Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

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

2025

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

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

12/31/2025

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

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

a single-employer plan

B This return/report is: D the first return/report

D an amended return/report

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

[ ] Form 5558

D special extension (enter description)

D Check box if filing under: D automatic extension

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

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

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
GENERAL WIRE SPRING COMPANY GROUP HEALTH INSURANCE PLAN

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
05/01/1974

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)
GENERAL WIRE SPRING COMPANY

1101 THOMPSON AVE
MC KEES ROCKS, PA 15136-3818

1101 THOMPSON AVE
MC KEES ROCKS, PA 15136-3818

2b

Employer Identification
Number (EIN)
25-1646143

2c

Plan Sponsor’s telephone
number
412-771-6300

2d

Business code (see
instructions)
332900

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. 07/09/2026 STEVEN J SILVERMAN
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 ‘ 113
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) 113
a(2) Total number of active participants at the end of the plan year ..., 6a(2) 110
b Retired or separated participants receiving beNefits...........cooiuiiiiiiiiii e 6b 0
Cc Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add NS Ba(2), B, @NA BC.........eiiiriirieiiieiiiee ettt et 6d 110
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccocoeciiiiiinicniecn 6e
f Total. A INES B BNA BE. ........eeeieieeeeieteteteeeereeee et s et eteeeee et st e e eaeaeseeee e eeeese e e et eseseeeeetes e e e e s e aeeseaeses et et esesesaeanenes 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [olelaaT o1 1=t (R (g TS (=Y o ) TP UPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g [olelaaT o1 1=t (R (g TS (=Y ) SRR UTPPRR 60 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thaN 100% VESE. ... . eeeeieieitititet et es e eeee et st st et et et s et s esssessssse et sssses et s en e scs et csseetes et et sses s nscscssses et et ensnsn s e snscecscseneeenans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
4A 4D 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) R General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) [] R (Retirement Plan Information) (1) [] H (Financial Information)
2 | (Financial Information — Small Plan
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D ( )
Purchase Plan Actuarial Information) - signed by the plan (©)] B A (Insurance Information) - Number Attached _ 2
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 Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury 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
GENERAL WIRE SPRING COMPANY GROUP HEALTH INSURANCE PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
GENERAL WIRE SPRING COMPANY

D Employer Identification Number (EIN)
25-1646143

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
VISION BENEFITS OF AMERICA

(©) 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
25-1149206 53953 1791 215 01/01/2025 12/31/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

363 0
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
LIBERTY INSURANCE AGENCY 1910 COCHRAN ROAD
PITTSBURGH, PA 15220
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
363 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 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) AMOUNL TECEIVET .......c.cuvvvriieeeececieeeaeie et 9a(1) 12087
(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) 12087
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1) 8840
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9b(3) 8840
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......cevvvveveeeeeeecece et eeetete e et eseseseee e enesenennes 9c(1)(A) 363
(B) Administrative service or other fees 9c(1)(B) 2055
(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) 829
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 3247
(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 t0 Carmier...........cooiiiieie s 10a 12087
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury 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
GENERAL WIRE SPRING COMPANY GROUP HEALTH INSURANCE PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
GENERAL WIRE SPRING COMPANY

D Employer Identification Number (EIN)
25-1646143

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
HIGHMARK INC

(©) 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
23-1294723 54771 284388 207 12/01/2024 11/30/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

53122 0
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
LIBERTY FINANCIAL SERVICES INC 1910 COCHRAN ROAD
PITTSBURGH, PA 15220
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
53122 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
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
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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 Dental

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance

h [x| Prescription drug
I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(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 1813189
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 ¢ LS
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
S seclions 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2025
Department of Labor » Complete all entries in accordance with
Sl the instructions to the Form 5500,
Pension Banefit Guaranly Corporation This Form is Open to Public
Inspection
| Parti | Annual Report ldentification Information
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending 12/31/2025
A This returnfreport is for: |:| a multiemployer ptan D a multiple-employer plan (Filers chacking this box must provide participating
' employer information in accerdance with the form instructions.)
@ a single-employer plan D a DFE (specify) b
B This returnireport is: D the first returm/report I:I the final return/report
D an amended returnfreport I:I a short plan year return/report {less than 12 months)
C Ifthe plan is a collectively-bargained plan, check RTE. . . . .. .. ..ottt e e e i » |:|
D Check box if filing under: D Form 5558 D automatic extension D the DFVC program
|:| special extension (enter description)
E Ifthis is a retroactively adopted plan permitied by SECURE Act section 201, checkhere. ... ........ovvviinennn.. » D
’ Part ll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan .
GENERAL WIRE SPRING COMPANY GROUP HEALTH INSURANCE PLAN number (PN) » 501
1c Effective date of plan
05/01/1974
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 PO, Box) Number (EIN)
City or town, stale or province, country, and ZIP or foreign postal code (if foreign, see instructions) 25-1646143
GENERAL WIRE SPRING COMPANY 2¢ Plan Sponsor's telephone
number
412-771-6300
1101 THOMPSON AVE 1101 THOMPSON AVE 2d Business code (see
instructions)
332900
MC KEES ROCKS PA 15136-3818 MC KEES ROCKS PA 15136-3818

