Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits Security

Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

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

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

OMB Nos. 1210-0110
1210-0089

2025

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

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

and ending  12/31/2025

A This return/report is for:

B This return/report is:

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

Form 5558

D special extension (enter description)

D Check box if filing under:

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

D a multiemployer plan

a single-employer plan
D the first return/report

D an amended return/report

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

employer information in accordance with the form instructions.)

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

D automatic extension

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan

FRONTLINE NATIONAL LLC 401(K) PROFIT SHARING PLAN

1b

Three-digit plan
number (PN) » 001

1c

Effective date of plan
01/01/2008

2a Plan sponsor’s name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
FRONTLINE NATIONAL LLC

502 TECHNE CENTER DRIVE

MILFORD, OH 45150

2b

Employer Identification
Number (EIN)
16-1700726

2c

Plan Sponsor’s telephone
number
512-368-9969

2d

Business code (see
instructions)
621111

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. 09/02/2026 KATHERINE LATHAM
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 09/02/2026 KATHERINE LATHAM
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2025)
v. 250312
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3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 145
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(l) Total number of active participants at the beginning of the plan year ..............cooii i, 6a(1) 50
a(2) Total number of active participants at the end of the plan year ..., 6a(2) 28
b Retired or separated participants receiving beNefits...........cooiuiiiiiiiiii e 6b 14
Cc Other retired or separated participants entitled to future benefits ..o 6C 87
d Subtotal. Add NS Ba(2), B, @NA BC.........eiiiriirieiiieiiiee ettt et 6d 129
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccocoeciiiiiinicniecn 6e 0
f Total. Add lINES B0 AN BE. ........oiuiiiiiiii b 6f 129
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1) 139
9 [olelaaT o1 1=t (R (g TS (=Y o ) TP UPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g COMPIELE TNIS IEIM) ....e.vivitiiceieee ettt ettt ettt et ettt eete et e et et e s e st eseeaeeseebeeaesse b eseenseseeseebeeteate e ensesseseeresrestesean 69(2) 129
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thaN 100% VESE. ... . eeeeieieitititet et es e eeee et st st et et et s et s esssessssse et sssses et s en e scs et csseetes et et sses s nscscssses et et ensnsn s e snscecscseneeenans 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2F 2G 2J 2T 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) @ Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
3) Trust ?3) @ Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) R (Retirement Plan Information) (1) [ H (Financial Information)
2 | (Financial Information — Small Plan
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D ( )
Purchase Plan Actuarial Information) - signed by the plan (©)] B A (Insurance Information) - Number Attached _ 2
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 Ill | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woorvvoeereeeeeeenee e [] Yes [] No

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

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

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

Receipt Confirmation Code




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2025
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
FRONTLINE NATIONAL LLC 401(K) PROFIT SHARING PLAN plan number (PN) S 001

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

D Employer Identification Number (EIN)
16-1700726

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
VOYA RETIREMENT INSURANCE AND ANNUITY COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
71-0294708 86509 DH1884 132 01/01/2025 12/31/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

32 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
KESTRA INVESTMENT SERVICES, LLC STE 400 5707 SOUTHWEST PKWY BLDG 2
AUSTIN, TX 78735
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
32 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

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

Schedule A (Form 5500) 2025
v. 250312



Schedule A (Form 5500) 2025 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025

Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.
4 Current value of plan’s interest under this contract in the general account atyearend ..................c..coccocoeveieireenn..... 4 15922
5 Current value of plan’s interest under this contract in separate accounts at year end................cccocoovevereueuerererererennnn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) B other » GROUP PENSION FUNDING
b Balance at the end of the PreviOUS YEaI .................oiiii oo | 7b 9088
C  Additions: (1) Contributions deposited during the year ..............cccccceeeeueee 7C(1) 2764
(2) Dividends and CreditS...........c.vurvevrueiieeeieeceeieieees e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3) 7341
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5) 4180
| 2
(B)TOLAI @AAIONS ... 7c(6) 14285
d Total of balance and additions (add liNES 7b aNd 7C(B)). .........ovrerurueueeeeeeeeeeeeee et | 7d 23373
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7451
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOtAl ABAUCHIONS ........cooveeceeeecee ettt et e et e ns s s s en et e e s en st eneseennaeen 7e(5) 7451
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............cccoeveveveeererireeeeeeeeeeeeeen. | 7f 15922
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Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3)
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c()(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.............. 9d(1)
(2) ClAIM FESEIVES ........ocveeieteete ettt ettt et et et et et et e e te et e et e et et et eseeasese et e et et ensessenseseetestessensessensereeseeresaetens 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAITIer..........c..ooiiiiiiiiii e 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2025
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
FRONTLINE NATIONAL LLC 401(K) PROFIT SHARING PLAN plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
FRONTLINE NATIONAL LLC 16-1700726
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
EMPOWER ANNUITY INSURANCE COMPANY OF AMERICA

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
84-0467907 68322 917029-01 0 01/01/2025 12/31/2025

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

(a) Total amount of commissions paid (b) Total amount of fees paid

0 0

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

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

(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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2025

v. 250312
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025

Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4 0
5 Current value of plan’s interest under this contract in separate accounts at year end................cccocoovevereueuerererererennnn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) B other » GROUP ANNUITY CONTRACT
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b 27642
C Additions: (1) Contributions deposited during the year ...............cccccocvv...... 7c(1)
(2) Dividends and Credits..............coveveverrcureeeeeeeeeeseeeseeeeeeesee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3) 62
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOLAI AAAIIONS ...t 7c(6) 62
d Total of balance and additions (add liNES 7b aNd 7C(B)). .........ovrerurueueeeeeeeeeeeeee et | 7d 27704
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECITY DEIOW)........c.oveeeieeieeiee e 27704
} *
(5) TOtAl ABAUCHIONS ........cooveeceeeecee ettt et e et e ns s s s en et e e s en st eneseennaeen 7e(5) 27704
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............cccoeveveveeererireeeeeeeeeeeeeen. | 7f 0
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Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3)
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c()(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.............. 9d(1)
(2) ClAIM FESEIVES ........ocveeieteete ettt ettt et et et et et et e e te et e et e et et et eseeasese et e et et ensessenseseetestessensessensereeseeresaetens 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAITIer..........c..ooiiiiiiiiii e 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE C Service Provider Information OMB No. 12100110
Form 5500
( ) 2025

Department of the Treasury 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 Benefits Security Administration P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspect|on.
For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit
FRONTLINE NATIONAL LLC 401(K) PROFIT SHARING PLAN plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
FRONTLINE NATIONAL LLC 16-1700726

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).. . ... .......... @ 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

VOYA RETIREMENT INSURANCE & ANNUITY

71-0294708
(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) 2025

v. 251114
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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).

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

VOYA RETIREMENT INSURANCE & ANNUITY

(h)

71-0294708

(b) (c)
Service Relationship to
Code(s) |employer, employee

compensation paid

(d)

Enter direct

(e)
Did service provider
receive indirect

compensation, for which the

by the plan. If none,

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

enter -0-.

compensation? (sources
other than plan or plan
sponsor)

)
Did indirect compensation
include eligible indirect

plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

Did the service
provider give you a
formula instead of

eligible indirect

an amount or

compensation for which you

estimated amount?

answered “Yes” to element
(f). If none, enter -0-.

64

SERVICE
PROVIDER

25619

Yes No D

Yes B No D

Yes D No @

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

BOON ADMINISTRATIVE SERVICES

33-0449333
(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-.
99 SERVICE 7122
PROVIDER Yes [| No Yes [| No[] Yes [| No[]
() Enter name and EIN or address (see instructions)

(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

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

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

other than plan or plan
sponsor)

plan received the required
disclosures?

eligible indirect
compensation for which you
answered “Yes” to element
(f). 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
(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.

(@) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(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.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (C) Enter amount of indirect
(see instructions) compensation
(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.
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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
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

(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

(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: 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: € Telephone:

Explanation:




SCHEDULE H Financial Information
(Form 5500)

Department of the Treas . .
mfema, Revenue Semcuery Retirement Income Security Act of 1974 (ERISA), and sect

Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security Administration

This schedule is required to be filed under section 104 of the Employee

» File as an attachment to Form 5500.

