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

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

employer information in accordance with the form instructions.)

D a single-employer plan
D the first return/report

D a DFE (specify)
B This return/report is: D the final return/report

D an amended return/report

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

[ ] Form 5558

D special extension (enter description)

D Check box if filing under: D automatic extension

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

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

Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
SBCOC LODGING INDUSTRY HEALTH PLAN number (PN) » 505
1c Effective date of plan
10/01/2020
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) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 85-0859938
SMALL BUSINESS CHAMBER OF COMMERCE HAWAII
2C Plan Sponsor’s telephone
number
808-699-5545
2855 EAST MANOA RD STE 105 2855 EAST MANOA RD STE 105 2d Business code (see

PMB 188
HONOLULU, HI 96822-1854

PMB 188
HONOLULU, HI 96822-1854

instructions)
813000

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. 07/16/2026 PAUL KAISER
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




Form 5500 (2025) Page 2

3a Plan administrator's name and address D Same as Plan Sponsor

HAWAII MANAGEMENT ALLIANCE BENEFITS AND SERVICES, INC.

220 S KING ST STE 1200
HONOLULU, HI 96813-4589

3b Administrator’'s EIN
99-0305447

3C Administrator’s telephone
number
808-591-0088

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 ‘ 251
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) 245
a(2) Total number of active participants at the end of the plan year ..., 6a(2) 252
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 252
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
1S5S thAN 100% VESEEA. ......o.iee ittt e e et ee s st e e st eeeesesesesesesessssesesesesessnensesssessasasssssseseseseeanansasesnsanaes 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

4A 4B 4D 4E 4Q

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 M 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.) ........... B 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 173931226




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
SBCOC LODGING INDUSTRY HEALTH PLAN plan number (PN) » 505

C Plan sponsor's name as shown on line 2a of Form 5500
SMALL BUSINESS CHAMBER OF COMMERCE HAWAII

D Employer Identification Number (EIN)
85-0859938

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

HAWAII MEDICAL ASSURANCE ASSOCIATION

(©) 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
99-0281791 48330 HMAA 252 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

70349

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

JIM FRENCH

220 SOUTH KING ST STE 1200
HONOLULU, HI 96813

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose (e) Organization code

24806

3

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

MERCER HEALTH & BENEFITS, LLC

1166 AVENUE OF THE AMERICAS
NEW YORK, NY 10036-2708

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose (e) Organization code

24596

3

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

MANDI TAOKA 220 SOUTH KING ST STE 1200
HONOLULU, HI 96813

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
7652 3

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

CHUCK TONDA 220 SOUTH KING ST STE 1200
HONOLULU, HI 96813

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
5114 3

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

HOGAN CONSULTING GROUP, LLC 1088 BISHOP ST STE 1224
HONOLULU, HI 96813

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
4460 3

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

JAMIE REICH 220 SOUTH KING ST STE 1200
HONOLULU, HI 96813

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1362 3

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

GRACE BEYMER 220 SOUTH KING ST STE 1200
HONOLULU, HI 96813

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

1177 3




Schedule A (Form 5500) 2025

Page2—| 2

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
MANA INSURANCE SOLUTIONS, INC. PO BOX 930

MAKAWAO, HI 96768

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
821 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
BROWN & BROWN PACIFIC INSURANCE 700 BISHOP ST

STE 1400
HONOLULU, HI 96813

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
182 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
GAVIN TOMA 220 SOUTH KING ST
STE 1200
HONOLULU, HI 96813
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
119 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
FINANCE INSURANCE, LTD. 1164 BISHOP ST
STE 400
HONOLULU, HI 96813
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
60 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 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 Vision

g D Supplemental unemployment

k D PPO contract

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 2402177
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

Multiple-Employer Welfare Plan
Participating Employer Information

Plan Name: SBCOC Lodging Industry Group Health Plan

EIN: 85-0859938

PN: 505

PYE: December 31, 2025
Participating Emplover EIN
AT HOTELS CORPORATION 99-0251359
CASTLE RESORT AND HOTELS INC 99-0310712
DETAILED CLEANING SERVICE, INC. 30-0508774
HAWAII BEACH HOMES, INC. 20-0517585
HAWAIIAN ALLIANCE EQUIPMENT
COMPANY, LLC 94-3270022
IRONGATE WAIKIKI LLC 93-4923055
ISLE LOCKSMITH, INC. 82-1188839
JENSEN POOL SERVICE HAWALII, LLC 81-1729000
MAIKAI-I LINEN & UNIFORM RENTAL,
INC. 88-3364045
MAKENA COAST CHARTERS, INC. 99-0258983
MAUI PLEXIGLASS, LLC 82-3662402
MOMENTUM DEVELOPMENT
COMPANY, INC 99-0324082
OHANA TRANSPORT GROUP, LLC 82-5232875
ONE PACIFIC DEVELOPMENT GROUP,
LLC 87-2015325
RAINBOW HOMESTAY, LLC 36-4666308
RITZY, LLC 47-5350362

1 -
PDX\127274\256188\51288427.v1-7/15/26




2 -

SELECT VALET, LLC 82-0629332
SHIRAKI DRY CLEANERS, INC. 99-0278245
STUDIO SHAOLIN LLC 81-3156593
THE COCONUT TRAVELER, LLC 82-4011774
WESTWIND SAILING CHARTERS, INC. 99-0291557
MAUI HOTEL & LODGING

ASSOCIATION 99-0253751
ELEMENT MEDIA, INC. 82-3388982
MAUI RENTS, INC. 80-0397231
BHG ALOHA, LLC 99-3027397
NIPPON TRAVEL AGENCY AMERICA,

INC. 95-0151964
HAMAX CLEANING, LLC 46-3145998
TRIDENT ADVENTURES, LLC 83-1853144
GERMAN LEHUA CLEANING, LLC 61-1999293

PDX\127274\256188\51288427.v1-7/15/26




Form 5500 Annual Return/Report of Employee Benefit Plan OMEB Nos. 1210-0110
This form is required to be filed for employee benefit plans under sections 104
Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2025
e Dlepamgem ?{ '-gb” " » Complete all entries in accordance with
e °y§§mi§gfr;§me°“” y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Partl | Annual Report Identification Information
For calendar plan year 2025 or fiscal plan year beginning 01/ 01/ 2025 andending 12/ 31/ 2025
A This return/report is for: |:| a multiemployer plan E a multiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)

|:| a single-employer plan D a DFE (specify)

B This return/report is: |:| the first return/report D the final return/report
|:| an amended return/report D a short plan year return/report (less than 12 months)

C Ifthe plan is a collectively-bargained plan, check here. . . ... ... ot e e e » D

D Check box if filing under: |:| Form 5558 D automatic extension D the DFVC program
|:| special extension (enter description)

E If 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 1b Three-digit plan

SBCOC LODG NG | NDUSTRY HEALTH PLAN number (PN) » | 505

1c Effective date of plan
10/ 01/ 2020

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) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 85- 0859938
SMALL BUSI NESS CHAMBER OF COMVERCE HAWAI | 2c Plan Sponsor’s telephone
number
808- 699- 5545
2855 EAST MANOA RD STE 105 2855 EAST MANOA RD STE 105 2d Business code (see
PVB 188 PVB 188 B ons)
HONOLULU H 96822- 1854 HONOLULU H 96822-1854

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 N
S ; Q. 9 Kq 7/16/2026 |PAUL KAl SER
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




Form 5500 (2025) Page 2

3a Plan administrator's name and address D Same as Plan Sponsor 3b Administrator’s EIN
HAWAI | MANAGENENT ALLI ANCE BENEFI TS AND SERVI CES, | NC. 99- 0305447
3¢ Administrator’s telephone
number
220 S KING ST STE 1200 808- 591- 0088
HONOLULU HI 96813- 4589
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 ‘ 251
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the plan year ... 6a(1) 245
a(2) Total number of active participants at the end of the plan year ... 6a(2) 252
Retired or separated participants receiving Benefits...........ocoiiiiiiiiiii s 6b 0
Cc Other retired or separated participants entitled to future benefits...........cccoi i 6¢c 0
d  Subtotal. Add liNES Ba(2), 6D, NG BC. .......cevmeerieieieeiereeeeseeeeseseeseesesses e seessessseessessesssees e see et e s et et ese et eee s eeeeeneeees 6d 252
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... 6e
f Total. Add lINES B AN B. ...t 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 COMPIELE ThiS TEEIM) ...ttt b et sae et e ettt et e s et e ettt nat e et e e ees e e bt e saeeeneenaneeteenane g
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 COMPIELE IS TEEIM) ...ttt ettt e h e ae ettt eet e s bt e e bt esae e et e e ebe e e bt e e beeeabeenaeeeaneeeee 29(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thaN 100% VESTEA ... v setiie et et ettt eet et oot et est et eess s st enseesesensenseeseeensensesseeesensens st ee et ensensem st ansens et st ensenssssntnsanaans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
4A 4B 4D 4E 4Q
9a Plan 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 attached. (See instructions)
a Pension Schedules b General Schedules
1) D R (Retirement Plan Information) (1) |:| H (Financial Information)
2 I (Fi ial Inf tion — Small PI
@ [] MB (Multiemployer Defined Benefit Plan and Certain Money @[] 1 (Financial Information — Small Plan) L
Purchase Plan Actuarial Information) - signed by the plan (3) IE A (Insurance Information) — Number Attached
actuary (4) I:I C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial (5) I:I D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
(4) D DCG (Individual Plan Information) — Number Attached (6) |:| G (Financial Transaction Schedules)
(5) D MEP (Multiple-Employer Retirement Plan Information)
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Part llI | 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.) woonverneeereeeinereee e Yes [] No

