Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits Security

Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

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

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

OMB Nos. 1210-0110
1210-0089

2025

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

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

and ending  12/31/2025

A This return/report is for:

B This return/report is:

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

[ ] Form 5558

D special extension (enter description)

D Check box if filing under:

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

D a multiemployer plan

a single-employer plan
D the first return/report

D an amended return/report

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

employer information in accordance with the form instructions.)

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

D automatic extension

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan

QUALITY CONTAINER CORP PROFIT SHARING PLAN

1b

Three-digit plan
number (PN) » 003

1c

Effective date of plan
01/01/2008

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)
QUALITY CONTAINER CORP

P.0. BOX 1297

CLAREMONT, CA 91711-1297

2b

Employer Identification
Number (EIN)
20-0101727

2c

Plan Sponsor’s telephone
number
909-482-1850

2d

Business code (see
instructions)
424100

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. 06/01/2026 LINDA M. KALEFF
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 06/01/2026 LINDA M. KALEFF
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 ‘ 7
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) 5
a(2) Total number of active participants at the end of the plan year ..., 6a(2) 5
b Retired or separated participants receiving beNefits...........cooiuiiiiiiiiii e 6b 0
Cc Other retired or separated participants entitled to future benefits ..o 6C 2
d Subtotal. Add NS Ba(2), B, @NA BC.........eiiiriirieiiieiiiee ettt et 6d 7
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccocoeciiiiiinicniecn 6e 0
f Total. Add lINES B NG BE.......ueuiiiiiieiiiieiieite ettt bt ee bttt bbbt b ettt b et n et en e ene s 6f 7
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1) 7
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 COMPIELE TNIS TEEIM) ...ttt s b et e s te et e sbeeseeste et e sbeessesteenbeesaesseeaeenseessesseeseenseaseesseeseesesnsesseans 69(2) 7
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thaN 100% VESE. ... . eeeeieieitititet et es e eeee et st st et et et s et s esssessssse et sssses et s en e scs et csseetes et et sses s nscscssses et et ensnsn s e snscecscseneeenans 6h 0
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:
2A 2E 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
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) Trust ?3) @ Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) R (Retirement Plan Information) (1) [] H (Financial Information)
2 | (Financial Information — Small Plan
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ B ( )
Purchase Plan Actuarial Information) - signed by the plan (©)] B A (Insurance Information) - Number Attached _ 2
actuary (4) D C (Service Provider Information)

3) D SB (Single-Employer Defined Benefit Plan Actuarial
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)

(5) D D (DFE/Participating Plan Information)
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Part Ill | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woorvvoeereeeeeeenee e [] Yes [] 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 Insurance Information
(Form 5500)

Department of the Treasury

OMB No. 1210-0110
This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2025
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
QUALITY CONTAINER CORP PROFIT SHARING PLAN

plan number (PN) 4 003

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

D Employer Identification Number (EIN)

20-0101727
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

AMERICAN GENERAL 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
45-3964944 60941 P61D2536080 1 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

8673

(b) Total amount of fees paid
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

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

4001 MACARTHUR BLVD.
STE#300

NEWPORT BEACH, CA 92660

(b) Amount of sales and base

Fees and other commissions paid
commissions paid (c) Amount

8673

(d) Purpose

(e) Organization code

3

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

(b) Amount of sales and base

Fees and other commissions paid
commissions paid

(c) Amount

(d) Purpose (e) Organization code

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

Schedule A (Form 5500) 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 atyearend ..................c..coccocoeveieireenn..... 4 122524
5 Current value of plan’s interest under this contract in separate accounts atyear end...................c..c.c.c.ococcoiveveieennn... 5 744885
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: ) D deposit administration 2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end of the PreviOUS YEaI .................oiiii oo | 7b 128673
C Additions: (1) Contributions deposited during the year ...............cccccocvv...... 7c(1)
(2) Dividends and Credits.............coooweeeeeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3) -1241
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOLAI AAAIIONS ...t 7c(6) -1241
d Total of balance and additions (add liNES 7b aNd 7C(B)). .........ovrerurueueeeeeeeeeeeeee et | 7d 127432
€ 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 (SPECITY DEIOW)........c.oveeeieeieeiee e 4907
» WITHDRAWALS/LOANS
(5) TOtAl ABAUCHIONS ........cooveeceeeecee ettt et e et e ns s s s en et e e s en st eneseennaeen 7e(5) 4907
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............cccoeveveveeererireeeeeeeeeeeeeen. | 7f 122525
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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 D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract I D Indemnity contract

m |:| Other (specify) P

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 ........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) 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 10 CAITIer..........c..ooiiiiiiiiii e 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV 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 Insurance Information
(Form 5500)

Department of the Treasury

OMB No. 1210-0110
This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2025
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
QUALITY CONTAINER CORP PROFIT SHARING PLAN

plan number (PN) 4 003

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

D Employer Identification Number (EIN)

20-0101727
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

AMERICAN GENERAL 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
45-3964944 60941 P61D2536081 1 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

2372

(b) Total amount of fees paid
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

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

4001 MACARTHUR BLVD,
STE#300

NEWPORT BEACH, CA 92660

(b) Amount of sales and base

Fees and other commissions paid
commissions paid (c) Amount

2372

(d) Purpose

(e) Organization code

3

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

(b) Amount of sales and base

Fees and other commissions paid
commissions paid

(c) Amount

(d) Purpose (e) Organization code

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

Schedule A (Form 5500) 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 33404
5 Current value of plan’s interest under this contract in separate accounts at year end................cccocoovevereueuerererererennnn. 5 203077
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 35246
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) -399
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOLAI AAAIIONS ...t 7c(6) -399
d Total of balance and additions (add liNES 7b aNd 7C(B)). .........ovrerurueueeeeeeeeeeeeee et | 7d 34847
€ 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 (SPECITY DEIOW)........c.oveeeieeieeiee e 1443
» WITHDRAWALS/LOANS
(5) TOtAl ABAUCHIONS ........cooveeceeeecee ettt et e et e ns s s s en et e e s en st eneseennaeen 7e(5) 1443
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............cccoeveveveeererireeeeeeeeeeeeeen. | 7f 33404
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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 D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract I D Indemnity contract

m |:| Other (specify) P

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 ........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) 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 10 CAITIer..........c..ooiiiiiiiiii e 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV 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 | Financial Information—Small Plan OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is requirgd to be filed under section 104 of the Employee 2025
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Dopartment of Labor Internal Revenue Code (the Code). This Form is Open to Public
Employee Benefits Security Administration ) File as an attachment to Form 5500. Inspection
Pension Benefit Guaranty Corporation

