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

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepa"’gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁ{;fr;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 and ending  10/31/2025
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D 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. . . .......................

D Check box if filing under: Form 5558 D automatic extension D the DFVC program

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
LUCK STONE CORPORATION WELFARE BENEFIT PLAN

1b Three-digit plan
number (PN) » 507

1c Effective date of plan
11/01/2018

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)

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 54-0630628

LUCK STONE CORPORATION

PO BOX 29682
RICHMOND, VA 23242

2C Plan Sponsor’s telephone
number
804-784-8280

2d Business code (see
instructions)
212310

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. 08/14/2026 ANDREW MANN
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 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 989
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) 977
a(2) Total number of active participants at the end of the plan year ... 63_(2) 988
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 12
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 1000
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 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 Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M 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
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __ 6
actuary 4) @ C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

11c Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 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 OMB No. 12100110
(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). 2024

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 2024 or fiscal plan year beginning 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit

LUCK STONE CORPORATION WELFARE BENEFIT PLAN plan number (PN) > 507
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

LUCK STONE CORPORATION 54-0630628

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 SERVICE PLAN

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
23-7089668 53031 12055819 982 11/01/2024 10/31/2025

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

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

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount (d) Purpose (e) Organization code

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

Fees and other commissions paid
(c) Amount (d) Purpose (e) Organization code

(b) Amount of sales and base
commissions paid

Schedule A (Form 5500) 2024

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
v. 240311



Schedule A (Form 5500) 2024 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

(@) 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




Schedule A (Form 5500) 2024 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................cccoovoveverereuererenerenenenn. 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 ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee 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)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee 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) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 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 c @ Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 172643
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 172643
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 137058
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 137058
(4) ClaIMS ChAIGEA........veeeeeeeeeeee et e e ee e ee e en e ene e n s ene e nanannas 9b(4) 137058
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 28486
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 28486
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 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 ........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) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 0
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 IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? .............

D Yes

BNO

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




SCHEDULE A

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2).

For calendar plan year 2024 or fiscal plan year beginning  11/01/2024

A Name of plan

OMB No. 1210-0110

2024

and ending

This Form is Open to Public
Inspection

LUCK STONE CORPORATION WELFARE BENEFIT PLAN

10/31/2025

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

LUCK STONE CORPORATION

B Three-digit
plan number (PN)

N 507

Part |

54-0630628

D Employer Identification Number (EIN)

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

HARTFORD LIFE AND ACCIDENT

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
06-0838648 70815 803362G 976 11/01/2024

descending order of the amount paid.

10/31/2025

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

(a) Total amount of commissions paid

12240

(b) Total amount of fees paid

33652

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
ALLIANT INSURANCE SVCS INC

18100 VON KARMAN AVE

(b) Amount of sales and base
commissions paid (c) Amount

10TH FL
IRVINE, CA 92612

Fees and other commissions paid

33652 | BONUS

(d) Purpose

(e) Organization code
3

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

ATTN MARTIN JOHNSON

(b) Amount of sales and base
commissions paid (c) Amount

1125 SANCTUARY PARKWAY STE 300

ALPHARETTA, GA 30009

Fees and other commissions paid

12240

0| BONUS

(d) Purpose

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

(e) Organization code
3

Schedule A (Form 5500) 2024

v. 240311
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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

(@) 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




Schedule A (Form 5500) 2024 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................cccoovoveverereuererenerenenenn. 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 ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee 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)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee 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) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 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 D Dental c D Vision
e D Temporary disability (accident and sickness) B] Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m [{ Other (specify) » ADD, WD-NST

d |X Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 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 .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 1134859
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 IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? .............

D Yes

BNO

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




SCHE

(Form 5500)

Department

Internal Revenue Service

DULE A

of the Treasury

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

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit
LUCK STONE CORPORATION WELFARE BENEFIT PLAN plan number (PN) 3 507

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

LUCK STONE CORPORATION

54-0630628

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

CIGNA HEALTH

AND LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
59-1031071 67369 3315304 1945 11/01/2024 10/31/2025

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

86640

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

ALLIANT INSURANCE SERVICES INC

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

86640

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311
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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

(@) 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




Schedule A (Form 5500) 2024 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................cccoovoveverereuererenerenenenn. 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 ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee 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)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee 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) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 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 c D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i @ Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I B[ Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 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 .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 1731477
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 IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? .............

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit
LUCK STONE CORPORATION WELFARE BENEFIT PLAN plan number (PN) 3 507

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

LUCK STONE CORPORATION

54-0630628

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

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

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
59-1031071 67369 Cl110905 988 11/01/2024 10/31/2025

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

10464

4377

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

ALLIANT INS SERVICES INC

DB-EB OPERATING ACCOUNT

PO BOX 8299
PASADENA, CA 91109

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

10464

4377 | OVERRIDES

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311
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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

(@) 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




Schedule A (Form 5500) 2024 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................cccoovoveverereuererenerenenenn. 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 ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee 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)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee 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) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 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 D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract I D Indemnity contract

m [X Other (specify) » VOLUNTARY CRITICAL ILLNESS

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 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 .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 72758
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 IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes B No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit
LUCK STONE CORPORATION WELFARE BENEFIT PLAN plan number (PN) 3 507

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

LUCK STONE CORPORATION

54-0630628

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

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

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
59-1031071 67369 Al110941 988 11/01/2024 10/31/2025

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

7779

2432

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

ALLIANT INS SERVICES INC

DB-EB OPERATING ACCOUNT

PO BOX 8299
PASADENA, CA 91109

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

7779

2432 | OVERRIDES

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311
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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

(@) 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




Schedule A (Form 5500) 2024 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................cccoovoveverereuererenerenenenn. 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 ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee 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)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee 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) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 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 c D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m [X Other (specify) » ACCIDENTAL INJURY

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 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 .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 57917
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 IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? .............

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit
LUCK STONE CORPORATION WELFARE BENEFIT PLAN plan number (PN) 3 507

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

LUCK STONE CORPORATION

54-0630628

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

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

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
59-1031071 67369 HC110730 988 11/01/2024 10/31/2025

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

10455

3344

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

ALLIANT INS SERVICES INC

DB-EB OPERATING ACCOUNT

PO BOX 8299
PASADENA, CA 91109

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

10455

3344 | OVERRIDES

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311
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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

(@) 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




Schedule A (Form 5500) 2024 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................cccoovoveverereuererenerenenenn. 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 ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee 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)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee 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) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 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 D Dental c D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

M [ Other (specify) » HOSPITAL CARE

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 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 .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 78883
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 IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? .............