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

11Db Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... @ Yes D 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 valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

000173931226

Receipt Confirmation Code




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
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
SBCOC LODAE NG | NDUSTRY HEALTH PLAN plan number (PN) 3 505
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SMALL BUSI NESS CHAMBER OF COMVERCE HAWAI | 85- 0859938
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 |l and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

HAWAI | MEDI CAL ASSURANCE ASSOC!I ATl ON

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year

b) EIN . A d at end of

®) code identification number pe;:zﬁgjg?\ésaetragt jgaro (f) From (g9) To
99- 0281791 48330 HVAA 252 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

70, 349 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

JI' M FRENCH
220 SQUTH KI NG ST STE 1200
HONCOLULU Hi 96813
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
24, 806 3

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

MERCER HEALTH & BENEFI TS, LLC
1166 AVENUE OF THE AMERI CAS

NEW YORK NY 10036-2708
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
24,596 3
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

MANDI TACKA
220 SQUTH KI NG ST STE 1200
HONOLULU HI 96813
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
7,652 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
CHUCK TONDA
220 SQUTH KI NG ST STE 1200
HONOLULU Hi 96813
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
5,114 3

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

HOGAN CONSULTI NG GROUP, LLC
1088 BI SHOP ST STE 1224

HONOLULU HI 96813
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
4, 460 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
JAM E REI CH
220 SQUTH KI NG ST STE 1200
HONCLULU Hi 96813
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1, 362 3

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

GRACE BEYMER
220 SQUTH KI NG ST STE 1200

HONCLULU Hi 96813
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

1,177 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

MANA | NSURANCE SOLUTI ONS, | NC.

PO BOX 930
MAKAWAO HI 96768
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
821 3

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

BROMWN & BROMWN PACI FI C | NSURANCE
700 Bl SHOP ST

STE 1400
HONOLULU Hi 96813
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
182 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
GAVI N TOVA
220 SQUTH KI NG ST
STE 1200
HONOLULU HI 96813
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
119 3

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

FI NANCE | NSURANCE, LTD.
1164 BI SHOP ST

STE 400
HONOLULU HI 96813
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
60 3

(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
(c) Amount (d) Purpose code

commissions paid
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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 €nd ..............ccccoovevrerererereseresenens 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccceeveveverevreusererrunnns 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAITIET .......oooeeeeeeoeeeeee e 6b
C  Premiums due but unpaid at the end Of the YEar..........cooiiiiiiiiiii s 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter aMOUNL. ..ot
Specify nature of costs P
e Type of contract: (1) |:| individual policies (2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > 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) I:I immediate participation guarantee
(3) D guaranteed investment (4) |:| other P
b Balance at the end of the PreviOUS YEaT...............c.co.ovoeieeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e | 7b
C  Additions: (1) Contributions deposited during the year ...............cc.cocoeueeee. 7c(1)
(2) DIVIENdS @Nd CIEAItS ...........cvveveeceeeeeeieeeeeeeeee e e st 7¢c(2)
(3) Interest credited dUMNG the YEar ...........cccccveveeeeeeeeeeereee e 7¢(3)
(4) Transferred from separate aCCOUNL............covoveveveeervereeiereeseeesiereseseeenas 7c(4)
(5) Other (SPECIfY DEIOW) ........cvvereeeeceeeieeeieeeeeeeeee e s een e 7¢(5)
4
(B)TOLAI @UAIONS ........ceoce et eee e e er e eestensee s eseenseeas s e eensenaes s eensensenassenesnsenaes s eeraenanneneanens 7¢(6)
d Total of balance and additions (add liNes 7b @and 7C(B)). ........c...ceuevrerrreeeeerceeeereeeeeeeeeeeeeeeeseseraeeseeneneeenesieneneenas | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier ............cccoovveeeeceeereeeeeeeereenne 7e(2)
(3) Transferred to separate account .| 7e(3)
(4) Other (SPECIFY DEIOW) .........cevveceeeeeeeeeeeeeseeereeeee s er s 7e(4)
4
(5) TOAl AEAUGHIONS ......eovoecveeceeeecee et see e s e s na s enseess st esens e s s sntsnsnessnansenantansnensenentanesensneneas 7¢e(5) 0
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ..............c.cococooovoveeeeiieeeeeeeeeeen | 7f




Schedule A (Form 5500) 2025

Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a Health (other than dental or vision) b m Dental c @ Vision d [X Life insurance
e |:| Temporary disability (accident and sickness) |:| Long-term disability g D Supplemental unemployment  h Prescription drug
i |:| Stop loss (large deductible) j D HMO contract k D PPO contract | D Indemnity contract
m D Other (specify) P
9 Experience-rated contracts:
A Premiums: (1) AMount reCeived ............cocooviiiiiiiiniccrce e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccceeoeeniiriennnn. 9a(2)
(3) Increase (decrease) in unearned premium reserve .............ccoceeeeeenen. 9a(3)
(4) BArN@d (1) F (2) = (3))-+eeueereeteeteeieete ettt ettt ettt b ekt eh ettt en bt e r e | 9a(4) 0
b Benefit charges (1) Claims Paid.........ccooveuevceeeeeeeeeeeeeeeeeeeeeee e 9b(1)
(2) Increase (decrease) in Claim reSErvVes ..........cccoeerieeeeeerieeeeeeeennes 9b(2)
(3) Incurred claims (add (1) and (2)). 9b(3) 0
(4) ClaimSs ChArged ........c..ooveeeeeeeeeeeeeeeeeeee e 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....eoveieiereeieenieii et see e see e see e e e neeeeseeseenes 9¢c(1)(A)
(B) Administrative service or other fees 9¢(1)(B)
(C) Other specific acquisition COSES ..........ceceeriiiiiieiieiiee e 9c(1)(C)
(D) OtEr EXPENSES ...t eeeeeeeeee s e es s s s e seseeses 9¢(1)(D)
(E) TAXES -ttt 9c(1)(E)
(F) Charges for risks or other contingencies...........ccoccoeceeriinieennennns 9c(1)(F)
(G) Other retention ChAGES ............covueveeeeeeeeeeeeeseeeeseseeess s 9c(1)(G)
(H) TOUAI FEEEMTION ...ttt ettt ettt st be e s ese st e sese s esesseseseesebeseesese s eseseseesenseseneas 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ......ccceveenne 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.............. 9d(1)
(2) ClAIM FESEIVES ..ottt ettt ettt et e es e se e s s e s e s e s e s ea s s st ee et e s s te s e s st eseaesnsn s anesesssessanssanasen 9d(2)
(B) OFNEI FESEIVES........eeeeeeeeeceeeee ettt e et et et et et et es e ae s es et et e e e s e s easan e s ee et es et e s e e et essaesn s esen et eestesnanssananen 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .......ccccoeviiiiiinncns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carrier...........coooiiiiiiiiiii e 10a 2,402, 177
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................cccco.e. 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 If the answer to line 11 is “Yes,” specify the information not provided. >




Form 5500

Multiple-Employer Welfare Plan
Participating Employer Information

Plan Name: SBCOC Lodging Industry Group Health Plan

EIN: 85-0859938

PN: 505

PYE: December 31, 2025
Participating Emplover EIN
AT HOTELS CORPORATION 99-0251359
CASTLE RESORT AND HOTELS INC 99-0310712
DETAILED CLEANING SERVICE, INC. 30-0508774
HAWAII BEACH HOMES, INC. 20-0517585
HAWAIIAN ALLIANCE EQUIPMENT
COMPANY, LLC 94-3270022
IRONGATE WAIKIKI LLC 93-4923055
ISLE LOCKSMITH, INC. 82-1188839
JENSEN POOL SERVICE HAWALII, LLC 81-1729000
MAIKAI-I LINEN & UNIFORM RENTAL,
INC. 88-3364045
MAKENA COAST CHARTERS, INC. 99-0258983
MAUI PLEXIGLASS, LLC 82-3662402
MOMENTUM DEVELOPMENT
COMPANY, INC 99-0324082
OHANA TRANSPORT GROUP, LLC 82-5232875
ONE PACIFIC DEVELOPMENT GROUP,
LLC 87-2015325
RAINBOW HOMESTAY, LLC 36-4666308
RITZY, LLC 47-5350362

1 -
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SELECT VALET, LLC 82-0629332
SHIRAKI DRY CLEANERS, INC. 99-0278245
STUDIO SHAOLIN LLC 81-3156593
THE COCONUT TRAVELER, LLC 82-4011774
WESTWIND SAILING CHARTERS, INC. 99-0291557
MAUI HOTEL & LODGING

ASSOCIATION 99-0253751
ELEMENT MEDIA, INC. 82-3388982
MAUI RENTS, INC. 80-0397231
BHG ALOHA, LLC 99-3027397
NIPPON TRAVEL AGENCY AMERICA,

INC. 95-0151964
HAMAX CLEANING, LLC 46-3145998
TRIDENT ADVENTURES, LLC 83-1853144
GERMAN LEHUA CLEANING, LLC 61-1999293
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