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
QUALITY CONTAINER CORP PROFIT SHARING PLAN plan number (PN) 4 003
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
QUALITY CONTAINER CORP 20-0101727

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule | if you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

| Part | ‘Small Plan Financial Information

Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar
benefit at a future date. Include all income and expenses of the plan including any trust(s) or separately maintained fund(s) and any payments/receipts to/from
insurance carriers. Round off amounts to the nearest dollar.

1 Plan Assets and Liabilities: (a) Beginning of Year (b) End of Year
A TOtAl PlAN @SSELS ..ot 1a 2991896 3173291
b Total plan l1abiliies...............ccoeviveeeeeeeeeeeeeeeeeeeee e 1b 0 0
C Net plan assets (subtract line 1b from line 1a).. 1c 2991896 3173291
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYETS ..o 2a(1) 0
(2)  PartiCiPantS..........cviveeeeeeeee ettt 2a(2) 0
(3) Others (including rollovers)..........c.cccvviieieiiiiciniiee e 2a(3) 0
b Noncash contributions 2b 0
C Otherincome................. | 2c 400703
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2c) ............... 2d 400703
€ Benefits paid (including direct rollovers) ...........ccoccciiereeeiiiiiienn.. 2e 199274
f Corrective distributions (see instructions).................ccccceevevevevenenns 2f 0
g Certain deemed distributions of participant loans
(5€€ INSLIUCHIONS) ... 2g 0
h Administrative service providers (salaries, fees, and
COMIMUSSIONS) ... iutttieiiiie ettt ettt e et e et e e e e e e et e e e nneeas 2h 20034
i Other @XPENSES......c.oeeeceeeeeeeee e 2i 0
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ...........cccevvernn... 2j 219308
K Netincome (loss) (subtract line 2j from line 2d)...........c.cccevevene.. 2k 181395
| Transfers to (from) the plan (see instructions) ................ccccceue..... 2| 0
3 Specific Assets: If the plan held assets at any time during the plan year in any of the following categories, check “Yes” and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assets of more than one plan on a
line-by-line basis unless the trust meets one of the specific exceptions described in the instructions.
Yes No Amount
a Partnership/joint venture interests ............ccoouiiiiiiiiiiii 3a X
D EMPIOYer real PrOPertY .........covvoveeeececeeeeeeeeeeeee ettt 3b X
C Real estate (other than employer real property) .........cccoooueeeiiiieeiiiieiie e 3c X
A EMPIOYEr SECUMHIES ...ttt n e aeaene 3d X
€ PartiCipant I08NS .......cuueiiiiiii et 3e X
f  Loans (other than to PartiGipants) ..............ccoeeeureereeeeeeeeeeeee e 3f X
g Tangible personal Property ...........cccocuiiiiiiiiiiii i 3g X
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule | (Form 5500) 2025

v. 250312



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

’ Part Il lCompIiance Questions

4 During the plan year: Yes No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period

described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until

fully corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program.) ......... da X
b Were any loans by the plan or fixed income obligations due the plan in default as of the

close of plan year or classified during the year as uncollectible? Disregard participant loans

secured by the participant’s account balance. .............c.ccccoiiiii 4b X
C Were any leases to which the plan was a party in default or classified during the year as

UNCOIIECHDIET ..ot 4c X
d Were there any nonexempt transactions with any party-in-interest? (Do not include

transactions reported 0N lINE 4a.) ......cc.oiiiiiiiiiiii e 4ad X
€ Was the plan covered by a fidelity DONA? ..........c.cocuevieeeiececeeieecee e 4e X 340000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was

caused by fraud or diShONEStY? ........ccuuiiiiiiii e af X
g Did the plan hold any assets whose current value was neither readily determinable on an

established market nor set by an independent third party appraiser? ...........ccccccceiiieieiiinennns 49 X
h Did the plan receive any noncash contributions whose value was neither readily

determinable on an established market nor set by an independent third party appraiser? ...... 4h X
i Did the plan at any time hold 20% or more of its assets in any single security, debt,

mortgage, parcel of real estate, or partnership/joint venture interest? ............ccocoeviiiiieiieenn. 4i X
j Were all the plan assets either distributed to participants or beneficiaries, transferred to

another plan, or brought under the control of the PBGC? .........ccccociiiiiiiiiiiiiic e 4j X
K Are you claiming a waiver of the annual examination and report of an independent qualified

public accountant (IQPA) under 29 CFR 2520.104-467 If “No,” attach an IQPA’s report or X

2520.104-50 statement. (See instructions on waiver eligibility and conditions.) ..........c.ccccccrverenee. 4k
| Has the plan failed to provide any benefit when due under the plan? .............c.cccccevevevevenenen. 4 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29

CFR 2520.101-3.) covovoeeeeeeee e ee e se e eeeee s s eee e e s e eeeeee e 4m X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or

one of the exceptions to providing the notice applied under 29 CFR 2520.101-3................... 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes B No-

If “Yes,” enter the amount of any plan assets that reverted to the employer this year

5b I, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and

10 (U Tex (13 T TSRS PRSI D Yes D No D Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500) 2025

Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the

Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
Do 6058(a) of the Internal Revenue Code (the Code).
partment of Labor This Form is Open to Public
Employlee Benefllts Security Admlnlstljatlon D File as an attachment to Form 5500. Inspection,
Pension Benefit Guaranty Corporation
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
QUALITY CONTAINER CORP PROFIT SHARING PLAN plan number
(PN) » 003
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
QUALITY CONTAINER CORP 20-0101727
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1 0
IS ITUCHIONS . . e s
2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the
two payors who paid the greatest dollar amounts of benefits):
EIN(s): 80-6117897
Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.
3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3
[ LT TSP P PSP PP PP PPPTPPN
Part I Funding Information (If the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)
4 |s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? ......c..eveevrrenee. D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.
5  If a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.
6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 6a
deficiency not waived) ................................................................................................................................
b  Enter the amount contributed by the employer to the plan for this plan year ...............ccccccoveveveeiceeeeeereenn 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount)............cccooiiiiiii e 6C
If you completed line 6c, skip lines 8 and 9.
7 Wil the minimum funding amount reported on line 6¢ be met by the funding deadline?................cccceocevecereennan. D Yes D No D N/A
8 If achange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree With the ChANGE? ................ccooviiioeooooeoeeoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee D Yes D No D N/A
Part 11l Amendments

9  Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate
boX. If N0, CHECK the “NO” DOX......uvieiiiiiiiiiiiiieiie e eeasaesesnnssennnees D Increase D Decrease D Both D No

| Part IV | ESOPs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.

10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? ............. D Yes D No
11 a Doesthe ESOP hold any Preferred STOCK? .............covouoieeeueeeeeeeeeee oot ee et e et ee et et e e ae e eae e e e s e e s eeeaneaeaeeneaeeeee D Yes D No
b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “back-t0-DaCK” 108N.) ............iiiiiiiiiii e
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market?..............ccccoceveveveveveveeeeeeeeee e D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2025

v. 250312



Schedule R (Form 5500) 2025 Page2-| 1

| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13  Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest contributors (measured in dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollarsandcents) _~
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box I:I and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:]] Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:]] Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box I:I and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):




Schedule R (Form 5500) 2025 Page 3

14  Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the

plan year, whose contributing employer is no longer making contributions to the plan for:

a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: D last contributing employer D alternative D reasonable approximation (see 14a
instructions for required attaChMENL)............oooiiiiiiii e e e e e e e e e e e e

b The plan year immediately preceding the current plan year. D Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment)

C The second preceding plan year. D Check the box if the number reported is a change from what was 14c
previously reported (see instructions for required attachment)...........coooeiiiiiiiiie e

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year 15a

b The corresponding number for the second preceding PIan YEar ...............cccoveeeeeeeererereeeeeeeeserererererennn 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against sUCh Withdrawn emMIPIOYErS ... .o s

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attachment

| Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such
participants and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding
supplemental information to be included as an attachment

19 If the total number of participants is 1,000 or more, complete lines (a) and (b):
a  Enter the percentage of plan assets held as:
Public Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets: %
High-Yield Debt: % Real Assets: % Cash or Cash Equivalents: % Other: %
b Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
D 0-5 years D 5-10 years D 10-15 years D 15 years or more

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? [[ Yes D No
b Ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

Yes.

[

g No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.

g No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

g No. Other. Provide explanation.

[ Part VIl | IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules? [ | Yes [X No

21b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

D Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

N/A

22 If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020
(MM/DD/YYYY) and the Opinion Letter serial number_Q703141A .




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

1210-008%
This form Is required to be filed fer employee benefit plans under sections 104
and 4085 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Department of ihe Treasury

Internal Revenue Ssrvice sections 8057(b) and 8058(a) of the Internal Revenue Code (the Code). 202 5
g 9“”‘““;:;;;{;;“;22-. » Complete all entries in accordance with
T Ly the instructions to the Form 5500.
Fensicn Bensft Guaranty Gerparation This Form is Open to Public
Inspection
| Part | | Annual Report Identification Information
Far calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending 12/31/2025
A This retumireport is for: D a multiemployer plan D a multipie«_emplnye.ar p]l.an (Filers checkilng this box must pr.m.ride participating
employer information in accordance with the form instruetions )
E a single-employer plan D a DFE (specify)
B This retumireport is: D the first returnireport D the final return/report
[I an amended return/report D a short plan year refurnfreport (less than 12 months)
C ifthe plan is a collectively-bargained plan, Check NBIE. - . .. .. ...\ e v []
D Check box if filing under: D Form 5558 [ ] automatic extension |:| the DFVC program
D special extension {enter description)
E ir this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . . ....................... » D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1 Three-digit plan
QUALITY CONTAINER CORP PROEIT SHARING PLAN number (PN) » | 003
1c Effective date of plan
01/01/2008
2a Plan sponsor's name (employer, if for a singla-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal cede (if foreign, see instructions) 20-0M01727
QUALITY CONTAINER CORP 2c Plan Sponsor's telephone
number
(909) 482-1850
P.O. BOX 1297 2d Business code (see
instructions)
CLAREMONT, CA 91711-1257 424100

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

Under penalties of perjury and other penalties set farth in the instructions, | declare that | have examined this returnireport, Including accompanying schedules,
statemenis and attachments, as well as the electronic version of this returnireport, and to the best of my knowledge and belief, it is true, correct, and camplate.

