] R (Retirement Pian Information) )
2

D MB {Multiemployer Defined Benefit Plan and Certain Money @
Purchase Pian Actuartal information) - signed by the plan {3)
actuary )

D SB {Single-Employer Defined Benefit Plan Actuarial (5)
information) - signed by the plan actuary

D DCG (Individual Plan Information) — Number Aftached (6)
D MEP (Multiple-Employer Retirement Plan Informatier)

b General Schedules

[] H (Financiat Information)

[1 1 (Financiat information ~ Smal Plan)

B A (insurance Information) — Number Attached __ 3
[l ¢ (senice Provider Information)

'] D (DFEarticipating Plan Information)

D G (Financial Transaction Schedules)



Form 5500 {2024) Page 3

E’art i]i-;"[ Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides weifare benefits, was the plan subject to the Form M-1 filing requirements during the plan vear? (See ingtructions and 26 CFR
2520.1071-2.) weveveremrmsrnssnsos s [] yes [N No

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

11b Is the plan currently in compliance with the Eorm M1 filing requirements? (See instructions and 2¢ CFR 2520.101-2.) ........... | | Yes [] Ne

11¢ Enter the Receipt Confirmation Code for the 2624 Form M-1 annual report, If the plan was not required to file the 2024 Form M-1 annual repor, 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 Confirmaticn Code will subject the Eorm 5560 filing to rejection as incomplete. )

Reteipt Confirmation Code,




MarshMcLennan
Agency

Authorization to Electronically Sign and File Health and Welfare Form
5500

I hereby authorize Marsh Mclennan Agency, LLC Company (“MMA”} to etectronically sign and
submit to the Department of Labor {DOL) the Form 5500 annual report for the plan year(s) listed
below.

lunderstand that in granting this authority that:

* asthe Plan Administrator/Plan Sponsor, | have the final responsibility for the Form 5500
and

* inorderfor MMAto electronically submit the filing, t must sign and date Page 1 of the Form
5500 and provide to MMA the signed 5500 (first 3 pages only). This signed copy is required
per the Department of Labor (DOL) rules and will be attached to the Form 5500 submission
when transmitted;

* animage of my inked signature, as it appears on Page 1 of the scanned Form 5500, will be
included with the completed Form 5500 and posted by the DOL on the internet for public
disclosure:

* lunderstand that | do have the option to obtain signing credentiats and to directly submit
the Form 5500 annual report to the DOL electronicatly.

* |mustkeep a signed paper copy of the completed Form 5500 in my files.
e MMAwill retain a copy of this written authorization in its records:

e MMA will notify the individual signing below as plan administrator about any inquires and
information it receives from the EFAST2, DOL, or IRS regarding this annual return/report;
and

¢ MMA shall not be deemed an administrator, plan sponsor or other fiduciary with respect to
any ptan solely on account of the services performed under this authorization.

By the signature below, | am acknowledging that | understand the above and that | may revoke or
change authorization at any time by written notification to MMA.

Company Name: RBS Holdings, LLC

Plan Year {select one): 20 24 DAmended Returns
Delinquent Fiting (DFVC) Returns

Plan Administrator Name (ptease print): Stacy Waller

Plan Administrator Signature: @jg OOM____
Date: V4/03/2026

This document is net intended to be taken as advice regarding any Individual situation and should not be relied upon as such, Marsh & McLennan Agency, LLC shall have no
obligation to update this publication and shall have no liaibitity to you or any other party arising out of this publication or any matter contained herein. Any statements concerning
actuatial, tax, accounting or legal matters are based solely on our experience as consultants and are not to be relied upon as actuarial, accounting, tax or legal advice, for which
yau shouid consult your own professional advisors. Any medsiing analytics or projections are subject to inherent uncertainty and the analysis could be materially affected if any
underlying assumptions, conditions, information of faclors are inaccurate or incomplete or should change. Copyright ® 2024 Marsh McLennan Agency, LLC. All rights reserved.
CA Insurance Lic: 0H18131. MarshiMA.com

Abusiness of Marsh McLennan s _ps ow
Warsh & McLennan Agency LLG Your future is limitless.”