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 returnfreport, including accompanying schedules,
statements and at/taﬂv{nents as hell as the electllc’y{lc versi ’)} of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete,

SIGN \ / )/f : - ’7/?/3" STEVEN J SILVERMAN
HERE
| Signature of plan admil\lstrator Enter name of individual signing as plan administrator
SIGN , /Z/Z_\_‘ 7/?/’}6 Steven J Silverman
HERE = = G
Signature of employer/plan %ponsor Enter name of individual signing as employer or plan sponser

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 IE Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
4  If the name andfar EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, |4 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

€ Plan Name
5 Total number of participants at the beginning of the plan year 5 I 113
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),

6a(2), 6b, 6¢, and 6d).

a{1) Total number of active participants al the beginning of the Plan Y8ar ... 6a(1) 113

a{2) Total number of active participants al the end of (he Plan YEar ..o s 6a(2) 110

b Retired or separated participants receiving benefits..............co 6b 0

c Cther retired or separated participants entitled to future benefits ... o 6¢c 0

d  Subtotal. Add lines 8af2), BB, AN BC. .......c...cirimreeriiinirmiisair s st s 6d 110

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

f Total, Add 185 BA AN B, .......cceerrsrrircresrerrirmrecessmnssssecses s seccass st ares e sencase oot e eneae s one s eraeet bbb s e 6f

(1) Number of participants with account balances as of the beginning of the plan year (only defined confribution plans 6g(1)
9 COMPIBTE IS HBM) cvv v eriaerreeresirrirressestrrressstrsr et s reseraeassere esesemnasaseses sranean st saseme st eonaemtsbe st e smee et emmaeseseemresbsbobeb bbbt s e ab e bR 9
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 COMPIBLE thiS BBIMY ....iirirreererrrrerrerrerserrserrre e est e et e oeteuearaee e raemanam e artnse s nEeaessacensaessbarsaroa e e seamnesreenembhbbd SR SR e R s da b s s b b e 6a(2
|99
h Number of participants who terminated employment during the plan year with accrued benefits that were
lesS than 100% VESEED ... . iuieieiie ittt et st 6h

7 Enter the tolal 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 Ifthe plan provides welfare benefits, enter the applicable weifare feature codes from the List of Plan Characteristic Codes in the instructions:

4a

4D

4E

9a Plan funding arrangement {check all that apply)

9b Plan benefit arrangement (check all that apply)

1 Insurance 1) Insurance

2) Cade section 412(e)(3) insurance contracts {2) I Code section 412{e)(3) insurance conlracts
3) Trust (3) I Trust

{4) General assets of the sponsor {4) x| 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)
b General Schedules

a Pension Schedules

{1)
2)

3

4)
{5)

0
[

R (Retirement Plan Information)

MB (Multiemployer Defined Benefit Plan and Certain Money

Purchase Plan Actuarial Information) - signed by the plan
actuary

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

DCG (Individual Plan Informalion) — Number Attached

MEP {Multiple-Employer Retirement Plan Information)

(1)
(2
(3)
@
(5)
(6)

D H (Financial Information)
|:| I {Financial information — Small Plan)
El A ({Insurance Information) — Number Attached 2

[:I C (Service Provider Information)
[] D (OFE/Participating Plan Information)

D G (Financial Transaction Schedules}
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[ PartIll | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefils, was the plan subject 1o the Form M-1 filing requirements during the plan year? (See insiructions and 29 CFR
2520,101-2) eooeevrreerccsercveneeeeeen. | | Yes X 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 [] No

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

Receipt Confirmation Code




SCHEDULE A

(Form 5500)

Department of the Treasury
Iintemal Revenue Service

Departiment of Labor

Employes Benefils Security Administration

Pansion Benelit Guaranty Corporation

Insurance Information

This schedule is required to be filed under section 104 of the
Empioyee Retirement Income Security Act of 1874 (ERISA).

P File as an attachment to Form 5500.

} Insurance companies are required to provide the information

OMB No. 1210-¢110

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
GENERAL WIRE SPRING COMPANY GROUP HEALTH INSURANCE plan number (PN) D 501

PLAN

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

GENERAL WIRE SPRING COMPANY

25~1646143

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 || and 11l can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

VISION BENEFITS OF AMERICA

(e} Approximate number of Policy or contract year
{c} NAIC (d) Contractor d at end of
(CIREY code identification number paxﬁ:;l; g?:g;e"a; sgaro (f} From (g) To
25-11492086 53953 1791 215 061/01/2025 12/31/2025

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

descending order of the amount paid.

{a) Total amount of commissions paid

(b} Total amount of fees paid

363

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

LIBERTY INSURANCE AGENCY

1910 COCHRAN ROAD

PITTSBURGH 15220
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c} Amount {d) Purpose (&) Organization code

363

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

{b) Amount of sales and base

commissions paid

Fees and other commissions paid

{c) Amount

{d) Purpose

{e) Organization code

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

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

Fees and other commissions paid (e}
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
i
|
{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 (¢) Amount (d) Purpose code
i
{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 Qrganization
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
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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 unit for purposes of

this report. _
_#4 Current value of plan's interest under this contract in the general account at Year 8nd ..., 4
5 Current value of plan's interest under this contract in separate SCCOUNES 8 YEAr 8N, 5
6 Contracis With Allocated Funds:
a  Slate the basis of premium rales P
b Premiums paid to carrier ... T . S ——— 6b i
€ Premiums due but unpaid at lh& end ui t.‘n& year... bc
d  If the carrier, service, or other organization l‘ncurrad anrr 9p-ec:fu: cosls In mnnecllnn w’nﬂ'l lha acqu.ﬂsimn or 6d
retention of the contract or policy, enter amount. . )
Specify nalure of costs  #
e Typeofcontact (1) [] individual policies (2) [ ] aroup deferred annuity
(3) [] other (specify)
o contract purchased, in whole or in part, to distribule benefits from a tﬂrmrmilng plan, check here 14 E
7 Contracts W‘:lh Unallecated Funds (Do not include portions of these mnlrau:ls mamlamad in separate accounts)
a Typeofcontract (1) [] deposit administration (2) [ ] immediate participation guarantee
{3) [] guaranteed investment (4} D other b
b Balance at the end of the previous year.... i s s | Th U
€ Additions: {1) Contributions deposiled durhg l'la yraar S— (- ] )
{2) Dividends and n‘edls 7c{2)
(2) Interest credited during the YEar ... ireressssessessesseesesnns |1 CAS)
{4) Transferred from separate account.............. ettt ettt 7c{4)
{5) CHNOL [SPEOHY BEIOWY ......oeeesieieeecssesssssnessssssssssssssssesnsssssssssssssssnsassssssnses |1 CLD)
b
{6)Total additions.... s 7c(6) | i 0
d Total of balance and addulnons [add hnea Th and Tc{ﬁn ....................................................................................... | 7d o
& Deductions:
{1) Disbursed from fund lo pay benefits or purchase annuilies during year Te{1)
(2} Administration charge made by Gamier ... | 1€(2)
{3) Transferred to SEPArate ACCOUNE ..o oo sesnmsnssssrsessssneneeee | 0 E(S)
(4) Other (SPecify DRIOW) ........co..orvvvvrvrerseeessssnsssesssssecmsssssessssssseeneceessnene | 1@ (@)
2
{5) Total deductions... Te(5 0
f _Balance at the end of Iha wmaﬂt year Lsuhtrw ins Tui_!]_ frpm line le 7f 0
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| Partill | 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),
ihe 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 D Health (other than dental or vision) b D Dental c @ Vision d D Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment  h I:l Prescription drug
D Stop loss {large deductible) J D HMO contract k D PPO contract | D Indemnity contract

m D Other (specify) P

8 Experience-rated contracts:

a Premiums: (1) Amount received .................. et | 9a{1) 12,087
(2) Increase {(decrease) in amounl due but unpald .................................... 9a(2)
(3) Increase {decrease) in uneamed Premium reServe .........c.ccvveecsensins 9a{3) ST
(4) EAMNEA ({1) + (2) = (3)roveerioccceesoeeiessessessecmsionetseses s et st s e ess s sesinses st sasesessensssssssssceseeseese] 98(4) 12,087
b Benefit charges (1) Claims Pald.........coocouviiiveceie et 9b(1) 8,840
{2) Increase (decrease) in claim reserves 9b(2) g S re e
(3) Incurred claims (A (1) AN (2))....vvrevereveeeeerreeereeesrsmsrses s trsssss s sssessssesssssssssesearesssiresassmssesessesssssreerens | OBE3) 8,840
(4) Claims charged ... 9h({4)
¢ Remainder of premium: (1) Relentlon charges (on an accrual basns) -
{A) Commissions .. e messamens | wes as5 Ge(4)(A) 363
(B) Admmlstratlve service or other fees .............................................. 9¢(1)(B) 2,055
(C) Other SPECific ACQUISIHON COSES _....oovvvviemorereeresssseeereeses e erenessees 9c(1){C)
(D) ONET BXPENSES ......eo.oeereeeererereecerererereesrenerssensrerseneennee | ICETD)
(E) Taxes .. SO USR  *- 4 1 {3
(F) Charges for nsks or olher conhngenmes SV o~ 4§ { 3] 829
(G) Other retention charges 9¢(1)(G)
(H) Total retention 9c(1)}(H) 3,247

{2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)...cooeeiinnines 9¢(2)

d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
{2) Claim reserves . 9d(2)
(3) Other reserves., 9d(3) | B
____ & Dividends or retroact ive rate refunds due {Do not |n(:rude amounl entered in Ilne 9c|:2} i 9e
10 Nonexperience-rated contracts:
a Total premiums or SUBSCHPHON ChAGES PAIT 10 CAITIEN ...........ieveieessseeissssssoesessessss s semesseessasenessesssensssssenseans 10a 12,087

b if the carrier, service, or ather organization incurred any specific costs in connection with the acquisitian or
retention of the contract or policy, other than reported in Part I, line 2 above, reporl amount. ..........occiiviniieees 10b
Specify nature of costs.

| Partiv | Provision of Information

41 Did the insurance company fail to provide any information necessary to complete Schedule A?............. |:| Yes [PE.] Mo

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Depariment of Labor
Employee Benefits Securily Administration

Pension Benefit Guaranly Corporation

Insurance Information

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

P File as

P Insurance companies are required lo provide the information

OMB No. 1210-0110

an attachment to Form 5500.

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
GENERAL WIRE SPRING COMPANY GROUP HEALTH INSURANCE plan number (PN) » 501

PLAN

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

GENERAL WIRE SPRING COMPANY

25-1646143

D Employer Identification Number (EIN)

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

1 Coverage Information:

{a) Name of insurance carrier

Highmark Inc

Approximate number of Policy or contract year
{c)} NAIC (d) Contract or e}
b) EIN . o
(b) code identification number pe';zﬁgj gfzz:metgailt :S:rOf (f} From {9) To
23-1294723 54771 284388 207 12/01/2024 11/30/2025

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

descending order of the amount paid.

{a} Total amount of commissions paid

(b} Total amount of fees paid

53,122

3 Persons receiving commissions and fees. (Complete as many entries as needed to repor all persons).

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

LIBERTY FINANCIAL SERVICES TINC

1910 COCHRAN ROAD

PITTSBURGH PA 15220
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e} Organization code

53,122

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

{b) Amount of sales and base

Fess 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 commissicns or fees were paid

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

|

(e)

(e) Amount {d) Purpose

1

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

QOrganization
code

R
|
l
|

Fees and other commissions paid (e}
{b) Amount of sales and base Organization
commissions pajd (c) Amount (d) Purpose code
1 I R EEEEEE————————————————————. | —
{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 () Amount (d) Purpose code
{a} Name and address of the agent, broker, or other persen to whom commissions or fees were paid
Fees and other commissions paid {e}
{b) Amount of sales and base Crganization
commissions paid (¢) Amaunt {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 L {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 yearend ...........ccccooiiormnnrinccinneniiins 4
5 Current value of plan’s interest under this contract in separate accounts at Year @nd.........c..cococeriiionninsnisessnasnns 5
6 Contracts With Allocated Funds:
a4 State the basis of premium rates P
D Premiums PaId B0 CAIMTIEN .......c.oocoicirivisiin s iessssste e asssse e s ssssesnsssaresessbearassassssrsassresasesese sessessssssesessases sasessesenneasssees 6b
¢ Premiums due but unpaid at the end of the year.. 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, @nter amMOUNL. ... s e
Specify nature of costs P
e Type of contract: (1} D individual policies {2) D group deferred annuity
(3) u other (specify) P
f I contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract: (1) [ ] deposit administration (2) [ ] immediate participation guarantee
(3) |:| guaranteed investiment 4 D other P
b Balance at the end of the PIEVIOUS YEAT...........coov.veoeeeeeeeieiiteeesssts sttt ssesssss et ebasb b ssesssasshbate bbb ssrnn st sebrs | 7b
€ Additions: (1) Contributions deposited during the year .... .. | Te(1)
(2) DIVIAENGS BN CTEUIS ... .e. e eeeaeees e eenes s ese st eeeserese et eeenes e 7c(2)
(3) Interest credited during the year ..., 76(3)
(4) Transferred from separate account. .. 7¢i{4)
{5) Other (specify BEIOW) ..o e eeee e 7c(5)
2
(B)TOMAI AUIEONS .........ovvvoeeeeeeeeoeeeseeseseseeseessceeemssssss e s et s 48 o Fessa 44455 o881 b b8 et e 7c(6)
d Total of balance and additions (2dd NES 7B AN TE{B)). «...cvrvrerereeorr e reeeeeeeeeoeee s seesssssseeeenceneecseessecsmnemncenss | 16
€ Deductions:
{1} Disbursed from fund to pay benefits or purchase annuities during year 7e{1)
{2) Administration charge made by Carmfier ..........ccvvvrernmieirenrs e 7e(2)
{3) Transferred Lo SEPArale BCTOUN .....veereevereieeeeeseereee e eenen e eesnees s s seees 7e(3)
{4) Other (SPECify DRIOW) .......ove.veeverceereneseseiee e srssss st sess st st 7e(4)
4
(5) TOIAN ABAUCHONS ......ereveretserees st sseseeesseesanaseesevesnsesesssseseessssesessasssomssssnsoareesenresessresermsonenssnmssssssssssesnnsinns_ 1E(D)
f Balance at the end of the current year {subtract ling 7e(5} from ling 7d) ..o ooooeriore e | 7
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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 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 alt applicable boxes)

a El Health {other than dental or vision} b X Dental c D Vision o D Life insurance
e |:| Temporary disability {(accident and sickness) f |:| Long-term disability g D Supplemental unemployment  h El Prescription drug
I:l Stop loss (large deductible) i I:l HMO contract k D PPO contract | D Indemnity contract

m |:| Other {specify} P

9 Experience-rated contracts:

a Premiums: (1) Amount received .. 9a(1)
(2) Increase (decrease) in amounl due but unpald .................................... 9a(2)
{3) Increase (decrease) in uneamed Premium reSeIve ..............cooeeerrvrenn. 9a(3)
(4) EBMEA (1) + (2) = (3}}eersssevovemrreeessssimmessissseeessesssssissssisseseoss s comeessssssesssssssssesssssees s ssmesesssn]_ 98(4) 0
b Benefit charges (1) Claims paid.............. 9b(1}
{2) Increase (decrease) in Claim réServes . ... oo 9b(2)
(3} Incurred claims (A (1) ANA {2)}.e.oveceerrcreeeeeeiee e eeeeeseerees s rr s esms st sssssssssseresseesserserseesenssennnccse | 90{3) 0
(4) Claims charged ... 9b{4)
C Remainder of premium: (1) Relentlon charges (on an accrual ba:-:ls) --
{A) COMMISBIONS (ol it it iaiois vish o svieaboneeereatbosesrs oo iEid s emn 9c{1}{A)
{B) Administrative service or other fees.................civicvresivnicvrnnssinns 9¢(1)(B)
(C) Other SPecific ACAUISINION COSES ........c.vvvreeieeeeerereeseseeeesreeeee s 9¢{1){C)
(D) Oher @XPENSES ..\ oveeoceeeeeceieeeeeeteeeeeenreteeeeease e e eesasnesstesssraeseassssirins 9c{(1}{D)
(E) Taxesii e sl Bl LaE . ermssesiihsenessasse s iimuses M SR 9c{1}(E)
(F) Charges for risks or other contingencies... 9c(1){F)
(G) Other relention CHATGes ................ceeevvriieseeeerssorrsseessissarseesrassinen 9¢{1)(G)
(H) Total retention.. creeeeeeninnennns | 9€{1}(H) 0
{2) Dividends or retroactive rate refunds. (These amounts were D pald in cash or [] credited. ) 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d{1})
(2) ClAIM TESBIVES ....ocviviiitieeececeeece e e en e eseeneecees s saesenses et et e e anasas et eaneesrasssetasasststresreneseas enenesenerssenansareesaen 9d{2)
(3) Other reserves............ 9d(3)
€@ Dividends or retroactive rate refunds due. (Do not in¢lude amount entered in line 9c{2). ) .............................. %e
10 Nonexperience-rated contracts:
a  Total premiums or Subscription Charges PAId t0 CAITIET............owew. e eeereeeer et eeeese e emeeseseesneeeeseeeseesaneaseseennn 10a 1,813,189

b If the carrier, service, or other organization incurred any specific costs in connection wilth the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount...............ccc........ 10b

Specify nature of costs.

| PartIV | 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," specily the infarmation not provided. P