~ ¢
SIGN Qu.,mi_g P O ST G/Q/ZC?Z(-: LINDA M. KALEFF
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN mf—)m Qe Y M. L{«L‘&JHL fé‘/‘l/-z 0 26 | L INDA M. KALEFF
HERE
Signature of employeriplan 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 El Same as Plan Sponsor 3b Administrator's EIN

3¢ Administrator's telephone
number

4 |fthe name and/or EIN of the plan sponsor or the plan name has changed since the last retum/report filed for this plan, 4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last returnireport:

a Sponsor's name 4d PN
C Plan Name

5 Total number of participants at the beginning of the plan year 5 |

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, B¢, and 6d).

a(1) Total number of active participants at the beginning of the Plan YEar ... | Ga(1) o
a(2) Total number of active participants at the end of the plan year ... | §a(2) 5
b Retired or separated participants receiving Benefits ... | B 4]
c Other retired or separated participants entitled to future benefits ... | BE 2
d Subtotal: Ade ines: BAIZ), BB, BNEBC: 1 i e s s s i i | B 7
e Deceased parficipants whose beneficiaries are receiving or are entitled to receive benefils. ..., | BE 0
f Total. Add lines 6d and Ge. .. e e e o A P Rl (- | 7

(1) Number of pammpants with account balances as of the begmnlng of the plan year (nnly defined contribution plans 8g(1)
g complete this item) ... A

(2) Mumber of paﬂlclpants w!ih account balances as of the end of the plan year (only deﬂned contnbutlon plans
9L2) complete this item) .........oc.occcreenrns e | BG(2)

h MNumber of parﬂcnpanta who termnnated employment durrng the plan year thh accrued benef ls that were
less than 100% vested... e 1
7  Enter the total number of employers obhgated to ccmtnbu{e to the plan {oniy muluemployer plans compiete lh+s |tem) 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the Instructions:
2A 2E 3D

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

8a Pian funding 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 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number aftached. (See instructions)
a Pension Schedules b General Schedules
{1} R (Retiremant Plan Information) (1) D H (Financial Informatian)
b Financial Information = Small Plan
(2 [] MB (Mutiempioyer Defined Benefit Plan and Cerain Money @ ( i )
Purchase Plan Actuarial Information) - signed by the plan (3) A (Insurance Information) — Number Attached __ 2
actuary (4) [1 © (service Provider Information)
) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D D (DFEarticipating Plan Information)
Infarmation) - signed by the plan actuary
@ [] DCG (ndividual Pian Information) - Number Attached (6) [] & (Financial Transaction Schedules)
(5} D MEP (Multiple-Employer Retirement Plan Information)
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[ Part Il ] Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a It 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
PRROAOE2)) snsimisessisinisvisings || Yo No

11 "Yes" is checked, complete lines 11b and 11¢.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CER 2520.101-2) ........... []Yes [] No

11¢ Enter the Receipt Confirmation Code for the 2025 Form M-1 annual report. If the plan was not required to file the 2025 Farm 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)

Insurance Information R

Dapartmeant of the Treasury

This schedule is required to be filed under section 104 of the
Internal Reverus Service

Employee Retirement Income Security Act of 1974 (ERISA).

2025

Departiment of Labor

Employes Benefits Security Administration P File as an attachment to Form 5500,

Penstan Beneft Guaranty Corporation b 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 or fiscal plan year beginning01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit 003
QUALITY CONTAINER CORP PROFIT SHARING PLAN plan number (PN) 3

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

D Employer Identification Number (EIN)
QUALITY CONTAINER CORP

20-0101727

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unitin Parts |l and Il can be reperted on a single Schedule A,

1 Coverage Information:

{a) Name of insurance carrier

American General Life Insurance Company

(¢) NAIC (d) Contract or {e) Approximate number of Policy or contract year
{b) EIN b persons covered at end of
code identification number " policy or contract year (f) From (g) To
45-3964944 60941 P&1D2536080 1 01/01/2025 1213142025

2 Insurance fee and commission information. Enter the total fees and total cormmissions paid. List in line 3 the agents, brokers, and other persens in

descending order of the amount paid.

{a) Total amount of commissions paid

{b) Total amount of fees paid

8673

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

Cetera Advisor Networks LLC

4001 MacArthur Blvd.
Stef300
Newport Beach, CA 92660

(b} Amount of sales and base

Fees and other commissions paid

commissions paid

{c) Amount

{d) Purpose

{e) Organization code

8673

3

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

(b} Amount of sales and base

Fees and other commissions paid

commissions paid

(c} Amount

{d) Purpose

(e) Crganization 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

(b) Amount of sales and base

Fees and other commissions paid

(e)

Organizaticn
commissions paid {c) Amount {d} Purpose o
(a) Name and address of the agent, broker, or ather 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 e
(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 Organization
commissions paid (c) Amaunt {d) Purpose e
{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 rgcode
(a) Name and address of the agent, broker, or other person to whem commissions or fees were paid
Fees and other commissions paicd (e)
b) Amount of sales and base izati
(b) o3 Arriourh Crganization

cammissions paid

(d) Purpose

cade




Schedule A (Form 5500) 2025 Page 3

Part Il | Investment and Annuity Contract Information
VWhere 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 centract in the general account at year end 4 122524
5 Current value of plan’s interest under this contract in separate accounts at year end......oowin e 5 744885
6 Contracts With Allocated Funds:
a State the basis of premium rates
b  Premiums paid to carrier .. e 6b
€  Premiums due but unpald at lhe end u-f the year .. 6c
d I the carrier, service, or other organization incurred any specﬁ' ic coﬁts in cennection mih tha acqwsmon or 6d
retention of the contract or policy, enter amount. .. .
Specify nature of costs P
e Type of contrack: (1) D individual pclicies {2) D group deferred annuity
@) [] 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 of the previous year ... B R i i T o] Th 128673
c Additions: (1) Contributions deposited durlng the year .. s | DAY
(2) Dividends and credits... OO I > "4
(3) Interes! credited dunng the year... 7c(3) 1241
(4) Transferred from SEparate AEEOUN ..........oo.irvvvvvrcceeeveovicccrriesooeeeeeeeree. | TCAA)
(5) OthEr (SPECHTY BRIOW) v.vvvceeeessmssessssssirrroeeeeeemssssssasasssasssssssinsssenssinnnc | 1C(D)
b
Tl A ek s o eSS SR S R W S ——— - ) -1241
d Total of balance and additions (add NS 7B @NG TEIBY. --..ev.evrerrms e it s oo |_ Td 127432
e Deductions:
(1) Disbursed from fund to pay bensfits or purchase annuities during year Te{1)
(2} Administration charge made by GaImier...........o—-...cocrvvvoommrcsiininnins |_1€{2)
(3} Transferred (0 SEPATate AC00UNt ..............cccouainerrmemrssmseusnissesensssirenierss | LE(S)
(4) Oher (SPREIfy BEIOW) ..e.oeercccccorssssemsosnsees e encsstecssmsnnens o | 1€(4) 4807
P Withdrawals/Loans
(5) Total deductions .. s e T e 7e(5) 4907
f Balance at the end ofthe current year (subtrac:t Ime 79{51 from Ilne ?i:l] [ 7f 122525