OMB No. 1210-0110

ion 6058(a) of the

2025

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B  Three-digit
FRONTLINE NATIONAL LLC 401(K) PROFIT SHARING PLAN plan number (PN) > 001

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

D Employer Identification Number (EIN)
16-1700726

‘ Partl |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ..........c..ueiiiiiiiiiiiii s 1a
b Receivables (less allowance for doubtful accounts):
(1) Employer CONtHBULONS ..........c.c..vuieeeeceeeeeeeeeeeeeeeeeeeeeeeeeeeeeenesen e 1b(1)
(2) Participant CONtHBULIONS..............cveueeeeeeeeeeeeeeeeeeee e 1b(2)
(B) OB .o 1b(3)
C General investments:
1) Interest-bgaring cash (include money market accounts & certificates 1c(1)
OF AEPOSIE) ...t
(2) U.S. Government securities 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEfEITEA ... 1c(3)(A)
(B) AlLONET ... 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIEfEITEA ...t 1c(4)(A)
(B) COMMON ... 1c(4)(B)
(5) Partnership/joint VENtUre interests ..............ocooweeeeeeeeeeeeeeeeeeeeeseeeenen 1¢(5)
(6) Real estate (other than employer real property) ..........coooeeeeeeceeennn.. 1c(6)
(7) Loans (other than to participants)..............ccccoveveeueeeeeeeeeeeeeee e 1¢(7)
(8) Participant I0@NS ..........o.o oo 1c(8)
(9) Value of interest in common/collective trusts .... 1c(9)
(10) Value of interest in pooled separate aCCOUNtS ................cocoveerverreeeens. 1c(10)
(11) Value of interest in master trust investment accounts......................... 1c(11)
(12) Value of interest in 103-12 investment entities .............cccccceeiiieinnnn. 1c(12)
) e oo oS compenes (o0 el fe(13) 1412507 1387791
(14) \égLLi?aZI;;Tds held in in-surance co.r-r.1pany generaﬂ.account (unallocated 1c(14) 36730 15922
(15) OUNET ... 1¢(15)

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

Schedule H (Form 5500) 2025
v. 260721
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1d

1e
1f

19
1h
1i
1
1k

11

Employer-related investments:
(1) EMPlOyer SECUITIES ......c..uiiiiiiieiiie e

(2) Employer real property

Buildings and other property used in plan operation .............cccocceveviiienenee.
Total assets (add all amounts in lines 1a through 1€) .........ccccceiiiiiiiices
Liabilities
Benefit claims payable ...
Operating PaYabIEs ..........cooiiiiiiii e
Acquisition iNdebtedness ..o
Other abilities. .........ooiiiiiie e
Total liabilities (add all amounts in lines 1g through1j) ........cccoceiniiiiiiienis
Net Assets

Net assets (subtract line 1k from line 1)........cocoiiiiiiiii

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

1e

1f

1449327

1403713

19

1h

1i

1j

1k

1449327

1403713

Part Il [Income and Expense Statement

2

a

Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:
(1) Received or receivable in cash from: (A) Employers ...........ccccoocvvennnne.
(B) PartiCipants .........cooiiiiiiiiiie e
(C) Others (including rollOVErs)..........ccueeiruiiiiiiie e
(2) Noncash contributions.............cooiiiiiiiiiiiii e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) .............
Earnings on investments:

(1) Interest:
(A) Interest-bearing cash (including money market accounts and
certificates of deposit)

(B) U.S. Government SECUNLIES ........ccuuieiiiiiiiiiiieiiiie e
(C) Corporate debt iNStruments ............ccocoeeiiiiiiiiie e
(D) Loans (other than to participants) ..........ccocceeiiiiiiiiiiiiiie e
(E) Participant l0@NnsS..........coouiiiiiiieiie e
(F)  OtNEI .
(G) Total interest. Add lines 2b(1)(A) through (F)........ccccceiiiiiiiinean.
(2) Dividends: (A) Preferred StocK...........ccueiiiiiiiiiiieiiieeiee e
(B)  COMMON SEOCK ....ceiiiiiiiiiiiie ittt
(C) Registered investment company shares (e.g. mutual funds)..........
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(B) RENES ..o
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...................
(B) Aggregate carrying amount (see instructions)............c.c.ccccooiiieeis
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..............
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate ...

(B)  OtNEI ...t

(C) Total unrealized appreciation of assets.
Add lines 2b(5)(A) and (B) .......ceeivvereeieeiiieee e

(a) Amount

(b) Total

2a(1)(A)

50358

2a(1)(B)

100515

2a(1)(C)

9489

2a(2)

2a(3)

160362

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

2b(1)(F)

282

2b(1)(G)

282

2b(2)(A)

2b(2)(B)

2b(2)(C)

56075

2b(2)(D)

2b(3)

56075

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(S)(C)
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Q 0

o

(6) Net investment gain (loss) from common/collective trusts.....................
(7) Net investment gain (loss) from pooled separate accounts....................
(8) Net investment gain (loss) from master trust investment accounts.........
(9) Net investment gain (loss) from 103-12 investment entities ...................

(10) Net investment gain (loss) from registered investment
companies (e.g., mutual funds) ...........cccocciiiiiiiinii

Other iNCOME ..o
Total income. Add all income amounts in column (b) and enter total
Expenses

Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers...........
(2) To insurance carriers for the provision of benefits ............cccccevciennn.
(B) OtNEr ... e e
(4) Total benefit payments. Add lines 2e(1) through (3) ........ccooceveviniennnnne.
Corrective distributions (see instructions) ...........c.ccccoviviiiiiiiii e
Certain deemed distributions of participant loans (see instructions)...

INTErESt EXPENSE....oiiiiiiii it
Administrative expenses:

(1) Salaries and AllOWANCES ..........cccccuuiiiieeeiiiiiiie e

(2) Contract administrator fees
(3) Recordkeeping fees ...........
(4) 1QPA audit feeS.......cceiiiiiiiiiee e
(5) Investment advisory and investment management fees ..
(6) Bank or trust company trustee/custodial fees...............
(7) Actuarial fees
(8) Legal fees ......ccceevuerennne
(9) Valuation/appraisal fees..................
(10) Other trustee fees and expenses ...
(11) Other EXPENSES. .....eeiiiiiiieiiiee it
(12) Total administrative expenses. Add lines 2i(1) through (11)
Total expenses. Add all expense amounts in column (b) and enter total.....
Net Income and Reconciliation

Net income (loss). Subtract line 2j from line 2d

(a) Amount

(b) Total

2b(6)

2b(7)

2b(8)

2b(9)

2b(10)

174591

2c

7116

2d

398426

2e(1)

411299

2e(2)

2e(3)

2e(4)

2f

29

2h

411299

2i(1)

2i(2)

32191

2i(3)

2i(4)

2i(5)

2i(6)

2i(7)

2i(8)

2i(9)

2i(10)

2i(11)

550

2i(12)

32741

2j

444040

Transfers of assets:
(1) TO thiS PIAN. .. e
(2) From this Plan ........c.eieiiiiieee e

2k

-45614

21(1)

21(2)
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Partlll Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) [{ Unmodified (2) [ ] Qualified (3) [ ] Disclaimer @) [ ] Adverse

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(a)(3)(C) audit. Check both boxes (1) and (2) if the audit was
performed pursuant to both 29 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither.

(1) ] DOL Regulation 2520.103-8 (2)[ | DOL Regulation 2520.103-12(d) (3) [ | neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: BAS PARTNERS, LLC (2) EIN: 20-8779390

d The opinion of an independent qualified public accountant is not attached as part of Schedule H because:
(1) D This form is filed for a CCT, PSA, DCG or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

‘ Part IV ‘Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 |Es also do not complete lines 4j and 4l. MTIAs also do not complete line 4l. DCGs do not complete lines 4e, 4f, 4k, 41, and 5, and DCGs generally
complete the rest of Part IV collectively for all plans in the DCG, except as otherwise provided (see instructions).

During the plan year: Yes No Amount

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.) .................. 4a X

b  Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
(o T=Ter (=T N T OO PRV P PP PPTRPI 4b X

C Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ........cccccoiieiinieieniinnn. 4c X

d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part IIl if “Yes” is

CRECKE. ).....evvvii ettt ettt ettt e a e sttt s e s s et ettt s s eee 4d X

Was this plan covered by a fidelity BONA? ...........ccciueviuiiieieeeeeeeeee e 4e| X 100000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY fraud OF AISHONESLY? ......c.ocuiieiieeieeecee ettt ettt ettt ettt ere et et et e ete s eneeaeas 4f X

g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser?..........cccococeiiiiiiininiiiieeenne. 4g X

h  Did the plan receive any noncash contributions whose value was neither readily

determinable on an established market nor set by an independent third party appraiser?............... 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,

and see instructions for format reqUIremMEeNts.) ...........cooiiiiiiiiiiii e 4i X
i Were any plan transactions or series of transactions in excess of 5% of the current

value of plan assets? (Attach schedule of transactions if “Yes” is checked and

see instructions for format reqUIreMENtS.) ........c..ooiiiiiiiii 4j X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another

plan, or brought under the control of the PBGC? ...........ooiiiiiiiiiieieie et 4k X
| Has the plan failed to provide any benefit when due under the plan?............ccccoooiiiiiiiniiciieen 4] X
m [f this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520 10T-3. ) ettt ettt bbb ea et h et bbbt a e nhe e pe e e aee e am X
n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one

of the exceptions to providing the notice applied under 29 CFR 2520.101-3. ........cccceviieviniiniennnen. 4n

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
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5b  If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and
L1 (0 Tex (1] T PPt D Yes [[No [[Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year
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(Form 5500) 2025

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

Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
o 6058(a) of the Internal Revenue Code (the Code).
epartment of Labor This Form is Open to Public
Employee Benefits Security Administration D File as an attachment to Form 5500. Inspection,
Pension Benefit Guaranty Corporation
For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit
FRONTLINE NATIONAL LLC 401(K) PROFIT SHARING PLAN plan number
(PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
FRONTLINE NATIONAL LLC 16-1700726
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1
IS ITUCHIONS . . e s

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

EIN(s): 71-0294708
Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.
3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3
=2 LS
Part I Funding Information (If the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or

ERISA section 302, skip this Part.)

