Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits Security

Administration

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

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

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

2025

This Form is Open to Public

Inspection

Part |

Annual Report Identification Information

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

and ending

12/31/2025

A This return/report is for:

B This return/report is:

D a multiemployer plan

a single-employer plan
D the first return/report

D an amended return/report

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

employer information in accordance with the form instructions.)

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

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

D Check box if filing under:

Form 5558

D special extension (enter description)

D automatic extension

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

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

Part Il

Basic Plan Information—enter all requested information

1a Name of plan

RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
07/01/2014

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)
RAYONIER ADVANCED MATERIALS INC.

1301 RIVERPLACE BLVD.

SUITE 2300

JACKSONVILLE, FL 32207

2b

Employer Identification
Number (EIN)
46-4559529

2c

Plan Sponsor’s telephone
number
904-357-9853

2d

Business code (see
instructions)
321900

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. 09/11/2026 LISE GINGRAS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

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

3b Administrator’'s EIN

3C Administrator’s telephone

number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 1808
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) 1203
a(2) Total number of active participants at the end of the plan year ..., 6a(2) 1292
b Retired or separated participants receiving beNefits...........cooiuiiiiiiiiii e 6b 620
Cc Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add NS Ba(2), B, @NA BC.........eiiiriirieiiieiiiee ettt et 6d 1912
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccocoeciiiiiinicniecn 6e
f Total. A INES B BNA BE. ........eeeieieeeeieteteteeeereeee et s et eteeeee et st e e eaeaeseeee e eeeese e e et eseseeeeetes e e e e s e aeeseaeses et et esesesaeanenes 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [olelaaT o1 1=t (R (g TS (=Y o ) TP UPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g [olelaaT o1 1=t (R (g TS (=Y ) SRR UTPPRR 60 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1S5S thAN 100% VESEEA. ......o.iee ittt e e et ee s st e e st eeeesesesesesesessssesesesesessnensesssessasasssssseseseseeanansasesnsanaes 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

4A 4B 4D 4E 4F 4H AL 4Q

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) @ Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
3) D Trust ?3) D Trust
4) N General assets of the sponsor 4) R General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) [] R (Retirement Plan Information) (1) [] H (Financial Information)
2 | (Financial Information — Small Plan
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D ( )
Purchase Plan Actuarial Information) - signed by the plan (©)] B A (Insurance Information) - Number Attached __ 13
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 4 No

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Insurance Information
OMB No. 1210-0110

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA). 2025

» 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

RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

RAYONIER ADVANCED MATERIALS INC. 46-4559529

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

METROPOLITAN LIFE INSURANCE 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
13-5581829 65978 0158094 3417 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

0 374

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

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

ALLIANT INS SERVICES INC

PO BOX 745977
LOS ANGELES, CA 90074-5977

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

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

301 | SUPPLEMENTAL COMPENSATION 3

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

ALLIANT INS SERVICES INC

1125 SANCTUARY PKWY STE 300
ALPHARETTA, GA 30009-7614

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
73| NON-MONETARY COMPENSATION 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2025

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d @ Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 956617
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A Insurance Information
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
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RAYONIER ADVANCED MATERIALS INC. 46-4559529
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Information:

(a) Name of insurance carrier
EYEMED VISION CARE

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
43-0949844 71870 10035611001 2654 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

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

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




Schedule A (Form 5500) 2025
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Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 119591
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2025
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) S 501

C Plan sponsor’s name as shown on line 2a of Form 5500
RAYONIER ADVANCED MATERIALS INC.

D Employer Identification Number (EIN)
46-4559529

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
NATIONAL UNION FIRE INS. CO. OF PITTSBURGH, PA

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
25-0687550 19445 GTP0009144618-B 433 05/01/2025 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

807 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
ALLIANT INSURANCE SERVICES, INC. 1125 SANCTUARY PARKWAY
SUITE 300
ALPHARETTA, GA 30009
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
807 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.
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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
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Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

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

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

i |:| Stop loss (large deductible) ] D HMO contract

m IE Other (specify) P ACCIDENTAL DEATH AND DISMEMBERMENT

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance
h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 5377
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2025
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) S 501

C Plan sponsor’s name as shown on line 2a of Form 5500
RAYONIER ADVANCED MATERIALS INC.

D Employer Identification Number (EIN)
46-4559529

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

on a separate Schedule A. Individual contracts groupe

d as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
LIFE INSURANCE COMPANY OF NORTH 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
23-1503749 65498 LK0964135 768 01/01/2025 12/31/2025

2 Insurance fee and commission information. Enter the total fees and
descending order of the amount paid.

total commissions paid. Listin line 3 the agents, brokers, and other persons in

(a) Total amount of commissions paid

(b) Total amount of fees paid

0 3908
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ALLIANT INSURANCE SERVICES INC PO BOX 8299
PASADENA, CA 91109
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
3908 | OVERRIDES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2025

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025 Page 3

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f B] Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 157758
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2025
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) S 501

C Plan sponsor’s name as shown on line 2a of Form 5500
RAYONIER ADVANCED MATERIALS INC.

D Employer Identification Number (EIN)
46-4559529

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

on a separate Schedule A. Individual contracts groupe

d as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
LIFE INSURANCE COMPANY OF NORTH 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
23-1503749 65498 LK0751568 861 01/01/2025 12/31/2025

2 Insurance fee and commission information. Enter the total fees and
descending order of the amount paid.

total commissions paid. Listin line 3 the agents, brokers, and other persons in

(a) Total amount of commissions paid

(b) Total amount of fees paid

0 17342
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ALLIANT INSURANCE SERVICES INC PO BOX 8299
PASADENA, CA 91109
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
17342 | OVERRIDES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2025

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025 Page 3

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e B Temporary disability (accident and sickness)

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

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 585206
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A Insurance Information
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
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RAYONIER ADVANCED MATERIALS INC. 46-4559529
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
AETNA INTERNATIONAL

(©) 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
98-0211470 0000 029944001600125 20 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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

i |:| Stop loss (large deductible) ] D HMO contract

m BI Other (specify) » AGB WORLD TRAVELER

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance
h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 5206
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A Insurance Information
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
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RAYONIER ADVANCED MATERIALS INC. 46-4559529
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
LIFE INSURANCE COMPANY OF NORTH 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
23-1503749 65498 SHD0962458 431 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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025 Page 3

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e B Temporary disability (accident and sickness)

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

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance
h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 5025
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A Insurance Information
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
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RAYONIER ADVANCED MATERIALS INC. 46-4559529
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Information:

(a) Name of insurance carrier
EYEMED VISION CARE

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
43-0949844 71870 10035621001 24 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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025 Page 3

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

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




Schedule A (Form 5500) 2025 Page 4

Part Il

Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental C X 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) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 1115
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A Insurance Information
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
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RAYONIER ADVANCED MATERIALS INC. 46-4559529
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
LIFE INSURANCE COMPANY OF NORTH 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
23-1503749 65498 FMLO751568 1289 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

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



Schedule A (Form 5500) 2025 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025 Page 3

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

i |:| Stop loss (large deductible) ] D HMO contract

m [ Other (specify) » FML ASO BASIC GROUP

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 34435
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) > 501

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

RAYONIER ADVANCED MATERIALS INC.

46-4559529

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
METROPOLITAN LIFE INSURANCE 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
13-5581829 65978 0257160 715 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

21277

1143

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

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

ALLIANT INS SERVICES INC

1125 SANCTUARY PKWY STE 300

ALPHARETTA, GA 30009-7614

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

21277

73

NON-MONETARY COMPENSATION

3

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

ALLIANT INS SERVICES INC

PO BOX 745977
LOS ANGELES, CA 90074-5977

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1064

SUPPLEMENTAL COMPENSATION

3

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

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

ALLIANT INS SERVICES INC 5444 WESTHEIMER RD STE 900
HOUSTON, TX 77056-5306

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
6 | MARKETING FEES 3

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025 Page 3

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 106706
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) > 501

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

RAYONIER ADVANCED MATERIALS INC.

46-4559529

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
METROPOLITAN LIFE INSURANCE 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
13-5581829 65978 0257161 839 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

33977

1782

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

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

ALLIANT INS SERVICES INC

1125 SANCTUARY PKWY STE 300

ALPHARETTA, GA 30009-7614

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

33977

73

NON-MONETARY COMPENSATION

3

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

ALLIANT INS SERVICES INC

PO BOX 745977
LOS ANGELES, CA 90074-5977

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1699

SUPPLEMENTAL COMPENSATION

3

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

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

ALLIANT INS SERVICES INC 5444 WESTHEIMER RD STE 900
HOUSTON, TX 77056-5306

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
10 | MARKETING FEES 3

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025 Page 3

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 170309
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A Insurance Information
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
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RAYONIER ADVANCED MATERIALS INC. 46-4559529
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
FLORIDA BLUE

(©) 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
59-2015694 98167 71-60220 454 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

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



Schedule A (Form 5500) 2025 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025 Page 3

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 14952020
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A Insurance Information
(Form 5500)

Department of the Treasury
Internal Revenue Service

OMB No. 1210-0110
This schedule is required to be filed under section 104 of the
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
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RAYONIER ADVANCED MATERIALS INC. 46-4559529
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

METROPOLITAN GENERAL INSURANCE COMPANY

o En @ [ @ comactor | (€) Aoproxmate ember of Poly orcqiractyer
code identification number policy or contract year (f) From (9) To
22-2342710 39950 9907531 37 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

1164

(b) Total amount of fees paid
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

148

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

AlIS DB EB OP ACCOUNT
PO BOX 745977

LOS ANGELES, CA 90074
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1164 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ALLIANT INS SERVICES INC

1120 SANCTUARY PARKWAY SUITE 300
ALPHARETTA, GA 30009

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

(d) Purpose

73| NON-MONETARY COMPENSATION

(e) Organization code

3

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

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

DRIVER ALLIANT INSURANCE SERVICES 1620 FIFTH AVENUE
SAN DIEGO, CA 92101-2797

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
59 | SUPPLEMENTAL COMPENSATION 3

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

ALLIANT INSURANCE SERVICES INC 3600N CAPITAL OF TEXAS HWY
SUITE B-200
AUSTIN, TX 78746

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
16 | SUPPLEMENTAL COMPENSATION 3

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

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

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

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

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

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




Schedule A (Form 5500) 2025 Page 3

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance
h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 9125
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE 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 Lab: .
Employee Btgr?eafztrsnggczrityaAglr'ninistration 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
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RAYONIER ADVANCED MATERIALS INC. 46-4559529

Part | | Service Provider Information (see instructions)

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

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . ... .......... D Yes B No

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 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




Schedule C (Form 5500) 2025

Page3-[ 1 |

2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation

(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

BLUECROSS BLUE SHIELD OF FLORIDA

59-2015694
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
13 CONTRACT 684488 5053
ADMINISTRATOR Yes No D Yes D No @ Yes D No @
() Enter name and EIN or address (see instructions)
TELUS HEALTH (US) LTD. 250 ROYALL STREET
SUITE 210W
CANTON, MA 02021
52-1883918
(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-.
49 EMPLOYEE 28436
ASSISTANCE PROG Yes D No Yes D No D Yes D No D
() Enter name and EIN or address (see instructions)

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

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

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

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:




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 Security Act of 1974 (ERISA) and

Depariment of the Treasury

Intemal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2025
Department of Labor » Complete all entries in accordance with
) the instructions to the Form 5500,
Pension Beneft Guaranty Corperation This Form is Open to Public
Inspection
[ Part | | Annual Report Identification Infermation
For calendas plan year 2025 or fiscal plan year beginning  ¢1/01/2025 andending 12/31/2025
A This returnireport is for: D a multiemployer plan |:| a multiple-employer plan {Filers checking this box must provide participating
employer information in accordance with the form instructions.)
@ a single-employer plan D a DFE (specify)
B This return/report is: D the first relum/report D the final return/report
[] an amended refumn/report |:| a short plan year return/report ([ess than 12 manths)
C Hihe plan is a collectively-bargained plan, check NEFE. . . .\ v 'ttt ittt et et e e e e e » |:]
D Check box if filing under: E Form 5558 |:| automatic extension |:| the DFVC program
D special extension {enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. ......................... » [:]
| Part i | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN number (PN) » | 501
1c Effective date of plan
07/01/2014
2a Plan sponsor's name (employer, if for a single-employer plan) 2bh Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN}
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 46-4559529
RAYONIER ADVANCED MATERIALS INC. 2c Plan Sponsor’s telephone
number
904-357-9853
1301 RIVERPLACE BLVD. 2d Business code (see
SUITE 2300 instructions)
321900
JACKSONVILLE FL 32207

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 attagchments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, itis true, correct, and complete.