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

8 Benefit and contract type (check all applicable boxes)

a D Health {other than dental or vision) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) T D Long-term disability g D Supplemental unemployment  h D Prescription drug
D Stop loss (large deductible) i D HMO contract k D PPO contract 1 D Indemnity contract

m [] Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received .. 9a(1)
(2} Increase (decraase) in amount due but unpald 9a(2)
(3} Increase (decrease) in uneamed Premium rESEIVE .........ccooeire e, 9a(3)
(4) EAMEM (1) + (2) = (1) 11vvvvveveeesereeessmesssessssesssseseeseseseesessassssssss s st s o] Sa(d)
b Benefit charges (1) Claims paid........coueevvicooeceeeeeiecceesceseeniceiecons | 9B(1)
(2) Increase (decrease) in Claim FESEIVES ..o ee e e s 9b(2)
(3) Ineared claims-{add (1and (@) e i i e o s s AN Lk oba 7 ey e emmarmes 9b{3)
(4) Claime charged... ) 9b{4)
¢ Remainder of premium: (1) Retentron charges (on an accrual basu;) -
{A) Commissions .. st | DSCTIOAY
(B} Admlmstratwe service or other fees ............................................. 9c(1)(B})
(C) Other specific acquisition CoStS................ccoocoeriesieiiieie e | 3E(INC)
By st g oL R G 8 L e L G B 0]
(B Taes s e ., | ICETN(E)
(F} Charges for nsks ar other conungen{nes s | IEMINE)
(G) Other retention Charges.......cccvevieericrieeereerinisneiosneenreeees | IS(ING)
(H) Total retention... s |L9cUIiH)
(2) Dividends or retroactive rate refunds. (T hese amounts were D pald in cash, or D credited. } 8c(2)
d  status of policyholder reserves at end of year: (1) Amaunt held to provide benefits after retirement .........._. 9d{1)
(2) Claim reserves, 9d(2)
(3) Other reserves .. 2d(3)
€ Dividends or refroactive rate refunds clue tDo not |nc|ude amount entered in ﬂne 9:(2) } e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid 10 CAIMIBI u.e.e et et e e e s 10a
b If the carrier, service, or other arganization 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. ..........oooovvvevn . 10b
Specify nature of costs.
| PartIV | Provision of Information
11 _Did the insurance companyy fail fo provide any information necessary to complete Schedule A? ... [] ves E] No

12 ifthe answer to line 11 Is “Yas," specify the information not provided. P




SCHEDULE A
(Form 5500)

'nsurance Informatlon OME Neo. 12100110

DCepartment of the Treasury
Intesmal Revenue Servies

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

2025

Dapariment of Laser

Employes Benefils Securily Administration P File as an attachment to Form 5500.

ERmion Henenk uivanty balrbon ¥ Insurance companies are required to provide the information

This Form is Open to Public
pursuant to ERISA section 103(a)(2). R e

Inspection
For calendar plan year 2025 or fiscal plan year beginning01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit —_
QUALITY CONTAINER CORP PROFIT SHARING PLAN plan number (PN) 2

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

D Employer Identification Number (EIN)
20-0101727

Part | Information Concerning insurance Contract Coverage, Fees, and Commissions Provide information for gach contract

on a separate Schedule A Individual contracts grouped as a unitin Parts Il and [Il can be reporied on a single Schedule A

1 Coverage Information:

{a) Mame of insurance carrier

American General Life Insurance Company

() NAIC (d) Contract or (e} Approximate number of Pelicy or contract year

{b) EIN Sty persons covered at end of

code identification number bolicy or contract year {fy From (g) To
45-3964944 80941 P&1D02536081 1 01/01/2025 12/31/2025

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

descending order of the amount paid.

{a) Total amount of commissions paid

{b} Total amount of fees paid

2372 0
3 Persons receiving commissions and fees, (Complete as many eniries as needed to report all persons).
(a) Name and address of the agent, broker. or other perscn to whom commissions or fees were paid

Cetera Advisor Networks LLC 4001 MacArthur blvd,
Ste#300
NEWPORT BEACH, CA 92680

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

2372

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

(¢} 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 tees were paid

Fees and other commissions paid (e}
(b} Amount of sales and base Crganization
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 (2)
{b)} Amount of sales and base Organization
commissions paid (e) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Feas and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid () Amount (dy Purpose =y

{(a) Name and address of the agent, broker, or other persen 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