D Yes

BNO

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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁtrsnggczrityaAg:ninis\ra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 and ending 10/31/2025
A Name of plan B Three-digit
LUCK STONE CORPORATION WELFARE BENEFIT PLAN plan number (PN) 3 507
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LUCK STONE CORPORATION 54-0630628

Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions)
No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2024
v. 240311
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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




Schedule C (Form 5500) 2024

Page3-[ 1 |

2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

CIGNA HEALTH AND LIFE INS. COMPANY

59-1031071

BANK OF AMERICA
540 WEST MADISON STREET

CHICAGO, IL 60661

(h)

(b)
Service
Code(s)

employer, employee

person known to be
a party-in-interest

(c)

Relationship to

organization, or  [by {l

compensation paid

(d)

Enter direct

he plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

®)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

Did the service

provider give you a
formula instead of

an amount or

estimated amount?

121331
3849 50
56 62

MEDICAL FEES

937889

Yes No D

Yes B No D

Yes No D

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

DELTA DENTAL OF VIRGINIA

5414 AIRPORT ROAD
ROANOKE, VA 24012

54-0844477
(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
13 BENEFIT 43180
ADMINISTRATOR Yes [| No Yes [| No[] Yes [| No[]
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

compensation? (sources | compensation, for which the | service provider excluding | formula instead of
an amount or

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

enter -0-.

by the plan. If none,

other than plan or plan
sponsor)

plan received the required
disclosures?

eligible indirect

compensation for which you
answered “Yes” to element
(). If none, enter -0-.

estimated amount?

Yes D No D

Yes D No D

Yes D No D
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
CIGNA 12 13 31 38 49 50 56 62 0

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

3 CHASE METRO TECH CENTER
5TH FLOOR
BROOKLYN, NY 11245

JP MORGAN CHASE

$4.62 PER PARTICIPANT

59-1031071
(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
CIGNA 12 13 31 38 49 50 56 62 0

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

CASTLIGHT HEALTH 121 SPEAR ST 3RD FLOOR

SAN FRANCISCO, CA 94105

$3.24 PER PARTICIPANT

26-1989091
(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
CIGNA 12 13 31 38 49 50 56 62 0

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

500 SANSOME ST.
#200
SAN FRANCISCO, CA 94111

OMADA HEALTH, INC

45-2355015

$1.72 PER PARTICIPANT
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
CIGNA 12 13 31 38 49 50 56 62 0

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

VISION SERVICE PLAN 333 QUALITY DRIVE

RANCHO CORDOVA, CA 96670

$0.62 PER PARTICIPANT

06-1227840
(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
CIGNA 12 13 31 38 49 50 56 62 0
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
BLOOMINGTON HOSPITAL P.O. BOX 1149 0.06 PER PARTICIPANT
BLOOMINGTON, IN 47402
35-1720796
(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
CIGNA 12 13 31 38 49 50 56 62 0

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

BANK OF AMERICA(LOCKBOX) 540 WEST MADISON STREET

CHICAGO, IL 60661

59-1031071

$0.36 PER PARTICIPANT
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
CIGNA 12 13 31 38 49 50 56 62 0

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

FIFTH STREET TOWERS
150 SOUTH 5TH ST., SUITE 2300
MINNEAPOLIS, MN 55402

AMPLIFON HEARING HEALTHCARE

0.12 PER PARTICIPANT

85-0437037
(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
CIGNA 12 13 31 38 49 50 56 62 0
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
CITIBANK NA ONE PENNS WAY 1.91 PER PARTICIPANT
NEW CASTLE, DE 19720
59-1031071
(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
CIGNA 12 13 31 38 49 50 56 62 0

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

CHLIC COR DEPOSITS 1600 MARKET ST.
19TH FL

PHILADELPHIA, PA 19103
59-1031071

0.33 PER PARTICIPANT
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
CIGNA 12 13 31 38 49 50 56 62 0
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
DEUTSCHE BANK 60 WALL ST 0.00 PER PARTICIPANT
NEW YORK, NY 10005-2836
59-1031071
(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
CIGNA 12 13 31 38 49 50 56 62 0

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

CITIBANK NA(OMNIBUS) ONE PENNS WAY

NEW CASTLE, DE 19720

0.01 PER PARTICIPANT

59-1031071
(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
CIGNA 12 13 21 38 49 50 56 62 0
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
OMADA COMPLETE 500 SANSOME ST. $0.18 PER PARTICIPANT

#200
SAN FRANCISCO, CA 94111

45-2355015
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110

1210-0089
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

f
D o 0 wion, sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024

Department of Lebor » Complete all entries in accordance with
/v e gl the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
r Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning _ 11/01/2024 and ending 10/31/2025.
A This retumireport is for: D a multiemployer plan D a multiple-'employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)
@ a single-employer plan D a DFE (specify)
B This retumireport is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C If the plan is a collectively-bargained plan, check here. . ... .... e R D
D Check box if filing under: @ Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . . .. X 6, MO e 0118 o0 P D
I Part I I Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
LUCK STONE CORPORATION WELFARE BENEFIT PLAN number (PN) » 507
1c Effective date of plan
11/01/2018
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) 54-0630628
LUCK STONE CORPORATION 2c¢ Plan Sponsor’s telephone
number

804-784-8280

2d Business code (see
instructions)
212310

PO BOX 29682

RICHMOND VA 23242

Caution: A penalty for the late or incomplete filing of this returnireport 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 atta%me’nts. 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.

rd

SIGN K_//,S'D ‘ K 7{'“ 2026 | andrew Mann
HERE

Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE 3

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 (2024)

