Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor » Complete all entries in accordance with
Employee Benefits Security

Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

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

2025

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

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

12/31/2025

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

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

employer information in accordance with the form instructions.)

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

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

D an amended return/report

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

[ ] Form 5558

D special extension (enter description)

D Check box if filing under: D automatic extension

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

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
BULWARK EXTERMINATING

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
12/31/2013

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)
BULWARK EXTERMINATING

THERESA TOTH

5810 S SOSSAMAN RD STE 106
MESA, AZ 85212

5810 S SOSSAMAN RD STE 106
MESA, AZ 85212

2b

Employer Identification
Number (EIN)
86-0950231

2c

Plan Sponsor’s telephone
number
480-217-0958

2d

Business code (see
instructions)
561710

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. 05/21/2026 LAURA LOFTEN
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 05/21/2026 LAURA LOFTEN
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




Form 5500 (2025) 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 ‘ 768
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) 768

a(2) Total number of active participants at the end of the plan year ..., 6a(2) 486

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 486

e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccocoeciiiiiinicniecn 6e

f Total. Add lINES B0 AN BE. ........oiuiiiiiiii b 6f 486

1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [olelaaT o1 1=t (R (g TS (=Y o ) TP UPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g [olelaaT o1 1=t (R (g TS (=Y ) SRR UTPPRR 60 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1S5S thAN 100% VESEEA. ......o.iee ittt e e et ee s st e e st eeeesesesesesesessssesesesesessnensesssessasasssssseseseseeanansasesnsanaes 6h

7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

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

4A 4B 4D 4E 4F

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) @ Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
3) D Trust ?3) D Trust
4) |_| 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 | (Financial Information — Small Plan
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D ( )
Purchase Plan Actuarial Information) - signed by the plan (©)] B A (Insurance Information) - Number Attached _ 2
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)



Form 5500 (2025) Page 3

Part Ill | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woorvvoeereeeeeeenee e [] Yes 4 No

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
BULWARK EXTERMINATING plan number (PN) » 501

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

BULWARK EXTERMINATING

86-0950231

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

CIGNA HEALTH

AND LIFE INSURANCE COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
59-1031071 67369 656809 486 01/01/2025 12/31/2025

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

(a) Total amount of commissions paid

(b) Total amount of fees paid

148006

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

GARRY L JOHN

SON & ASSOCIATES INC

3850 E BASELINE RD
MESA, AZ 85206

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

148006

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2025
v. 250312



Schedule A (Form 5500) 2025 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025 Page 3

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C D Vision

g D Supplemental unemployment

k @ PPO contract

d D Life insurance

h [x| Prescription drug
I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3)
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c()(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 655795
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
BULWARK EXTERMINATING plan number (PN) » 501

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

BULWARK EXTERMINATING

86-0950231

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
PRINCIPAL LIFE INSURANCE COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
42-0127290 61271 1150332 727 01/01/2025 12/31/2025

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

(a) Total amount of commissions paid

(b) Total amount of fees paid

9063

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

GARRY L JOHN

SON & ASSOCIATES INC

3850 E BASELINE RD
MESA, AZ 85206

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

9689

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025 Page 3

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e B Temporary disability (accident and sickness)

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

f D Long-term disability

C Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3)
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c()(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 90066
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE 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
BULWARK EXTERMINATING plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
BULWARK EXTERMINATING 86-0950231

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 B 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



Schedule C (Form 5500) 2025 Page 2-| 1

(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).

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

8888 E RAINTREE DRIVE
SCOTTSDALE, AZ 85260

(h)

compensation? (sources

(e)
Did service provider
receive indirect

other than plan or plan
sponsor)

compensation, for which the

)
Did indirect compensation
include eligible indirect

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
(f). If none, enter -0-.

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

CIGNA
59-1031071
(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
121331 CARRIER 109493
384950
56 62

Yes D No @

Yes D No @

Yes D No @

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

GARRY L JOHNSON & ASSOCIATES INC

3850 E BASELINE RD STE 121
MESA, AZ 85206

(h)

(e)

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
compensation received by
service provider excluding

eligible indirect

(). If none, enter -0-.

compensation for which you
answered “Yes” to element

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

Yes D No

Yes D No B

Yes D No

(a) Enter name and EIN or

address (see instructions)

(h)

86-0616252
(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
55 CONSULTANT 148006
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid

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

enter -0-.

by the plan. If none,

(e)

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?