(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

(e

{c) Amount

(d) Purpose

QOrganization
code




Schedule A (Form 5500) 2025

Page 3

Partll | Investment and Annuity Contract Information

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

this report.
4 Current value of plan's interest under this contract in the general account at Year end ..o 4 33404
5 Current value of plan’s interest under this contract in separate accounts at year end......c.oeiiiissnnnnnmn e 5 203077
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
b  Premiums paid to carrier .. 6h
€ Premiums due but unpaid at the em:! of the year .. 6c
d  Ifthe carrier, service, or other organization lncurred any spec1ﬁc ccrsts in connection with the acqulsrtlon ar &d
retention of the contract or policy, enter amount. ..
Specify nature of costs »
€  Type of contract: (1) D individual policies (2) D group deferred annuity
3) D olher (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 2 D
T Contracts With Unallocated Funds (Do nat include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D depaosit administration {2) D immediate participation guarantee
(3) |:| guaranteed investment {4) D other P
b Balance at the end of the previous year . T P e I = - 35246
C  Additions: (1) Contributions deposited during the year .. sz _TSLT)
{27 Dividends:ard Cradls.. .o i i eanae b s 7c{2)
(3) Interest credited during the year.................. ey | TEEE) -388
(4) Transferred from SEParate ACCOUN . ........coorivremmriessesemmscssssseeniiiecncs. | 1C(4)
(5) Other (SPECIfyY BEIOW) ... oovv.vsereeescerenns e sseseeeensssssssscsiasssennsssssnnss | 1C{O)
14
(8)Total additions .. 7c(6) -389
d Total of balance and acfd|t|ons (add Imes ?h and Tc{sj) : | 7d 34847
e Deductions:
{1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Camier .o | 1€(2)
(3) Transferred to SEPArate ACO0UN ..............ccoooooioiceeisssssissssesiseesssines. | 1€(3)
(4) Other (SPECIfy DBIOW) ... ooeeersreeressansscmssssssssssessessinsccoecensncececs | LE(H) 1443
P Withdrawals/Loans
{5) Total deductions .. . Te(5) 1443
f Balance at the end nfthe current year (suhtract Ime Te(El frorn Ime ?d) | 7f 33404




Schedule A (Form 5500) 2025

Page 4

Part lll | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracis cover individual
employees, tha 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 |:| Temporary disability (accident and sickness) f D Long-term disability
i [] stop loss (arge deductible) i [] HMO contract

m [ ] Other (specify) »

¢ [] wvision
g [] supplemental unemployment [ ] Preseription arug
k D PPO contract

d|[ ] Life insurance

1] ] indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount reGeived .............ococooeienrisre e, 9a(1)
(2) Increase (decrease) in amount due but UNPaId ....ccooiiiiveiienenn, 9a(2)
(3) Increase (decrease) in Uneamed premium resenVe ...........c..oeee... 9a(3)
MVERE (R AT e e e e | e SRV e e .| 9a()
e e ——————— |
(2) Increase (decreass) in Claim rESeIVES .......ooovivv oo 9b(2)
{3) Incurred claims (add (1) and (2)).. e T 9b(3)
(TR ERRIGEL L e e e b L o 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A S OISR oo i s b e ad Sc(1)A)
(B) Adminisirative service or other f@es ..., | 3G(1YB)
{C) Other specific acquisition costs ... ST 9c(1)(C)
(D) OthEr BXPENSES ....o..ceeoicre e rsssveresseesnsisssssssnsssennsens | SC(1)(D)
() T e oo A S L eor | 2(1KE)
(F) Charges for risks or other contingencies .. ........cccccccceecvvcinrioen. | 3E{1HF)
(G) Other retention Charges . ......c..ceceneessiessiosenneseseses oo | 96(1)G)
() Total retention. . ..ocwmennn s s e B+ (g 8z |]
(2) Dividends or retroactive rate refunds. (Thesa amounts were D paid in cash, or D credifed } ... 9¢(2)
d Status of policyholder reserves at end of year; (1) Amount held to provide benefits after retirement ... 9d(1)
(2) Claimreserves ...................... 9d(2)
{0 CIMIBIBGEPUEE o it o e VR O S L e b s e s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in ling 8¢{2).).......o.cooooerrereeerren.n, Se
10 Nonexperience-rated contracts:
a Total premiums or subscription charges pPait t0 CAITIET....cccvvv. et 10a
b  Ifthe carrier, service, or other organization incurred any specific costs in conneclion with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, repart amount. ... 10b
Specify nature of costs.
[ Part IV | Provision of Information
11_Did the insurance company fail to provide any information necessary to complete Schedule A? ... D Yes E} No

12 If the answer to line 11 Is “Yes," spacify the information not provided. P




SCHEDULE | Financial Information—Small Plan i

(Form 5500)

Drsmarient of s Trasmsiiy This schedule is required to be filed under section 104 of the Employee 2025
Internal Revenue Sarvice Relirement Income Security Act of 1974 (ERISA), and section 6058(a) of the ]
Depermont of Labor Internal Revenue Code (the Code). This Form is Open to Public
Empgloyee Benefits Securily Administration Inspection

P File as an attachment to Form 5500.

Pension Banefit Guaranty Gorporation

For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending  12/31/2025

A Name of plan B  Threedigit 5
00

QUALITY CONTAINER CORP PROFIT SHARING PLAN plan number (PN) 4

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

QUALITY CONTAINER CORP S A

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule | if you are filing as a
small plan under the 80-120 participart rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

‘ Part | [Sma!l Plan Financial Information

Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the partion of an insurance contract that guarantees during this plan year to pay a specific dollar
benefit at a future date. Include all income and expenses of the plan including any trust(s) or separately maintained fund(s) and any paymentsireceipts toffram
insurance carriers. Round off amounts to the nearest dollar.