v. 240311



Form 5500 (2024) . Page 2

3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrators EIN
ic_ Admlnistral_o_r’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last retumn/report filed for this plan, 4b EIN
enter the plan sponsor's name, EIN, the plan name and the pian 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 | 989
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) g77
a(2) Total number of active participants at the end of the plan year ..o, S — 6a(2) 988
b Retired or separated participants receiving benefits ... 6b 12
Cc Other retired or separated participants entitled to future benefits.................oooii | BC 0
d Subtotal. Add liNES Ba(2), B, @NG BC. .......everuiiiuiiie sttt a e ses et ea e ea ettt ea s st ae s s eea sttt 6d 1,000
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ccccoevevvrviiiiiveiicns 6e
f Total. Add INES BA ANA 6. ...........oveiieeeeeieeeet bbbt ens bbb esaet ittt sen st sientsenenesiesantesnenesseees | OF
(1) Number of parﬁcipants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 complete this item)... R
(2) Number of parhc:pants wnth account balances as of the end of lhe plan year (only deﬁned oontrlbutlon plans
9 complete this item)... 29(2)
h Number of partlmpants who termmated employment dunng the plan year wnth accrued beneﬁts that were
€SS than 100% VESEED ........v.eesieseeeesee s cessssesssiesssessssesssesressersssesssasssasssassass s sassss s ses s sassassesnienscosaas s sems s sesssasssssnns 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 Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
) 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 [I R (Retirement Plan Information) (1) D H (Financial Information)
2 1 (Fi ial Inf tion — Small Pl
@ [] MB (Multiemployer Defined Benefit Plan and Certain Money @[] 1 (Financial Information — Small Plan) .
Purchase Plan Actuarial Information) - signed by the plan (3) @ A (Insurance Information) — Number Attached _°
actuary (4) @ C (Service Provider Information)
(3) [] SB (Slngle-EranOyer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4) [] DCG (Individual Pian Information) — Number Attached (8) D G (Financial Transaction Schedules)
(5) [:] MEP (Multiple-Employer Retirement Plan Information)
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[ Part lll J 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.) oo [ 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) ........... [Jyes [] No

11¢ Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Depariment

Internal Revenue Service

of the Treasury

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

P File as an attachment to Form 5500.

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

OMB No. 1210-0110

2024

P Insurance companies are required to provide the information

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 and ending 10/31/2025
A Name of plan B Three-digit I
LUCK STONE CORPORATION WELFARE BENEFIT PLAN plan number (PN) S 507

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

LUCK _STONE CORPORATION

54-0630628

D Employer Identification Number (EIN)

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

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

1 Coverage Information:

(a) Name of insurance carrier

VISION SERVICE PLAN

{e) Approximate number of Policy or contract year
(b) EIN O dicaton sumber patacna coverad st end of () From (9) To
policy or contract year 9
23-7089668 53031 12055819 982 11/01/2024 10/31/2025

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

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

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form $500) 2024

v. 240311
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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 (¢) 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 QOrganization
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
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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 Y€ar €nd ..........ccooivioiviiersinniencciienionsnes 4
5 Current value of plan’s interest under this contract in separate accounts at Year €nd.............ocoovvrviieiesenreissiessiaecnes 5

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

D Premiums Paid 10 CAMIEE ........ooioeiiieeee ettt et ettt sttt 6b

C  Premiums due but unpaid atthe €nd Of the YEar...........ccociiiiiii e e e e 6¢c

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 @mount. ..o e

Specify nature of costs P

e Type of contract: (1) |:| 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 > D

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) I:] deposit administration 2) |:| immediate participation guarantee

3) D guaranteed investment 4) |:| other P

D Balance atthe end Of the PreVIOUS YEAT.............c...cccccoccoorveerveeeeserrsreeseesmsssseneeeeseeseeeseeseeeeeseeeeereereeeeeceeeeeeeeeeeee | 1D
C  Additions: (1) Contributions deposited during the year ...........c.ccccovcveeeen. | 7€(1)
(2) Dividends and CreditS............o.ooovveeemreeereees cesreoeeeemeeeeseesseneeeesseneeeesennne. |_LC(2)
(3) Interest credited dUriNg the YEaT ..........ocoe.oeeeeieeeeeeeee e sseese e 7¢(3)
(4) Transferred from Separate aCCOUNL...............co..ouovumeeeereererereenee e 7¢c(4)
(5) Other (SPEGITY BEIOW) ..o 7¢(5)
>
(BYTOAl AOAIIONS ...t oo oo ee oo 7¢(6) 0
d Total of balance and additions (add lIN@S 7b aNd TE(B)). .........eerueriiemeeieeieieeee ettt eeesen e caeanaes I 7d
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7¢(1)
(2) Administration charge made by CaIIEr ................cccoveerevereecesnceneiiineene | 1€(2)
(3) Transferred 10 SEPArate @CCOUNL...............coovevverveeeisesivrsesiensesiessensssesses 7¢(3)
(4) Other (SPECITY DEIOW) .........oeovoeeeieiesees e e 7¢(4)
4
(5) TOMAI AEAUCHIONS 1.t mee et es e enens et 7¢(5)
f Balance atthe end of the current year (subtract line 7e(5) from in€ 7d) .........oovvevovovieeereeeeeeeeeeeee e | 7f




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where 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 [] Dental c El Vision

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

d D Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment  h |:| Prescription drug
||:| Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEA .......cooooririiiiieiiceeie et 9a(1) 172,643
(2) Increase (decrease) in amount due but UNPaId..........ccccoceveruriirnnnnens 9a(2)
(3) Increase (decrease) in unearned Premium reSerVe ... oo 9a(3)
(4) EAMEA (1) *+ (2) = () eeeeereereeeseeersneesrseesssessoees s sssemeess sz I - ) 172,643
b Benefit charges (1) Claims paid................. 9b(1) 137,058
(2) Increase (decrease) in claim reserves ...
(3) Incurred claims (add (1) and (2))......oceovrvviviriiccninionns 9b(3) 137,058
(4) Claims charged .......... e et ee oottt oo et ea s ee e e et e b et ch bttt 9b(4) 137,058
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMUSSIONS ... ooeoeees oo ceereeeaa et 9c(1)(A)
(B) Administrative service or other fe@s ..............ccorvriieceecsirnianes 9¢(1)(B) 28,486
(C) Other SPECific ACQUISIION COSES ...........vurerrvvvrrereeesieeceneeeieseeereneone 9c(1)(C)
(D) ONET BXPENSES ....oeveeeeoeeeeee oo ssses e ssss s eesssssseresssssesessrnsone 9c(1)(D)
(E) TAXES covvereeeeeeeeeoeo e oo eeeasaseesseesssse s ss sttt e 9c(1)(E)
(F) Charges for risks or other CONtiNGENGIES..............orrwwrirvercvieecveanes 9c(1)(F)
(G) Other retention GRATGES ..........cvvuereuemrrsrseeieesenesissssisssenieiisanenss 9c(1)(G)
(H) TOMAN FEAEMUON ... eveeeesee e sessss s ssssssss s s s 9¢(1)(H) 28,486
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) CIIM TESEIVES ...o.vvoverveesise st etseceeeseseseessessseesesesssesert s s e ss s A as s s 00 b 9d(2)
(3) Other reserves 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ........ccocooovviinnnn e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 Carrfier ... 10a 0
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, reportamount..........c.ocoeeen 10b
Specify nature of costs.
Fart v l 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. »




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). 2024
De of
Employee aer‘:eaﬁr:rsngne::uri:f Z::ninislration D 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 2024 or fiscal plan year beginning  11/01/2024 and ending 10/31/2025
A Name of plan B Three-digit
LUCK STONE CORPORATION WELFARE BENEFIT PLAN plan number (PN) » 507
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (EIN)
LUCK STONE CORPORATION 54-0630628
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