()]

Enter total indirect

Did the service
provider give you a

compensation received by
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 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.




Schedule C (Form 5500) 2025
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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

Department of the Treasury
Internal Revenue Servica

DCepartment of Laker
Employee Benefits Security
Administration

Penslion Benefit Guarenty Corporation

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 8057(b) and 6088(a) of the Internal Revenue Code (the Cede).

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

2025

This Form iz 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 returnireport is for:

B This return/report is:

[[] 2 muttiemployer pian

a single-amployer plan
[] the first returnireport
|:| an amended return/report

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

employer information in accordance with the form instructions.)

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

C Ifthe plan is a collectively-bargained plan, 6hEck NBIe. . ... .. ... i\ttt e e e

D cCheck box i filing under:

[] Form 5558
[ speciat extension (enter description)

[] automatic extension

E Ifthis Is a retroactively adopted plan permitted by SECURE Act section 201, Chatk NEr. . o .ot vr v e eeeieeeene

D a short plan year return/report {less than 12 menths)

Part i | Basic Plan Information—enter all requested information

1a Name of plan

BULWARK EXTERMINATING

ib

Three-digit plan

number (PN) » 501

1c

Effective date of plan
1213172013

2a Plan sponsor's name (employer, if for a single-employer plan)
Malling address {include reom, apt., suite no. and street, or P.O. Box)
or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions})

Ci
BULWXRK EXTERMINATING

THERESA TOTH

5810 5 SOSSAMAN RD STE 106

MESA, AZ 86212

5810 8 SOSSAMAN RD STE 106
MESA, AZ 85212

2b

Emplover Identification
Number (EIN}
86-0050231

2c

Plan Sponsor's telephone
number
480-217-0958

2d

Business code (see
instructions)
561710

Caution: A penalty for the late or incomplete filing of this returnreport will be assessed unless reasonable cause is established.

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

SIGN | e 05/21/2028 | Laura Loften
HERE
__| Signature of plan administrator Date Enter name of individual signing as plan administrator
,_?llg; ey 05/21/2026 Laura Loften
c Signature of employeriplan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
"HERE
: Sighature 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




Form 5500 {2025) Page 2
3a Plan administrator's name and address Same as Plan Spenser 3b Administrator's EIN
3¢ Administrator's telephone
number
4 |f 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 fast retum/report:

@ Sponsors name 4d PN

C Plan Name
5 Total number of participants at tha beginning of the plan year 5 | 768
6  Number of participants as of the end of the plan yaar unless otherwise stated (welfare plans complete only lines Ba(1), :

6a(2), 6b, 6¢, and Gd).
a1} Total number of astive participants at the beginning of the Plan YEar ... sssseees 6af1) 768
a{2) Tetal number of active participants at the end of the plan year .... 6a(2) 486
Retired or separated participants receiving benefits.................. 6b

c Other retired or separated participants entitled to future BEnafits ... s e 6c

d  Subtotal Add lIN8s BA(Z), B, B BC...u..ceceeeserieecrietieiesss e sessssesssesssssessss s sesssssss sebssresestsebe s ses Fassasssassasessresesns srmsanes 6d ABG

e Ceceased participants whose beneficiaries are receiving or are entitfed 1o receive bensfils. oo ccvveniiiiiimccnseenne. | B@

f Total, AQD TINES G AN BE...c.ivieiiriririeeeieisnssieertesetetesene e vesasasasssssesesestassss sessasanettsnts assstsEessesesass srsreeas sesnsnensssenmnmsmsasn 6f 486

(1) Number of parlicipants with account balances as of the beginning of the plan year {only defined contribution plans 6g(1)
g COMPIELE IS HBIMTY .urire i e e raae b es aE R nae e bs RS TR e R SRR e 9
(2 Number of paricipants with account balances as of the end of the plan year {only defined contribution plans
9 COMPIBLE thIS IEIMY 11ovevveieierrerresersers erssreeressvmse s eser e rer e s s s e rsees e sse e saenas s rasmmesens e vaees ennsrenares e srersonesasrsessvaavasssnpasesassnnans 29(2)
h Number of parlicipants who terminated employment during the plan year with accrued benefits that were
655 thAN $00% VEBIEO.1ueitt1srsssssssssiesssibrsomistsort ettt teesesmsce s mhs bt 4 s 4ok LAs A LR b e Akt mem bt 6h