1 Plan Assets and Liabilities: (a) Beginning of Year {b} End of Year
- OO 7= W] B ot oo U SOt 1ot () 29918986 3173291
b Total plan TabIlIHES .........coeormeeenereeeremrirenssemeeees oo ceeessesiinnnse | B 0 0
¢ Net plan assets (sublract line 1b from line 1a) ... | 1€ 29918986 3173291
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b} Total
& Coniributions received or receivable: ]
(1] ERPIOVES . ..o o tommnren ssis o sespiessssm sisomsnassssssrmmsmssnizs- | SR 0
(@) -Paricipants::saiisimisnii i it | 2012) 0
(3) Others (including rolloVers) .........coeeeesininsisieeeeeenne s | 28¢3) 0
B Noncasheoniibulions: ity snsimlisaaaimie | 2 0
G O InsomE i s B i T R R w] 2e 400703
d Tatal income (add lines 2a(1), 2a(2), 2a(3) 2b,and 2c) ... | 2d 400703
e Benefits paid (including direct rollovers) ..o | 20 199274
f Corrective distributions (see iNStrUConS) ........cooeovoverrvrecrcrnnens | 2F 0
g Certain deemed distributions of participant loans
(BEa IMBIRICHONE] .. oimussnssnss i s s ann 2g 0
h Administrative service providers (salaries, fees, and
COMIMTISSIONSY - eaveeteeesiveeoeeeeeeeenseiensctsssnenssesssensessensssnesememsecenins | 211 20034
I Othererponsos, iy s s b ssnanstanigis |2 0
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ...t 2] 215308
Kk Netincome (loss) (subtract line 2j fromline 2d)............ccoeoen | 2K | 181395
| Transfers to {from) the plan (see instructions) ........coccevvimns | 21 a
3 Specific Assets: If the plan held assets at any time during the plan year in any of the fallowing categories, check “Yes" and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocale the value of the plan's interestin a commingled trust containing the assets of mare than one plan on a
line-by-line basis unless the trust meets one of the specific exceptions described in the instructions.
Yes No Amount
a Partnership/joint venture INerests ... oo | 38 X
B Employer r8al Propery ... .o s ittt s ssnsnsnsssces | G A
C Real estate {other than employer real PrOPEmy) ... i iereiscseserso s | 36 A
O EMPIOYST BECUMTIES 1.o.vv.eeserrensecemsceimseersesmsssssamarns s ssssssomssensees s e pessenseeneee | 30 X
€ PAMHEPANE OGNS 1vvv oo oceenesinsseemssoimseessesmsssnssenss oesmasasasssstsebvsas 1 oot | 38 X
f Loans (othar than to participants) ..o 3t X
g Tangible persanal Property ... oo e | 39 A
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule | (Form 5500) 2025

v. 250312



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

[ Part II ‘Cumpliance Questions

4 During the pian year: Yes | No Amount
a Was there a failure fo transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-1027 Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.) ......... 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of plan year or classified during the year as uncollectible? Disregard participant loans
secured by the participant's account BAIANCE. ..........c.co..ccceeeeeeeseses s essees s s ceneseensenrs | 4B X
€ Were any leases o which the plan was a party in default or classified dunng the year as
uncollectible? . o b dc X
d Were there any nonexempt transactions with any party-in-interest? (Do not include
transactions reported on lNE 48.) ..o e 4d X
@ Was the plan covered by @ fidelity DONAT ... sesseess oo e eeeoeoeens d4e | X 340000
Did the plan have a loss, whether or not reimbursed by the plans ﬂdelrty bond, that was
caused by fraud or dishonesty? ... e e e et O | X
g Did the plan hold any assets whose cument value was neither readlly determinable on an
established market nor set by an independent third party appraiser? ... | dg X
h Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser? ...... 4h X
i Did the plan at any time hold 20% or more of its assels in any single security, debt,
mortgage, parcel of real estate, or partnershipfjoint venture inferest? . .........ceiiiannn | 4 X
I Were all the plan assets either distributed to participants or beneficiaries, transferred to
another plan, or brought under the control of the PBGC? ... s conind o X
K  Are you claiming a waiver of the annual examination and report of an independent qualrﬁed
public accountant (JQPA) under 28 CFR 2520.104-467 If “No," attach an IQPA’s report or
2520.104-50 statement. (See instructions on waiver eligibility and conditions.) ... | 4K X
| Hasthe plan failed to provide any benefit when due under the plan? voooevvcveee oo | 4l X
m  If this is an individual account plan, was there a blackout pemd? (See instructions and 29
CFR 2520.101-3)) .. 4m X
N If 4m was answered “Yes," check the "Yes” box if you either provided the required nolice or
one of the exceptions to providing the notice applied under 29 CFR 2520.101-3... 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes E No-

if "Yes,” enter the amount of any plan assets that reverted to the employer this year

5b If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan{s) to which assets or liabilities were

transferred. (See insiructions.)

5b(1) Name of plan(s}

5b(2) EIN(s)

5b(3) PN(s)

5¢ Wias the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? {See ERISA section 4021 and

instructions.) ..

e A L W— [:I Yes D No D Not determined
If “Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year




SCHEDULE R Retirement Plan Information Lol e

(Form 5500) 2025
Depearment of e Treasury This schedule is required to be filed under sections 104 and 4085 of the
Interma Ravenue Sarvice Employes Retirement Income Security Act of 1974 (ERISA) and section

e B058(a) of the Internal Revenue Code (the Code).
i This Form is Open to Public

Employes Bensfits Security Administraticn

File as an attachment to Form 5500.
Parsian Benafit Guaranty Corporation k & 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
QUALITY CONTAINER CORP PROFIT SHARING PLAN plan numbe; o

(PN}

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
QUALITY CONTAINER CORP 20-0101727

Part| Distributions

All references to distributions relate only to payments of benefits during the plan year.

1 Total value of digtributions pard in property other than in cash or the forms of proper‘ty specif‘ ied in the 1
instructions.. = R I e 0

2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the
two payors who paid the greatest dollar amounts of benefits):

EIN{s): 80-6117897

Profit-sharing plans, ESOPs, and stock benus plans, skip line 3.

3 Number of pamcmants (living or deceased) whose benefils were distributed in a 5|ngle sum, durlng the ptan 3
year... ; NS e EE e

Part JI Fu nding Informatlon (If the plan is not subject to the minimum fundmg requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)

4 |s1he plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d}(2)7 .cco.oooooovrvvrevee D Yes D No D NIA
If the plan is a defined benefit plan, go to line 8.

5 If a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling lefter granting the walver. Date: Month Day Year

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enterthe minimum required contribution for this plan year (include any prior year accumulated funding ¢a

deficiency not wawed)

Gh

b  Enter the amount contributed by the employer to the plan for this plan year ..