HARTFORD LIFE AND ACCIDENT

(¢) NAIC (d) Contractor (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 (@) To
06-0838648 70815 803362G 976 11/01/2024 10/31/2025

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

(a) Total amount of commissions paid (b) Total amount of fees paid
12,240 33,652

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
ALLIANT INSURANCE SVCS INC
18100 VON KARMAN AVE

10TH FL
IRVINE CA 92612
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Pupose (e) Organization code
BONUS
0 33,652 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
BENEFIT ADVISORS SERVICES GRP
ATTN MARTIN JOHNSON
1125 SANCTUARY PARKWAY STE 300

ALPHARETTA GA 30009
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
BONUS
12,240 0 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311
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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
(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 pey
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Part Il | Investment and Annuity Contract Information

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..........ooovovveveeevereeveeeeeeeesnneans 4
5 Current value of plan’s interest under this contract in separate accounts at year end...............o.ocoooovovooovceeeveee. 5
6 Contracts With Allocated Funds:
a  State the basis of premiumrates P
D Premilims Pait t0 CAMMIET .........o.coviviiececeeeeeesetteetest s ee st saee s ees s et s s seeneees 6b
C  Premiums due but unpaid at the €Nd Of the YEEM..............cvevvreieeieiees et ers e 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 amOoUNt. ...t
Specify nature of costs P
e Typeofcontract: (1) [] individual policies (2) [] 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 Typeofcontract: (1) [| deposit administration (2) |:| immediate participation guarantee
(3) D guaranteed investment (4) D other »
b Balance atthe €nd Of the PrEVIOUS YEAT.......o.. ot e oee it eeieteeai it et s sass ettt sttt | 7b 0
C  Additions: (1) Contributions deposited during the Year ...............ccoevcceuence. 7¢(1)
(2) Dividends and CTEAILS ...........ooueveeeeeeieeceseeres s ssseee e ssessesssaesae s enees 7¢(2)
(3) Interest credited dUring the YEaT ...........oo.oueueeuerreeeeeeeeee s 7¢(3)
(4) Transferred from SEPArate ACCOUNE ..............eeeeverreereeeeseesesesesersceseseenees 7¢(4)
(5) Other (SPECITY DEIOW) ..o eeeeeee e e eee s 7¢(5)
»
(B)TOMAI AAGMIONS ..o .o oo oot s et e ees s s e st ee s ess 2ot st eee ettt 7¢(6) 0
d Total of balance and additions (add liNES 7 @Nd TC(B)). .....o.vvevvrvvveiieerreeseieeieses s senes e erss s eeesneas | 7d 0
€ Deductions: "
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Gaier ............cooccovveiveeroeririerreeieeee s 7¢(2)
(3) Transferred to separate acCount...........oov.cveeeeeeeeeevesreneeneereeereernennn. | 18(3)
(4) Other (SPeCify BEIOW) .........oeeceeeeeeeeeeeeeeeeeeeeeeeeeeere e | 1€(4)
»
(5) TOMI BEAUCHONS ... oo e 7¢(5) 0
f Balance at the end of the current year (subtract ling 7e(5) from liNe 7d) .........ccevereveiueerersiereesss s | 7f 0
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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 all applicable boxes)

a [:l Health (other than dental or vision) b D Dental c D Vision d EI Life insurance
e D Temporary disabilily‘(accidenl and sickness) El Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i [:l Stop loss (large deductible) j D HMO contract k D PPO contract I[] Indemnity contract

m [ Other (specify) PADD, WD-NST

9 Experience-rated contracts:
a Premiums: (1) AMOUNE r@CEIVEM .........cuiiuruiiiiiiciieicesi e s 9a(1)
(2) Increase (decrease) in amount due but unpaid..........ccccocoiceiriiinininnn 9a(2)
(3) Increase (decrease) in unearned premium reserve ... 9a(3)
() EAME (1) + (2~ (B))---rss oo oo | 9a(4) 0
b Benefit charges (1) Claims Paid........c..ccoveveeruereiirirrieeeies e 9b(1)
(2) Increase (decrease) in Claim rESBIVES ..........cccowwuiverevrmreirenncnineees 9h(2)
(3) Incurred claims (AAd (1) AN (2)).-.e.oveervrreerereseeseee e sees st esiees s 9b(3) 0
(4) Claims charged ... 9b(4)
¢ Remainder of premium: (1) Retentnon charges (on an accrual bas:s)
(A) COMMISSIONS «.cvvvvererevoceresssioseseneneeesensenseeenenssemeesssesssseesenesnsenne | OC(T)(A) -
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific acquisition costs ............ 9¢(1)(C)
(D) Other @XPENSES .....ccuvvieereeeeerreeceeiiis e 9c¢(1)(D)
(E) TAXES <.ttt s 9c(1)(E)
(F) Charges for risks or other CONtiNGENCIES..............owervverservrrsenrennees 9c(1}(F)
(G) Other retention CHATGES ..........cvvureeeeeeaevereesersees s sreenseeeesiessinses 9¢c(1)(G)
(H) TOLAI FEIBMEION ...ttt st bbb 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)......oeennen. 9c(2)
d Status of policyholder reserves at end of year: (1} Amount held to provide benefits after retirement .. . 9d(1)
(2) CHIM TESEIVES ....oocvevsietesiaeiaesesiesesses st sees et 8 a0 s st . 9d(2)
(3) Other reserves.. . 9d(3)
e Dividends or retroactive rate refunds due (Do not mclude amount entered in Ime 9c(2) ) ............................. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CaMMEr..........oo.v e 10a 1,134,859
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.................c.ccooeoee 10b
Specify nature of costs.
l Part IV [ Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes @ No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security 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).