SIGN \@ ><B \_B 7//]/ 0 b|lise Gingras
e ) @ (p— JE 2
Signature of plan admlnlstratorx Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2025)

v. 250312
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3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN
3c Administrator’s telephone
number
4 Ifthe 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 spansor’'s name, EIN, the plan name and the plan number from the last return/report:

a Sponsor's name 4d PN

€ Plan Name
5 Total number of participants at the beginning of the plan year 5 | 1,808
6  Number of parficipants as of the end of the plan year unless otherwise staled (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 ... scsssssssns 6a(1) 1,203

a{2) Total number of active participants at the end of the plan YEar ... 6a(2) 1,292

b Retired or separated participants receiving DENEMIES .......cocoueicriiinies s s s s st 6b 620

C Other retired or separated participants entitled to future Benefits ... s 6c 0

d  Subtotal. Add lines 6a(2), 6B, ANA BC. ...t s e a R e s 6d 1,912

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

f Total. Add lines 6d and 6€. ...........ccccreennece b ARt b e bt 6f

1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
GUTY COMPIELE HIS TIEM) ..rv . 1eescareer e rereeresseeeeessessesrecees s cemsessessesee e secmeeseseesesesessesseseemessessssesemerereesseeresssetreeseeserrerr e g
() Number of participants with account balances as of the end of the plan year {only defined contribution plans
g I DB (e oo oo e e e e T DT T T T DR b e e e T rey e PR e e e e 6a(2
1°g
h Number of participants who terminated employment during the plan year with accrued benefits that were
1835 than 100% VESIEA ...veusesuussiessiiiessisssssscemsissans s ssnsossssssases srsssss s sesssssagsrsesamsseee s ess s s ke s bs st 6h

7  Enter the tofal number of employers obligated to contribute to the plan {only multiemployer plans complete this item)........ 7

8a [|fthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
4A 4B 4D 4E 4F 4H 4L 4Q

9a Plan funding arrangement (check all that apply) 9b Plan benefit arangement (check all that apply)

{1) Insurance (1) Insurance

(2) Code section 412(e)(3) insurance contracts {2} Code section 412(e)(3) insurance contracts

(3 Trust {3} Trust

(4) General assets of the sponsor {4} General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) R (Retirement Plan Information) (1) |:| H (Financial Information)
I (Fi ial | ion —

(2) D MB (Multiempioyer Defined Benefit Plan and Certain Money @ D fmencal information;=Small Plen) 13
Purchase Plan Actuarial Information) - signed by the plan (3} @ A (Insurance information) — Number Attached __ =~
acluary (4} @ C (Service Provider Information)

3} D SB (Single-Em'ployer Defined Benefit Plan Actuarial 5) D D (DFEfParticipating Plan Information)

Information) - signed by the plan actuary
@ [] DCG (ndividual Plan Information) — Number Attached (6} [] 6 (Financial Transaction Schedules)
{5} D MEP (Multiple-Employer Retirement Plan Information)
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[ Partlll | Form M-1 Compliance Information (to be completed by welfare benefit plans)

41a 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) covvvvnrveeescesserenieeses e eees L] YES No

If“Yes" is checked, complete lines 11b and 11¢.

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 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 Fasm M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Intemnal Revenue Service

Department of Laber
Employee Benefits rity Adrmir )

Pension Benefit Guaranty Corporation

Insurance Information

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

P File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit
RAYONTER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) > 501

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

RAYONIER ADVANCED MATERIALS INC.

46-4559529

D Employer Identification Number (EIN)

Part|

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

1 Coverage Information:

{a} Name of insurance carmier

METROPOLTITAN LIFE INSURANCE COMPANY

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

b) EIN . 4 f

) cade identification number pe;ﬁg; g?‘;;e‘gaz: ye;‘:ro (fH From (g) To
13-5581829 65978 0158084 3,417 01/01/2025 12/31/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

0

374

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 commissiens or fees were paid

ALLIANT INS SERVICES INC
PC BOX 745977

LOS ANGELES CA

9C074-5977

{h) Amount of sales and base

Fees and other commissions paid

commissions paid

(c} Amount

(d)} Purpose

(o) Organization code

301

SUPPLEMENTAL COMPENSATION

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

ALLIANT INS SERVICES INC

1125 SANCTUARY PKWY STE 3CO0

ALPHARETTA

GA 3C009-7614

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

{c) Amount

{d) Purpose

(e) Organization code

73

NON-MONETARY COMPENSATION

3

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

Schedule A {Form 5500) 2025
v. 250312



Schedule A (Form 5500) 2025 Page 2 —I |

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

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

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

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

{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 e}

{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
commissicns paid {c) Amount (d) Purpose code

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

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c} Amount (d) Purpose code
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partll | Investment and Annuity Contract Information

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

this report.

4 Current value of plan’s interest under this contract in the general account at year end T —— 4
5 Current value of plan’s interest under this cantract in separate accounts at year end..........coooovrnenociimiiieniennns 5
6 Contracts With Allocated Funds:

a  State the basis of premium rates P

D Premiums Paid t0 CAITIEN ...........ccoeueiesricermsameisessesessesissassessessssemssssssessessesssrnes 6b

¢ Premiums due but unpaid at the end 0f (N YBAN......cccu...vereecuiereeeeeeraescesessssras oo sssress s s sss st ssbssans 6c

d Ifthe carmier, service, or other arganizalion incurred any specific costs in connection with the acquisition or 6d

retention of the contract or policy, enter @MOUNL. ... s e s 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 » D

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

(3) |:| guaranteed investment (4) [] other P

b Balance at the end OF thE PreVIOUS YEAT...........eoveveeeeuereceriemssssssssseesseeseeressasssserssessssessarssessiasanssssssisssessssessissas [ 7b 0
¢ Additions: (1) Contributions deposited during the year .........ccccccoeeeeereeees 7¢c(1)
(2) DIVIdENdS BN CTEAIS ...vcvverveeerurrersreerssrasmsmremsssssnssesssansseesscseses 7¢(2)
(3} Interest credited UANG the YEaT ..o sssensnanens 7¢(3)
(4) Transferred from $eparate ACCOUNL...u.i. e cmiasinsseessescrsesasessearas 7c(4)
(5) Other (SPeCify BEIOW) .c..ceecviciicciiisiisiinens csnsisininene .
»
(B)TOMAl AAAMIONS ........eeooeoeervoeocsaremvas st ssseessie e sssese s ssb st A — 7¢c(6) 0
d Total of balance and additions (add FNES 7B ANG TE(B)). ....orverrmvrvvveereeeeravesmmseessrresosssssseensssseseesssissss s [ 7d 0
@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge Made DY CAITIEN .........eweeereeccsneessssessmssarsarerseeeees |1 E(2)
(3) Transferred to separate account.........ceruv.... “ . 7e(3)
(4) Other (SPECITY DEIOW)Y ...vvverereiereeerersemsamsesiessssss et sssissssnsssssssssscsnsssssnsns 7e(4)
1 4
(5) Total deductions.............. . ees s ea e assses e T — 7¢(5) 0
f Balance at the end of the current year (subtract ling 7e(5) from liNe 7d) ......o.eeweerciiissisismassiiirisessm s | 7f 0
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Part Il | Welfare Benefit Contract Information

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

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

i |:| Stop loss (large deductible) j [] HMO contract k [] PPO contract
m @ Other (specify) PADD

d @ Life insurance

e [ | Temporary disability (accident and sickness)  f | | Long-term disability Supplemental unemployment | [ | Prescription drug
g

F[ ] tndemnity contract

9 Experience-rated contracts:
a Premiums: (1) AMOUNt rECEIVEY .....ccviiimiimmanianini s sisssssssns snesns 9a(1)
(2) Increase (decrease) in amount due bul UNPaId........ccccmeiaiaierieains 9a(2)
(3) Increase (decrease) in unearned Premium reServe ... coeercreaseanies 9a(3)
(4) EBMET (1) + (2) = (3)).covrveeereerenismsssssrssssarsessseemssssssss osesssnseesne e S .l 9a(4) 0
b Benefit charges (1) Claims paid.......... . 9h(1)
(2) Increase {decrease) in Claim reSeIVeS ..........ocweueercernenes 9b(2)
(3) Incurred claims (A0 (1) AN {2)).c.mvveiccerrereceissisimsmsare s s sasssesssesssss bbb s s S  seba st st 9h(3) 0
(A) CIMME CRAIGAA --....... oo ooty smst s essemsasr ey sroe oSS oS HAAC NSS4 TR RS RS TR e S e S AR RS 9b(4)
€ Remainder of premium: (1)} Retention charges {on an accrual basis) --
(B COMIMISSIONS |+=e=rareimsrissesiosssrsmsns seaarasiossraisassasesssismavisaasasssaasss 9c{1)(A)
(B) Administrative service or other fees 9c{1)}{B)
(C) Other specific aCqUISIION COStS ..vvnvvnrrveree 9¢{1){C)
(D) Other @Xpenses ........cco..owwwmreorene . | 9¢{1)(D)
() TAXES ovveovereevoceceretesesensmeessseessmseessss e ssssaesamtatesse st s saaseens 9c{1)(E)
(F) Charges for risks or other contingencies e | 9C(1)(F)
(G) Other retention ChATgES .....u.wmerrmmsrrarmersnesmssresanses 9c(1)(G)
(H) TOIRI TEIBITHON vt vuarveveraresaraesseesrmesassessesssessssessessssssessssecsrenascasrassssssssssnssnssnssnssaresnsinin 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .......c.coe.nee 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) ClAIM TBBBIVES ....ouocvuiemsesressisres assnsssssse masmsssssssss s rivasssssssssssis s b ss a8 saaL S LR S 4R 41 02 s bt R e cesebinn 9d(2)
(3) OtNEI TESEIVES .. vuvivnevurersresscesrraressasssessassessassamsissebs b dath s s 1A S AR A8 AT ER SRS S et s 2 SRS erRemab s e s s e s aas soe s S bbb i m st se e 9d(3)
€ Dividends or retroactive rate refunds due {Do not include amount entered in line 9¢(2).) .......occeenniiniinenes 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription Charges Paid t0 CAMEY ... veewcriimimmnmmmmes s s s res 10a 956,617
b Ifthe carrier, service, or other organization incurred any specific costs in conneclian with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount.......cevseiensees 10b
Specify nature of costs.
[ Partiv | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?...._...... [LYGS @ No

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
of the Treasury This schedule is required to be filed under section 104 of the
Intemal Reverue Service Employee Retirement Income Security Act of 1974 (ERISA). 2025
of Lab
Employee anp';ﬂ?éw,ﬁmmm P File as an attachment to Form §500.
Ipewnakar Fusrifi G evmnky] Somraian ¥ 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

RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

RAYONIER ADVANCED MATERIALS INC. 46-4559529

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

1 Coverage Information:

a) Name of insurance carrier

EYEMED VISION CARE

(e) Approximate number of Policy or contract year
(b) EIN G ot aton Fumber persansicoversd o () From (@ To
pelicy ar contract year 9
43-0949844 71870 10035611001 2,654 01/01/2025 12/31/2025

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

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

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 ofher 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 {¢) Amount {d) Purpose {e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2025

v. 260312
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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 Qrganization
commissions paid (c) Amount {d) Purpose code

(a} Name and address of the agent, broker, or cther person to whom comimissions or fees were paid

Fees and other commissions paid (e)
Amount of sales and base O izati
{(b) Amount o {¢) Amount (d) Purpose el

commissions paid

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

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

{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 o




Schedule A (Form 5500) 2025 Page 3

Part i | Investment and Annuity Contract Information
Where individua! contracts are provided, the entire group of such individuai contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s inferest under this contract in the general account at year end ........cocoeoeveescenieeceessessessneens 4
5 Current value of plan's interest under this contract in separate accounts at Year end.........ccoecereeruerucreerenseressasecssess 5

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

b Premiums paid to carrier 6b

Premiums due but unpaid at the €NA OF the YBAM..........crrmr e e eeieeteess et esss s e e e seassesseraess e 6c

c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 8d
retention of the contract or policy, nter AaMOUNL. ........ .o e e

Specify nature of costs b

8  Type of contract: (1) |:| individual policies 2 D group deferred annuity
3 [:] other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here b D

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

(3 [[] guaranteed investment @ [ other »

b  Balance at the end of the previous year..............umues, [ 7b 0

C  Additions: (1) Contributions depesited during the year
(2) Dividends and Cradits ...........oociiiei it s e sinne
(3} Interest credited during the year ..............
(4} Transferred from separate 8CCOUNL..........ccoeeeirireimreceerine e e r e aeeeenens
(5) Other (SPecify DEIOW) .....couiiiiiiee et et se e e s
»

(BYTOMAI AAIONS .......cvooeeeeeeeeeesesesaesseess e eseess s s s sressas s s et e seemsn e e see s see st e 7¢(6) 0

d Total of balance and additions (add lINeS 7B ANA TEB)). w.vevrvrccceveeresoeereeseeeesessssmeeonsesseeeneeeeseeeeesesemeeseececece | 76 0
€ Deductions:

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

(2) Administration charge made by CAMIET .........coeveeeveereeeeeresseeeeeesee e sseaees 7e(2)

(3) Transferred 10 SEPArate ACCOUNL...........eevevereereceereeeeceeaeeoassese e srseeeeasneees 7e(3)

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

4

(5) Total dedUCHIONS ... vioeicirrriaiiiriiimieieeeseesse e e semsba e s s b s ean et bansmaessassnans
f Balance at the end of the current year (subtract line 7e(5) from line 7d)




Schedule A (Form 5500) 2025 Page 4

Part Il | Welfare Benefit Contract Information

If more than cne 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 purpeses if such contracts are experience-rated as a unit. VWhere contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

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

i D Stop loss (large deductible) i D HMQO contract k [] PPO contract
m [ ] Other (specify) P