7  Enterthe total number of employers cbligated to contribute fo tha plan (only multiemployer plans complete this item} ........ 7

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

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

4A 4B 4D 4E 4F

9a Plan funding arrangement (check all that apply}

) Insurance

{(2) l Code section 412(e)(3) insurance contracts
@ ] Trust

{4 || General assets of the sponsor

9b Plan benefit arrangement {check all that apply)

(n Insurance

(2) Code section 412(g)(3) insurance contracls
(3) Trust

()] General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are altached, and, where indicated, enter the number attached. {See instructions)

& Pension Schedules

(1) D R (Retirement Plan Information)

(2) D MB (Muitiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information} - signed by the plan
actuary

(3) D 8B (Single-Employer Defined Benefit Plan Actuarial )
Information) - sighed by the plan actuary

(4} |:| DCG (Individual Plan Information) ~ Number Attached

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

b General Schedules

(  [] H (Finandial Information)

(2) |:| 1 (Financial information — Small Plan)

(3) EI A (Insurance Information) — Number Attached 2
(4) C (Service Provider Infarmation)

(5) D D (BFE/Parficipating Plan information)

(6) [:I G (Financial Transaction Schedules)




Form 5500 {2025} Page 3

| Partill | 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
2620.101-2) corsversmssssssmsssnssccrssveeennes || Ye8 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) .......c... I:I Yes |:| No

11¢ Enter the Receipt Confirmatlon Code for the 2025 Form M-1 annual report. If the plan was not required to file the 2025 Form M-1 annual repart, 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 fo enter a valid
Recelpt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.}

Receipt Confirmation Code




SCHEDULE A i
Insurance Information ONE Now 12106110
(Form 5500}
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Servioe Employee Retirement Income Security Act of 1674 (ERISA). 2025
Department of Labor .
Employas Benefits Security Administration P} File as an attachment to Form 5500,
Pension Benefi: Guarenty Corporation P Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 of fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
,_
BULWARK EXTERMINATING plan number (PN) b 501

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Ideniification Number (EIN)

BULWARK EXTERMINATING 86-095021

Part! | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
. on a separate Schedule A. Individual contrasts grouped as a unit in Parts |l and [ can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
PRINCIPAL LIFE INSURANGE COMPANY

{c) NAIC () Contract or (e) Approximate number of Policy or contract vear
{b} EIN ; persons covered at end of
code identification number policy or contract year {f) From (g To
420127290 61271 1150332 T2y 01/01/2025 12/31/2025

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

(&) Total amount of commissions paid
. 9063

{b) Total amount of fees paid

3 Persans recelving commissions and fees. (Complete as many entries as needed to report all persons).
{a) Name and addrass of the agent, broker, or other person to whom comimissions or fees werae paid

GARRY L JOHNSON & ASSOCIATES INC 3850 E BASELINE RD
MESA, AZ 85206

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

9689

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

{b) Amount of sales and base Feas and other commissions paid
commissions paid {c) Amount {d) Purpose {e) Crganization code

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A {Form 5500) 2025
v. 250312




Schedule A (Form 5500) 2025 Page 2 —| 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 pergon to whom commissions or fees were patd

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

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

Fees and other cornmissions paid {a)
{b)} Amaunt of sales and base Organization
commissions paid (c} Amount (d) Purpose coda

(a} Name and address of the agent, broker, or cther person to whom commissicns or fees were paid

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

{a} Name and address of the agent, broker, or other person fo 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 1} | Investment and Annuity Contract Information
Where individual contracts are provided, the antire group of such individual contracts with each carrier may be trealed as a unit for purposes of