) File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMEB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  11/01/2024 andending 10/31/2025
A Name of plan B Three-digit
LUCK STONE CORPORATION WELFARE BENEFIT PLAN plan number (PN) » 507

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

LUCK

TONE CORPORATION

D Employer Identification Number (EIN)

54-0630628

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unitin Parts Il and |1l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

CIGNA HEALTH AND LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . P persons covered at end of
code identification number policy or contract year (f) From (g) To
59-1031071 67369 3315304 1,945 11/01/2024 10/31/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

86,640

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

ALLIANT INSURANCE SERVICES INC

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

86,640

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page 2 —| 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
®) (c) Amount (d) Purpose ¢ code

commissions paid

(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
(b) (c) Amount (d) Purpose gcode

commissions paid

(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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..........ccococecoiocsicucececeniciiecnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end..............cccoerveocuieccieccececnnns 5

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

D Premitms PRI 10 CAIMIET ..........ovvovoeeeveoeeeeeeee oo et ee e eeeee s eee s et e e n et 6b

C  Premiums due but unpaid at the end o_f BN YA ..t ettt ettt 6¢c

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 @MOUNT. ........cooi i e e e

Specify nature of costs P

e 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 » D

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type of contract: (1) |:| deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) [:] other »
b Balance at the end Of the PreVIOUS YEAT ... .. oer oot cees e e e en st sies et ses i emicis st eta it enasinia | 7b
C Additions: (1) Contributions deposited during the year ... e | 7¢(1)
(2) DIVIdENAS AN CFEAIS . .........ovvvoe e seeeeeneecsesssseseesssssssssssnenenes |1 C(2)
(3) Interest credited dUMNG the YEAT .........c.eeeueeereeeeeieieiee e 7¢(3)
(4) Transferred from SEPArate ACCOUNt............coovvceeeveeevreceeneeresrsesrereeianees |1 C(4)
(5) Other (SPECIY DEIOW) ......vvoeeoveeeeceee et 7¢(5)
»
(BYTOAI AAGIIONS ... ... oo et 7¢(6)
d Total of balance and additions (add iNES 7h ANA 7C(B)). ......cv..vverveiereerrrereesreeseesseesersenss et esssesesessess s sssssens | 7d
€@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArmier ............ccoceeereveevevsrieereeserisrreneenen. 7e(2)
(3) Transferred to SEPATAte ACCOUNL...........c....ivueeueveeresisserarecsenessseessesnanens 7e(3)
(4) Other (specify below) ......... ettt et 7e(4)
»
(5) TOtal dEAUCHONS.........ccvoeseeseee s ers et S —— 7e(5)
f Balance atthe end of the current year (subtract line 7e(5) from line 7d) .............ccooiiirrivnrniieerece e 7f




Schedule A (Form 5500) 2024 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 D Health (other than dental or vision) b D Dental c D Vision d [] Life insurance

e D Temporary disability (accident and sickness) f [] Long-term disability g D Supplemental unemployment h D Prescription drug
IEl Indemnity contract

i E Stop loss (large deductible) i D HMO contract k[] PPO contract
m [ ] Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNE 1ECEIVEM ......vovvmvcieeiciieiiiieis oo 9a(1)
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in uneamed premium reServe ..............ocovveeeee 9a(3)
(4) EAMed (1) * (2) - (B))-.erroveee oo ] 92(4) 0
b Benefit charges (1) Claims Paid........ccooeremiiiiccirmecis e 9b(1)
(2) Increase (decrease) in Claim reSEIVeS ...........ccoeieceieererenicrseieees 9b(2)
(3) Incurred Claims (2Ad (1) @NG (2)).....eevvrueiemrseeeereseieesiesis s s s bbb 9b(3) 0
(4) CIAIMS CRAIGET ......e.veveoeeeeeeeseesees s essseress s e e as s 888 b e 9b(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS +...vveceeeeerenrensssieeessssnieneenssissessensesnsnenesseennennens | 9C(1)(A) o
(B) Administrative service or other fees ...........o..oorurcerrriereninienns 9¢(1)(B)
(C) Other specific acqUISIion COSES ... 9c(1)(C)
(D) OthET @XPENSES ....cuuieiueieeeseaereisiitirsemess e sesss s 9c(1)(D)
(E) TAXES covooeoeeeo oot 9c(1)(E)
(F) Charges for risks or other contingencies...............cccoooniiinn 9c(1)(F)
(G) Other retention ChAMGES ..........ov.e.eeerereeerereeeeessssre e 9c(1)(G)
(H) TOAI FEIEMION ...ttt s s s s 9c¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were I:l paid in cash, or D credited.)........ccourne 9¢(2)
d Status of policyholder reserves at end of year. (1) Amount held to provide benefits after retirement .. 9d(1)
(2) CAIM FESEIVES -......o.veoeeereaesiessaesseese s seseesss ettt as o re o818 b st 9d(2)
(3) ONET TESEIVES .....covoeoeeesereoeesemeet s sas s sss st has bbb 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).} ...ccooovovveieicinnnnes e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid 10 CAMTIEN ..........cowrwweiviiieiieiei et e 10a 1,731,477
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount......................... 10b

Specify nature of costs.

. r Part IV ] Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............

D Yes

B4 No

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




SCHEDULE A Insurance Information OB No. 1210.0110

(Form 5500)
Depariment 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). 2024
Employee ggﬁgfﬁgg'ﬁimwsum » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporetion » 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 2024 or fiscal plan year beginning  11/01/2024 and ending 10/31/2025
A Name of plan B Three-digit
LUCK STONE CORPORATION WELFARE BENEFIT PLAN plan number (PN) b 507
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LUCK_STONE _CORPORATION 54-0630628

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

1 Coverage Information:

(a) Name of insurance carrier

CIGNA HEALTH AND LIFE INSURANCE COMPANY

(¢) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN Sy i persons covered at end of
code identification number policy of contract year (f) From (g) To
59-1031071 67369 CI110905 988 11/01/2024 10/31/2025

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

(a) Total amount of commissions paid (b) Total amount of fees paid
10,464 4,377

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
ALLIANT INS SERVICES INC
DB-EB OPERATING ACCOUNT

PO BOX 8299
PASADENA CA 91109
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
OVERRIDES
10,464 4,377 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 1 (d) Purpose (e) Organization code
|
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page 2 — | |

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

el ] . 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

(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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..o, 4
5 Current value of plan’s interest under this contract in separate accounts at year end...........cocooioioriiiienceccueicennce. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
b Premiums paid t0 GAMMET ............ovvveeeoereereereereeeeessessseseesseesnenes S S 6b
C  Premiums due but unpaid at the end Of the YEAI.........c.uuiriiriiieiiee ittt 6¢c
d  Ifthe carrier, service, or other organization incurred any specuﬂc costs in connection with the acquisition or 6d
retention of the contract or policy, enter amMOUNt. ... ... i =
Specify nature of costs  »
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) [] other (specify) ¥
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) D other P
b Balance at the end of the previous year... o B { -
C Additions: (1) Contributions deposited dunng thE YEAr w..oevoerveeeereerren 7¢(1)
(2) Dividends and CreditS.............ooevueruerserserseeseniises s e e ssese e cieesaeeae 7¢(2)
(3) Interest credited dUTNG the YEAT ...........covevrvirrieiiisiesesess et 7¢(3)
(4) Transferred from Separate ACCOUN.........c.oweeererierereieees e s 7¢c(4)
(5) Other (SPECIfY DEIOW) ..........cvuevvreeieeieerereeeseeee et 7¢(5)
»
(B)TOMAN AAGHIONS ... ..o+ eee et eee st s e s s 7c(6)
d Total of balance and additions (add lines 7b and 7¢(6)). ........ 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CAITIer ..........cooveurrioeeceeieeceerseeeeeneeees 7e(2)
(3) Transferred to SEPArate ACCOUNt ...........o.vorveveereeeeereeeeereeceise s nsesseseersensenes 7e(3)
(4) Other (specify below) 7e(4)
»
(5) Total deductions... OO -V ()|
f Balance at the end ofthe current year (subtract Ime 7e(5) from Inne 7d) ] 7f