4 |s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? ......c..eveevrrenee. D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

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

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

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 6a
deficiency not waived) ................................................................................................................................

b  Enter the amount contributed by the employer to the plan for this plan year ...............ccccccoveveveeiceeeeeereenn 6b

C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount)............cccooiiiiiii e 6C

If you completed line 6c, skip lines 8 and 9.

7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline?...............ccccceevrvvvevereuenene. D Yes D No D N/A

(0]

If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree With the ChANGE? ................ccooviiioeooooeoeeoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee D Yes D No D N/A

Part 11l Amendments

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

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

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

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

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

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

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

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

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

a  Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

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

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

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

a  Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

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

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

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

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

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

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

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

a  Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Yes.

[

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

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

g No. Other. Provide explanation.

[ Part VIl | IRS Compliance Questions

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

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

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

L] NnA

22 If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/ 30/ 2020
(MM/DD/YYYY) and the Opinion Letter serial number_Q702844A .
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SCHEDULE H Financial Information OMB No. 1210-0110
(Form 5500) 2025
Deparment of the Treasur This schedule is required to be filed under section 104 of the Employee
12?;‘,:,2}3,;‘93%”9 S:mscey Retirement Income Security Act of 1974 {ERISA), and section 60568(a) of the
Dapartment of Labor Internal Revenue Cods (the Code). This Form Is Open to Public
Employes Bereflis Securlly Admin'siralion P Flle as an attachment to Form 5500, Inspection
Penslen Benefit Guaranty Corporation
For calendar plan year 2025 or fiscal plan year beginnlng 01/01/2025 and ending 12/31/2025
A Name of plan B  Three-digit

Frontline Naticnal LLC 401 (k} Profit Sharing Plan

panumber @) ¥ | 001

C Plan sponsor's name as shown on fine 2a of Form 5500 D Employer Identification Number {EIN)
Frontline National LLC

16-1700726

é T Asset and Liahility Statement

1 Current value of plan assets and liabilitiss at the begirming and end of the plan year, Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest In a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1¢{14). Do not enter the vatue of that portlon of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 {Es do not complete lines 1b(1). 1b(2}, 1¢{8), 1g, 1h,
and 1i. GCTs, PSAs, and 103-12 |Es also do not complete lines 1d and 1e. See instructions.

Assets

{a) Beglnning of Year {b) End of Year

a Total noninterest-bearing cash

b Recelvables (less allowancs far doubtful accounts):

(1) Employer contributions ... it
(2) Participant CoNTIBULONS. ..........vecveereereereere e ceeeets e nnes s rssrase s 1b(2)
) 0 1T USRI UO 1b(3)

€ General investments:

{1) Interest-bearing cash (Include money market accounts & certificates 1(;( 1)
OF AEPOSIL) 1ovvreerieerivenre e s e e e e e e

1c6(2)

{2) U.S. Government securities
{3) Corporate debt instruments (other than employer securities):

{A) PIEIEITEU ..eoceerevs e ees s reecesesss s vt eens s nes s 16(3)(A)
{B) Al ONBr e vrrssss s s s _1c{3)(B)
{4} Corporate stocks (other than employer securifies): i
(A) PTEIEITED c1ovveevessriverie s i csarsstss s st ssasns tressons s sasssssses 1c{4}A}
(B) COMMION 1vvitririitisnesresiatrasistossssns snssbsssssssi ettt ssisensstssssb st e tonsanans 1c(4XB)
(5) Parnershipoint vanture INErSSS ....o..v e eeiesesese e essnsereres 1¢(5)
(6) Real estate (other than employsr real property) 1c(6)
{7) Loans (other than 10 ParticIPANTS) .. ..e.eeirrivrirvemercasereressreresersiesssesssenes 1¢(7}
{8) PartCIDANLIGANS 1uevvviiretisiiereri ettt sb s erssssss s senssssens 1¢(8)
{9) Value of Interest In comman/collective HUSES ......cc..evervoersevomissessisrees 1¢{9)
{10} Value of Interest in pooled separate ACCOUNES ... crueeeiesereeieisienins 1c(10)
{11) Value of Interest In master trust investment accoUNtS ...ov.veveeveiee e 1c(11)
{12) Valuz of interest in 103-12 investment BNtHES ... ienesvsriessnsriens 16{12)
O ey eroot 7 redlstered Investmont companies (6. mute! 15(13) 1,412,597 1,387,791
(14) \églrﬁ?a 21; Sf;mds held in Insurance comypany general account {(Unallocated 1c(14) 36,730 15,922
(15) Other 16(16)
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule H {Form 5500) 2025

v. 250615
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Schedule H {Form 5500) 2025 Paga 2
1d Employer-related investments: {a) Beglnning of Year {b) End of Year
(1) Employer securities 1d(1)
(2) EMPIOYET 181 PTOPBMY .....vtevereeseeeeeesieemsseaseesessmessessenas s sereses s 1d(2)
@ Buildings and other property used in plan operation .......ceevvenveerineinnn., 1e
f Total assets (add all amounts In lInes 1a through 1€) e eiieeenieesinenans 1f 1,449,327 1,403,713
Liabilities
g Benefit claims payable ... 19
h Operating PaYADIBS ...vceeeei ettt eera b s b e 1h
| AcqUISIHON INAEBEEANESE . ...cc.evveesese e sens s s et 1i
I Other LBDIIES. ... st sen s ssensss s s s 1]
k Total liabllities (add all amounts in lines 1g through1j} ..o 1k 0 4}
Net Assets
[ Netassets (subtract tine 1k fram fiNe 16, 1l l 1,449,327 | 1,403,713

P _ rtll Income and Expense Statement

2 Plan Income, expenses, and changes In net assets for the year. Include all iIncome and expenses of the plan, including any trust(s) or separately malntained
fund(s) and any payments/recelpts toffrom insurance carriers., Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |Es do not

a

complate lines 2a, 2b(1)(E), 28, 2f, and 2g.

Income
Contributions:
(1} Recelved or recelvable in cash from: (A) EMPIOYErS .......cccvicviveicnniann
{B} Particlpants ......cccoiecinir e s v e e

{C} Others {Including rollOVEIS)....cc.ivicirrise e sesser e e e
{2) Noncash contHBUHONS ... e e
(3) Total contributions. Add linas 2a{1}{A), (B), {C), and line 2a(2} .............
Earnings oh investments:

{1) Interest:

(A) Interest-bearing cash (including money market accounts and
certificates of deposit)

(B) U.S. Government SeCUrities ...
{C) Corporate debt instruments ..........ccocciii
(D) Loans {(other than to particlpants) ..o,
(E} Parficipant IoaNS.....c..o e e s
(F) Othar ..o i s s s s
{G) Total interest. Add lines 2b{1)(A) through {F}....
(2) Dividends: (A) Prefarrad stock. ... e
(B) CommON SEOCK oo e e e e

(C} Registered investment company shares (e.9. mutual funds)..........
(D} Total dividends. Add lines 2b{2)(A), (B}, and (C}
{3) RENES coiirrie et e s et e

{4) Net gain (foss) on sale of assets: (A} Aggregate proceeds....

{B) Aggregate carrying amount (see Instructions).......cocvrvnreriieni,
{C) Subtract line 2b(4}B) from line 2b{4}{A) and enter result..............
(5) Unrealized appreciaticn (depreciation) of assets: {A) Real estate ...........cco.....

(B Oher ittt e e e

{C) Total unrealized appreclation of assets,
Add lings 2B{5){A) and (B) ..ot

(a) Amount

{b) Total

SOE

22008 |

50,358

2a(1)(B)

100,515

2a(1)(C)

9,489

2a(2)

2a(3)

160, 362

2b(1)(A)

2b(1)(B)

2b{1}C)

20(1}D)

2b(1)(E}

2b(11{F)

2b{1)G) |

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)()

2b(3)

2h{4)(A)

2h{4)(B)

2h{4}{C)

2b{S}A}

2h(5)(B)

2b(5)(C)
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Schadule H (Form 5500) 2025 Page 3
{a) Amount {b} Total

(6) Net investment galn (loss} from common/collective trusts 2b(6) el

(7) Net investment galn {loss) from pooled separate 4660UNES ....vveveivvinernne. 2b(7)

{8) Net investment galn {loss) from master trust investment accounts .......... 2h(8)

(9} Net investment gain {loss) from 103-12 investment entities ....o.veeerne.... 2b(9)

(10) Net investment gain (loss) from reglstared investment 2b{10)
companies (e.g., MULUA! fUNDS) cocvvvviceririrceee e e erenie 174,591
€ OHhEr INGOME 1oiiiiiiiriii et rer et an e s esbeeres s ereeesaessare s rssresa s 2c 7,116
d Total income. Add all Income amounts In column (b) and enter total..........c. . 2d 398,426
Expenses

€ Bensfit paymant and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rallovers............. 2e(1) 411,299 e

(2) To insurance carrisrs for the provision of BENEMS .........cveieeeveveserereenne 2e(2)