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

9 Experience-rated contracts:
a Premiums: (1) Amount received ......covveericrerrans wrerrne e 9a(1)
(2) Increase (decrease) in amount due but UNPaId ...........ccoemerareemrnrnricen 8a(2)
(3) Increase (decrease) in unearned Premium FESEIVE .........cvvereeremeis 9a(3)
O Lt R e L T ) T — | 9a(4) 0
b Benefit charges (1) CIAIMS PAIG.........ccooverotimeereseiriereennesass s esseinne 9b(1)
(2) Increase (decrease) in Claim MESEIVES ........cc.ocev.eieueeeeeeemecesaeee e ienenas 9b(2)
(3) Incurred claims (Add (1) AN {2)..v..covvroroeovrvarrecsrsssesssssssessssssssssessessssseessssseas SO I - - (<)) 0
(4) CIAIMS CHAIGEA ......c.cevieeueeeeereeeecesenisaeee i sensassemtee s eaesssessessassesenss s sesenssassess seseseesensanssesenssasmesarssasaesenasnssenesarene 9b(4)
€ Remainder of premium: (1) Retention charges {cn an accrual basis) -
(A) COMMISSIONS ..vvevveevrirarreresiessresssessesee s sersssieseesessessessnsseesessees s sseses 9¢(1){A)
(B) Administrative service or other fees... e | Sc(1)(B)
(C) Other specific acquisition costs -........ e | Se(1)(C)
(D) Other expenses .... . | Sc(1)(D)
{E) TAXES ..ooverrnceeriee e e | 9c(1)(E)
{F) Charges for risks or other contingencies... e | 9¢(1)(F)
(G) OLher retention ChAMGES ....cvermemeemsnereerssreeseresserseseressmessansamssesrseenns 9c(1)(G)
(H) Total retention.............. e Sc(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.)..u.cviiiiien 9¢(2)
d Status of policyholder reserves at end of year: (1) Ameunt held to provide benefits after retirement............... 9d(1)
(2) CIAIM IESEIVES ..ooeieeieeeeeee e sem e e ee e e e 9d(2)
() (O T B e P e e e R s e RS B P P S Py S P e RS S 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 8¢{2).) ........ccccceeereenenenneee. e
10 Nonexperience-rated contracts:
a Total premiums or SUDSCTPHION ChArges Pt t0 CAITIET. .........c..vvevve e e seeeresessssseserssomsemssasseeresrarsnssessanseserees- 10a 119,591
b Ifthe carfier, service, or other arganization incurred any specific costs in connection with the acquisition or
retention of the confract or policy, other than reported in Part |, line 2 above, report amount............covccevcrrenne 10b
Specify nature of costs.
| Partiv | Provision of Information
11 Did the insurance company fail to pravide any information necessary to complete Schedule A?............. [] Yes @ No

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




SCHEDULE A Insurance Information

OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under seclion 104 of the
Internal Reverue Service Employee Retirement Income Security Act of 1974 (ERISA). 2025
Employse g:np:r::rsrgma::rmmstmon P File as an attachment to Form 5500,

Pension Bensfit Guarnty 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
RAYONTER ADVANCED MATERTALS INC. WELFARE PLAN plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (EIN)
RAYONIER ADVANCED MATERIALS INC. 46-4559529

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

1 Coverage Information:

(@) Name of insurance carrier

NATIONAL UNION FIRE INS. CO. OF PITTSBURGH, PA

{e) Approximate number of Palicy or contract year
{b) EIN (c)whtl’A;IC i dr-.\(r(\it,iﬁg;;:::a:t?r:b == persons covered at end of ® From (@) To
policy or contract year 9
25-0687550 19445 GTP000S144618-B 433 05/01/2025 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) Tofal amount of commissicns paid {b) Total amount of fees paid

8Q7

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

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

ALLIANT INSURANCE SERVICES, INC.
1125 SANCTUARY PARKWAY

SUITE 300
ALPHARETTA GA 30008
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c} Amount {d) Purpose {e) Organization code
807 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d} Purpose {e} Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500} 2025

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

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

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

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

(&) 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 ois

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

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

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

Fees and other commissions paid {e)

(b} Amount of sales and base Organization
commissions paid {¢) Amount (d) Purpose crile




Schedule A (Form 5500) 2025 Page 3

Part I | Investment and Annuity Contract Information

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

this report.
4 Current value of plan's interest under this contract in the general account at year €nd ..........oomeemaisreemciisiesiones 4
5 Current value of plan’s interest under this contract in separate accounts at year end............coovrmrcanianees G 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates 14
D Premiums DI 10 CAITIEF ....ocieveieeeeceesemcosreetee e eeeecsssessesassaemsasseesses s ee st st senaseasasssnssesesssssensmasenssasssssss remsesssnssssens 6b
€ Premiums due but unpaid at the end 0f the YEar...... ... s e e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or &d
retention of the contract or policy, 8nter AMOUNL. ... s st
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 > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) [l deposit administration 2) [] immediate participation guarantee
3) |_—_| guaranteed investment (4) D other P
D Balance at e end Of e PrEVIOUS YEAT..........ccocuerresmammecescemassasesseiesssreessmesenseesseresseressecsemseesseseesasssseseessseccessrss | 7b
C  Additions: (1) Contributions deposited during the Year .........ccoo.veeeerrerrenes 7c(1)
(2) Dividends and credits - | 7¢(2)
(3} Interest credited during the year e | TC(3)
(4) Transferred from separate account veee | TC(4)
(5) Other (specify below) .. veee | 7C(5)
4
(B)TOMAl AATIONS ....ee.eeveeereeeaserre e saereasnase s e sasen s ssesa s sesner s e s s sss e s st a e st it s ass s ss e e ssensemacs 7¢(6)
d Total of balance and additions (add liNEs 7B ANd TC(B)). ....eveuereaerieereeresiaearasrensse e sees st seeeseseseresesesenesrecsenie [ 7d
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7e(2)
(3) Transferred to separate account, e | 7€(3)
(4) Other (specify below) ... . ST S S 7e(4)
| 4
(5) TORAL ARAUCHONS ...t veerasamesnssiesesssesassessessssssesses s ssssene st seas 4 asse e b e oot n bbb et s ser s rsereee 7e(5)
f Balance at the end of the current yaar (subtract line 7e(5) from line 7d) .............. I N I 7f




Schedule A (Form 5500) 2025 Page 4

Part Il | Welfare Benefit Contract Information

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

If mare 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 purpases if such contracts are experience-rated as a unit. Where contracts cover individual

8 Benefit and contract type (check all applicable boxes)

a D Health {other than dental or visfon) b D Denltal c D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supptemental unempioyment  h I:] Prescription drug
i [ ] Stop loss (large deductible) i [] HMO contract k[] PPO contract I[] indemnity contract

m [] Other (specify) PACCIDENTAL DEATH AND DISMEMBERMENT

9 Experience-rated contracts:

@ Premiums: (1) AMOUNE TECEIVED ...vivcerrrmesreseserssensesiasessiises masssssssssssssessessanne 9a(1)
(2) Increase (decrease) in amount due but UNPaId...........cccceeerreerrirrenenens 9a(2)
(3) Increase (decrease) in unearned Premium TESEIVE .......vcuvrereiivresenens 9a(3)
(4) Earned ({1) + (2) - (3))-verrerermreveeerrcserrnnennn ettt et e et et S—— | 9a(4) 0
b Benefit charges (1) CIAIMS PAIG. ..ot renierimaseneansanes 9b(1)
(2) Increase (decrease) i claim MESEIVES ..........c..cceveeevuemreieeseece e e 9b(2)
(3) INCUEd CIZIMS {(BUH (1) MU {2))-ererererreeiereieiaiotiemiesesaesesssssessesnssscbs s reaesss st st sess aeaseas e e sessesebsnasesasasssena 9b(3) 0
(4) CIAIMS CHATGEM ..ot iuemeueceeeeie e seascie e iesesseeass e emeaemsassesaes s st semss st seeans L aes 2o teea e semeaessaarerassee s ses s reanasansneesson 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
(LG OIS BICNIS essisiervsissrsiss i e E oS es oS HaweEes 9c(1){A)
(B) Administrative service or other fees... v | Sc(1)(B)
(C) Other specific acquisition costs ..... e | 82(1)(C)
(D) OthET EXPENSES ...ovorerevreerievesrseesssssssseeesessssseseessssenes e | 9e(1)(D)
(E) Taxes . . e reee s . e | 9c(INE)
(F) Charges for risks or other contingencies........ouwes e | 9e(1)(F)
(G) Other retention CHATGES .......ccevvueveresieereesesressseressemssssseasasnsssrenens 9c(1)(G)
{H) Total retention.............. e e 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited) ... 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
{2) ClBIIMN TBSBIVES .....c.coeemeemicmeueeaeieeireceseseseeeemessssaese st seeasseseseeiesren s emssmmserasmas e e sesss s emene e e mssmserneedemen bbb e s bsban 9d(2)
(B O L o LT e e e e P P S PP Py T N e e e e e 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 86£2).) .....ccoovveceerreceenccnnenne e
10 Nonexperience-rated contracts:
a  Total premiums or SUbSCHption ChArges Paid t0 CAMIET . .......vurr.vveeeeeeeeereeaessessesass e seeseesserees s sessmararsessesemeesens 10a 5,377
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...........cevercveeene 10b
Specify nature of costs.

| PartlV | Provision of Information

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

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




SCHEDULE A
(Form 5500)

Department of the Treasury
[nternal Reverue Service

Department of Labor
Employes Benafits Security Adminisiration

Pension Benefit Guaranty Gorporation

Insurance Information

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

P File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) > 501

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

RAYONIER ADVANCED MATERIALS INC.

D Employer ldentification Number (EIN)

46-4559529

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on aseparate Schedule A. Individual contracts grouped as a unit in Parts Il and 1lI can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance cairier

LIFE INSURANCE COMPANY OF NORTH AMERICA

" (c) NAIC (d) Contract or {e} Appruxlmated numbgr (;f Policy or contract year
z 4 - persons covered at end o
code identification number policy or contract year {f) From {g} To
23-150374¢S 65498 LK0964135 768 01/01/2025 12/31/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

{b) Total amount of fees paid

0

3,908

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

ALLTANT INSURANCE SERVICES INC

PO BOX 8289
PASADENA 91109
(b) Amount of sales and base Fees and other commissions paid
commissions paid {¢) Amount {d) Purpose (e) Organization code
OVERRIDES
3,908 3

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

Fees and other commissions paid

{b) Amount of sales and base

commissions paid

{c) Amount

{d) Purpose

{e} Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form $500.

Schedule A (Form 5§500) 2025
V. 250312
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{a} Name and address of the agent, broker, or other person fo whom commissions or fees were paid

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

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

Fees and ather commissians paid (e)
b) Amount of sales and base Organization
(0) (€) Amount () Purpose g

commissions paid

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

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

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

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

{a) Name and address of the agent, broker, or other person to 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 ol




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 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 ... oveiciiinnesinieesennennns o4
5 Current value of plan’s interest under this contract in separate accounts at year end.........c...oeeeerrerviosmesnsssssssnssnenn: 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAIMIEE .....o—we. . reeeumsmsesssseeeesasessseses cessesssessesssssssssssssasssssseremeee 6b
C  Premiums due but UNPaid at 1e ©Nd Of TN YEA......uur.iieuuseresesceaieriseesserssserrmeeensssssssmieesassass s st eassssnassnsas 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or sd
retention of the contract or policy, Enter AMOUNL ... s b s
Specify nature of costs P
e Type of contract: (1) D individual policies (2 |:| group deferred annuity
3 [] other (specify) P
f if contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > I:l
7 Contracts With Unallocated Funds (Do not include portions of these conlracts maintained in separate accounts)
a Type of contract: (1) D deposit administration 2) D immediate participation guarantee
3 D guaranteed investment (4) D other P
b Balance at the @nd Of the PrEVIOUS YEAN........c.....owseisreeseessarsssarsccss seisssssmssssssseaiessasssssssssessssssasies e cs i sasasssssasensess 7b 0
¢ Additions: (1) Contributions deposited during the year ..............ccoeeeereennes 7c(1)
(2) Dividends and credits............ceomenie s
(3) Interest credited during the year
(4) Transferred from separate 8CCOUNT. ..o iisiimis i sessrnsnsasnns: 7¢c(4)
(5) Other (SPecify bEIOW) ......cvvimmsrrnrrinns SO 7¢(5)
>
(B)TOMEI AAGIONS c.1vveerurseviessnsssesennesseesssssssssrssssosesssesssesssems s e scs e bra s RR S Sastss e R R bR s 7¢(6) 0
d Total of balance and additions (2dd NES 78 ANG 7B} .uuuuurererrrerereusrsoessmmssssamsesscseseresrssssss s seserssseeseesee [ 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carrier ....... i 7e(2)
(3) Transferred to separate account............ - | 7e(3)
(4) Other (SPEGITY BRIOE) «.u.vueeressricsincsmssmssssssssiseases esssssinsssssassssrsersssns sanses 7e(4)
»
(5) Total dedUCHONS .......cevvecuriarsceirnrie st nses rossaeenes 0
f Balance at the end of the current year {subtract line 7e(8) from line 7d) ........coceneiiicniiinnssnimrcne i 0




Schedule A {(Form 5500) 2025 Page 4

Part ll | Welfare Benefit Contract Information

1f 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 [I Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f @ Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i |:| Stop loss (large deductible) j D HMO contract kl:l PPO contract ID Indemnity contract

m [ ] Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNt rECBIVED ....occrienraiisiimimimsimrmessesrssssssses e o csesns 9a(1)
(2) Increase (decrease) in amount due but Unpaid.......c.oeiemrereiecineniennnes 9a(2)
(3) Increase (decrease) in unearned Premium reServe ... uuresinnins 9a(3)
(4 EBITHBTT1]+ (2 ~ EBN)xxeesartsseseosesstsse555s55s5 s s 53 s s s s s | 9a(4) 0
b Benefit charges (1) Claims Paif.......cceeereeereeririmminssmsmmmmsresssissssssnssons 9h(1)
(2) Increase (decrease) in Clalm FESEIVES ... icerciesrcrcimsnrsnmarsssase s 8h(2)
(3) Incurred claims (add {1} and (2))...cccveveeennes . 8h(3) 0
(4) ClAIMS CNAIGEM o.euvvvecerrcanemsres e reess s rs s e bR s b et e 9b(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ouvevumrecsceremsesinsinssnsasnass s msmesasssssssssss srnsssioe s ssnisons 9c(14A)
(B) Administrative service or other fees ........ovmeeeivrcviinninienie 9c(1XB)
(C) Other specific acquisition costs et 9c(1}(C)
(D) OET @XDENSES ..vvvvvveemrerrsseresreroereseesesssessssmmssmssesessessssssssssssasssssess Sc(1)}(D)
(E) Taxes.... 9c(1)(E)
(F) Charges for risks or other contingencies ... | 9e(1XF)
(G) OLher retention CHAIGES ..uueunrevsusseresrevesesssssseraeseseens . | 9c(IXG)
(H) Total retention ........ccc... O e e 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.)....ccoennennen. 9¢(2)
d Status of policyholder reserves at end of year: {1) Amount held to provide benefits after retirement............... 9d(1)
(2) Claim reSEIVES .-..coermreer e seissssmrssassrsassias e e e T R R SR 9d(2)
(3) Other reserves. ......cee.on e T TR RS S ARSI 9d(3)
€ Dividends or retroactive rate refunds due, (Do nat include amount entered in line 9¢(2).) ...ooooeeevivcreecsnens e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAME.....u.viriierisessisss i s 10a 157,758
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, ine 2 above, report amount........eeieueernnnns 10b
Specify nature of casts.