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

If more than one contract covers the same group of 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

8 Benefit and contract type (check all applicable boxes)

a [] Health (other than dental or vision) b D Dental C D Vision d D Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g I:l Supplemental unemployment h |:| Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract ID Indemnity contract

m [x] Other (specify) PVOLUNTARY CRITICAL ILLNESS

9 Experience-rated contracts:

a Premiums: (1) AMount reCeIVEd .........ccouiuivriirieeccece s 9a(1)
(2) Increase (decrease) in amount due but unpaid...........c.ccovrurierininnn. 9a(2)
(3) Increase (decrease) in unearned premium reServe ... 9a(3)
(4) EAIMEA (1) + (2) - (3)) e eeeoeeeeeeee oo oo oo | 9a(4) 0
b Benefit charges (1) Claims PaId..........ccvoeemeoeeeiciniieeie e sreeieies 9b(1)
(2) Increase (decrease) in Claim reSEIVeS ..o 9b(2)
(3) Incurred claims (AAd (1) @NA (2)).vvrrvrreirmiresiem et cet st et st s 9b(3) 0
(8) CIAIMS CHATGE ...vooe.eoereeee e cteeetse oo etttk e 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMUSSIONS ... cvriceneeceae e seeteraesiese et sis st esieeesis 9¢c(1)(A) o
(B) Administrative service or other fees...........cooovmiviiniinceciicciins 9¢c(1)(B)
(C) Other Specific aCQUISIION COSES -.....vvurrivuvervveiecrinsiirersssrsrreenees 9¢(1)(C)
(D) Other @XPENSES ......ovvivicieirieeeiicaeietistee e s 9¢c(1)(D)
(B TAXES oot 9c(1)(E)
(F) Charges for risks or other contingencies................coooovorvererveere | 9C(1NF)
(G) Other retention CRAIGES ...........c.rrvvversersssssesriseeeseesessessssssessenes 9c(1)(G)
(H) TOUAI FEIBNUON .....cvovietevroeeee et ere s ebsassas s ececeessees e e b4 bbb 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).......cooennene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement .. 9d(1)
(2) CIGIM TESEIVES .....oovevveee oo essess ettt et et s 9d(2)
(B) ONET [ESEIVES .......ovoooevserieevesieesesssersees ettt b s s 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ........ocoviiiiieennens e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAIMIEr............c.. it 102 72,758

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 2above, report amount........................... 10b

Specify nature of costs.

ﬁ’art v I 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. »




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 req

Employee Retirement Income Security Act of 1974 (ERISA).

) Fileas

» Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

uired to be filed under section 104 of the

an attachment to Form 5500.

2024

“This Form is Open to Public

Inspection
For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 and ending 10/31/2025
A Name of plan B Three-digit
LUCK STONE CORPORATION WELFARE BENEFIT PLAN plan number (PN) » 507

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

LUCK STONE CORPORATION

54-0630628

D Employer Identification Number (EIN)

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

1 Coverage Information:

(a) Name of insurance carrier

CIGNA HEALTH AND LIFE INSURANCE COMPANY

BIEN (€) NAIC (d) Contract or (e} Approximated numbgr c;f Policy or contract year
- . A . persons covered at end of
code identification number policy or contract year (f) From (g) To
59-1031071 67369 AT110%41 988 11/01/2024 10/31/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

7,779

2,432

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

ALLIANT INS SERVICES INC
DB-EB OPERATING ACCOUNT
PO BOX 8299

PASADENA CA 91109
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
OVERRIDES
7,779 2,432 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) Omanization code

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

Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page 2 —| |

(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 fo whom commissions or fees were paid

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

(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




Schedule A (Form 5500) 2024 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 €nd ..........c.cvvieieivosescescsncerins 4

5 Current value of plan’s interest under this contract in separate accounts at year €nd..........cccovvovereeiercenneeesrseesiineas 5

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

b Premiums paid t0 CarfIOr . et 6b

C  Premiums due but unpaid at the end Of tNE YEAT........c.oo v ettt aeee 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 aMOUNt. ..o e

Specify nature of costs P

€ Type of contract: (1) D individual policies (2) |:| 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 14 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract: (1) |:| deposit administration (2) D immediate participation guarantee
(3) I:I guaranteed investment 4) D other b

b Balance atthe €nd Of the PrEVIOUS YA ..........o.o.voeoeeeeeeeeoee oottt bbbt cn s sana | 7b
C  Additions: (1) Contributions deposited during the Year ...................ccovvueeeen. 7c(1)

(2) Dividends and CreditS... ... e

(3) Interest credited during the Year .......ccoviiiiiiiiiici e

(4) Transferred from separate account....................

(5) Other (specify DEIOW) ......oovmiiiiiiiiieiiiecie e fereniearesenees

>

(B)TOMAI AAIIONS...... ..ottt eeae et ee e nias 7¢(6)
d Total of balance and additions (add liNes 7b @Nd TE(B)). ....ov..vevirieeiceeeeee ettt e eb et esres I 7d

€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier : 7e(2)

(3) Transferred t0 SEPArate ACCOUNt ...........oveveevereeereeerssesesssse e eseseeess s 7e(3)
(4) Other (SPECITY DBIOW) ........oeveceeeveseseiseaee s ass s 7e(4)
»

(5) Total deductions................