C Subtract the amount in line 8b from the amount in ling Ga. Enter the result
{enter a minus sign to the left of a negalive amount) .......e i Bc

If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line Bc be met by the funding deadline? ... D Yes D No D NFA

8 If achange in actuarial cost method was made for this plan year pursuant fo a revenue procedure or other
authority providing automatic apprcwal for the change or a class rullng letter, does the plan sponsor ar pian
administrator agree with the change? ... Sy TSSsN | Ty — [] ves [] No L] waA

‘ Part 1l ‘Amendments

9  |fthis is a defined benefit pension plan, were any amendments adopted during this plan

year that increased or decreased the value of benefits? If yes check the appropriate
box. If no, check the “No” box... ; A e gt 1 [|pecrease [ ] Both [] No
| PartiV ]_ESDPS (see instructions). If this is not a plan describad under section 409[ ) or 4975(e)(7) of the Intemal Revenue Code, skip this Part.
10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? ............. D Yes D No
11 a Does the ESOP hold any preferred stock? .................... e s D No
b  if the ESOP has an outstanding exempt loan with ihe employer as lender. is such loan part of a "back- tmback" laan? D Yes D No
(See instructions for definition of "back-lo-back” lean.} ...
12  Does the ESOP hold any stock that is not readily tradable on an established securities Market? ... [Yes [] nNo
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2025

v. 250312
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| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13  Enter the following infarmation for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest conltributors (measured in dollars). See instructions. Complete as many eniries as needed to report alf agplicable employers.

a Name of contribuling employer

b EIN G Dollar amount contributed by emplover
d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check hox D
and see instruclions regarding required aftachment. Otherwise, entfer the applicable dafe.) Month Day Year

e Contribution rate information (if more than ene rate applies, check this hox D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: |_| Haurly D Weekly D Unit of production D Other (specify):

a4 Name of contributing employer

o

EIN € Dellar amount contributed by employer

d  Date collective bargaining agreement expires (If empioyer contributes under more than one collective bargaining agreement, check box [ |
and see instructions regarding required attachment. Othenwise, enter the applicable date.) Month Day Year

e Contribution rate information (i mare than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2}.)
(1) Contribution rate (in dollars and cents)
(2) Baseunitmeasure:[| Houly || Weeky  [] Unitofproduction  [] Other (specify):

a MName of contributing employer

o

EIN C  Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer coniributes under more than one collective bargaining agreement, check box D
and see instructions regarding required affachment. Otherwise, enter the applicable date.) Month Day Year

e Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required atiachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Condribution rate {in dollars and cents)
(2) Base unit measure: I_I Hourly ]_| Weekly D Unit of production D Other (specify):

@  Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes uncder more than one collective bargaining agreement, check box D
and see instructions regarding required attachment Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (Iif more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (jin dollars and cents)

(2) Base unit measure:ﬂ Hourly D Weekhy D Unit of production D Other (specify):

8 Name of contributing employer

o

EIN G Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required aftachment. Otherwise, enter the applicable date.) Month Day Year

e  Contribution rate information (If more than cne rate applies, check this box D and see instructions regarding required aitachment. Othenwise,
complete lines 13g(1) and 13e(2).)
{1)  Contribution rate (in dollars and cents)
{2) Base unit measure: D Hourly ﬂ Wieekly D Unit of production H Other (specify):

a4  Name of contributing employer

o

EIN € Dollar amount contributed by employer

d  Date collective bargaining agreement expires {If empioyer confributes under more than one collective bargaining agreement. check box D
and see instructions regarding required attachment. Otherwise, enter the applicabie date. ) Month Day Year

@  Contribution rate information (If more than one rate applies, check this box D and see insiructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2}.)
(1} Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):
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14  Enier the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:
a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: D last contributing employer D alternative |:| reasonable appreximation (see 14a
instructions for required attachment)........... T ; ,
b The plan year immediately preceding the current plan year, D Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment).......coveivicnniniie e
€ The second preceding plan year. !:] Check the box if the number reported is a change from what was 14c
previously reported (see instructions for required attachment).......oiiiii i
15  Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:
a The corresponding number for the plan year immediately preceding the current plan year..............cei 15a
b The cormesponding number for the second preceding pIan YEAM ..o i s 15b
16 Information with respect to any emplayers who withdrew from the plan during the preceding plan year:
a Enter the number of employers who withdrew during the preceding plan year ... 16a
b Ifline 18ais greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such withdrawn emplovers ... ... o i e e e
17

If assets and liabilities from another pian have been transferred to or merged with this plan during the plan year, check box and see instructions regardin
supplemental information to be included as an attachment ... ﬁ

[ PartVI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18

If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such
participants and beneficiaries under two or more pension plans zs of immediately before such plan year, check box and see instructions regarding
supplemental information to be included as an attachment ..

19

If the total number of participants is 1,000 or more, complete lines (a) and (b):

a  Enter the percertage of plan assets held as:
Fublic Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets: %
High-Yield Debt. % Real Assets: % Cash or Cash Equivalents: % Other: %

b Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
D 0-5 years D 5-10 years D 10-15 years D 15 years or mare

20

PBGC missed contribution reporting requirements. If this iz a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a s the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? L] ves |:] No
b Ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

[] Yes.

D No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal fo or exceeding the unpaid minimum required confribution
were made by the 30th day after the due date.

|:| No. The 20-day period referenced in 28 CFR 4043.25(c)(2) has not yet ended, and the spensor intends to make a contrioution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

|:| No. Other. Provide explanation.

| Part VIl | IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a){4) by combining this pian with any other plans under

the permissive aggregation rules?[] Yes X No

21b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for

22

employee deferrals and employer matching contributions (as applicable) under Code sections 401(k}(3) and 401{m}(2).
E[ Design-based safe harbor methed
[] “Prior year ADP test
D “Current year® ADP test

NIA

If the plan sponsor is an adopter of a pre-approved plan that recelved a favorable IRS Opinion Letler, enter the date of the Opinion Letter
(MM/DD/YYYY) and the Opinion Letter serial number_Q703141a,

06/30/2020