[ PartIlv | Provision of Information 7
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. [] ves [l 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 Revenuo Service Employee Retirement income Security Act of 1974 (ERISA). 2025
fLab
Employes S:rp:ﬁr?:g‘oxmy Azrrrdnisu'eﬁon » File as an attachment to Form 5500.
e » 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 andending 12/31/2025
A Name of plan B Three-digit
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (N) > 501
C Plan sponsor's name as shown on line 2a of Farm 5500 D Employer ldentification Number (EIN)
RAYONIER ADVANCED MATERIALS INC. 46-4559529

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 |If can be reported on a single Schedule A.

1 Coverage information:

{a) Name of insurance carrier

LIFE TNSURANCE COMPANY OF NORTH AMERICA

T A I T ey e
policy or contract year o
23-1503749 65498 LKO0751568 861 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

17,342

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

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

ALLIANT INSURANCE SERVICES INC

PO BOX 8299
PASADENA CA 51109
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organization code
OVERRIDES
17,342 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 {¢) Amount {d) Purpose {e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule A (Form §500) 2025

V. 250312



Schedule A (Form 5500) 2025 Page 2 - | |

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

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
(2) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid {e)
{b) Amount of sales and base QOrganization
commissions paid (c) Amount (d) Purpose code

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

Fees and other commissions paid (e}
(b} Amount of sales and base QOrganization
commiissions paid {c) Amount __(d) Pupose 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)
{h) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other persan to whom commissions or fees were paid
Fees and other commissions paid ()
{b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose code




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 carrier may be trealed 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 ........evavicicne e 4
5 Current value of plan's interest under this contract in separate accounts at yearend.........coeeeienere 5
6 Contracts With Allacated Funds:
a State the basis of premium rates »
b Premiums paid to carmier ............... R R e R I —— 6b
C  Premiums due but unpaid at the end of the YEaI.........c.orruuereireerreiie s sss sssass s sasssass s 6¢c
d if the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount. ... o
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, ta distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contrack: Q) D deposit administration 2) D immediate participation guarantee
1)) D guaranteed investment 4) D other P
B Balance at the end OF tNE PreVIOUS YOAT................oooooooovooseveesssseas sesseesseseseasserseesssssnsesssssssssssessesseresss s sssssesssssss [ 7b 0
C  Additions: (1) Contributions deposited during the year .........cowerniereens Tc(1)
(2) Dividends and credits ..........vueene
(3) Interest credited during the year ..
(4) Transferred from separate account
(5) Other (SPesify DEIOW) ..o e e
b
(6)TOtal AAUIIONS 1vvvveveeseresereeresiesmssessssnsssasemmesssssssasssersnes o o 7¢(6) 0
d Total of balance and additions (add iNes 7H ANA TE(B)). ........ccorrwrescemsrsresemereeseersssssneseessssssssissieserssssseeee | 10 0
€ Deductions:
(1) Disbursed from fund to pay benefils or purchase annuities during year 7e(1)
(2) Administration charge made by carier ..... e | 7€(2)
(3) Transferred to SEPATAte ACCOUNE ... _.....cumiercuemieraresessasens s srnaas 7e(3)
(4) Other (SPECIfY DRIOW) .....vvvevoevccrceccniscscemssasss oo s assss s 7e(4)
»
(5) TOMA! AEAUCHONS ....v..veveo s easse et esssees e ess st sast e s s bR 1181 bR s st s as et 7e(5) 0
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..........ccoveoirisessemsemimiesismemssnisnes [ 7f 0




Schedule A (Form 5500) 2025

Page 4

Part lll | Welfare Benefit Contract information

I more than one contract covers the same group of employees of the same employer(s) or members of the same employee crganizations(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 [] Life insurance
g D Supplemental unemployment  h D Prescription drug

f [] Long-term disability
§ [] HMO contract

e [X| Temporary disability (accident and sickness)
i [l Stop loss (large deductible)
m D Other (specify) P

[ 4 [] PPO contract

ID Indemnity contract

9 Experience-rated contracts:
A Premiums; (1) AMOUNE rECRIVET ... ivirieceerinieireriirnsmsre e emssass e aaseeae 9a(1)
(2) Increase (decrease) in amount due but unpaid. ..........ccoemmneeicrneennns 9a(2)
(3) Increase (decrease) in unearned premium reserve ...........o.oeeveeeees 9a(3)
(4 EBINEU (1) (2) = () evrermersereeorsmsreessserssseoesees e esseseses s s gt e smssessissnssss oo | 9a(4) 0
b Benefit charges (1) Claims Paid.........cuerserermeressemesenesmscssmsmmisass sassasess 9h{1)
(2) Increase (decrease) in ClaiMm reSEIVes ............wmnenisnnsseasseseseess 9b(2)
(3) Incurred claims (AAd (1) ANG {2)} e rescrsmmmmerimeseersasissssssinsisamiassass s serssssess sissssssmassssasssssesrossinssassssssssasssnasees 9b(3) 0
(4) Claims charged ...c.cc.-..... T, 9h(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
{A) COMMISSIONS t1ruiveirrireemrrssesassessss resssscsssssssssasassaresaectessmssnsnssnsans 9c{1)(A)
(B) Administrative service or other fees......... gc{1)(B}
(C) Other specific acquisition costs ..... . 9c{1)}(C)
(D) OINET @XPENSES ..o rreeeieeee s sssrssssssesesssossesssssessssmesesssresessees 9¢(1}{D}
(E) TAXES .ovvreveevoeremrsesemsesssessessasnenessnsseninnes 9c{1)(E)
(F) Charges for risks or other contingencies... . | Sc(INF)
(G) OHEr rEIENtION CHAMGES ...vovvereevvseremssrssessesessereeess e seseessssseseanes 9c(1)(G)
(H) TOAI FEEIHOM. 1--. cerveveeseeeremsmmresser s searssrec st samsresssss s sae s sas st abb s s sasn e ees 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were[] paid in cash, or[l credited.) ........coinne 9¢(2)
d Status of policyholder reserves at end of year; (1) Amount held to provide benefits after retirement.............. 9d(1)
(2) Claim reserves .. TPty ri e S 9d(2)
(3) Other reserves... s eseraesnees et er e aenrenn s 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 8¢{2).) .....cocoeereveeiiccncnncn. e
10 Nonexperiencerated contracts:
a Total premiums or subscription charges Paid t0 CAMIBT...uririer st e 10a 585,206
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 1, line 2 above, report amount..........ineees 10b
Specify nature of costs.

| Partlv | Provision of Information

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

[1 ves

@No

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




SCHEDULE A
(Form 5500}

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Securily Administration

Pensicn Benefit Guaranty Corporation

Insurance Information

OMB No, 1210-0110

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

» File as an attachment to Form 5500.

2025

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

This Form is Open to Public

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
RAYONTER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) S 501

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

RAYONIER ADVANCED MATERIALS INC.

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

Part |

46-4559529

D Employer ldentification Number (EIN)

1 Coverage Information:

(a) Name of insurance carrier

AETNA INTERNATIONAL

{e) Approximate number of Palicy or contract year
men | e | @ o o st end o e
policy or contract year ® 9)
98-0211470 0000 029944001600125 20 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

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

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

Fees and other commissions paid

{b} Amount of sales and base
commissions paid

{c) Amount {d) Purpose

{e} Organization code

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

Fees and other commissions paid

{b) Amount of sales and base
commissions paid

{¢) 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 Page 2 — | |

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

Fees and other commissions paid (e)
(b} Amount of sales and base QOrganization
commissions paid (c) Amount {(d) Purpose code
(2} Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (a)
{b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose code

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

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

commissions paid

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

Fees and other commissions paid {e)
{b) Amount of sales and base Organizatton
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 (€} Amouint (d) Purpose code




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 carrier may be treated as a unit for purposes of

this report.

4 Gurrent value of plan's interest under this contract in the general account at year end ..o, 4
5 Current value of plan’s interest under this contract in separate accounts at year end..........cooveveienvsrs i 5
© Contracts With Allocated Funds:

a  State the basis of premium rates P

D Premiums Paith 0 CRITIET ...uuuueeseeseceessereeerseeessesanreaseassmrsesasessesscassessseaseassassassssssamsesse st sbas e sessssasnsssssn ot sesssssssssases 6b

€ Premiums due but unpaid at the end of BHE Y@M .o.enreveresseeeeosesceerseesss s e ss e s bRt s 6¢c

d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d

retention of the contract or policy, enter aMOUNT. ... s s s et s

Specify nature of costs P

e Type of contract: (1) I:l individual policies @) 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 » Il

7 Contracts With Unallocated Funds (Do not include portions of these coniracts maintained in separate accounts)
a Typeofcontract: (1) D deposit administration @ D immediate participation guarantee

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

b Balance at the end of the previous year

¢ Additions: (1) Contributions deposited during the Year ...............eunnn. 7c(1)
(2) DIVIAENGS AN OTEGIS 1revvvrescvereeeereeresees e s seesmseeresrenronee 7¢(2)
(3) Interest credited dUrNG the YBar .............ew.ereeereeieeeseemssseesserseens 7¢(3)
(4) Transferred from separate account..... et anee 7c(4)
(5) Oter (SPECHY DEIOW) ... - creereciniseeeeaccaessssssesren s sseaess e seessninsasasnasans 7¢(5)
>
(B) TOtA] AUMIIONS 1. iivveensrrrreses s st bbb e bbb S pa s h s se ettt shsa e ra b s d 20 d e SR e

d Total of balance and additions (add lines 7b and 7¢(8)).

€ Deductions:

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

(2) Administration charge made by Cartier .........ovvmreinsineienenns 7e(2)

(3) Transferred to SEParate aCCOUNL.............c.oceiesmereriissnsses s esnsssessniens 7e(3)

{4) Oher (SPECIY DEIOW) cu.ereereeeerseeoemeeeaiccacrssceesaseseseee e sssesesseseesssemsenssnies 7e(4)

4

(5) TOtAl ABAUCHIONS ...ttt in e e e s b s sh e s b b e s

f Balance at the end of the current year {subtract line 7{5} from line 7d} ........ceouccreovicimiinrmmrinsessiciseaiens T |




Schedule A (Form 5500) 2025 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [] Other (specify) PAGB WORLD TRAVELER

9 Experience-rated coniracts:
a Premiums: (1) AMOUNt reCRIVEA .....ooveoicerimmieimisnicnnincsssais s s sesssassassacsnas 9a{1)
{2) Increase (decrease) in amount due but unNPaid.........ewenememresesarans 9a{2)
(3) Increase (decrease) in unearned pPremium rESeVe ... Sa{3)
(4) EAINEU (1) + (2) = (3))-suuusersiessursemserssssssssssssessanssesisssssasassssssssssssasssseseresssssssssassgromgasessassscsesssssoosessssssossssssas | 9a(a) 0
b Benefit charges (1) Claims Pait..........c...oeueeemremreeesreriesmesseneereesessenssenens 9b(1)
{2) Increase (decrease) in ClaiMm reSErVESs .........c.o.vocveeesieciecccncsiiann 9b(2)
(3) Incurred claims (add (1) and (2)) TR PO P S 9h(3) 0
{4) ClAIMS CRANGE .........ccceomeeereree macoererensesamssassassensnss bessaessastsssmsasmsIns s 1assanss SrERS IEaTeERRIESP RIS SRR RIS OSSR EIISS FaaRRES P 000 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
{A) COMMUSSIONS w.vnvevemeerseeesiesessscseiserasssesssss s sssssassasssesssnssamnsseassos 9c(1}{A)
(B) Administrative SErvice or Other fEeS......cuumimmiemmircne e ieeeeenas 9c(1)}(B)
(C) Other SPecific ACQUISIION COSES ...ovvvmvveeereoereeereneaeeseoeene .. | 8e{1}C}
(D) OHGE EXPENSBS <evvrereveeeee s ereersereeesserssesssssneseeseesssresssssnsssasnssns 9c¢(1)(D)
(E) TEXES cvvvveeeoeeeers oo ecssssensesssesessessnssesssssssmeesssasiesssssenssessesennses 9c({1)(E)
(F} Charges for risks or other contingencies..........ceccccveiiiimmimninnnianies gc{1)(F)
(G) Other retention Charges ..o 9c{1)(G)
(H) TOIAE FEIRNTION. coau et ivcrvii et essssiasesrersesebsssabesasimasesessesemescaeea e s easrensas st s e srmsne s sae e banssennamaseassasenssrensans | 8c¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were[] paid in cash, orD [o11=Te [} 1o 8 J—— 9¢(2)
¢ Status of policyholder reserves at end of year: (1) Amount held to provide benefits after refirement............... 9d(1)
{2) Claim rBSEIVES ......coeeeereeeceeeeeeseisesreresememains s asmssmennsnsmasansimsr it ath 9d(2)
(3) Other reserves.... . e R e et aees 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 8¢(2).) ........ccooccanniinnnne. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid {0 CAITIEN. ... .....ccc..cesveereereerenrresesseessseeesenisinse 10a 5,206
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..........cccevueveeeicnne 10b
Specify nature of costs.
| Partlv | Provision of Information
11 Did the insurance company fail to provide any information necessary 1o complete Schedule A?............. D Yes @ No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Intemal Revenue Service

Department of Labor
Employee Benefils Security Administraticn

Pension Benefit Guaranty Corperation

Insurance Information

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

) File as an attachment to Form §500.