7¢(5)

f Balance at the end of the current year (subtract line 7e(5) from line 7d) ..........ccoooevrviiiiiinrciiicennsiiiienns

R
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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 all applicable boxes)
a D Health (other than dental or vision)

i [:] Stop loss (large deductible)
m [§] Other (specify) PACCIDENTAL INJURY

b D Dental

e D Temporary disability (accident and sickness) f D Long-term disability
j D HMO contract

c[] vision

k [] PPO contract

d D Life insurance

e I:I Supplemental unemployment  h D Prescription drug

| I:l Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) AMOUNt reCeived .........ocooveoviirieee e
(2) Increase (decrease) in amount due but unpaid
(3) Increase (decrease) in unearned premium reserve
(4) Eamed (1) # (2) = (3))-evveeevrmvecimnnisscsmsseee e 9a(4) 0
b Benefit charges (1) Claims paid.........cccecumueririesrirminiins
(2) Increase (decrease) in Claim reServes ..........cc...oceveriiieneicensneenens
(3) Incurred claims (Add (1) BN (). vvrerrrermmeeeriiaieiie st 9b(3) 0
(4) Claims charged ... et bt ee e e ane 9h(4)
€ Remainder of premium: (1) Retenuon charges (on an accmal baS|s)
(A) COMMISSIONS ......vooeevee s ieeirires e creis st e 9c(1)(A)
(B) Administrative service or other fees...............coeoiriininnnn, 9¢(1)(B)
(C) Other specific aCqUISIION COSIS ... oo 9c(1)(C)
(D) ORET EXPENSES ..o sesessssss s 9¢c(1)(D)
(E) TAXES ovoevvreeeeriveeners e 9c(1)E)
(F) Charges for risks or other contangencues .................. 9c(1)(F)
(G) Other retention charges.... B 9c(1)}(G)
(H) TORAI TEEBIMON - ... vv- e eesesiees et s aas s 888t 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts wereD paid 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) CIBIM FESEIVES .....oveeeeeevoeooeseeeeessssesesssesesssssse et 4ot e 9d(2)
(3) Other reserves 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in Ime 9c(2) ) 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carmer ...........oouiiiiiiiit e 10a 57,917
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............cc.cocevenee 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?.............

DYes

@No

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




SCHEDULE A Insurance Information
OMB No. 1210-0110

(Form 5500)
Depariment of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
f Lab
Employee gg:ﬁnl;“ gr:cﬁrily Ag:ninlstration P File as an attachment to Form 5500.

Pension Benefit Guaranly Gorporation » Insurance companies are required to provide the information

pursuant to ERISA section 103(a){(2).
For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 and ending 10/31/2025

This Form is Open to Public
Inspection

A Name of plan B Three-digit

LUCK STONE CORPORATION WELFARE BENEFIT PLAN plan number (PN) » 507
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

LUCK STONE CORPORATION 54-0630628

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

1 Coverage Information:

(a) Name of insurance carrier

CIGNA HEALTH AND LIFE INSURANCE COMPANY

i Policy or contract year
NAIC 4 C (e) Approximate number of
{v) EN N e aton nomber persons covered atend of (f) From (@) To
policy or contract year 9
59-1031071 67369 HC110730 988 11/01/2024 10/31/2025

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

(a) Total amount of commissions paid (b) Total amount of fees paid
10,455 3,344

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
ALLIANT INS SERVICES INC
DBE-EB OPERATING ACCOUNT
PO BOX 8299

PASADENA CA 91109
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
OVERRIDES
10,455 3,344 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) 2024

v. 240311
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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 codo

(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

(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
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Partll | Investment and Annuity Contract Information
Where individua! 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 ..........ccoveveoriieeiiensiereeionnnias 4
5 Current value of plan’s interest under this contract in separate accounts at year end...........ccovieeisiineemsiscuseineienees 5

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

B Premiums Paid 10 CAITIET ........oviviieeeeeee oottt ettt ee e s e eese s e es et ees s an e eees s s et st srseasans 6b

C  Premiums due but unpaid at the €nd Of the YEAT...........oiiiiiiiiiiiee it 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. ...........cooiiiiiii ettt

Specify nature of costs P

e Type of contract: (1) D individual policies (2) D group deferred annuity
3 [] other (specify) ¥

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) D immediate participation guarantee
(3) D guaranteed investment (4) D other P

b Balance at the end of the previous year... [ 7b
C  Additions: (1) Contributions deposited dunng the year .. 7¢c(1)

(2) Dividends And CreditS ...........oov.vveeeceeiereeesirs e enee e, 7¢(2)

(3) Interest credited dUMNG the YEAT ........c..c..cveveeveeeeeee e ces e resierenene 7¢(3)

(4) Transferred from SEPArate @CCOUNL..............cco..oevieireivesseeeeneeeseneereenenens 7c(4)

(5) Other (SPECITY DEIOW) .....veeeeeeeeeeeee e 7¢(5)

»

(B)TOMAI @AGHIONS ...t ettt 7¢(6)

d Total of balance and additions (add iN€s 7h @nd 7C(B)). ........coevrriireeeeeeeeeeeee et ee e sseaas ] 7d

e Deductions:

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

(2) Administration charge made by Carrier ..........cccovvveeeevevcecerereneennnne. | 1€(2)

(3) Transferred to SEPArate ACCOUNL...................ecerveereeereereneeseesessnsaeneesseesnes 7e(3)

(4) Other (SPEGITY DEIOW) ......vovoieee e 7e(4)

14 ’

(5) Total deductions... ST TO P UUOUPUOTOTRRY £ - )

f Balance at the end of the current year (subtract Ime 7e(5) from Ilne 7d)
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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 baxes)

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

m [x] Other (specify) PHOSPITAL CARE

9 Experience-rated contracts: -

a Premiums: (1) AMOUNE TECEIVEA ........oveeriiveiieieeee it 9a(1)
(2) Increase (decrease) in amount due but unpaid...........cccccoviciiriininnne 9a(2)
(3) Increase (decrease) in uneamed Premium FESEIVe ..........ooeurvervrernnnes 9a(3)
(8) EAINEA (1) + (2) = (3))-ereesvvvevooesroeeereeeeeeeessssssseeeseesssssamsessessesesss oo s et s st | 9a(4) 0
b Benefit charges (1) Claims Paid.........ccowcreeemiruriisicecsiinsies s sanes 9h(1)
(2) Increase (decrease) in Claim reserves ...
(3) Incurred claims (BAd (1) @NA (2))..vuerrrererreirers et sesieese s st sssass s s s 9b(3) 0
(4) CIAIMS CRAIGEM ...rvvverrvvseseeee s eseess sttt et e e 9b(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....eooeeees sttt 9c(1)(A)
(B) Administrative service or Other fEeS ..........ccrumrrrereererisureerarerne 9¢c(1)(B)
(C) Other SPeCific ACAUISITION COSES ... vvvvrrerrveereers e oo ieeeessssces 9¢c(1)(C)
(D) OhEr EXPENSES w.ecvvevveveeeeeeesrereoereeeerresserenessesereessnsensrenensseeees | 9C(IND)
(E) TAXES «.eerreereeeeeeeeee oo eeeeeeooss e seesssss s 9¢(1)(E)
(F) Charges for risks or other CONtINGENCIES. ... ... rwrerrrriiiireninns 9c(1)(F)
(G) Other retention Charges........covvvrvieeci i 9¢(1)(G)
(H) TOtAE FEIENHOM ...t tvteiss sttt s s 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orl:l credited.) ......cccoovenn 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) CAIM TES@IVES .....covvoevereseeesseeseetetsetses b eesesssss s e ee a4 68 9d(2)
(3) OUNET FESEIVES .....e.c.vocteeeeeeeeee s seseeaessees s eb 04 b8 b8 s e 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered inline 9¢(2).) ... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMIET............oociiiei et 10a 78,883
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, reportamount. ... 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,” specify the information not provided. »