(3) OUNBE e ereveveeereseerssenesessesesesesessesessssee s ers e eeresarees 2¢(3) i

(4) Tota! benefit payments. Add lines 2e{1) through {3 ....cec.eveeeiiererivvensnnnees 2e(4) 411,299
f Corrective distributions (See INSIUGHONS) c.....vervcrressees eesesesreessseseseneeessees 2f
g Certaln deemed distributions of participant loans {see instructions)............... 2g
D INErSE BXPENSE...cviivve et e st et ss b b ss s s asn s sa et n b s 2h
i Administrative expenses: {1} Salaries and alloWances........cooeveeveeerrr o 21(1)

{2) Contract administrator faes ... e e 21(2)

{3) Recordkeeping fEBS ........cccec et rs s s 2i(3)

{4) 1QPA AU FEES......verrreecereemeeeeerssense s ere s ss st ssr s ssesssos s ssssasssssssssss s 2i{4)

(5) Investment advisory and investment managemant feas........veeen. 2i(5)

{6) Bank or trust company trustee/custodial fEES.......... e e vreesesereseseereses 2i{6)

(7) Actuarial fees 2i7)

(B) LEEAT FO8. ... oottt er e seress s eeb s sttt bbb e en e 2i(8)

{9) Valuation/appraisal fe8s..... ..o inrisinnecsesssssesessssssss s ssssnns 2i(9)

(10) Other trustee fees and EXPENSES ... e seeeee e seeeereeeeseeseseessanen 2i{10)

(11) Other EXPEMSES..cvviereiseeiseres et e s esteseee e e ee st et eee s s e aeeee e eeeemeen 2i{11) :

{12} Total administrative expenses, Add lines 2i{1) athrough (11)............... 2i{12) 32,741
J Total expenses. Add all expense amounts in column (b) and enter total ......, 2j 444,340

Net Income and Reconciliation
kK Netincome (loss). Subtract e 2j from N8 20......evwmvemm e sesmssssssssssmsmsees
| Transfers of assets:
{1) Tothis plan..........coo
(2) From this plan
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Part il { Accountant’s Opinion

3 Complete lines 3a through 3¢ If the opinlon of an Independent qualifiad public accountant Is attached to this Form 5500. Complete line 3d If an opinion is not
attached.

a The attached oplnion of an indapendent qualified public accountant for this plan Is (see Instructions}):
()[4 Unmodified  {2) [} Quafified (3)[ ] Disciaimer (4[] Adverse

b Check the appropriate box(es) to indicate whether the 1QPA performed an ERISA section 103(a)(3)(C) audit. Check both boxes (1) and (2) if the audit was
performed pursuant to both 20 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box {3) If pursuant to neither.

(1) @ DOL Reguiation 2520.103-8 (Z}D DOL Reguiation 2520.103-12(d} (3) D nelther DOL Regulation 2520,103-8 nor DOL Regulation 2520.103-12{d).
C Enter the name and EIN of the accountant (or accounting firm) below: L A e ' '
(1) Name: BAS PARTNERS, LLC {2) EIN:
d The oplnion of an Independent qualified public accountant Is not attached because:
(4] |:|This form is filed for a CCT, PSA, or MTIA.  {2) |:| It will be attached to the next Form 8800 pursuant to 28 CFR 2520.104-50.
|""P'-'afi_ IV| Compliance Questions
4 CCTs and PSAs do not complete Part 1V. MTIAs, 103-12 |IEs, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4Kk, 4m, 4n, or 6.
103-12 IEs alse do not complete lines 4) and 41, MTIAs also do not complete line 41, DCGs do not complete lines 4e, 4f, 4k, 41, and 5, and DCGs generally

complete the rest of Part IV collectively for all plans in the DCG, except as otherwise provided (see instructions.)
During the plan year:

Yes No Amount

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-1027 Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL's Voluntary Flduciary Correction Program.) ..o

b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans

secured by participant's account balance. (Attach Schedule G (Form 5500) Part 1 If "Yes" is
GROOKEO.Y 1. eveveseerrinsstsessassinesnscesebsessesrses srassens st nensts e eesss samessessoncsassmesese s assebassessssbenssns i eeraasssansssesen 4h X

€ Wera any leases to which the plan was a party in default or classified during the year as
uncoliectible? {(Attach Schedule G (Form 5500) Part Il If “Yes” is checked.) ..o 4c X

d  Were there any nonexempt transactions with any party-In-Interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part IHl if "Yes" Is %
CNECKEH.LY vttt it e b e 4d

@  Was this plan covered by a fidelity BONG? ....veiviioiiir e e s de

f  Did the plan have a loss, whather ar not relmbursed by the plan's fidelity bond, that was caused by
fraud or dISNONESLY? ..o

160,000

g Did the plan hold any assets whose current value was neither readily determinable on an
establishad market nor set by an Independent third party appralser?

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

i Did the plan have assets held for investmant? (Attach schedule(s} of assets if “Yes® is checked, and
see Instructions for format requIreMENts. ).

i Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Atiach schedule of transactions if “Yes” is checked and
see insfructions for format raquUIrSMEntS. J i e

k  Were all the plan assets alther distributed to participants or beneficiaries, transferred to another
plan, or breught undar the confrol of the PBGC? ... s

] Has the plan failed to provide any benefit when due under the plan? ... o, 4 X

m [f this Is an individual account plan, was there a blackout period? (See instructions and 28 CFR
P [0 T 3 OO

n f 4m was answered "Yes," check the "Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3...........ccoiieniiiiiiniiniinn 4n

5a Has a resolufion to terminate the plan been adopted during the plan year or any prior plan year?........ [] Yes No
If “Yes," enter the amount of any plan assets that reverted to the employer this year
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5b  If, during this plan year, any assets or liabilifles were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilitles were
transferred. (See instructions.)

5b{1) Name of plan(s) 5b(2} EIN(s) 5b{3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and
INSHUGHONS.) ...e.ocveromseveseerreesies et |_| Y88 [ [No [ ] Not determined
If “Yes" is chacked, enter the My PAA confirmation number from the PBGC premium filing for this plan year .
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SCHEDULE R Retirement Plan Information OMS Mo. 1210-0110
(Form 5500) 2025
This schedule is required to be flled under sections 104 and 4065 of the
[’.ﬁ'.’;ﬁ!.}eé‘éﬁéﬁﬁigé‘ﬁé’;y Employee Retirement Income Security Act of 1874 (ERISA) and section
Department of Labor 6058(a) of the Internal Revenue Code (the Code). This Form is Open to Public
Employes Benefits Securily Adminisiration b Filo as an attachment to Form 5500 Inspection.
Panslon Beneflt Guaranly Corporation )
For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit
Frontline Naticnal LLC 401 (k) Profit Sharing Plan plan number
{PN) » 001
C Plan sponsor's name as shown on ling 2a of Form 5500 D  Employer Identification Number (EIN)
Frontline National LLC
16~1700726
~Part]: - Distributions
All references to distributions relate only to payments of benefits during the plan year.
1  Total value of distributions paid in property other than in cash or the forms of property specified in the 1
BTG IOMIS . 11t ee e s ceetie e e e st rr e e esear s er e eaeL ek e e e AL ne et e h eaaan et s mreent sn e imvans

2 Enterthe EIN(s) of payor(s) who paid beneflts on behalf of the plan to participants or beneficiaries during the year (If mora than two, enter EINs of the
two payors who paid the greatest dollar amaounts of benefits);
. ' 71-02%4708
EIN(s):

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3,

3 Number of participants {living or deceasad) whose benefits were distributed in a single sum, during the plan 3
W8I 1ot eveeriistiisiarssessesdee s e ey b bn e ene £ ere e T eE e st R rreE R Eee R et AR e aAr oAb e AL ehe R eE LR e R e ReR e R g e Rs e b ebe S ab e e bbb e bt et arrent e ranevnrs

Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)

4 s the plan administrator making an siection under Codea section 412{d)(2) or ERISA section 302(d)(2)7 ..o D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

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

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

6 a Enter the minimum required contribution for this plan year {include any prior year accumulatad funding 6a

EAIGIENCY MOEWAIVEE) ¢1..erereseevasssssssereesesserssssssssassssseessssss assssss ass s sssssss s ss s sss bbb sessns s

b Enter the amount contributed by the employar to the plan for this BIaN YEar ... 6b

¢ Subtract the amount In line 6b from the amount in line 8a. Enter the result
(enter a minus sign to the laft of 2 NEgATIVE AMOUNLY ... e e 6c

If you completed line 6¢, skip lines 8 and 9.
Will the minimum funding amount reported on line Gc be met by the funding deadling?.......oerevesrisissiensen: |:| Yes D No |:| NIA

8  Ifachange in actuarial cost method was made for this plan year pursuant to a revenue precedure or other
authority providing automatic approval for the change or a ¢lass ruling letter, does the plan sponsor or plan
AdMINISTALOr Agre WIth 8 CHANGET ..cvvvievereereriverieeesreiseeeseeessesssessesesseereeseeresesessasesaesessssee sesesaessssesesssesnessnees D Yes |:| No D N/A

Amendments

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

year that increased cr decreased the value of henefits? If yes, chack the appropriate '
BOX. 1F 110, CHBOK THE “INO” DOX..ruvvcvrerersvrienseerersissressssessssssssssssssensssssssaes suesesirstseesteessensens D Increase D Decrease D Both D No

ESQOPs (see instructions). If this is not a plan described under section 409(a) or 4075{(e)(7) of the Internal Revenue Code, skip this Part.