» Insurance companies are required to provide the information

OMB No, 1210-0110

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit
RAYONTER ADVANCED MATERIALS INC. WELFARE PLAN plan number PN) > 501

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

RAYONIFR ADVANCED MATERIALS INC.

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 !l can be reported on a single Schedule A.

Part |

46-4559528

D Employer Identification Number (EIN)

1 Coverage Information:

{a) Name of insurance carrier

LIFE INSURANCE COMPANY OF NORTH AMERICA

(b) EIN i £ (onrectioy O toavaredladleeaied e
code identification number o (f) From {g) To
policy or contract year
23-1503749 65498 SHD(C962458 431 01/01/2025 12/31/2025

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

{a) Total amount of commissions paid

(b) Total amount of fees paid

3 Persans receiving commissions and fees. {Compiete 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

commi

Fees and other commissions paid

ssions 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
commissions paid

Fees and other commissions paid

() Amount

(d} Purpose

{e) Organizalion code

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

Schedule A (Form 5500) 2025

v. 250312



Schedule A (Form 5500) 2025 Page 2 —| |

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

(5) A ¢ of sal i Fees and other commissicns paid ()
mount of sales and base QOrganization
commissions paid {c) Amount (d) Purpose cods

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

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

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

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

commissions paid

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

Fees and other commissions paid {e)
{b) Amount of sales and base QGrganization
commissions paid (e) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid {e)
(b} Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2025

Page 3

Partll | Investment and Annuity Contract Information

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..., 4
5 Current value of plan's interest under this contracl in separate accounts at year end............vevinssnsns s 5
6 Contracis With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAITIET ...ummseeesiorscimieniessses i sinscsssssserssssssrsaas e oosess s seasessnsssssssines 6b
C  Premiums due but unpaid at the end 0f the Year. ... s 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 8d
retention of the contract or policy, enter @MOUNL. ...
Specify nature of costs P
e Typeofcontract: (1) |:| individual policies 2 [] group deferred annuity
(3) D other (specify) P
f

If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > ﬂ

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

a Type of contract: ) |:| deposit administration 2) D immediate participation guarantee
3) D guaranteed investment 4) D other P
b Balance at the end Of the PreVIOUS YBAN........cov.ws.sirissee eesseseessisst sesssessses s ssssesisssmss s sssssasss eassossassssaesss s siss [ 7b 0
C Additions: (1) Contributions deposited during the Year ..............ccvnmunnen: 7c(1)
(2) DIVIAENDS BN CIEUIS cevvvorereerrireasessensssmssssssensscssmaesssssssssssssessessasens 7¢(2)
(3) interest credited AUrNG te YEAT ............cveruereccierecsssenseseessre s asenssaanes 7¢(3)
(4) Transferred from separate ACCOUNL............ccwecremsmimrimsreesaisssmmesresersasaases 7c(4)
(5) Other (SPECHY DRIOW) ...ccuceerverereeeeeereese s cecscsissssnssesrmsessssas s s s essssansas 7¢(5)
»
(B)TOL! AUUIIONS ..o oo ssssesssssss s esssssis s s R — 7¢(6) 0
d Total of balance and additions (add INES 7H AN TE(B)). w.eurererrrnrrereercicerimnimsmsiscass s esies s ses et s sens st eis [ 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge Made DY CAITIEr ..........ceerrererrevcarevcecsisnssareessennnes 7e(2)
(3) Transferred to SEPArate ACCOUNE.........cew..viuereurareuseesreeccsssassnssseasesssrennen 7e(3)
(4) Other (SPECIfY DEIOW) .....vvvercmeeeecureeiescmsenrsescseesasre e emsasrnsnmiaessress s snae e 7e(4)
4
(5) TOLAI AEAUTHIONS vvrvvveeveeeceeseeveeeereessseesssseessssssssssessssssssmssns et sessssssssesssssessassesssssssssssssessassesses 7e(5) 0

f

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




Schedule A (Form 5500) 2025 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

9 Experience-rated contracts:

a Premiums; {1) AMOunt reCeIiVed ........ccuumuniiioiimsse s ssasias a1}
(2) Increase (decrease) in amount dug but UNPaid...........cimeanasinienns 9a(2)
(3) Increase (decrease) in unearned Premium rESEIVE ......ccmimmrimrersearasenns 9a(3)
(4) EQINEU ([1) + (2) = (B))-u-eevvessseseseresuressesessosseseeessssees oo ssesess s s s oo e s st e | 9a(a) 0
b Benefit charges (1) Claims Paid..........ccoeruerveeoreccrsmismmennssmssecsmaseseasssnsene 9b(1)
(2) Increase (decrease) in Claim rESEIVES ............ccocureeurreresreeee e siainns 9b(2)
(3) Incurred claims (add (1) 8Nd {2)).....vrmrereermirsscnmiisesirn s srssseseees it 9b(3) G
o Y, a7 ) T P e e 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMUSSIONS ..eovvevveiseraareniesssiesinisssentessensiamssesessessassssmsaar s ssmsenes 9¢{1){A)
(B) Administrative service or OIher fE8S .........eeeeieruricerenrcrerenvecens 9¢{1)(B)
(C) Other SPECific ACGUISIION COSES .......rvvvvvoeeeeeesssesrmmseeeeseansssseens 9c(1)(C)
(D) Other expenses ........ JES 9c(1)(D)
() TAXES coovoovevoevveossensevseeesssssscesssnessss s ssssmssesanss s sssssassssss s sessens 9c(1)E)
(F) Charges for risks or Other CONtiNGENCIES........ervererreererressmarsesenns 9c(1){F)
(G) Other retention charges 9c(1)(G)
(H) TOIAI TEIBNHON covv.vevvvenvuemserseeesssianesesssssssessessssassmsssisarssessasss romricisscsscssenssmssasassassssesensemmsess sbssssssssscinsanis 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or I:I credited.).....ovureee e 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) CHAIM FESEIVES ....o..ceoterivecsrismimsrasesiesesssnsisssssse ssesssssssessssessbesssa sssstsss s ssssaaten s drassssaresssssnsanasssasssssesessesrarasnns 9d(2)
() O IO D BTVES R ucneconsrassnsenrs o mmmen ataseas Frsh o e e e 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered iNENE 8C(2).) uveereeeenieceerieriinnns 9e
10 Nonexperience-raled contracts:
a  Total premiums or subscription charges pald t0 CAMIET.........c.wemevceeriscmmmsnmsisns e sces s s snssssesssssnssssssssssssssasnns 10a 5,025
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........cuvewiesen 10b

Specify nature of costs.

| PartIlV | Provision of Information

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

D Yes

@No

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




SCHEDULE A i
Insurance Information T —
{(Form 5500}
Department of the Treasury This schedule is required 1o be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2025
Employee g;l::m“? §%bﬁ$nmmm » File as an attachment to Form §500.
Ransion Beneiit Guaraity Caportion » 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
RAYONTER ADVANCED MATERIALS INC. WELFARE PLAN i nuimbec (P » 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
RAYONIER ADVANCED MATERIALS TNC. 46-4553529

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 |1l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

EYEMED VISICN CARE

(b) EIN {c) NAIC {d) Contract or (e) Approximatednutmbgr c;f Policy or contract year
persons covered at end o
code identification number policy or contract year {f From (g) To
43-0949844 71870 10035621001 24 01/01/2025 12/31/2025

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

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

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 commigsicns 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) 2026

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

Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions paid {¢) Amount {d} Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid {€) Amount {d} Purpose code
{a} Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and base 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 oy




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 carrier may be treated as a unit for purposes of
this report.
4 Current value of plan's interest under this contract in the general account at yearend ... viiviisiereiss s 4
5 Current value of plan's interest under this contract in separate accounts al year end.... 5
© Contracts With Allocated Funds:
a Slate the basis of premium rates »
D PrEmiUmMS PAIH 10 CAITIET ...orevveureeerrreeesoeeressseasessmsssssssssssees sesiesesss sassssessssssasasiesssssssssssssnsssassneses 6b
C  Premiums due but unpaid at the end of the year..........cceveveuenrnni 6c
d If the carrier, service, or other organization incurred any specific costs in connechon with the aoquusmon or &6d
retention of the contract or policy, €nter @MOUNL. ... s s
Specify nature of costs P
e Type of contract: (1) D individual policies (2) [] group deferred annuity

@ [] other (specifyy  »

f  If contract purchased, in whole orin part, to distribute benefits from a terminating plan, check here

> []

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

a Type of contract: (2} D immediate participation guarantee

@ [] other »

(1) [] deposit administration
{3) D guaranteed investment

b Balance at the end of the previous year

¢  Additions: (1) Contributions deposited during the year

(2) Dividends and credits........cc.ce........

(3) Interest credited during the YBar ...t

(4) Transferred from separate account

(5) Other (specify balow) ...

»

(B) TOLA AAUIIONS ... 1eseersseassicsssessmrs i ssserersesvsease st s b e s s b s bbb s as e S SRS S hA S h b st rs
d Total of balance and additions {add lines 7b and 7¢(6)). .........

e Deductions:

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

(2) Administration charge made by carrier ..

(3) Transferred to separate account............ccc..c.......

(4) Other (specify below)

»

(5) TOtAl AEAUCHONS . _...ooeieeeeee et s s
f Balance at the end of the current year (subtract line 7e(5) from line 7d)
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Page 4

Part Il

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

8 Benefit and contract type (check all applicable boxes)
a [ | Health (other than dental or vision)

e [] Temporary disabiltty (accident and sickness)
i D Stop loss (large deductible)
m [ ] Otner (specify) P

b D Dental
f I:] Long-term disability
i [] HMO contract

Cc E Vision

k |:| PPO contract

d D Life insurance
Y] |:| Supplemental unemployment  h D Prescription drug

l [] Indemnity centract

9 Experience-rated contracts:

a Premiums: (1) Amount received ... sre s 9a(1)
(2) Increase (decrease) in amount due but Unpaid.........ccmiieens 9a(2)
(3) Increase (decrease) in uneamed Premium resenve .........oeoeieeenn 9a(3)
(8) EBMEU (1) + (2) = {3))--eeusvsssssssesesssemsssmsessessssesses s sseeassssessssossss oo e sssssssssssssares e | eaq) 0
b Benefit charges (1) Claims Paid.........cooc.eccoiisirconimmmensonmsrmsneseresssnn 9b(1)
(2) Increase (decrease) in Claim rESEIVES ......cccc.veccvmceeucecsi s 9b(2)
(3) Incurred claims (A {1) AN (2))....ccoevomevrsimisimmis e e 9b(3) 0
(4) ClAIMS CIAFGED «..oeocececeeeeemecerr e cesirnrssas e er e ssas st as 1 sebe bbb A bbb £ HT 2 b bR RS040 S et ne e es i e Sh(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) -
ot T T ] L e Sc(1)}(A)
(B) Administrative service or other fees.........covevrimvcrrccviinisios 9c(1)(B)
(C) Other Specific ACGUISIHION COSES ... emcmeereeseareuenrersereseassereecnares 9¢{1)(C)
(D) OHHEr @XPENSES .......eceoernreeesssressssssseesemsmaeesamesssesrssamsmssonessscssneses 9¢(1)(D)
(E) TAXES ..ooovererreere oo reasssssseessesssnss s s messsssssnsesinns 9c(1)(E)
(F) Charges for risks or other conlingencies 9c(1)(F)
(G) Other retention ChAIGES ........ivusiusserrsosssesessesseeessssssereesmanenes Sc(1)}(G)
(H) Total retention........ e s e e e e 9c(1)(H) 0
(2) Dividends or refroactive rale refunds. (These amounts were D paid in cash, or I:I credited.)...ccouveevenene. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FBSBIVES ...uvvaveeveerssstsessesirnsesmasanmrassssss isssrrsesssssrssssssbtsas st sasssbbs s sbes et ass st s s nes et s m sy 9d(2)
(3) OUNEE TEBRIVES ..eveereureerrersrressarsassieseseasassassssss i histsmtsassstssssststsss sassessssbssassssnsunsanssasarsassomsos ssntasssastesssesasssosenis 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 8¢(2).) ...coooeieiiiiieiinnen. e
10 Nonexperience-rated contracts:
a  Total premiums or SubsCription charges Paid t0 CAMIET ... st se s 10a 1,115
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......cuweremessnna 10b
Specify nature of costs.
[ PartIlV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedufe A?............. D Yes @ No -