SCHEDULE C Service Provider Information OMB No. 1210-0110
(Form 5500) 2024
Depariment of the Traasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Labor . '
Employee Benefis Sscurity Acministration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection.
For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 and ending 10/31/2025
A Name of plan B Three-digit
LUCK STONE CORPORATION WELFARE BENEFIT PLAN plan number (PN) » 507
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LUCK STONE CORPORATION 54-0630628

I Part | ] Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. .. ........ . D Yes @
No

b If you answered line 1a “Yes," enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2024
v. 240311
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

CIGNA HEALTH AND LIFE INS. COMPANY 59-1031071
BANK OF AMERICA
540 WEST MADISON STREET
CHICAGO IL 60661
(b) (c) (d) (e) () (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by | provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? | compensation for which you|estimated amount?
answered "Yes" to element
(f). i none, enter -0-
31 50|MEDICAL FEES
12 38 56 ves [ No[] Yes [ No [] Yes [ No []
13 49 62 937,889 0

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

DELTA DENTAL OF VIRGINIA
5414 AIRPORT ROAD

VA

54-0844477

ROANOKE 24012
(b) (c) (d) (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by | provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes" to element
(f). If none, enter -0-
BENEFIT
13 |[ADMINISTRATOR Yes [ No Yes [ | No[] Yes [] No ]
43,180
(a) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) " (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

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

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disciosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes® to element
(f). If none, enter -0-

formula instead of
an amount or
estimated amount?

Yes [] No D

Yes D No |:|

Yes D No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b) (©) (@) (@ G . (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-, other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-
YesD NoD Yes[:l NoD Yes[] NoD
(@) Enter name and EIN or address (see instructions)

(b) (c) (d) (e M | (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes" to element
(f). If none, enter -0-
YesD NoD YesD Nolj Yes|:| NoD
(@) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) ) o (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect - compensation received by |provider give you a

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

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
spansor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes [] No []
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| Part! | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(@) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
12 38 56
13 49 62
31 50

CIGNA

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

JP MORGAN CHASE
3 CHASE METRO TECH CENTER

59-1031071

$4.62 PER PARTICIPANT

S5TH FLOOR
BROOKLYN NY 11245
(@) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
12 38 656
13 49 62
CIGNA 31 50 0

(d) Enter name and EIN (address) of source of indirect compensation

{e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

CASTLIGHT HEALTH
121 SPEARR ST 3RD FLOOR

26-1989091

SAN FRANCISCO CA 94105

$3.24 PER PARTICIPANT

(@) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
12 38 56
13 49 62
31 50

CIGNA

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
-formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

OMADA HEALTH, INC

500 SANSOME ST.

#200

SAN FRANCISCO CA 94111

45-2355015

$1.72 PER PARTICIPANT
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| Partl [Servlce Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(¢) Enter amount of indirect
compensation

CIGNA

12 38 656
13 49 62
31 50

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

VISION SERVICE PLAN 06-1227840

333 QUALITY DRIVE

RANCHO CORDOVA CA 96670

$0.62 PER PARTICIPANT

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

CIGNA

12 38 56
13 49 62
31 50

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

BLOOMINGTON HOSPITAL 35-1720796

P.O. BOX 1149

BLOOMINGTON IN 47402

0.06 PER PARTICIPANT

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

CIGNA

12 38 56
13 49 62
31 50

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

BANK OF AMERICA (LOCKROX) 59-1031071

540 WEST MADISON STREET

CHICAGO IL 60661

$0.36 PER PARTICIPANT
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| Part | [Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(@) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

CIGNA

12 38 56
13 49 62
31 50

(d) Enter name and EIN (address) of source of indirect compensation

(€) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

AMPLIFON HEARING HEALTHCARE
FIFTH STREET TOWERS

150 SOUTH 5TH ST., SUITE 2300
MINNEAPOLIS MN 55402

85-0437037

0.12 PER PARTICIPANT

(@) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

CIGNA

12 38 56
13 49 62
31 50

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

CITIBANK NA
ONE PENNS WAY

59-1031071

NEW CASTLE DE 15720

1.91 PER PARTICIPANT

(@) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(¢) Enter amount of indirect
compensation

CIGNA

12 38 56
13 49 62
31 50

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

CHLIC COR DEPOSITS

1600 MARKET ST.

19TH FL

PHILADELPHIA PA 19103

59-1031071

0.33 PER PARTICIPANT
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|' Part| | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(@) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

CIGNA

12 38 56
13 49 62
31 50

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

60 WALL ST
NEW YORK NY 10005-2836
(@) Enter service provider name as it appears on line 2 (b) service Codes (c) Enter amount of indirect
(see instructions) compensation
12 38 56
13 49 62
CIGNA 31 50 0

(d) Enter name and EIN (address) of source of indirect compensation

{e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

CITIBANK NA (OMNIBUS) 59-1031071

ONE PENNS WAY

NEW CASTLE DE 19720

0.01 PER PARTICIPANT

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

CIGNA

12 38 56
13 49 62
21 50

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

OMADA COMPLETE 45-2355015
500 SANSOME ST.
#200

SAN FRANCISCO CA 94111

$0.18 PER PARTICIPANT
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| Part Il | Service Providers Who Fail or Refuse to Provide Information

4  Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.
(a) Enter name and EIN or address of service provider (see (b) Nature of | (€) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)
(a) Enter name and EIN or address of service provider (see (b) Nature of | (C) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

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

(b) Nature of
Service

Code(s)

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

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

(b) Nature of
Service -
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed) :

a Name: b EIN:

C Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: e Telephone:
Explanation:

a_ Name: b EIN:

C  Position:

d Address: @ Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: ‘ b EIN:

C  Position:

d Address: e Telephone:

Explanation:







