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

OMB Nos. 1210-0110
1210-0089

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

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

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:

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

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

D Check box if filing under:

[ ] Form 5558

D special extension (enter description)

D automatic extension

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

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

Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
THI, INC. VISION PLAN number (PN) » 510
1c Effective date of plan
08/01/2017
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification

Mailing address (include room, apt., suite no. and street, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

THI, INC.

900 CLANCY AVE NE

GRAND RAPIDS, MI 49503

Number (EIN)
38-3049421

2c

Plan Sponsor’s telephone
number
616-458-1538

2d

Business code (see
instructions)
339900

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

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

SIGN Filed with authorized/valid electronic signature. 05/20/2026 FORREST FRANK
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

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

3b Administrator’'s EIN

3C Administrator’s telephone

number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 147
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) 147
a(2) Total number of active participants at the end of the plan year ..., 6a(2) 143
b Retired or separated participants receiving beNefits...........cooiuiiiiiiiiii e 6b
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add NS Ba(2), B, @NA BC.........eiiiriirieiiieiiiee ettt et 6d 143
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccocoeciiiiiinicniecn 6e
f Total. A INES B BNA BE. ........eeeieieeeeieteteteeeereeee et s et eteeeee et st e e eaeaeseeee e eeeese e e et eseseeeeetes e e e e s e aeeseaeses et et esesesaeanenes 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [olelaaT o1 1=t (R (g TS (=Y o ) TP UPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g [olelaaT o1 1=t (R (g TS (=Y ) SRR UTPPRR 60 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thaN 100% VESE. ... . eeeeieieitititet et es e eeee et st st et et et s et s esssessssse et sssses et s en e scs et csseetes et et sses s nscscssses et et ensnsn s e snscecscseneeenans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
4E
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) @ Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
3) D Trust ?3) D Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) [] R (Retirement Plan Information) (1) [] H (Financial Information)
2 | (Financial Information — Small Plan
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D ( )
Purchase Plan Actuarial Information) - signed by the plan (©)] B A (Insurance Information) — Number Attached __ *
actuary (4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)
(5) D MEP (Multiple-Employer Retirement Plan Information)
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Part Ill | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woorvvoeereeeeeeenee e [] Yes 4 No

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
THI, INC. VISION PLAN plan number (PN) » 510

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

THI, INC.

38-3049421

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
EYEMED VISION CARE

(©) 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
43-0949844 71870 10117141001 143 08/01/2024 07/31/2025

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

(a) Total amount of commissions paid

(b) Total amount of fees paid

1039

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

OLIVIER VANDYK INSURANCE AGENCY

2780 44TH STREET
WYOMING, MI 49519

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1039

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2025
v. 250312



Schedule A (Form 5500) 2025 Page2—| 1

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

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3)
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c()(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 10358
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Noa. 1210 - 0110

Dopariment of ho Troasury This form is rsquired to be flled for amployes banefit plans under sections 164

Intemsa) Rovontio Savico and 4085, of the Employea Retirement Incoma Sacurity Aot of 1974 (ERISA) and
Depatmant ol Labor seclions B057(b} and 8088[a) of the Intemal Revenue Codo (the Cods). 2025
E‘“””i?;f&&i‘tﬁ”"“’ P Complate ali entries In aceordance with
Faniolon Banold Guaranty Gorporaion the Instructions to the Farm 8500, Thla Form Is Opan to

Publlc Inspaction

[Part I | Annual Report [dentification Information

Far calendar plan year 2025 or flscal plan year beglnning 01/01/2028 and ending 12/31/2025
A This returmvreport is for: l_l a muittemployer plan Lla miultiple-employer plan {Filers chacking this box must pravide panlicipaiing {
- employer information In accardance with the form instruotions.)
14 asingle-amployer plan & DFE (specify) '
B Tnis retumvreport ig: [ | the first retum/roport tha flnal retumv/repont
an amendad returnfrapont ashort plan year raturn/report {laes than 12 months) i
C i1 the plan Is a colootivaly-DRIGRING PIAN, CHBEK MBI .ov.ceoeevv..vs o ecrcrereersessesesssssesstomsssssses s senasessmsssssssemseesss P[.)i |
D Gheckboxif fiing under: H Form 6668 D automatic extension lj the DFVC progam ‘
special extension {enler desoription}
E _If this s & retvoactively adopted plan permlited by SECURE Act section 201, cheokhere ... I» [
[Part |l] Basic Plan Information . enter all requested information ‘
fa Name of plan 1b  Threa-digit !
THI, INC. VISION PLAN plannumber PN) P | 510 i
16 Effective date of plan '
08/01/2017
2a  Plan sponsor's nams {employer, If for a single-omployer plan) 2b Employer Identiitoation Number (EIN) ’
Malting address (Include room, apt., sulle no, and streat, or P.0. Box) 38-3049421
Clty or town, stato or provines, coundry, and ZiP or foreign postal coda {if foraign, sea Instrustions) 2¢  Plan 8ponsor's tolaphons numbey ]
THI, INC. 616-458-1538 i !
2d Business code (see instructions)
339900
900 CLANCY AVE NE
GRAND RAPIDS MI 49503

Caution: A penaity for the late or incomplete flling of this returnfreport will be assessed untess reasonable cause is established,

Under penailies of porkiry and ciher panattios sat forth In the nstrustions, | dacisro that § havo oxamined thisrelurnioport, indluding aocompanying scheduien, ateloments and attachmsnts, &9 wei
s the sleolronia verslon of thinreluen/repon, and 10 tha bast of my knowiledge myd batket, i rue, corroot, end complste.