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




SCHEDULE A i
Insurance Information RS R TEAGGTHD
{(Form 5500)
Depariment of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1874 (ERISA). 2025
Employee m&.ﬁ'm?iﬁﬁmmm P 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
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN pariarberN) D 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (EiN)
RAYONIER ADVANCED MATERIALS INC. 46-4559529

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

1 Coverage Information:

(a) Name of insurance carrier

LIFE INSURANCE COMPANY OF NORTH AMERICA

{c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
{b) EIN . 4 persaons covered at end of
code identification number policy or contract year () From (@ To
23-1503749 65498 FML0751568 1,289 01/01/2025 12/31/202s

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

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

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 cade

(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
{c) Amount (d) Purpose code

commissions paid

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

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

(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
& commissicns paid (c) Amount {d) Purpose code




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 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 ......cooeeien i 4
5 Current value of plan’s interest under this contract in separate accounts at year end........cooovieerenree 5
6 Contracts With Allocated Funds:
a State the basis of premium rates »
B PrEmMiUmS PaIt 0 CAITIET wuuuererusesissuiissassissscsiseessssseessansesseessssssrss e s bas1 s s ma s b s s AR 18 6b
€ Premiums due but unpaid at the end Of the YEaM... ..o et . 6c
d f the carrier, service, or other organizafion incurred any specific casts in connection with the acquisition or &d
retention of the contract or policy, enter AMOUNT. ..o o
Specify nature of costs ¥
@ Type of contract: (1) l:l individual policies (2) D group deferred annuity
@ [ other (specify) ¥
f I contract purchased, in whole or in part, to distribute benefits from a terminating pan, check here > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: %) D deposit administration 2) |_—_| immediate participation guarantee
(3) D guaranteed investment ) |:| other P
b  Balance at the end of the PreVIOUS YEar.............oumsemsesiiesmssmssssmsasessssisssssnsane e )
C  Additions: (1) Coniributions deposited during the year ..............cc.cecvvereeinn. 7c(1)
(2) Dividends and ¢reditS........ueaininnes
(3) Interest credited during the year
{4) Transferred from separate account
(5) Other (specify below) ................
>
(B)TOMAl AUAIIONS .......ccoveonvrerscnssiranrenssnresssnessssems s essisis ssssabb st s e smna s srssessa T 7¢c(6)
d Total of balance and additions (add lines 7b and 7¢{6)). ..vvvuerrevevvereern. S —— I

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

(2) Administration charge made by Carmier ........coouvrnnns e 7e(2)
(3) Transferred (0 SEPArate ACCOUNL............vueuerreerersreeseremccssnssasss e asessasaanans 7e(3)
(4) Other (SPECIfY DEIOW) voevemveereeen eeeeee s cem et sase e eessamsasnsae s Te(4)
4

(Tl detUCHONS i ivoreiciccisiisinanisaimsicimisassssrsonsmsnassssssssismamnssmssmssansswnszae

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




Schedule A (Form 5500) 2025 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [¥] Other (specify) PFMI, ASO BASIC GROUP

9 Experience-rated contracts:
A Premiums: (1) AMOUNt reCRIVED .....ccviimmimmsimmmniirresisssresessesssesieniins 9a(1)
(2) Increase (decrease) in amount due but UNPaid.........oovimmmeesimnenn: 9a(2)
(3) Increase (decrease) in unearned Premium TESBTVE e ieremsiesesearsarias 9a(3)
(4) Earned (1) + (2) - (3)) e I v A | 9a(4) 0
b Benefit charges (1) Claims Paid...........c.owveeerrrererrecorcececmreisscnees 9b{1)
(2) Increase (decrease) in claim reserves ............... = 9b(2)
(3) INCUred ClAIMS (A (1) ANA (2))......vorermererreseeeemeeareesiseersseessne sereeesvesseceb st Ry TR bR bbb a0 9h(3) 0
{4) CHAIMS CRAMGET w...cvuveereeriseearceecaeciectassecessiebsesesa st eas s s ssees e smcoaes a8 A SRR A pR RS e s b R bbb s et 9b(4)
¢ Remainder of premium: (1) Retention charges {on an accrual basis) --
(A) COMMISSIONS —-—-—ecoureemseeimeseiseuseeseassars st cesesesasesemresaestsirsa s easnens 9c{1)(A)
(B) Administralive service or Othes fEES . ... vmiicnniinesimsines 9c(1)(B)
(C) Other SPecific ACGUISIION COSES .vvvrrureurserenrereeseeeemsrreneess 9c(1)(C)
(D) OINET XPENSES «vvrrrereressevsssssnmsssssssesseressessessessssssarsssssesesseeesas 9c{1)(D)
(E) TBXES wvvvroneerreveesemsemssssssssessessssssmessssssssssssasasressmserseess 9c(1)(E)
(R Charges for nsks or other contlngencnes ....................................... Sc(1)(F)
(G) Other retention ChAIGES ueiumemreerssmsessresiserssssssmaneiessesassssressessssases 9c{1)(C)
L ILLCL L=, G o OO SEOTUPS TP RSP 8c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or [_-_] [ (=T 176 1) TR 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
{2) ClAIM FESEIVES ... corotcieeireieassesicsse s e msssssae e eem e ss s b4 AR AS LSRR R R e A AR 0 s 9d(2)
{3) OtHET FEBBIVES.....eveecueree e reserrriers e senseeseasessesss e cnsasesass s ssnsrrssaes 9d(3)
€ Dividends or retroactive rate refunds due (Do not Include amount entered in line 90(2) ) .............................. 9e
10 Nonexperience-rated contracts:
a Total premiums or SUBSCrIPton Charges Paid t0 CAITIEN ................v.eei-oeceruerssescesenesereeecsssssssssessssasnsassasssssrasees 10a 34,435
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 |, Ene 2 above, report amount.............cccee..... 10b
Specify nature of costs.
| PartIlV | Provision of Information
11 Did the insurance company fail o provide any information necessary to complete Schedule A?............. D Yes @ No

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




SCHEDULE A Insurance Information

{Form 5500)

Department of the Treasury
Internal Revenue Service

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

Departmnt of Labor )
Employas Benefits Security Administration P File as an attachment to Form 5500.
Pension tiensf Guaranty Corporation » Insurance companies are required to provide the information

OMB No. 1210-0110

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit
RAYONIER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) ) 501

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

RAYONIER ADVANCED MATERIALS INC.

46-4559529

D Employer Identification Number (EIN)

Part|

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

1 Coverage Information:

(a) Name of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

(¢) NAIC (d) Contract or {¢) Approximate number of Palicy or contract year

b) EIN . T ersons covered at end of

(b) code identification number P policy or vcg:ﬁra ol year (f) From {g} To
13-5581829 65978 0257160 715 01/01/2025 12/31/2025

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

descending order of the amount paid.

{a) Total amount of commissions paid

{b) Total amount of fees paid

21,277 1,143
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ALLIANT TINS SERVICES INC
1125 SANCTUARY PKWY STE 300
ALPHARETTA GA 30009-7614
{b) Amount of sales and base Fees and other commissions paid
commissions paid {¢) Amount {d) Purpose {e) Organization code
NON-MONETARY COMPENSATION
21,277 73 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ALLIANT INS SERVICES INC
PO BOX 745977
L.OS ANGELES CBR 90074-5977
(b} Amount of sales and base Fees and other commissions paid
commissions paid {€) Amount {d} Purpose (e) Organization code
SUPPLEMENTAL COMPENSATION
1,064 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2025

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

ALLTANT INS SERVICES INC
5444 WESTHEIMER RD STE 900

HOUSTON TX 77056-5306
Fees and other commissions paid {e)
{b} Amount of sales and base Organizaticn
commissions paid {c) Amount {d) Purpose e

MARKETING FEES

6 3

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

: Fees and other commissions paid (e}
b) Amount of sales and base Organizati
(b) (¢} Amount (d) Purpose eoen

commissions paid

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

Fees and other commissions paid (e}
(b) Amounti of sales and base Organization
commissions paid (c) Amount (d) Purpose Solia
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid {e)
b} Amount of sales and base Organization
) {c) Amount (d) Purpose = code

commissions paid

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

Fees and other commissions paid (e}
(b) Amount of sales and base Organizalicn
commissions paid (¢} Amount {d} Purpose .




Schedule A (Form 5500) 2025 Page 3

PartIf | Investment and Annuity Contract Information

Where ingividual 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 .............ocooooivesnmenznnrrnne 4
5 Current value of plan's interest under this contract in separate accounts at year end....c..ccccieeecvvcecciiiiisini s 5
6 Contracts With Allocated Funds:
a State the basis of premium rates »
D) PrEmiUMS PAIG O CRITIET wuvevvuscesssusiesssreessoesssessessiesssesssseseessesssaess seeses sasscansassssssessssansseseassemassesssessnsstssassssssssassenes 6b
C  Premiums due but unpaid at the end Of (NE YEAN........c..wrueriuereiceriee e e snis st b s 6¢
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, nter aMOUMT. ....... ..o s e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
@ [ other (speciy) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, e¢heck here 4 D
7 Contracts With Unailocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other ¥
b Balance at the end of the ProvIOUS YEAT.........cooraiiierissemsseenessseseeraes o ssasasas ssstess rassasasssassssscssssnns I 7b 0
¢ Additions: (1) Contributions deposited during the Year ......c.c.e.ve.cuerasnes 7c(1)
(2) DIVIAENAS ANH CTETILS . .euuvriuusiueiessusiasseresssrisseeemse s sssssessssesssessessesessonsos 7¢(2)
(3) Interest credited during the YEAr ................crremarssiomrereersseersesreeseseaes 7¢(3)
(4) Transferred from separate aCC0UNL.............oco.iucmcierecicssmrasas seeseseies 7¢(4)
(5) Other (SPECITY DEIOW) ....uvevvreereeaeeeeecece s stuemscmserseesa s eessease s ensannanans 7¢(5)
>
(B) TOLAI BAUIIONS 11vuerevserseriresssenssarsssessermasessssssessesssesstareseessssst sessassas seasssssesssbenscsscssssssssssonsssssesraasacrssd sissasussesassssnsss 7¢(6) 0
d Total of balance and additions (add lines Tb and (| T [ 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge Made by CAMIEr ..o rrevercrerreer e cssesnesnineens 7e(2)
(3) Transferred to $EPArate ACCOUNE.......c.eveereecrerereear e ceistcas e s ssnnaenens 7e(3)
(4) Other (SPECIfY BEIOW) .....ocueeereeencerieererret e csisececnsssnssessns s e 7e(4)
>
{5) TOAI ABAUCHONS w....oveereereeeeeescevsessssesssenmssesscsses s cississs e sssssics s mas st sssmssemenas 0
f Balance at the end of the current year (subtract line 7e(5) from line 7d) 0




Schedule A (Form 5500) 2025 Page 4

Part Il | Welfare Benefit Contract information

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

8 Benefit and contract type {check all applicable boxes)

a [¥] Health (other than dental or vision) b [] Dental ¢ ] Vvision d[] Lite insurance
e D Temporary disability (accident and sickness) T D Long-term disability 9 D Supplemental unemployment  h D Prescription drug
i [] Stop loss (large deductible) j D HMO contract k I:] PPO contract I|:| Indemnity contract

m [] Other (specify) »

9 Experience-rated contracis:

a Premiums: {1) AMOUNE F@CEIVEU 1uuuirrivrieicsminiiinniniiiaine e ssrest s Sa(1)
(2) Increase (decrease) in amount due but unPaid..........ccieieninnes 9a(2}
(3) Increase (decrease) in unearned Premium reSEIVe ... .cocummerereivsnnnaes 9a(3)
(4) Eamed (1) + (2) - (3 vvrceeemmmmmeressmssesmeeesseerin T S | 9a(4) 0
b Benefit charges (1) Claims Paid...........c.oeeuererceeeriesinmmsicinsissimsssmesresssessess 9b(1)
(2) Increase (decrease) in claim reSEIVes ... iicuceieneccsessnnsian 9b(2)
(3) InCUrred ClAIMS (A0U (1) NG {2)).cvurcmrerseereeeeeeimsrnrs s sira s s st sesd shs bbb abS s bbb aisenenr e s 9b(3) 0
(4) ClAIMS CRAMGEA ... .. ceoeteerieeemseme s rreeersesiastases rassase s s aeas b 44 bbb SR SRR RS040 2 e e ih e 9h(4)
¢ Remainder of premium: (1} Retention charges {on an accrual basis) -
(A) COMMUSSIONS w.oveevevieeee e ensesssesses e resssesseass s sanrsssnas sssassases 9¢c(1)(A)
(B) Administrative service or other Fees........ccvremrvmrrernuereeriecncinns 9¢{1)(B)
(C) Other specific acquisition costs .. st ane s entnen 9c(1)(C)
(D) OtNET @XPENSES .-vveverevvseeersereererserrsssesssssesessssesessesessssssaasassessces 9c(1)(D)
(E) TAXES wervvveremreeemse sererveesseenesnssssssimsensassasssesmsserassssissssses . | 9c(1XE)
(F) Charges for risks or other contingencies 8c(1XF)
{G) Other retention CarGEs.......ccviiinnineeeenee . | 9e(I)G)
() TOIRI FEIEITON covvvavirersessssansasiasseesssesseces iessmsessesssssssasras asesseeessasssssesssasessssassnsasmrsssessess s maseas cassssssss sensseas 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.) ....coeeiiennee 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves ..........cc..e.... B = e orrs 9d(2)
(3) Other reserves.................... reeta L aetee s eAeean e rnsanasaaanera e Ae oAbt staeaseea s e enan e 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in ling 9¢(2).) ....coocerieiiicreinennnes e
10 Nonexperience-rated contracts:
a Total premiums or SUbSCription Gharges Paid 0 CAIMIET -...........vrmmmmsimmimme i s s 10a 106,706
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or palicy, other than reported in Part |, line 2 above, report amount. .........emeseeasinies 10b

Specify nature of costs.

[ PartIV | Provision of Information

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

D Yes

x| No

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




SCHEDULE A i
Insurance Information I
(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 1874 (ERISA). 2025
Employee gﬁéﬁ:@:&? ::;nimsiralim » File as an attachment to Form §500.
e ¥ 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

RAYONIER ADVANCED MATERTALS INC. WELFARE PLAN plan number (PN) » 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

RAYONTER ADVANCED MATERTALS INC. 46-4559529

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 1ll can be reported on a single Schedule A,

1 Coverage Information:

{a) Name of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

(e} Approximate number of Policy or contract year
{b) EIN (c)co%’:dc id é:%ﬂgam::gb or persong covered at end of {) From @l Mo
palicy or contract year g
13-5581829 65978 0257161 8398 01/01/2025 12/31/2025

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

{a) Total amount of commissions paid (b) Total amount of fees paid
33,977 1,782

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

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

ALLIANT INS SERVICES INC
1125 SANCTUARY PKWY STE 300

ALPHARETTA GA 30009-7614
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c)} Amount {(d) Purpose (e) Organization code

NON-MONETARY COMPENSATION

33,977 73 3

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ALLTANT INS SERVICES INC
PC BOX 745977

LOS ANGELES CA 90074-5977

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

1,699 3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5800) 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

ALLIANT INS SERVICES INC
5444 WESTHEIMER RD STE 9C0

HOUSTON TX 77056-5306
Fees and other commissions paid {e)
(k) Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose code

MARKETING FEES

10 3

{a) Name and address of the agent, broker, or ather 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 cther 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 cemmissions or fees were paid

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

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

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




Schedule A (Form 5500) 2025

Page 3

f Balance at the end of the current

Partll | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.
4 Current value of plan's interest under this contract in the general account at year end ... iiinnini 4
5§ Current value of plan’s interest under thig contract in separate accounts at year 8nd.......ovvei e, 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PYOMIUMS PAIL 0 CAITIEE «.ovouovveoeseeeesssraeeecee e cem st ssssasssscsssseessersesssre s res e sease e ss bR 210008 s e sra st sesmmsnnss b
C  Premiums due but unpaic at the @nd 0Fthe YBAM._....cocucuue e reeascrae e raeersssesssss st s sssssssa st sesmmsnass 6c
d Ifthe carrier, service, ar other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter AMOUNL. ..........cciiiiicn e s
Specify nature of costs P
e Type ofcontract: (1) [ ] individual policies @) [] group deferred annuity
@) [] otner (specity)  »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > ﬂ
7 Contracts With Unallocated Funds (Do not include partions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration 2) D immediate participation guarantee
(3) |:| guaranteed investment 4) [:] other P
b Balance at the @nd OF the PreVIOUS YEAN................c.cccevesiecsseereaseeseassarssesesesossesesnssesnsssasessssssssamcnsosssssases [ 7b
€ Additions: (1) Contributions deposited during the Year ... e 7c(1)
{2) DIVIAENAS AN CrETILS ........vvuoereroeeeasecevsrnnsssesrscroscasecsiscssssiannsssnssnsaees 7c(2)
(3) Interest credited AUANG the YEAC .............ocveevveeieeceesreriasissess s srasssssasseses 7¢(3)
(4) Transferred from SEPArate aCCOUNT.......ccorvmreeerceronmesmmnersessasmsnassassanss 7c(4)
(5) Oher (SPECIMY BBIOW) wvucveurerereeerereereseemaeseersreinnsessmmasessssns s ssa sess ssasssscs 7¢(5)
4
(B)TOMAI BUGMIONS . .vvecvvven eecereresssessesiassoreesessssmeseresssssssiessaseesssssssees seseessaessssssesessasesbes o5 seeseee et sssseesasssessssssseshns s 7¢(6)
d Total of balance and additions (add liNes 7b AT TC(B]). ......oovvvrreeesseersscrscermereeversesssesmsssecessseeesssmeeneeessessessssse | 1€
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier ........cooeueiceereunee s 7e(2)
(3) Transferred to SEPArate ACCOUNT ..........o. . veuueemerences e niereeesress s 7e(3)
(4) OthEr (SPEGIY DRIOW) «eevenveeereemremeemseseereeaemsessesse e sisseses st sessa s tsasnssrens 7e(4)
4
(5) Total deductions... .
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Part Il | Welfare Benefit Contract Information

|f 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 contracls 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

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

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

9 Experience-rated contracts:
a Premiums: (1) AMOUNt rECRIVE uuvvuiiimiessaneseiessenssmsssssssisssanisasiies 9a(1)
{2) Increase (decrease) in amount due but UNPEI. ... eccemsrmirnerenines 9a(2)
(3) Increase (decrease) in unearned Premium rESErVe ......oiansaiasinns 9a(3)
(4) Earned ({(1) + (2) = (3))vrrerrmrimresrsmmersmmssssmissninns esteseasssetnuranss e tasEin: S T eunrmenersezssasazsatEtass sorscasitinaiass sassai 9a(4) 0
b Benefit charges (1) ClaiMs Paid............oocoeueiiierceienienesiess e sessemeeas 9b{1)
(2) Increase {decrease) in claim reserves St L S 9b{2)
(3) Incurred claims (Add (1) ANG (2. ... -rcreceweerereusserreeerrsesreessresaesssseesscomeessasssssessrcsssens 9b(3) 0
{4) ClaiMS CAAMGET ...vucvvceeeeciceiasmiesiceeinssss s resssr s saeasesesb s saasass st asasaenes reeremeeeieaaearas 9b(4)
¢ Remainder of premium:; (1) Retention charges (on an aocmal basis) --
(A) COMMUSSIONS <.enveverericireesereesesse s seensse s semsnisssesssasesconsaassassass ses 9c{1){A}
(B) Administrative service or other fE€S.......ovrnnriveiiimnaseesceres 9c{1)(B)
{C) Other SPecific ACQUISION COSLS orvvv.vurreeererererssseeesseiesessseesaerees 8c(1XC)
(D) Other eXpenses .....wwwromnees ceeeenre e 9¢{1)(D)
(E) TAXES 1vvveoeveveeeeeeeseseesessesessessesssse s sssssseeressss e sesssss s s sssnessessns 9c{1)(E)
(F) Charges for risks or other contingencies.........ce.euveueerucucaicas 9c{1){F)
(G) Other retention Charges ... vmvcenmismnicnmsimsnsi i 9c{1)(G)
(H) TOal FELENTION ..vvsrveevereererrcsreesesssensmssessssissssesresssssarissases e 8c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were [] paid in cash, or I] credited B eorerssresy 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) ClAIM FESEIVES .- eovcreeremreeeeereuemrseesesesemseeseae e serecbemreessestsnana nases e s eeees 9d(2)
{3) BT FESEIVES.........ceeeecieeeiseceesimsaserassessesasat sorsessesssssasiasssssesmsre s snasas sepesassessdes A bRs RS LIS L S AR SRR bR en s e b e s shn s en 9d(3)
€ Dividends or retroactive rate refunds due. (Do net include amount entered in Iine 9¢c(2).}... 9e
10 Nonexperience-rated contracts:
a  Total premiums or SUBSCIption charges Pait t0 GAIMIEN...............-..ocorveerureceeseeesemsensessemseseeesssissanssatassaressssensens 10a 170,309
b (fthe carrier, service, or other organization incurred any specific costs in connection with the acguisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount...........c.oeeeeennes 10b
Specify nature of costs.
r Part IV I Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. ﬂ Yes @ No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Intemnal Revenue Service

Degariment of Labor
Employee Benefils Security Administration

Pension Banefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscai plan year beginning  01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit
RAYONTER ADVANCED MATERIALS INC. WELFARE PLAN plan number (PN) ) 501

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

D Employer Identification Number (EIN)

RAYONIER ADVANCED MATERIALS INC. 46-455952°9
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 Il can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

FLORIDA BLUE

(e} Approximate number of Policy or contract year
{b} EIN (c)c :;210 id é:l)iﬁgzlr::tr?:;z:ber persons covered at end of () From {©) To
policy or contract year 9
59-2015694 98167 71-60220 454 01/01/2025 12/31/2025

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

descending order of the amount paid.

{a) Total amount of commissions paid

{b) Total amount of fees paid

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

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

Fees and other commissions paid

{b) Amount of sales and base
commissions paid

{c) Amount

{d} Purpose

{e) Organization code

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

Fees and other commissions paid

{b) Amount of sales and base
commissions paid

{c} Amount

{d) Purpase

{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 persen to whom commissions or fees were paid

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

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

Fees and other commissions paid (o)
(b) Amount of sales and base — S Organization
commissions paid {c} Amou (d) Purpose -

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

Fees and other commissions paid {a)
{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 cammissions or fees were paid

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

this report.
4 Current value of plan’s interest under this contract in the general account at Year eNd .....c..ueovssveeccereeiserieneens 4
5 Current value of plan’s interest under this contract in separate accounts at Year end..........oouveevevissveceerenscarirns. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
b Premiums paid to carmier .........cooevverrunns eeveetaesaest s b et be s e ben AR s AR bt a b a s et 6b
€ Premiums due but unpaid at the end of the year..........cccciv i 6c
d  Ifthe carrier, service, ar other organization incurred any specific costs in connection with the aoqulsruon or 6d
retention of the contract or POlICY, ENLET BMOURNL. ...eve. viier s iesresreeie s e s e s st s rraesrs s ns e s e rennans srves eenseresnnesase
Specify nature of costs P
e Typeofcontract: (1) [ | individual policies (2 [] group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating ptan, check here | 4 D
7 Contracts With Unallocated Funds (Do net include portions of these contracts maintained in separate accounts)
a Type of contract: )] |:] deposit administration 2 [] immediate participation guarantee
(3) D guaranteed investment “) D other P
b Balance af the end of the Previous Year..............oow.eeeeeeeueeeeeeeceereeeeessereene e I 7b
C  Additions: (1) Contributions deposited during the year .............cccceveeverueenec 7c(1)
(2) Dividends and CredifS .........coeriueursiosieeiersess e cesnsseesseemseessemeas s eeeesssseasenees 7¢(2)
(3) Interest credited AUNNG te YEAT «..uucuriciiiviiericsiesreesisessssss s eesenas 7¢(3)
(4) Transferred from separate account. . TSRS AT 7¢(4)
(5) Other (specify below) 7¢(5)
>
(6)Total additions I R e e Se— e, s e . - 7¢(6)
d Total of balance and addlhons (add Ilnes 7b and 7c(6)). . i RS ey, | T
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7e(2)
(3) Transferred to separate account... 7e(3)
(4) Other (specify below) .......ucuinncne.. 7e(4)
14
(5) TOAl GEAUCHIONS .....cvveveeeseeeemse s esa st eees e esss s s ssesssensesesesssresses serssessnarssssesaesassessenrestesessesars v 1€(5)
f Balance at the end of the current year (subtract line 7e(8) fromline 7d) ...........ccooiiviiiiaiieieeeeece. [ 7f
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Part i | 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 confracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be trealed as a unit for purposes of this report.

8 Benefit and confract type (check ali applicable boxes)

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

m [ ] Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FTECEIVED ...........cvcvnrmmminmicnminn e sesses ssasians 9a({1)
{2) Increase (decrease) in amount due but unpaid 92a(2)
(3) Increase (decrease) in unearned Premium rESEIVE ... ureeescrsaiiassens 9a(3)
(4) EANEE (1) + (2) = (3))cvrvs o sessersrmisnssossrmsssmssssssesssmssss s ssssss sz . | 9a(4)
b Benefit charges (1) ClaimMs Pait.......cc.ueiereeuerierrerrreaecocssrcsanssssmssrssesssasens 9b{1)
(2) Increase (decrease) in ClaiMm TESEIVES .......c.oovueerecreerenrseiemenreneaccsns 9b(2)
(3) Incurred claims (A (1) NG (2)).-u.ereereerreeersersessiececesessiecsssssssseas sssres e (s rarssenssassas s s esssssat st st s s 9h(3)
(4) ClAIMS CRATGEA ...eoreuneureeriueceenrctiessrrrecsecemssessta s smssses s s reas e ea AT Sa 1 TR E R PRt A SRR S0 RS RRE SR st s 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMISSIONS «.ceceevereerocerereneseesressesseresseseeseeseess e sssssssessssssns raes 9c(1)}(A)
(B) Administrative Service or other FEes.........c..umemniienimsunasiseins 9c(1)}(B)
(C) Other Specific BCQUISIION COSLS ... iirurmerimieessesesseersseemeesereses 9c(1)(C)
(D) OINET GXPENSES ovurnrerverersssssssssesseresmeressssssessssesesssssssesesssaescesasiess 9¢{1)(D)
(E) TAXES cevvvvvrrerseasssesassomersseseeseeesssseseseessssesessssssensssssaseness snsssaseessas 9c{1)(E)
(F) Charges for risks of 0ther CONtiNGENCIES..........eruererereermrcsmssnssins 9c(1)(F)
(G) Other retention CHAIGES ... mmserrsrsssressssssssssssesessssssssssssssssens 9c(1)(G)
(H) TOLE] TEEEIHON 1ovvv e evereseessssesereessssmeseeeressessassnsessssssssssesasssasenes essseses s cssmssssascossssssassnsssasasecsssinsineess 9c(1)(H)
(2) Dividends or retroactive rate refunds (Thesa amounts were D pald in cash, orD credited.) ....ccovrneennn 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits afier retirement ............... 9d(1)
{2) ClAIM FESRIVES ....oeoeevveerueraaeresescreeeeeseiassesesss s ssessssemssassess st cse AR R SRR SRS H RSP RR AR bbb 9d(2)
(B) OUNEI TESEIVES.......... oo ctevierereeseeseeiesae s sesseasemse s e e b es eSS RSP R S eEe b A4 SRS A eb R b et 9d(3)
€ Dividends or refroactive rate refunds due. (Do not include amount entered in line 8¢{2).) .....cooomiereennnenenen Se
10 Nonexperience-rated coniracts:
a Total premiums or SUbSCription charges Pait t0 CAMIET..... ... verrcecriremseeeereereereeseecsssss s sres s ssaens 10a 14,952,020
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or palicy, other than reported in Part |, line 2 above, report amount..........coeneee 10b
Specify nature of costs.
rPart IV | Provision of Information
11 Did the insurance company fall to provide any information necessary to compiete Schedule A?............. [l Yes @ No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Sarvice

Department of Labor
Employee Benefits Security Administration

Pension Benealit Gu:aranty Corporation

Insurance Information

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

P File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit
RAYONTER ADVANCED MATERTALS INC. WELFARE PLAN Bléi amber (PA) > 501

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

RAYONIER ADVANCED MATERIALS INC.

46-4559529

D Employer Identification Number (EIN)

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts arouped as a unit in Parts 1| and Ill can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

METROPOL.ITAN GENERAL INSURANCE COMPANY

{e) Approximate number of Policy or contract year
(b) EIN “{;‘é@'o id ég&%ﬁﬁ,ﬂb or persons covered at end of ) From (@) To
palicy or contract year 9
22-2342710 39950 9907531 37 01/01/2025 12/31/2025

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

descending order of the amount paid.

(a} Total amount of commissions paid

{b) Total amount of fees paid

1,164

148

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

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

ALLIANT INSURANCE SERVICES INC

AIS DB EB OP ACCOUNT
PO BOX 745877

LOS ANGELES CA 90074
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {(d) Purpose (e) Organization code

1,164

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

ALLIANT INS SERVICES INC

1120 SANCTUARY PARKWAY SUITE 300

ALPHARETTA GA 30009
{lo) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code

73

NON-MONETARY CCMPENSATION

3

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

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

DRIVER ALLIANT INSURANCE SERVICES
1620 FIFTH AVENUE

SAN DIEGO CA 92101-2797
Fees and other commissions paid (e)
(b} Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose ode

SUPPLEMENTAL COMPENSATION

59 3

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

ALLIANT INSURANCE SERVICES INC
3600N CAPITAL OF TEXAS HWY

SUITE B-200
AUSTIN X 78746
Fees and other commissions paid (e}
(b} Amount of sales and base Organization
commissions paid (¢} Amount (d) Purpose i

SUPPLEMENTAL COMPENSATION

16 3

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

Fees and other commissions paid (e)
(b) Amount of sales and hase Organization
commissions paid (c} Amount (d) Purpose e
{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
commisstons paid {c) Amount {d) Purpose cous
(a} Name and address of the agent, broker, or ather person to whom commissions or fees were paid
Fees and other commissions paid {®
(b) Amount of sales and base Organization
commissions paid () Amount {d) Purpose i
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Partll | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at Year €nd .................c.oceoovaverisesrsrsssnrsanne 4
S Current value of plan's interest under thig contract in separate accounts at year end 5
6 Contracts With Allocated Funds.
a State the basis of premium rates P
b Premiums paid to carrier ..... = e e e M 6b
€ Premiums due but unpaid at the end of the YEaT......c.ceioeeicreeeeeee et o 6¢c

d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount. ..............

Specify nature of costs P

e Typeofcontract: (1) [ ] individual policies @ [ group deferred annuity
3) D other (specify) P

f I contract purchased, in whole orin part, to distribute benefits from a terminating plan, check here | 2 D

7 Contracts With Unallocated Funds {Do not include portions of these contracls maintained in separate accounts})

a Type of contract: (1) |:| deposit administration 2) [] immediate participation guarantee
@3) [ ] guaranteed investment @ [ ] other »

b Balance al the end Of the PrEVIOUS YEAT...............ccecueruecerrerrecessaessaessesseses i ersessensasssessssesresssesseasassassssessessesasmsssnses [ 7b
C  Additions: (1) Contributions deposited during the Year ........cceeeverne s 7c(1)

{2) Dividends and credits.........coeeueeveeueeecmvennnes e | 7€(2)

(3) Interest credited dUring the YEar .......oemeerrassesnsiens 7c(3)

(4) Transferred from separate account e | 1€(4)

(5) OhEr (SPECITY DEIOW) 1.vv.eurrssrrsessiesrnsesmsssesssmmsssssssssisssssssssssssssansssnsrs e reses 7¢(5)

14

(6) Total AAAIIONS ....v.ovvceeeeeeeeeeree e S r— - — 7¢(6)

d Total of balance and additions (add lines 7b and 7¢(6)). ...

€ 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...........vuinvceianne..
(4) Other (specify below) ......
1 4

(5) TOMAI ABAUCHONS ..vv.vv oo reeseesssessesesses sassessssesssssesssse s ssss e sss b sese st seba bbb s s as s bR s s b s ane s me s s 7e(5)

f Balance at the end of the current year (subtract line 7e(5} from line 7d)
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Part Il

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

8 Benefit and contract type (check all applicable boxes)
a [ ] Health (other than dental or vision)
e D Temporary disability (accident and sickness)
i D Stop loss (large deductible)
m E Other (specify) PLEGAL

b [] penta
f D Long-term disability
i I:l HMO contract

c D Vision

k [] PPQ contract

g D Supplemental unemployment

d [:] Life insurance

h D Prescription drug
| [] Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE TECEIVEA ....rvmverreesicsicsmriinisscssiesisssasssissssesesssomssnesne 2a{1)
{2) Increase {decrease) in amount due but UNPaId.......erereeeeiinninainareanins 9a(2)
{3) Increase (decrease) in unearned Premium reSEIVE .o rrisarsaeres 9a(3)
(4) EAINEM (1) + (2) - {B))eemeerereesecsssscsssssssssssssssisssaresssssessen sesesesisssssssssessssess s s s s s | 9a(4) 0
b Benefit charges (1) Claims Paid.......ccc..ceruoemreesrrreeseeseeeessniane 9b(1)
(2) Increase (decrease) in claim reserves ............cococmreerecrecnsenieanaes 9b(2)
(3) INCUTed ClaimS (AAA {1 AN (2))-.cuurmereersicreerereeiesresessmsessias s s ssssass sesssssscssanssasassesssssssss b iasssssassssstsesenias 9b(3) 0
(8) ClAIMS CNATGEA w....oceveeeeeeeeeeeeeeeeeseoesesees s sssssssimsmsssessssess 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
() COMMISSIONS ..oervemceeeee s cctstssieni s ms st rereasssrass s rase s semsanaes 9c(1)(A)
(B) Administrative service or other fees ........cocvimicnnienninciesircnns c(1XHB)
(G) Other Specific ACQUISIION COSES ....vvvmmrerreerereererers oo 9c(1}C)
(D) ONEE @XPENSOS <eever oo remmserseersssevmsareesessanessss omsssessesssoos 9c(1XD}
(BN AXe S e oo ereses e T s e s s Sc(1)E)
(F) Charges for risks or other contmgenues ....................................... gc(1)(F)
(G) Other rEtention CHAIGES .....cccvuuurerssicassssarssessersnresreeeiessenansessans 9c(1)(G)
(H) TOI FEIBNON v tvetieisaiite e ieareies s s e ene e sssas s s sas s s s s s s e ee s ommi s e S sn s semeans s massassn s 9c(1)(H) 0
(2) Dividends or retroactive rate refunds, (These amounts were [] pald in cash, orD credited.) .....occveeuneeee 9¢(2)
d Status of policyholder reserves at end of year: {1) Amount held to provide benefits after retirement................ 9d(1)
(2) CIAIM FESBIVES ...ceuoeeremersasnereesesieseests e sisisresssasssetas s es st see s amsssssnsan bbb s Ra R L aE bR ba am bbb 9d(2)
(B DT IEIITORONVOBY. .. ..oussssascssmssassasnssssacssarmsnss BT eer oo T e e e e 9d(3)
€ Dividends or refroactive rate refunds due (Do not Include amount entered inline 8¢{2).) .....ccccocceeeeveeneeneeennn 9e
10 Nonexperience-rated contracts:
a  Total premiums or SubsCription charges Paid t0 CAIMEN . .c............ccurecremsceeremsrerrvessmssissrssssssasr s s ssase e 10a 9,125
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the conlract or policy, other than reported in Part |, line 2 above, report amount. ... 10b
Specify nature of costs.
| PartIV | Provision of Information
11 Did the insurance company fail fo 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 OMBINE 21026410
{Form 5500} 2025
Depatiment of the Treasury This schedule is required to be filed under section 104 of the Employee 2
Intemal Revenue Service Retirement income Security Act of 1974 (ERISA).
Employae Bonetta g‘etc::ill}a:zrmhiawaﬁon b File as an attachment to Form 5500. 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
RAYONIER ADVANCED MATERIALS TNC. WELFARE PLAN plan number (PN) N 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer [dentification Number (EIN)
RAYONTIER ADVANCED MATERIALS INC. 46-4559529

| 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 indirecily,
$5,000 or more in total compensation {i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . ............. D Yes E] No

b If you answered line 12 “Yes," enter the name and EIN or address of each person providing the required disciosures 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 pravided 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 disclostires on efigible 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 $500) 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 en eligible indirect compensation

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

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

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

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

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

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




Schedule C (Form 5500) 2025

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 receiving, directly or indirectly, $5,000 or more in total compensation
(i.e,, money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

BLUECROSS BLUE SHIELD OF FLORIDA 59-2015694
(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 eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,  compensation? {sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered "Yes” to element
(f). If none, enter -0-.
CONTRACT
13|ADMINISTRATOR Yes @ No D Yes D No Yes D No Ig
684,488 5,053
{a) Enter name and EIN or address (see instructions)
TELUS HEALTH (US) LTD. 52-1883918
250 ROYALL STREET
SUITE 210W
CANTON MA 62021
{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 eligible indirect compensation received by |provider give you a
organization, or  |by the ptan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than pian or plan plan received the required eligible indirect an amount or
a party-in-interest spansor) disclosures? compensation for which you |estimated amount?
answered “Yes" to element
(M. If none, enter -0-.
EMPLOYEE
49 |ASSTSTANCE Yes [| No [¥ Yes [] No [] Yes [] No[]
PROG 28,436
(a) Enter name and EIN or address (see instructions)

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

service provider excluding | formula instead of

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

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

eligible indirect

answered "Yes” to element
(f}. If none, enter -0-.

compensation for which you

an amount or
estimated amount?

Yes [] No[]

ves [] No []

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

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

{b) (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| campensation 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 | farmula instead of
person known to be enter -0-, other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f). K none, enter -0-.
YesD No|:| Yes|:| No|:| YesD No[]
{a) Enter name and EIN or address (see instructions)

(h) {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 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
(0. If none, enter -0-,
Yes|:| NoD Yes|:| NoD Yesl] No[l
{a) Enter name and EIN or address (see Instructions)

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

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

by the plan. If nons,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Yes[:] No[l

Yes D No D

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

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

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

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

(b) Service Codes
(see instructions)

() Enter amount of indirect
compensation

(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
(see instructions)

() Enter amount of indirect
compensation

(d) Enter name and E!N (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
(see instructions)

(c) Enter amount of indirect
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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[ Partll | Service Providers Who Fail or Refuse to Provide information

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

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

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

(b} Nature of
Service
Code(s)

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

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

(b} nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

{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
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Schedule C (Form 5500) 2025
Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)
a Name: b EIN:
C  Paosition:
d Address: € Telephone:
Explanation:
a Name: b EIN:
€ Position:
d Address: & Telephone:
Explanation:
a Name: b EIN:
C  Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C  Position:
d  Address: € Telephone:
Explanation:
a Name: b EIN:
C  Position:
d  Address: @ Telephone:

Explanation;