this report.
4 Current value of plan's interest under this contract in the general cCount 88 Y2ar end .v...veeercnivirernrarissioriioisens 4
5 Current value of plan's interest under this contract In separate accoUnts at YEar 8Nt s 5
6 Contracts With Allocated Funds:
@& Stale the hasis of premium rates P
D Premiums Paith th CAITIEN ...oveeecvicreceeceeeeseese st e scseersss s ssesesssssmstaesssonsssesssssssssesrassosns 6b
€ Premiums due but unpaid at the end 0f thE YBAT ... cecrrreerriesrrrsrasenee s ensssressress ssessrie smevesssreses B¢
d  Ifthe carrier, service, or other organization incurred any specific costs in connecticn with the acquisition or 6d
retention of the contract or policy, NEEr AMOUNT. ... e et e e e r g re e nmeem a e
Specify nature of costs P
€ Type of contract: (1) |:| individual policies 2} |:| group deferred annuity
(3) D other (specify) P
f if contract purchased, in whola 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 contracis maintained in separate accounts)
a Typeofcontract (1) |:| deposit administration (2) D immediate participation guarantee
(3 D guaranteed invesiment (4} |:| ather b
b Balance at the end of the PrBVIOUS VBB c...........oteeceeeeeeeeeeeee e eeeeeee oot eeeeeeeeeeeeeeeeseemeeeereesreneeseeeeereeseseeseeeeeesmsmee | 7b
C  Additions: (1) Contributions deposited during the year .........oeeeeoeeeeeeecne. (1)
(2) DIVIdands and SrEGIS......cec.vvveeeseesessseesses e eessissssb s s assssssns s sssssssssnns 7c(2)
(3) Interest credited during the yaar...... e | 7c(3)
(4) Transferred from SEParate ACEOUM ... v seeseseserevessessesessesereeens 7c(4)
(5} Other (SPECIfY BEIOW) -...ervvriverrrssmsraseraresssssssrsssssssesssss sersssssssssssssssssssees 7c(5)
>
(6)Total additions ..o sresnrrasesnsns s sensens

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

€ Deductions:

(1) Disbursed from fund to pay benefils or purchase annuities during year 7e(1)

{2) Adminisiration CHarge MAGE DY CAMIET ... eoveeree e reeeeeeseeeeessereseeseeseeeeennes 7e(2)

{3) Transferred t0 SEDAIALE ACCOUNE......c.cvcr. ceremreeeseereressrvse e ceremnnseesssesesns 7e(3)

{4) Other (SPECHY DBIOW) .eoveeeeerereereiee st setvmsessss s e veresssssasssssnssasvessons sesens 7e{d)

> .

(B9 TOLA EBAUBHONS ...vveeeerrre s eeeetseeeeeeseeseseses areeesssessees aeesseseesesneaesseesaneseseeseeeesesena e et sementeenes st aneassesem eesenesneseen 7e(5)

f Balance at the end of the current year (subtract line 7e(5} From N8 7d) ......ceuv.vereiveeersseesseesssssssssrsssessessssssssssnaae | 7
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Part Il | Welfare Benefit Contract Information

the information may be combined for reporting purposes if such confracts are experience-rated as a unit. Where confracts cover individual

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 employeas of the same employer(s) or members of the same employee organizations(s),

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or visicn) b D Dental ¢ X| Vision d |:| Life insurance
e Temporary disability (accldent and sickness)  f D Leng-term disability g |:| Supplemental unemployment  h D Prescription drug
[] stop loss (large deductible) i [] HMO contract k[] PPO contract 1[] mdemnity contract