FORR FRANK
sian| CZ_}%—# x 57 /u/ ac |FO EST
HERE Signature of plan administrator Date Enter nams of individual signing as plan adminlatrator
SIGN
HERE
Slgnature of employer/plan sponaor Date Enter namo of Individual signing as emplayer or plan sponsor
SIGN
HERE
Signature of DFE Date £nter nama of Individual signing as DFE
For Paperwork Reduoction Act Notlce, see the Instruotions for Form 5500, - Form 8800 (20285}

v, 260312

3
'

518401 12-22-25
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Ba  Plan administrator's nama and address ] Same as Plan Sponsor 3b Administrator's EIN

3¢ Administrator's telaphone number

4 itthe name and/or EIN of the plan sponsor or the plan name has changed since the last retum/report flled for this plan, | 4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last retum/report:
a Sponsor's name 4d PN
€ Plan Name
8 Tolal number of participants at the baginning of the plan year 6 147
6  Numberof patticipants as of the end of the plan year unleas otherwise stated (welfare plans complete only lines
6a(1), 8a(2). 6h, 8o, and ad).
a1} Tolal number of active partioipants at the beginning of the planyear . | B&(1Y 147
a{2) Total number of active particlpants at the end of the plan year ... — o 18a(2) 143
b Retired or separated participants receiving benefts ... ... e B
¢ Other ratired or saparated participants entilled 10 LT DENBIE ..., ...coivinisrsssesieseessssimeeseseestossssssseorerrs |08
d Subtotal, Add linos 8a(2), b, andGe . .. esemseesmsssessreseensesemenensessnn |84 143
© Decoasad participants whose bensticleries are :ecerving or are omhbd 10 mce!ve beneﬁis SO ...
f Tolal Addlines BA BN BE ..............ooo¢coeesss e soseesesesessss e OO BV - |
g {1} Number of patticipants with account balancea as oi’ lhe beglnning of lha p!an year {only deflned conlributlon
plans complete ths lem) - OO ORI OTSPTPNOTOPIOOUOTOONN L1 1% ).
(2} Number of paitlcipante with acooum baiancea as of the end of the plan yaar (only deﬂnad contribution plans
complete this lem) . . reeeee vt veermetstossssasssessessssmtetsaooessomsmssieeemasrssesnsees | O ON
b Number of participants who tarmlnaied emplnyment dur{ng lhe plan ysar with accmad bensms ihat ware
la89 than 1009 VOSIET .. v iieeeversepaseses sosresssssssesgesssssas et reset st eneen s st gh
7 Enter the tolal number of employera obllgated to conlributa to tha pian (only mu!tlampioyet plans complete .
IS RO i s e v eae . Lo L e RSt Lt rE bt Sa i 2448440 SER 4SS 228 LER SR LE

8a ifthe plan prowdes panslon benams emer the app!lcab!s panslon feature codes 1rom the Llsl of Plan Characteristic Codaes In the instructions:

b if the plan provides walfare banefits, enter the appilcable wellare teature codes from the List of Plan Characteristls Codes In the tnstruotions;

4E
€8  Plan funding arvangement (cheek all that epply) ©b Plan benefit amangement (check alf that apply)
{1) Insurance {1) Insurance
{2) Code section 412(e}(3) Insurance contracts 2} Cade sacilon 412(e){3) Insurance contracts
{3 Trust (3) Trust
{4) General assete of the sponsor {4) QGeneral assals of the sponsor

10 Check all applicable boxas in 10a and 10b to indicate which schedutas are attached, and, where Indicatad, anter the number aitached,

{Seo instructions}

@ Penston Sohedules b @aneral Sohodules :

() R (Retirement Plan information) 0 | H  {Financial informatlon)

(2) MB (Mulllemployer Deflned Benefi Plan and Gertaln Monay @ | | (Financtal Information - Small Pian)
Purchase Plan Acluarial Information) - slgned by the plan 3) [ A l{insurance Information} - Number Atteched
aotuary W [l © (Service Provider Information)

{3) D 88 (Single-Employer Defined Banefit Plan Actuarial. {6) || D (DFE/Participating Plan fnformation)
information) - signed by the plan actuary @ L G  (Financial Transaction Schadules)

{4} DCG (ndividual Plan information) - Number Attached
{6} MEP (Mullipie-Employsr Retirement Pian Informatfon)

518402 12.22.98

-1