10 Were unallocated employer securities or proceeds from the sale of unaliocated securities used to rapay any exampt loan? ............. I:l Yes D No
11 @ Doos the ESOP hold any Prafarmed SIOCKT ...vereieersie it ses bt seba s eses e st s bbbt s b et s bbbt as b sk st D Yes |:| No
b Ifthe ESOP has an outstanding exempt loan with the employar as lender, is such loan part of a "back-to-back’ loan? |:| Yos D No

(See instructions for definftion of "back-to-back” I08N.) i o et e et rens
12 Does the ESOP hold any stock that Is not readily tradable on an established securities Market?..........c.ccc.ceeeveereeeecinneeeienseieniesnns D Yes |:| No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schadule R (Form 5500) 2025

v, 260312
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Schedule R (Form 5500) 2025 Paga 2 ~ |

I PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following Information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of

the top -ten hlghest contributors (measured In dollars) See instructions Complete as many entries as needed to reporr all app!rcab!s emp!oyers _

a Name of contrlbutlng employer

b EIN €  Dollar amount contributed by employer
d Date collective bargaining agreement sxpires (If employer conlributes under more than one collective bargaining agresment, check box|:|
and see instructions regarding required atfachment. Otherwise, enter the applicable dafe.) Month Day Year

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

{2) Base unItmeasure |:| Hourly |:| Waakly D Unit of production |:| Other (spacify):

a Name of contrlbutlng emplcyer

b EN ¢ Dollar amount contributed by employer
d Date collectlve bargalning agresment explires (If employsr confributes under mors than one colflsctive bargaining agreement, check boxD
and ses instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e  Contribution rate Information (if more than one rate applies, check this box I:I and see instructions regarding required aftachment. Otherwise,
complete lines 13e(1) and 13e(2).}
(1)  Contribution rate (in doflars and cents)

(2} Base unit measure: D Hourly |:| Weekly D Unit of production |:| Other {specify):
[ na T Name o.f G;ntnbuﬂ.ng employer v R T I R T e i e Pt i i Uk e B 3 I 4
b EN ¢  Dollar amount gontributed by employer
d Date collective bargaining agreement expires (if employer coniributes under more than one collective bargaining agreement, check box|:|
and see insfruclions regarding required attachment. Otherwise, enter the applicable date.)  Month Day Year

@ Contribution rate information (if more than one rate applies, check this box[l and see Insiructions regarding required atfachment, Othsrwise,
complefe lines 13e(1} and 13e(2).}
(1) Contribution rate (in dollars and cents)

(2) Base unlt measure |:| Hourly |:| Weekly |:| Unit of production D Other spemfy)

bR R P

RN O T LR RTENER O

d Name of contributing employer

b EIN ¢ Doliar amount contributed by employer

d Date collective bargaining agreement explres (¥ employer contributes under more than one collective bargaining agresment, check boxD
and see Instructions regarding required attachment. Otherwise, enfer the applicable dafe.) Month Day Year

e Contribution rate Information (If more than one rate appiies, check this boxl:l and see Instructions regarding required atfachment. Otherwise,
compiete lines 13e(1) and 13a(2}.)
(1) Contributicn rate {in doilars and cents)

(2) Base unitmeasure:D Hourly |:| Waakly D Unlt of production |:| Other(speclfy}

5 TR T R T R R A e T R e T o R L e T R e

a  Name of contributing employer

b EN C  Dollar amount contributed by employer

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

e  Contribution rate information (If more than ona rafe applias, check this box D and see Instructions regarding reguired attachment. Otherwise,
compiete lines 13s(1) and 13e(2).)
(1)  Contribution rate {in dollars and cents)

(2} Base unitmeasure:i] Haourly D Weekly D Unit of production |:| Other (speclfy):

a Name of contributing employer

b EN ¢ Dollar amount contributed by employsr
d Date collective bargaining agresmant expires (if employsr contributes under more than ons collective bargaining agreement, check box |:|
and see instructions regarding required attachment. Otherwise, enter the applicable dafe.) Month Day Year

e  Centribution rate information (/f more than one rate applies, check this box D and see instructions regarding reguired attachment Otherwise,
complete lines 13e(1) and 13e(2).}
(1)  Contribution rate (in dollars and cents)

(2) Base unltmeasure:D Hourly |:| Weekly D Unit of groduction D Other {specify):




PlaniD: 551884

Schadule R {Form 5500) 2025 Page 3
14 Enter the number of deferred vested and retired participants {inactive participants). as of the beginning of the
plan year, whose contributing employer Is no longer making contributions to the plan for:
a The current plan year. Check the box to Indicate the counting method used to determine the number of
inactive participants: D last contriputing employer |:| alternaflve |:| reasonable approximation (see 14a
Instructions for requirad attachMENt).... ..ot
b The plan year immediately preceding the current plan year. |:] Check the box if the number reported is a 14h
change from what was previously reported (see Instructions for required attachment)..........cco i
C The second preceding plan year. |:| Check the box if the number reported is a changs from what was 14c
previously reported (see Instructions for required attachMent)........c.o i e
15 Enter the ratio of the number of participants uncer the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:
a The corresponding number for the plan year Immediately praceding the current plan vear..........ccveerveeenne iba
b The corresponding number for the second Preceding PIAN YEAL ... e iriverinsieessss s sressrsscsssssassissees e 15b
16 Information with respect fo any employers who withdrew from the plan during the preceding plan year; '
a Enter the number of employers who withdrew during the preceding plan year ..., 16a
b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liabllity assessed or estimated to be 16h

assessed against SUCH WithGrawn @M PlOYEIS . v erarrriartrirrsm s srssr e arrres e rssres s esmresresrsresrrsesrssrsrssrssesnnsess

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding

supplemental information to be included as an atfachment. ...

nLnnnn

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

18 If any liabilitles to participants or their beneficlaries under the plan as of the end of the plan year consist (in whole or In part) of liabilties fo such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental
Information o be INCIUded 85 8N AHBOIMENE...... i e e e b e b s r g eSS aT R4 pre e b ee et n e et e e b D

19

If the total number of participants is 1,000 or more, complete lines {a) and (b)
a  Enter the percentage of plan assets held as:

Public Equity; % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets:

High-Yield Debt: % Real Assets: % Cash or Cash Equivalents: % Other:

b  Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
|:| 0-5 years |:| 5-10 years I:I 10-15 yearsD 15 years or more

%

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

Yes,

No. Reporting was walved under 28 CFR 4043.25(c)(2) because contributions equal to or excaeding the unpaid minimum required contribution

were made by the 30th day after the due date.

excaading the unpaid minimum required contribution by the 30th day after the dus date.
No, Other. Provide explanation

|:| No. The 30-day pearicd referenced in 29 CFR 4043.25(c}2) has not yet ended, and the sponsor intends to make a contribution squal to or

[Part VIt

IRS Compliance Questions

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

the permissive aggregation rules?[ ] Yes ¥ No

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

Design-based safe harbor method
I:I “Prior year” ADP test
E] “Current year” ADP test

[] wa

22 \f the plan sponsor is an adopter of a pre-approved plan that received a favorable |RS Opinion Letter, enter the date of the Opinion Letter 06/30/2020

(MM/DD/YYYY) and the Opinion Letter serial number2702844a




For Privacy Act and Paperwork Reduction Act Notice, see the separate Instructions. Form 8855-SSA (2025)
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Attachment to 2025 Form 5500

Schedule H, line 4i - Schedule of Assets

(Held at End of Year)

FRONTLINE NATIONAL LLC 401(K) PSP AND TRUST
EIN#16-1700726

Plan# 001

As of December 31, 2025

(a) (b) Identity of issue, borrower,lessor or similar |(c) Description of investments including maturity (d)Cost (e) Current Value
party date,rate of interest, collateral, par, or maturity
date
Amer Fnds American Mutual R6 Registered Investment Company $1,926
Amer Fnds Global Balanced R6 Registered Investment Company $1,454
Amer Fnds New Perspective R6 Registered Investment Company $2,390
BlkRck Strat Global Bond K Registered Investment Company $1,925
DFA US Targeted VI Port Ins Registered Investment Company $995
Fidelity 500 Index Fund Registered Investment Company $25,843
Fidelity Adv Total Bond Fund Z Registered Investment Company $7,691
Fidelity Intl Index Fnd Registered Investment Company $4,427
Fidelity Mid Cap Idx Fd Registered Investment Company $3,851
Fidelity Sm Cp Ind Fd Registered Investment Company $956
MFS Mid Cap Value Fund R6 Registered Investment Company $489
PIMCO REALPTH BInd 2030 Ins Registered Investment Company $415,282
PIMCO REALPTH BInd 2035 Ins Registered Investment Company $98,579
PIMCO REALPTH BInd 2040 Ins Registered Investment Company $149,317
PIMCO REALPTH BInd 2045 Ins Registered Investment Company $244,998
PIMCO REALPTH BInd 2050 Ins Registered Investment Company $131,196
PIMCO REALPTH BInd 2055 Ins Registered Investment Company $72,411
PIMCO REALPTH BInd 2060 Ins Registered Investment Company $148,533
PIMCO REALPTH BInd 2065 Fd Ins Registered Investment Company $2,120
PIMCO REALPTH BInd Inc Ins Registered Investment Company $73,336
Voya Fixed Account (4450) Insurance Company General Account $15,922
Voya Gv Mny Mkt F A (HId Acct) Registered Investment Company S74

TOTAL

$1,403,713

Page 1 of 2
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Attachment to 2025 Form 5500

Schedule H, line 4i - Schedule of Assets

(Held at End of Year)

FRONTLINE NATIONAL LLC 401(K) PSP AND TRUST
EIN#16-1700726

Plan# 001

* denotes party-in-interest
Column (d) is not required as the Plan investments are totally participant directed.