m D Other (specify) P

9 Expefience-rated contracts:
A Premiums: (1) AMOUNL TECEIVE ....veriiesiiissssssssnsrressresssesssssssssssessssesesseesens a1}
(2) Increase {decrease) in amount due but UNPaId ..., 9a(2)
{3) Increase {decrease) in unearmed Premium resSeIve .. eececennnns 9a(3})
(4) Earmned ({13 + (2) - (3] coovviv e rirsnmrsesssssssmsesenssssssses s ssstesrasssensssressssns s ansssmnas e sennsans 9a(4)
b Benefit charges (1) Claims Paid.....oecomecmreesreecrseer e sesr s ssssess serssssseseses
{2) Increase {decrease) in claim reserves..
{3) Incurred claims (266 (1) A (21 veeeenresiesrnssisnnee 9b(3)
{4} Claims charged........... 9b(4)
¢ Remainder of premium: (1) Retentlon charges (on an accrual basis) --
(A COMMISBIONS -oecerrecccrrraserrarerararererssrressrrareiassssasssssssssesssmnssssssnsne 9c{1HA)
(B) Administrative service or other f888 ...veeeeercecv v e Oc(1}B)
(C) Other SPECific ACOUISHION COBLS 1vvu.reeeeeeereeeeeeeeeeeeeseeeserseeeeeeeeseeon 9c(1)(C)
(D) OhET BXPEMSES ..eicersecvsnsesmissesst e sssteesissas ettt sesensiessnsrsnestens 9c{1){D)
(E) Taxes... T .-+ § {3
) Charges for risks o other contmgencnes ...................................... 9c{1){F)
{G) Other retention CHAMES ..o eeeeeees e eeeeeereseeseeneeneses e neenenneenenes | 9G{T)(G}
{H) Total retention... weverrsnnennen | 3C(1)}H)
(2} Dividends or retroactive rate refunds (These amounts were D pard in cash, or D credited) 9c{2)
¢ Status of polieyholder ressrves at end of year; (1) Amount held to provide benefits after retirement ... ..., ad(1)
(2) ClBIM FESRIVES 1.111vuiisieesieesrsrariesecesrieiessrresesssrsssasssssssasasass sasssssssase st sasssassssssssssasastes sassassasesssens sesesiessssostasss gd(2)
(3) OHNET IBSBIVES ..vuererii i viseees et siss s et srss sttt mems sesssssetens s smeeassseresbasassbinbebsssrasaes 9d(3)
e Dividends or retroactive rate refunds due. {Do not include ameount entered in ling 86{2).).......ocooceeviins e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CaMEr ... e 10a 20066
b Ifihe carrler, 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. .......ccevvivvinnens 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 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

Pensicn Benefit Guaranty Corporalion

Insurance Information

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

P File as an attachment to Form 5500,

P Insurance companies are required to provide the information

OMB No, 1210-0110

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or figscal plan year heginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
BULWARK EXTERMINATING b 501

plan number (PN}

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

BULWARK EXTERMINATING

86-0950231

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 Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier
CIGNA HEALTH AND LIFE INSURANCE COMPANY

wen e [ e, | SEEmRERT T
policy or contract year ® g
58-1031071 67369 6856808 486 01/01/2025 12/31/2025

2 Insurance fee and commission information. Enter the total fees and fotal commissions paid. Listinline 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

148006

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

GARRY L JOHNSON & ASSOCIATES INC

3850 E BASELINE RD
MESA, AZ 85208

(b} Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

{d) Purpose

(e) Organization code

146006

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
cemmissions paid

Fees and other commissions paid

{c} Amount

{d) Purposa

(e} Organizaticn code

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

Schedule A {(Form 5500) 2025
v. 250312




Schedule A (Form 5500) 2025 Page 2 —| 1

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

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

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

Fees and other commissions paid {e)
() Amount of sales and base Crganization
commissions paid {c) Amount (t) 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 (o)
(b) Amount of sales and base Organization
commissions pald (¢} 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
comimissions paid {c) Amount {d) Purpose code

{a) Nams and address of the agent, broket, or gther person to whom commissions or fees were paid

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




Schedule A (Form 5500) 2025 Page 3

Part Il .| Investment and Annuity Contract Information

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

4 Cuent value of plan's interest under this contract in the general account al Year 8nd .........c...coeseriessiessssessessesseseess 4

5§ Current value of plan's interest under this contract in separate accounts at year 8nd.........monie s, 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D PrEmMIUMS DA E0 CAITIET .......vceeece e eeeeee e ee e eemen s et eeas s sens e ss s e se s s sssssnrsaneses b dotsbsbvnbebab st esss e asansneen 6b

€ Premiums due but unpald at the end of the YEar ... s 6c

d  Ifthe cairier, service, or ather organization incurred any specific costs in connection with the acquisition or 8d
retention of the contract or policy, enter amoUnt. ... —————

Specify nature of costs P

e Type of contract: {1) D individual policies (2} |:| group deferred annuity
@ [] other @specify) P

f  If contract purchased, In whole or in part, to dlstribute benefits from a terminating plan, chack here 4 D

T Contracis With Unallocated Furds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract (1) |:| deposit adminisiration 2) |:| immediate participation guarantee

(&) |:| guaranteed investment (4) I:l other P

b Balance at the end OF tNE PrEVIOUS YBET 1..uuieiiiiiiriiissisisresssssssiasssissesiessssssasssssessssssessessssssesssssnsessenssssssssssessssases | 7b

€ Additions: (1) Contributions deposited during the year ... 70(1)
(2) Dividends and credits.........cvieiiinnsersr i e sser e e
(3) Interest credited during the Year, ...
(4) Transferrad from separate account.
(5) Other (specify BEIOW) ... oo
b

(6)Total additions .......................... 7c(6)

d Total of balance and additions (add [Nes 7B and TC{B)). ....ccovreeeeeririceis st eesseassimsrsis s srssssssrarassssessasensasees [ 7d

e Deductions:

(1) Disbursed from furd to pay benefits or purchase annuities during year 7Te(1)

{2) Administration Charge MAde BY CAITIET .....c...eveeereereseeeseeseeeeeeesessesenorsens 7e(2)

(3) Transferred to separate aCC0UNE.........cce e e e e 7e(3)

(4) OhET (SPECHY DEIOWY svevesvrectsecsserssestsesserssesssssssenses s sesssesssessssssssssssassssns 7e(d)

y .

(5) TOORAL QEGUCHOME 1evvevveeeesvties e eeseeseeeessaress e eebeesseseesesenesseseeeerabaes i b et e et bens e snE s b s beee bt s s b b bane s msnn e marates 7e(5)

f Ralance at the end of the current year {subtract line 7e{5} from N 7d) ..o crcee e s [T | 7f




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information
If more than one centract 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|:| Vision d D Life insurance
e D Temporary disability {accident and sickness) f D Long-term disability g |:| Supplemental unemployment  h [X] Prescription drug
i [X stoploss (large deductible) j [] HMO contract kX PPO contract 1] ] Indemnity contract
m D Other (specify) P
9 Experlence-rated contracts:
a Premiums: (1) AMOUNE rECEIVEL ....eeeeereeee e ceree e neeas 8a(1)
(2) Increase {decrease) in amount dug DUE UNPAIE .....cv.vceeieeerercrirersesiniens 9a(2)
(3) Increase {decrease) in unearned Premium MESENVE .......cueevirennirens 9a(3)
L = T L= Lo W - T OO OO l 9a(4)
Benefit charges (1) Claims paid.....cccoeee e gb(1}
(2) Increase (decrease) I Claim FESEIVES ... reiersssrssiesssssrsserees 9b(2)
(3) Incurred claims (AU () AN (2] oeieeeeririiiieieisese e reiesrees s se e s b s b sas b sasa s s b s bo b saasbabobssrsa e e e aeasreren 9hb(3}
L TRt T Ty = SO O 9b(4)
Remainder of premium: (1) Retention charges {on an accrual basis} —
(A) COMMISSIONS 11vvvirrvisisirriissssrssressns rermsbrassrss s seeserrssss abasessssrssans 9c(1)(A)
(B) Administrative service or other fees .. « [ 9¢(1}B)
(G} Other spacific acquisition costs........ . | 9e(1)C)
(D)} Other eXpensss ... .oeerereeene. .. | 9c(1)D)
(E) TAXES.covvvvvvessmeesssssssninssssssesssesssssnssssss . | 8e(1XE)
{F) Charges for risks or other confingancies ... 9e(1)(F)
(G) Other relention ChAMGES ...oveureacrrresrernseereeersssrssesraresrraesssesspeseces 9c{1)(G) |
(H) TOLAI TEEBMEION. .1 11i1iei it itieitrsrsniireenssesbeesesestetesess st sasmsass o bebe b et s asbebe et s ssateboRebenerenteassasasmanbe e seanenenenesemenes 9c{1}H)
(2) Dividends or retroactive rate refunds. (These amounts were I:I paid in cash, or |:| credited. o vvniriine 9c(2)
Status of policyholdar reserves at end of year; {1} Amount held to provide bhenefits after retirement............... 9d{1)
(2) ClBIM TESEIVES ....cciis ettt seseressses cese sttt bebas sesesasasa s abebasabessss s ass seas seaesas st st asasseemensinssanetasnttobsabnbsbesnasiese 9d(2)
(3) Other reserves 9d(3)
€ Dividends or refroaclive rate refunds due. (Do not include amount entgred in ling 9e(2}.) ... 9¢
10 Nonexperience-rated coniracts:
a Total premiums or SULSCIPHON Charges PAIL L0 CAITIEL v i airrrrrersins e eeemesrre e e s mare s esesesreteeeen 10a G585795
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 I, line 2 above, repert amount. ... 10b
Specify nature of costs.
| PartIV_| Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A7 ............. D Yes No

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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500) 2025
Department of the Treasury This schedule is required 1o be filed under section 104 of the Employee
inlamal Ravenus Sarvice Retirement Income Security Act of 1974 (ERIEA).
Department of Lab .
Employee Beneits Seoury Adminisiration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection.
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Tires-digit 501
BULWARK EXTERMINATING plan number (PN) b
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer identification Number (EIN)
BULWARK EXTERMINATING 86-0950231

| 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, direclly or indirectly,
$5,000 or more in total compensation {i.e., money or anything else of monetary valug) in cannection with services rendered to the plan or the person's
position with the plan during the plan year, If a person raceived only eligible indirect compansation 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 "Yas" 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 praviding 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 addrass 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




Schedule C (Form 5500) 2025 Page 2-| 1

(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 ellgible indirect compensation

(b) Enter name and EIN or address of person wha provided you disslosures an eligible indirect compensation

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

{b} Enter name and EIN or addrass of person who provided yau disclosures on eligible indivect compensation

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

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




Schedule C (Form 5500} 2025

Page 3-[ 1

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Excapt for those persons for whom you
answerad "Yes” to line 1a above, complete as many enfries as needed to list each person recelving, directly or indlrectly, $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)

CIGNA 8388 £ RAINTREE DRIVE
SCOTTSDALE, AZ 85260
59-1031071
{b) (e} (d) (e} ) g (h)
Service Relationship {o Enter direct Did service provider Did indirect compensation Enter total indiract 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? (scurces [ compensation, for which the | service provider excluding | formuta instead of
person known to be enter -0-, other than plan or plan plan received the required sligible 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-,
1213 3138 |CARRIER 108493 ¢
p ;
49505662 ves [ No [ Yes [] No [ ves [] No [

{a) Enter name and EiN or address (see instructions)

GARRY L JOMHNSON & ASSOCIATES INC

86-0616252

3850 E BASELINE RD STE 124
MESA, AZ 85206

(b} (c) (d) (e) ) g {h)
Service Relationship io Enter direct Did service provider Did indirect compensation Enter fetal 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 te be enter -0-, other than plan or plan plan received the required eligible indiract an amount or

a party-in-interest SpONsor} disclosures? compensation for which you |estimated amount?

answered "Yes" to element

f. If none, enter -0-.
55 CONSULTANT 148006 0
Yesl:l No YesD No Yesl:l No
(a)} Enter name and EIN or address (sae instructions)

(b) (c) {d) (e) ) (h)
Service Relationship to Enter diract Did service provider Did indirect compensation Enter total indirect Diid 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
sponsar)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answerad "Yes” to element
{f. If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes D No |:|

Yes D No D

Yes D No I:I




Schedule C (Form 5500) 2025

Page 4 -|

| Part1 | 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 confract administrator, consulting, custodial, investment advisory, investment managemant, broker, or recordikeeping servicas, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each scurce for whom the service
provider gave you a formula used {o 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 infermation 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

(cf} 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 ar 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

() 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 saurce 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) 2025

Page 5 - 1

| 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 Schadule.

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

{b) Nature of
Service
Cade(s)

(c) Desciibe 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
Cods(s)

{c} Describa the informatian that the service provider failed or refused to
provide

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

(b) Natura of
Service
Coda(s)

(c) Describe the information that the service pravider 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 informatian that the service provider failed ar refused fo
provide

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

(b) Naturs of
Service
Code(s)

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

provide
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Partlll | Termination Information on Accountants and Enrolled Actuaries (see instructions)
) (complete as many entries as neaded)

a Name: b EIN:

€ Position:

d Address: e Telephone:
Explanation:

a Name: b EIN

¢ Paosition:

d Address: e Telephone:
Explanation:

a Name: b EIN:

€ Position:

d  Address: & Telephone:
Explanation:

a Name: b EIN:

€ Position:

d  Address: € Telephone:
Explanation:

a Name: . b EIN:

C  Position:

d  Address:

@ Talephons:

Explanation:
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