PlanID: 551884

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

1210-0089
This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Securlty Act of 1974 (ERISA} and

Department of the Treasury

Internal Revenue Service sactions 6057(b) and 6058(a) of the Internal Revenus Code (the Code). 2025
Em[’lgpg:"gzggﬁ{;ggg;m » Complete all entries in accordance with
R ammetraton the instructions to the Form 5500.
Penslon Benefit Guaranty Corporation This Form is Open to Public
_ Inspection
| .Part1-| Annual Report Identification Information
For catendar plan year 2025 or flscal plan year baginning 01/01/2025 and ending 12/31/2025
A This returnfreport Is for: |:| a multiemployer plan D a multiple-employer plan (Filars checking this box must provide participating
) employer information in accordance with the form instructions.)
a single-employer plan |:| a DFE (specify)
B This returnfreport is: |:| the first return/report l:l the final return/report
D an amended return/report |:| a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, chack hera. ., . ... . i i e e e » |:|
D Check box If filing under: @ Form 5558 |:| automatic extension D the DFVC program
|:| special extension (enter description)
E If this Is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. .......ovveviiiii i » D
:.art-..lli.§f| Basic Plan Information—enter all requested information :
1a Name of plan 1% Three-digit plan
Frontline National LLC 401l (k) Prcfit Sharing Plan number {PN) » 001
1c Effective date of plan
01/01/2008
2a Plan sponsor's name (amployer, If for a single-employer plan) 2b Employer Identification
Mailing address (include roem, apt., suite no. and street, or P.C. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions} 16=~1700726
Frontline National LLC

2c¢ Plan Sponsor's telephone

number

{512)368-9969
502 Techne Center Drive 2d Business code (see
. instructions
Milford ) OH 45150 621111 )

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 reiurn/report, including accompanying schedules,
statements and attachments, as well as the elgctronic version of this returnfreport, and to the best of my knowledge and belief, it is true, correct, and complets.

)\‘)\OLMWN_Q K"QVM-\QWV\ 142\ vy p [RATHERINE TATHAM

Signature of plan administrator Date Enter name of individual signing as plan administrator

Ry, oon] Tzt [karERINE LaTRAN

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan spansor

Slgnature of DFE Daig Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 {2025)
v. 250312




PlanlD: 551884

Form 5500 (2025) Page 2

3a

Plan administrator's name and address @ Same as Plan Sponsor

3b Administratoi's EIN

number

3c Adminlstrator's telephone

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,
anter the plan sponsar's name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's nama
€ Plan Name
5 Total number of participants at the beginning of the plan year 5 i 145
6 Number of parficipants as of the end of the plan year unless otherwise stated {welfare plans complete only lines 6af1), o B :

6a(2), 6b, 6c, and 6d).

a(1) Total number of active participants at the beginning of e plan Year ...,
a(2) Total number of active participants at the end of the plan Year ... e e
b Retired or separated parficipants receiving Deneflits ..o
c Other retired or separated participants entitled to future benafits ...
d Subtotal. Add lines B6a{2}, Bb, AanNd BC. ... 6d 129
e Daceased particlpants whose beneficiaries are receiving or are entitled to receive benefits. ..., e 0
f Total, Add MBS B AN BR. ..ot eeee et s et b et ssiseshabbess et b ied e e e b e b 4T T o be b e b e a0 E bt e 1R eb b aae s Eseme s Ee bbb e 4 b e b eren 6f 129
(1) Number of particlpants with account balances as of the beginning of the plan year {only defined contribution plans 6g(1)
g COMPIBEA 1S HBM Y. ceiit et e e R e g 139
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
d COMPIBER IS THOM Y.t s s e er e EQ(Z) 129
h Number of participants who terminated employment during the plan year with acerued benefits that were
1ESS tAN 100Y VESEEU 1uve.vserssisirseeieisiessissssersssensssss tesstnms s se 1 sens st sas s oess se8s 48 sebd ot e E b4 AL bR b bbb s s araanedr s 6h g
7 Enter the total number of employers obligated to contribute to the pian {only multiemployer plans complete this item)........ 7

8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the Instructions:

2E 2F 2G 2J 2T 3D

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

9a Plan funding arrangement {check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance {1 Insurance
(2) Code section 412{e}(3) insurance contracts {2) l Code section 412(e)(3) insurance contracts
(3) Trust (3 X Trust
(4) Genera! assats 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. (Ses Instructions)

a Pension Schedules

b General Schedules

2

{1 El R {Retirement Plan Information} (1} @ H (Finangial Information)

(2} I:l MB (Muitiemployer Dsfined Benefit Plan and Certaln Money 2 D I (Financial Information = Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) E' A (Insurance Information) — Number Attached
actuary %) EI C {Service Provider Information)

(3) |:| S$B (Single-Employer Dsfined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)
information} - signed by the plan actuary

{4) D DCG (Individual Plan Information) — Number Attached (8 I:] G (Financial Transaction Schedules)

{5) |:| MEP (Multiple-Employer Retirament Plan Information)




PlanlD: 551884

Form 5600 {2025) Page 3

| Part Ill"| Form M-1 Compliance Information {to be completed by welfare henefit plans)

11a If the plan provides we!fare benefits, was the plan subject to the Form M-1 flling requiremants during the plan year? (See instructions and 29 CFR
2520,101-2.) crvvorenvivmnnesivmssnnssvesserasieens [l Yes [] No

If “Yes" |s checked, complete lings 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 28 CFR 2520.101-2.) ......... || Yes [] No

11¢ Enter the Recelpt Confirmation Code for the 2025 Form M-1 annual report. 1f the plan was not required to file the 2025 Form M-1 annual report, enter the
Recelpt 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 Conflrmation Code will subject the Form 5500 filing to rejection as Incomplete.)

Receipt Confirmation Code




PlanlD: 551884

SCHEDULE A Insurance Information OME No. 1210.0110
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the 2025
Internal Revenue Sarvice Employee Rstirement Income Security Act of 1974 (ERISA).

Department of Labor
Employae Beneflts Security Administration

» Flle as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the infermation Inapection
pursuant to ERISA section 103(a}(2).
For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending 12/31/2025
A Nemeofplan . , B Three-digit
Frontline Wational LLC 401 (k) Profit Sharing Plan plan number (PN) > 001

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN}
Frontline Natlonal LLC

16-17007286

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

1 Coverage Information:

(a) Name of Insurance carrier

Voya Retirement Insurance and Annuity Company

Approximate number of Pollcy or contract year
NAIC (c) Contract or (e}
(b} EIN (o) . P persons covered at end of
code identification number policy or contract year (f) From {g) To
71-0294708 86509 DH1884 132 01L/01/2025 12/31/2025

2 nsurance fae 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
32 0

3 Persons receiving commissions and faes. (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

KESTRA INVESTMENT SERVICES, LLC
STE 400 5707 SOUTHWEST PKWY BLDG 2

AUSTIN TX 78735

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

32

R e R R T T LR N R I ey ST PR

{a) Name and address of the agent, breker, or other person fo whom commissions or fees were pald

{b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose {e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule A {Form 5500) 2025

v. 260312




PlanID: 551884

Schedule A (Form 5500) 2025 Page 2 —

{a) Name and address of the agent, broker, or other person to whom commlssions 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 persan t¢ whom commissions or fees were pald

Fees and other commissicns paid (e}
{b)} Amount of sales and base Qrganization
commisslons pald (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 commissfens 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 o whom commissions or fees were paid

Fees and other commissicns paid {e)
{b) Amount of sales and base Organization
commissions paid {c} Amount {d) Purpose codo

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

Fees and other commissicns paid (e)

(b) Amount of sales and base Organlzation
commisslons pald {c} Amount (d) Purpose code




PtanID: 551884
Scheduls A {Form 5500) 2025 Page 3

 Partll’ | Investment and Annuity Contract Information

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

G o] this report, .
4 Current value of plan's Interest under this contract In the general account at YEar eNd ... iieiiesmarinssniess 4 15,922
5 Current valus of plan's Interest under this confract in separate accounts at year 8nd.....ccu e 5
6 Contrasts With Allocated Funds:

a State the basis of premium rates P

b Premiums paid 10 CaIMEr ..veeriee e sssseernes 6b

¢ Premiums due but unpaid at the end of the year 6¢c

d  (fthe carrier, service, or other organization incurred any specific costs In connection with the acquisition or &d

retention of tha contract or policy, Erker aMOUNL. ... e e e e

Spacify nature of costs P

e Type of contract: {1) |:| individual policies (2) |:| group deferred annulty
3) [] otner (specify) P

f  if contract purchased, in whole orin part, to distribute benefits from a terminating plan, check here b |:|
7 Contracts With Unaliocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typse of contract: {0 |:| deposit administration (2) D immediate participation guarantee
{3) |:| guarantead investment 4 @ other P Group Pension Funding

b Balance at the BN OF the PIEVIOUS YBAT ......viseiesiiriearereriserississrasssnerssssarsisesesssssessatssissessesassasssssserassssesacsassses

C Addltions: (1) Contributions deposlted during the year

(2) Dividends and credits.......c. i

(3) Interest credited during the year

{4) Transferred from separate account

{5) Other (specify below)

po*

(B)TOAl AUAIIONS ..vis i s e e s e s b e re sy e er e e e e R e e e s e R e ey e r s R e e e n e en
d Toial of halance and additions {add lines T and 7e{B)). ...e v ierermrscormeiiresseserens

7d 23,373

€ Deductions:

{1} Dishursed from fund to pay benefits or purchase annuities during year 7e(1)

{2} Adminlsiration charge made by Camier.......co.overeseceveresssssecnsesssnsens 7e(2)

7,451

{3) Transfarred to separate account 7e(3)

(4) Other (specify below) 7e{4)

»

(5) Total deductions
f  Balance at the end of the current year {subtract line 7e(5) from line 7d)

7é(5) 7,451

7 15,922

*May indicate lcan, asset transfer, forfeiture, or misc. adjustment data




PlanlD: 551884
Schedule A {Form 5500) 2025 Page 4

“Part 1l -1 Welfare Benefit Contract Information
=10 s k| i more than one contract covers the same group of employeas 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 experlence-rated as a unit. Where contracts cover individual
aemployees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Beneﬂt and contract type (check all applicable boxas)

a D Health {other than dental or vision} b I:I Dental c |:| Vision d |:| Life insurance
e |:| Temporary disability (accldent and sickness) f |:| Long-term disability 9 |:| Supplemental unemployment  h I:I Prescription drug
I [] stop toss {large deductible) j [] HMO contract k[] PPO contract 1] indemnity contract
m [ ] Other (specify) P
9 Experience-rated contracts:
a Pramiums: (1) AMOUNt rECEIVEH ..o nese vessseras 9a(1)
{2) Increase {decrease) in amount dug but uNPaId .........coerreiieer e 9a(2)
(3) Increase {decrease) in unearnad premium rESEIVE ........cvvveeeeereecennes %a(3)
(4) Earned (1) + (2) - {3)) oo e e bertrrnr eyt et ]
b Benefit charges (1) ClaiMS PAI....oeioiieieeeestscetesteeeseeee st s seeseeee e 9b(1)
{2) Increase (dacrease) In Claim rESEIVES.. . i 9b(2)
{3) Incurred claims {add (1) AN {2, v e e s 9b(3)
LI 11 F- T =T o =T U 9b(4)
¢ Remainder of premium: (1) Retention charges {on an accrual basis) --
(A) COMMISEIONS 1uceeieercesier e sese e e s s st e snnns 9c{1}{A)
(B) Administrative service or other fEeS5 ... s 9c{1)}(B)
{C) Other spacific acquisifion GostS..... v 9¢(1)(C)
(D) OtSE EXDBNSES .evcviveeser it e sen b snsas st st 9c(1)(D)
(S N I SR b et 9c¢{1)(E)
{F) Charges for risks or other contingencies ..........cecvcerseevesevsninns 9¢(1){F)
{G) Other 1etention GhAMGES .ci......evereee e ee e sseene s 9¢(1){G)
{H) TR TEEBILION. co1evavesivsierier s it it ire et s s er st setsbs eba b ee v seaisdemaat s sasbasbabss ababin et aees b s em b et s e sbabnt ebasmsas smeaies 9c(1)(H}
{2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| cradited.).......cccceee 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... gd(1)
(2) CIBHN FESBIVES .vvtvrsieesienseseessseseesasss s ers et snse b es b bene b eas e bee e e be s eb s eea e e e s ed b e e e e bR b s et sh bt e bbe 9d(2}
(3) OTHEI TESEIVES . vvvviicreriiriiuieeeitierenstesenstes e bbbt eeas e bt et s et e eb e s ek emebes e s eba s e ae e ebas e et ne b nantesebatebonrone 9d(3})
€@ Dividends or retroactive rate refunds dus. (Do not include amount entered In Ene 9¢{2).).....c...ccvevivivverrvininne Be
10 Nonexperience-rated contracts:
a Total premiums or subscription charges pald to Cariar. ... - 10a
b ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ....................... 10b

Specify nature of costs,

Provision of Information

11 Did the insurance company fail to provide any information necessary to comp'lete Schedule A? ............. D Yes No
12 If the answer to line 11 is "Yes,” specify the Information not provided. ¥
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SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule Is requlred to be filad under section 104 of the 2025
Internal Revenug Service Employee Retirement Income Security Act of 1974 (ERISA).
Employes g:r?:l;gl §Zlcﬁiwba?\3[nimslraucn P File as an attachment to Form 5500,
Penslon Benafit Guaranly Corparalion » Insurance companies are required to provide the information This Form is Open to Public
Inspection
pursuant to ERISA section 103(a)(2).
For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending 12/31/2025
A Nameofplan _ , B Three-digit
Frentline National LLC 401 (k) Profit Sharing Plan

____plan number (PN) > _ . .001 ]

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

16-170072¢%

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Scheduls A, Individual contracts grouped as a unit In Parts |l and 11l can be reported on & single Schedule A.

1 Coverage ‘nformation:

{a) Name of insurance carrier

EMPOWER ANNUITY INSURANCE COMPANY OF AMERICA

(e} Approximate number of Policy or contract year
b} EIN {e) NAIC . (d) Contract or d at end of
(b} code identification number pegf,ﬁgf Sﬁ’ E’gfimi 32ar0 {f} From {g) To
84-04679207 68322 81702%-01 0 01/01/2025 12/31/2025

2 Insurance fee and commisslon informatlon. Enter the total fees and total commisslons paid. Listin line 3 the agents, brokers, and other persons in
descending order of the amount paid.

{a) Total amount of commissions pald {b) Total amount of fees paid

0 0

3 Persons receiving commissions and fees. (Complete as many entries as needad 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) Organlzation codea

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

{b) Amount of sales and base Fess and other commissions pald
commissions paid {c) Amount (d) Purpose (e) Organization code
Far Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2025

v, 260312
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PlaniD: 551884

Page 2 —| |

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

Fees and other commisslons paid (e}
(b} Amount of sales and base QOrganization
commissicns paid (c} Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commisslons or faes were paid
Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions pald {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 pald (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose code
{a) Nama and address of the agent, broker, or othar 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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Schedule A (Form 5500} 2025

Page 3

Partll |

Investment and Annuity Contract Information

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

. .7 this report.
4 Current value of plan's interest under this contract In the general account at year end ..., 4 0
5 Current value of plan’s Interest under this contract in separate accouUNts at YBar BN, iinis s )
6 Contracts With Alloccated Funds:
a State the basls of premlum rates P
D Premiums Paid £0 CAIMIEE .......cccivrceviee i ivrerie s s e rss s ss e sab b s e e et e es e ena b s 6b
€ Premiums due hut unpaid at the end of the year 6c
d  If the carrier, service, or other organization Incurred any speclfic costs In connection with the acquisition or 6d

retention of the contract or policy, enter amount. ... et te e b e ias
Specify nature of costs P

e Typeofconfract (1) I:I individual policies

@) [ other (specify)  »

(2) I:I group deferred annuity

f  |f contract purchased, In whole ar In part, to distribute benefits from a terminating plan, check here 4 |:|

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

(3) D guaranteed investment (4) @ other ¥ croup 2nnuity Contract

b Balance at the end of the previous year

C  Additions: (1) Contributions deposited during the year
{2) Dividends and credlis
(3} Interest credited during the year......
{4) Transferred from separate aCCOUNT ... eirenrr e e e
{5) Other {specify below)

4

(6)Total additions
d Total of batance and additions {add lines 7b and 76(B)). ......c.ce..eeeeeerecereereereeeeeerieeenns
e Deductions:

(1) Disbursed from fund fo pay benefits or purchase annuities during year

(2) Administration charge made by Carmial. ..o

(3) Transferred to separate acCOUNt .......ccvr e cev s s

{4) Other (Specify DRIOW) ...vv e e e e e e e

}*

(6) Total deductions
f Balance at the end of the current year (subfract line 7e{5) from Iine 7d)

27,704

Te(5) |

27,704

7f

*May include loans, asset transfer, forfeiture and misc. adjustment activity




PlanID: 551884
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. Part Il - | Welfare Benefit Contract Information

oo I more than one contract covers the same group of employess of the same employer{s} or membars of the sama employse organizations(s),
| the Information may ba combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
‘| employees, the entlre group of such individual coniracts with each carrlar may he treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicablie boxes)

a |:| Health (other than dental or vislon} b |:| Dental c |:| Vision d D Life insurance
e |:| Temporary disability (accident and sickness) |:| Long-term disabiiity g |:| Supplemental unemployment  h |:| Prascription drug
i [] stop loss (large deductible) j [] HMO contract k[] PPO contract 1] indemnity contract

m I:I Other (spacify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNt reCaivEd ... i e et 9a(1)
{2) Increase {decrease) in amount due BUt UNPAId .o e 9a(2)
{3) Increase (decrease) in unearned Ppremium FESEIVE ... iirioeisns 9a(3)
T KL R R 1) | 9a(4)
b Benefit charges (1} Clalms palt. ........coceereee e ieeees e cerererersasseeenens gb{1)
(2) Increase (decrease) in Claim reServeS. . i 9b{2)
(3) Incurred claims (A (1) AN {2)) v e b 9h(3)
(4) Claims ChaNGBO ... cvrvveer e verrs i e s s e v a e e e e ea T e re s aesre s s oressrer srrsesreveraesRe s e sre e e ne s asassReneane
¢ Remainder of premium: (1) Retention charges {on an accrual basis) --
{A) COMMISSIONS 1vvviivininrris i e b e b Se(1)}(A)
(B) Administrative service or other fEe5 ... it 9c(1)(B)
(C) Other SpeCific ABGUISHION COBS....u.veivrerrirereseseseesessssesresssereni 2c{1}(C)
(D) OET BXPENSES 1vvvveeresessisssere s e rniresseeese s sesss st ssesssenssessasese 2c(1}(D)
() TBXES 11 vveteseresssesserssisessisssssssssssssessosssssssssssesessssssssssssebsssssssassossann 9c{1){E)
(F) Charges for risks or other CONUNGENGCIES u...vvveuerrvvrererersssiesseenas 9c(1)(F)
(G) Oher retention CRAMGES ... e tevee et srss s sseeres 9c(1){G) )
=83 0= (TR U S Sc(1}(H)
(2) Dividends or retroactive rate refunds. (These amounts were [I pald In cash, orD credlfed.).......c.ocveee. 2c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retiremernt............. 9d(1)
(2) ClAIM FBSEIVES .. 1vviisriririivrisreiese st vr e b b s famneEE b s b e A b E s EEAE S 141 b PR oA E LS E R A e aR e bR et E bR bbbt 9d(2)
{3) ONET TESBIVES ...ov.urieseevsceee e ces et e aaeesassnaeness s avaesea L aesereesre e ebebes ve 1A eReE e e ve e aRs sesmaRerebe 1 eRe b e sare s sranersnraranens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in ne 8¢{2).)......coviininniini 9e
10 Nonexperience-rated contracts:
a Tofal premiums or subscription charges palt to GarHEr ... 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acgquisition or
retention of the contract or pollcy, other than reported in Part |, line 2 above, report amount. ... 10b

Specify nature of costs.

rtIV::| Provision of Information

11 Did the Insurance company fail to provide any Informatlon necessary to complete Schedule A?.............. D Yes No
12 If the answer to line 11 Is "Yes,” specify the Information not provided. P
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SCHEDULE C Service Provider Information OMB No. 1210-0710
(Form 5500) 2025
Daparimenl of the Treasury This schedule is required to be flled under section 104 of the Employee
Internal Ravenue Sarvice Retirement Income Security Act of 1874 (ERISA).
Department of Lab This Form is Open to Public
Employae B:r?:ﬂtsggcarilyaAzklnlslraﬂon } File as an attachment to Form 5500. Inspection.
Penslon Benefit Guaranty Corporatlon
For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending 1Z2/31/2025
A Name of plan B Three-digit
Frontline National LLC 401 (k} Preofit Sharing Plan plan number (PN) > 001

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Frontline Naticnal LLC 16-170072¢6
| Parti | Service Provider information (see instructions)

You must complete this Part, in accordance with the instructions, to report the Information required for each person who recelved, directly or indirectly, $5,000
or more in total compensation (1.e., money or anything else of monetary value) in connection with services renderad fo the plan or the person’s position with the
plan during the plan year. 1f a person raceived only eligible indirect compensation for which the plan recelved 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 becauss they received only eligible
indirect compansation for which the plan received the required disclosures (see Instructions for definitions and conditions).. . .......... .. @ Yes |:| No

b 1f 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 gligible indirect compensation. Complete as many entries as nseded {see instructions).

{b) Enter name and EIN or address of person who provided you disclosures on efigible indirect compensation
VOYA RETIREMENT INSURANCE & ANNUITY
71-0294708

{b} Enter name and EIN or addraess of person who provided you disclosures on eligible indirect compensation
() Enter name and EIN or address of person who provided you disclosures on ellgible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indlrect compensation
For Paperwork Reductlon Act Notice, see the [nstructions for Form 5600. Schedule C {Form 5500) 2025

v. 250615
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Schedule C (Form 5500) 2025 Page 2- |

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

|5 ST Xt L T RS s U B Tl P T iy |
(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 TR S S R I |

(b) Enter nam

& and EIN or addrass of person who provided you disclosures on eligible Indirect compensation




Schedule C (Form 5500) 2025

PlanlD: 551884

Page 3 -|:’

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 recelving, directiy 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 thelr position with the plan during the plan year. (See instructicns).

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

BOON ADMINISTRATIVE SERVICES

33-0449333
(b) (c) (d) (e) (f) g (h)
Service Relationship to Enter diract Did service provider Did Indlrect compsensation Enter total Indirect Did the service
Code{s) |employer, employee| compensation paid recelve indirect include sligible indirsct compensation recelved by | provider give you a

organization, or

by the plan. If nong,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan recelved the required aliglble 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-.
99
Service Provider Yas D Na Yes D No I:I Yes D No D

7,122

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

VOYA RETIREMENT INSURANCE & ANNUITY

71-0294708
(b) (c) (d) (e} 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 eligibie indirect compensation received by |provider give you a

organlzation, or
parson known to be
a party-in-interest

by the plan. !f none,
entar -0-,

compeansation? (sources
other than pian or plan
sponsor)

compeansation, for which the
plan received the required
disclosures?

service provider excluding
ellgible indirect
compensation for which you
answered "Yes” to element
{f). i none, enter -0-.

formula Instead of
an amount or
estimated amount?

]

Service Provider

Yes EI No |:|

Yes E No |:|

Yes |:| No E

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

(b)
Service
Code(s)

(c}
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

{d)
Enter direct
compensation paid
by the 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?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answerad "Yes"” to slement
(). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |_—_| No D

Yes D No D

Yes D Nol:]




PlanID: 551884

Schedule C (Form 5500) 2025

Page 4 -

|  Part | | Service Provider Information {continued)

3. if you raported on line 2 receipt of indirect compensation, other than ellgible Indirect compensation, by a service provider, and the service pravider ls a fiduclary
or providas 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 compensatlon instead of an amount or estimated amount of the indirect compensation. Complete as

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

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

{b) Service Codes (¢) Enter amount of indirect
{sea Instructions} compensation

{d} Enter name and EIN (address) of source of Indlrect compensation

{e} Describe the indirect compensation, including any
formuia used to determine the service provider's ellgibility
for or the amount of the indirect compensation.

{b) Service Codes {c) Enter amount of indirect

(see instructions) compensation

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

{e) Describe the indirect compensation, Including any
formuia used to determine the service provider's eligibility
for ar the amount of the indirect compensation,

T e T TR S

|

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

{b) Service Codes

{(c) Enter amount of indirect
(see instructions) compensation

(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 eliglbility
for or the amount of the indirect compensatlon.
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| ‘Partl | Service Providers Who Fail or Refuse to Provide Information

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

this Schedule.

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

{b} Nature of
Service
Code(s)

{c) Descrive the Information that the service provicer falled or refused to
provide

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

Service
Code{s)

(b) Nature of

(¢} Describe the information that the service provider failed or refused to
provide

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

instructions)

Service
Code(s)

{b) Nature of | {€) Describe the information that the service provider failed or refused to

provide

T T

B

Instructions}

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

Service
Code(s)

J(b) Nature of |

{c) Describe the information that the service provider fafled or refused to
provide

=1

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

instructions)

Service
Code(s)

[(b) Natwre of |

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

=3

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

instructions)

Service
Code(s)

. (b)Natureof =

provide
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N ?.aft lil"| Termination Information on Accountants and Enrolled Actuaries (see instructions)
2w | (complete as many entries as needed)

a Name:
C  Position:
d Address:

b EIN:

€ Telephone:

Explanation:

a Name:
¢ Position:
d Address:

€@ Telephone:

Explanatlon:

A Name:
¢  Position:
d  Address:

Explanation:

=
=

RS e

a Name:
¢ Position:
d Address:

Explanation:

d Name:
¢ Positlon:
d Address:

Explanation:




