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
f th
ﬂﬁf’;rn‘l}e.géﬁeéuigfﬁfﬁéy sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2020

Employee Benefits Security

Department of Labor

Administration

» Complete all entries in accordance with

the instructions to the Form 5500. . ) )
This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
Part | | Annual Report Identification Information
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending  12/31/2020
A This retumn/report is for: |:| a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a list of

participating employer information in accordance with the form instructions.)

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

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

D Check box if filing under: D Form 5558
D special extension (enter description)

|:| automatic extension |:| the DFVC program

Part Il

Basic Plan Information—enter all requested information

1la Name of plan

1b Three-digit plan

HIGGINBOTHAM AUTOMOBILES, LLC number (PN) » 502
1c Effective date of plan
01/01/2020
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 59-3690173
HIGGINBOTHAM AUTOMOBILES, LLC 2C Plan Sponsor's telephone
number
601-956-4211
455 STEED RD 455 STEED RD 2d Business code (see
RIDGELAND, MS 39157-8691 RIDGELAND, MS 39157-8691 instructions)
441110

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.

ﬁg\é Filed with authorized/valid electronic signature. 07/28/2021 CINDY YARBOROUGH
Signature of plan administrator Date Enter name of individual signing as plan administrator
:IIEGR,\IIE Filed with authorized/valid electronic signature. 07/28/2021 CINDY YARBOROUGH
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 (2020)

v. 200204




Form 5500 (2020) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator's EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 148
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PIaN YE&T..............c..ccveveiueieereeiece e 6a(1)
a(2) Total number of active participants at the end of the PlaN YEAr ...........cccoirriiurriieeeeeeee e 6a(2)
b Retired or separated participants reCeIVING DENETILS................coviviviveieereeeeeeeeteeeeee st eteee e er e s et e e ees s s e aeses s e eneneseseeens 6b
C Other retired or separated participants entitled to future DENETItS ............ooiii e 6¢C
d Subtotal. Add lINES BA(2), 61, AN BC......vvveeeeeeeeee e ee et ee et ee et et et ee e e e et e e eeeeee e e s e e ettt ten s eee e 6d 0
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........cccccoiiiiiiiiiins 6e
T TOtal. A lINES BA GNA BE. ........v.veveeeeececiceceeiete ettt ettt s ettt e bbb s bt e e s e et ettt e s e s s s sssesesetetet et s et s s ssseeaetetetesas 6f 0
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS IEMY ....eveeceecteeeeete ettt ee et et ee ettt et et ee e e e et e et et s e e s et s s e e seseee e e et e e et et s en s e e e e e e s et et et ettt et ssns s e et etet et et et asenn e e 69
h  Number of participants who terminated employment during the plan year with accrued benefits that were
€S5S thaN 100Y6 VESEM .....cv.ruiieiseesissiesiesssessessesssssssssssssesessses et ees et et e s et et e s st ettt s e st ettt sttt en st ensensentnes 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
Q) D Insurance Q) Insurance
2 Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
?3) I Trust 3) Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 cCheck 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
Q) D R (Retirement Plan Information) Q) |:| H (Financial Information)
2) |:| I (Financial Information — Small Plan)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money .
Purchase Plan Actuarial Information) - signed by the plan ©) —2_ A (Insurance Information)
actuary (4) |:| C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial ®) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |:| G (Financial Transaction Schedules)




Form 5500 (2020) Page 3

Part 11l | 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.) wevvevmererreieneiiee s [] yes [] No

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

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

11c Enter the Receipt Confirmation Code for the 2020 Form M-1 annual report. If the plan was not required to file the 2020 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

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.

OMB No. 1210-0110

2020

This Form is Open to Public

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information Inspection
pursuant to ERISA section 103(a)(2).
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending  12/31/2020
A Name of plan B Three-digit
HIGGINBOTHAM AUTOMOBILES, LLC plan number (PN) > 502

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

HIGGINBOTHAM AUTOMOBILES, LLC

59-3690173

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 11l can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier
THE GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

(c) 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 (g) To
13-5123390 64246 0009N523 164 01/01/2020 12/31/2020

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

10417

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

BXS INSURANCE, LLC

8315 CANTRELL ROAD
SUITE 300
LITTLE ROCK, AR 72227

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

10417

3

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

(b) Amount

commissions paid

Fees and other commissions paid

of sales and base

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2020
v. 200204
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)

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




Schedule A (Form 5500) 2020 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

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

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

D PremiUums PaI 0 CAMTIET ............ceeceeeeeeeee ettt s sttt s s es s e st et et et es s e e ssaes st st st e s et en s s e neene 6b
C  Premiums due but unpaid at the end Of the YEAr .........c..oiiiiiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, ENtEr AMOUNL. ..........uuiiiiiiieii 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 > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration (2) D immediate participation guarantee
3) |:| guaranteed investment 4) D other »
b Balance at the end Of the PreVIOUS YEAI ........viiiiieiiieiieietisieet sttt sttt ettt | 7b
C  Additions: (1) Contributions deposited during the year ...............c.coceveverennn. 7c(1)
(2) DIVIAENAS AN0 CIEAILS ...t eeee e e eee et 7c(2)
(3) Interest credited dUMNG the YEaT..........c.cvieveeeeeeeeeeeeeeeeeee e, 7c(3)
(4) Transferred from Separate aCCOUNL ................ceveeeeveereseeseeseeseeeeeeenas 7c(4)
(5) Other (SPECHY BEIOW) ...ttt 7c(5)
4
(BYTOLAI AATIIONS ...ttt ee st e et ee et et ee e e s e s eesee et et e eeetes e es e eeeeeeeseseseeseseneeeeseeeseeeteseneeeees 7c(6)
d Total of balance and additions (add liNES 7B @Nd 7C(B)). .....c.cvvrrverrrereerrreeeseieeeeeeee e | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7e(2)
(3) Transferred to separate account .| 7e(3)
(4) Other (SPECITY DEIOW) .........ovoveeeeeeeeeeeee e 7e(4)
4
(5) TOLAI ABAUCHONS ..ottt ee st ee et ee s e s e s e s e et s s e s s et e et en s ee s s st en e ees e eteeenen 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoevevevereeeeieirereeeeeieeeereneeenn. | 7f




Schedule A (Form 5500) 2020 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 |:| Vision 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) i D HMO contract k |:| PPO contract | D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNL FECEIVEM .......c.veuiiuirieiiirieriesieeeie e 9a(1)
(2) Increase (decrease) in amount due but unpaid ............cccceveeeenniiinnenn. 9a(2)
(3) Increase (decrease) in unearned pPremium reServe ...........ccceevveeeeenee. 9a(3)
(8) EAIMNEA (1) + (2) = (3)) rrerverrereereseeeeeeeeeeeeeseseeeesseseeeeeseseeeseeseseeeee e eeeeeeeeseeeeeseseeeeeseeseeeeseseeeerseseseerns | 9a@4)
b Benefit charges (1) Claims Paid..........c..ccevevevevereerieeeeeeseseseseseseceeneenns 9b(1)
(2) Increase (decrease) in claim reserves... . 9b(2)
(3) Incurred claims (AAd (1) AN (2)) ..veveevrireereireieteeeeereeteeeeeeeeeseereerestestesteetesearestestesreeteesessansereassseeeteseeeeneans 9h(3)
[ X T30 1= T L= FO R 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....vvveevecveceeeeeete et et see et e et e e te e st e et ereeneeaeaaeenes 9c(1)(A)
(B) Administrative service or other fees ............cccceeeveeeveeeveeeereeana 9c(1)(B)
(C) Other specific acquisition costs .. | 9¢(1)(C)
(D) OB EXPENSES .......vveeeeeeeeeeeeeeee e 9c(1)(D)
(E) TAXES.cv.eeeeeeeeeeeeeeeeeeeee et es st n sttt en e 9c(1)(E)
(F) Charges for risks or other CONINGENCIES .........ccvveveveveveereerieeeenens 9c(1)(F)
(G) OthEr FEtENEION CAIGES ... vveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeese et eeeeseeneeeens 9c(1)(G)
L)Lz I G 0= 01110 TR 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).....ccccveeennn. 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 .......eeeeeeeeeeeeee ettt ettt ee et et e e ae e et e e et ese e e s e et e se et et e s s teasee et e et eaeeeeae s ete s eaeseeaeaneneeeas 9d(2)
(B) OLNEI TESEIVES ...ttt ettt et ae et ee et e s e e s e et e e et et e e e teas e et e et eae e ete s eaenseteseeananeneeeas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)...........ccccvuvveeeernnne. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CATIEI .........ciiiiiuiiiiee et e e e e e e e e annes 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ..............c.ccee... 10b

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Insurance Information

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

Employee Retirement

» File as an attachment to Form 5500.

OMB No. 1210-0110

Income Security Act of 1974 (ERISA).

2020

This Form is Open to Public

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information Inspection
pursuant to ERISA section 103(a)(2).
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending  12/31/2020
A Name of plan B Three-digit
HIGGINBOTHAM AUTOMOBILES, LLC plan number (PN) > 502

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

HIGGINBOTHAM AUTOMOBILES, LLC

59-3690173

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 11l can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier

BLUE CROSS & BLUE SHIELD OF MISSISSIPPI

(c) 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 (g) To
64-0295748 60111 030972 213 01/01/2020 12/31/2020

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

39638

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

TIMOTHY HOLIFIELD

525 E. CAPITOL STREET
2ND FLOOR
JACKSON, MS 39201

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

39638

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2020

v. 200204



Schedule A (Form 5500) 2020 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

(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) 2020 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

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

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

D PremiUums PaI 0 CAMTIET ............ceeceeeeeeeee ettt s sttt s s es s e st et et et es s e e ssaes st st st e s et en s s e neene 6b
C  Premiums due but unpaid at the end Of the YEAr .........c..oiiiiiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, ENtEr AMOUNL. ..........uuiiiiiiieii 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 > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration (2) D immediate participation guarantee
3) |:| guaranteed investment 4) D other »
b Balance at the end Of the PreVIOUS YEAI ........viiiiieiiieiieietisieet sttt sttt ettt | 7b
C  Additions: (1) Contributions deposited during the year ...............c.coceveverennn. 7c(1)
(2) DIVIAENAS AN0 CIEAILS ...t eeee e e eee et 7c(2)
(3) Interest credited dUMNG the YEaT..........c.cvieveeeeeeeeeeeeeeeeeee e, 7c(3)
(4) Transferred from Separate aCCOUNL ................ceveeeeveereseeseeseeseeeeeeenas 7c(4)
(5) Other (SPECHY BEIOW) ...ttt 7c(5)
4
(BYTOLAI AATIIONS ...ttt ee st e et ee et et ee e e s e s eesee et et e eeetes e es e eeeeeeeseseseeseseneeeeseeeseeeteseneeeees 7c(6)
d Total of balance and additions (add liNES 7B @Nd 7C(B)). .....c.cvvrrverrrereerrreeeseieeeeeeee e | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7e(2)
(3) Transferred to separate account .| 7e(3)
(4) Other (SPECITY DEIOW) .........ovoveeeeeeeeeeeee e 7e(4)
4
(5) TOLAI ABAUCHONS ..ottt ee st ee et ee s e s e s e s e et s s e s s et e et en s ee s s st en e ees e eteeenen 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoevevevereeeeieirereeeeeieeeereneeenn. | 7f




Schedule A (Form 5500) 2020 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 |:| Vision
e D Temporary disability (accident and sickness) ~ f |:| Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) i D HMO contract k |:| PPO contract

m |:| Other (specify) P

d |:| Life insurance

h |:| Prescription drug

| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNL FECEIVEM .......c.veuiiuirieiiirieriesieeeie e 9a(1) 1187487
(2) Increase (decrease) in amount due but unpaid ............cccceveeeenniiinnenn. 9a(2)
(3) Increase (decrease) in unearned pPremium reServe ...........ccceevveeeeenee. 9a(3)
O N (EN R R ) N | 9a@4) 1187487
b Benefit charges (1) Claims Paid..........c..ccevevevevereerieeeeeeseseseseseseceeneenns 9b(1) 1117073
(2) Increase (decrease) in claim reserves... . 9b(2) 10066
(3) Incurred claims (Add (1) BN (2)) .eevveereeceeieecteeeece et eereereeeteeeeete e e e et e ere e teaeetesreeereaseestesreesreaneestesreereaneeees 9h(3) 1127139
(G @A T3 ot g F= o =T O 9b(4) 2890546
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....vvevveeveeeteeeeecteeeeeteeteeeeeereeetesreeeteaseeetesreeesesseeaesreans 9c(1)(A) 39638
(B) Administrative service or other fEes ..........c.cccvveeeeeeceieereeeenene. 9c(1)(B) 100936
(C) Other specific acquisition costs .. | 9¢(1)(C)
(D) OthEr EXPENSES .....o.voveeeereesieeeeeteeeeseene et enes s sneeen 9c(1)(D)
(E) TAXES et ee e e e e eee e en s 9c(1)(E) 17812
(F) Charges for risks or other CONINGENCIES .........ccvveveveveveereerieeeenens 9c(1)(F)
(G) Other retention CRAIGES ..........oveeeeeeeeeeeeeeeeeeeeeseeeseeeeeeseneeeerenenes 9c(1)(G)
(H) TOLAI FEEEMEION. ...ttt ettt ettt ettt et et eseeteebesbe st e sa e s esbesaessebesae s e s esseseessebeebesaessensaneas 9c(1)(H) 158386
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).....ccccveeennn. 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 .......ueeveteete et et etet et te et e et e et et et e st eteeteeteete s essesseaeebeeteete et ete st enseteebesteetessessenseseeaeeteatessensenens 9d(2)
(B) OUNEI TESEIVES ....eevete ettt ettt ettt ettt et e et e et e te et e et et e st eseeae et e eteete et et et enteteetesteete st et enseseeaeereatessenseneans 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)...........ccccvuvveeeernnne. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CATIEI .........ciiiiiuiiiiee et e e e e e e e e annes 10a 1187487
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. ..............c.ccee... 10b

Specify nature of costs.

Part IV Provision of Information

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

|:| Yes

No

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




Form 5500 Annual Return/Report of Employee Benefit Plan OMeNoe, 1ef0gi1d
This form is required to be filed for employee benefit plans under sections 104 3

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Department of the T
.ﬁ?:mZ}e;Qefenui s,’éﬁ;e” sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2020
Department of Labor » Complete all entries in accordance with

Employee Benefits Security

Administration the instructions to the Form 5500.

This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection

| Part | |Annual Report Identification Information

For calendar plan year 2020 or fiscal plan year beginning 01/01/2015 and ending  12/31/2015
A This return/report is for: D a multiemployer plan |:| a multiple-employer pla!n (Filerg chlecking this box must attach z? list of :
participating employer information in accordance with the form instructions.)
a single-employer plan |:| a DFE (specify) ____
B This return/report is: |:| the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C If the plan is a collectively-bargained plan, check here. . ... e » D ”
D Check box if filing under: D Form 5558 D automatic extension the DFVC program
D special extension (enter description)
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan B
HIGGINBOTHAM AUTOMOBILES, LLC number (PN) »
1c Effective date of plan
01/01/2015
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 59-3690173
HIGGINBOTHAM AUTOMOBILES, LLC 2¢ Plan Sponsor's telephone
number
601-984-3700
455 STEED RD 455 STEED RD 2d Business code (see
RIDGELAND, MS 39157-8691 RIDGELAND, MS 39157-8691 instructions)
441110

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
HERE
Signature of plan administrator Date 2 Enter name of individual signing as plan administrator
il 100 ) [ %K/gl A3ty /Mémm
Slgnatuir of employerlpl;l( sponsor Date Enter namc{ of individual signing as employer or plan spons
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 (2020)

v. 200204



Form 5500 (2020) Page 2

3a Plan administrator's name and address [X| Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
4 I 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 |
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, 6c, and 6d).
a(1) Total number of active participants at the beginning of the Plan YEar............ccc..c.uviueiiriesiire s 6a(1)
a(2) Total number of active participants at the end of the PIaN YEAT .........cc.cwriiiississssss s sanass 6a(2)
b “Retifed or:separated participants TeceIVING DENETIHE .t miomsissirtmivin sy uimi msidhboomsmaamms iy 6b
C Other retired or separated participants entitled to future benefits ... 6¢c
d=Subtotal-Add ines Bal2): 8k and B0 e T A it e e T e A e e e T AT S 6d
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... 6e
F U Tota) A TINES Bl AT 0. st ot aors e bed ooy TS Db S RaA L S L s 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COPDIOE NS IO et bisiat e esiins e e et o F o 9 e et oo eSS e TS AR A e iR S 6
h Number of participants who terminated employment during the plan year with accrued benefits that were
R L N T e )
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........| 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
(4) I General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) |:| R (Retirement Plan Information) (1) |:| H (Financial Information)
(2) D I (Financial Information — Small Plan)
(2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money ]
Purchase Plan Actuarial Information) - signed by the plan @) —2_ A (Insurance Information)
actuary (4 D C (Service Provider Information)
@3) [] sB (single-Employer Defined Benefit Plan Actuarial (5) [] D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) I:l G (Financial Transaction Schedules)




Form 5500 (2020) Page 3

| Part Il | 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.) wovvvnrrerisserriesresssieeennnen || YES No

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

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2) ........... []ves [] No

11¢ Enter the Receipt Confirmation Code for the 2020 Form M-1 annual report. If the plan was not required to file the 2020 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 i
Insurance Information S
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the 2020
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
D tof Lab
Employee B;?:f;:?ggciril; A?i:ninislratiun b File as an attachment to Form 5500.
i ; This Form is Open to Public
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information ! Inspec?tlon \
pursuant to ERISA section 103(a)(2).
For calendar plan year 2020 or fiscal plan year beginning  01/01/2015 and ending  12/31/2015
A Name of plan B Three-digit
HIGGINBOTHAM AUTOMOBILES, LLC plan number (PN) 3 502

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

HIGGINBOTHAM AUTOMOBILES, LLC

D Employer Identification Number (EIN)
59-3690173

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

GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(i) 25 code identification number gorsong covered at end of (f) From (g) To
policy or contract year
13-5123390 64246 0009N523 176 01/01/2015 12/31/2015

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

12228

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

BANCORPSOUTH INS SERVICES

8315 CANTRELL RD
SUITE 300
LITTLE ROCK, AR 72227

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

12228

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amou

nt (d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2020
v. 200204



Schedule A (Form 5500) 2020 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
(b).Am (c) Amount (d) Purpose gcode

commissions paid

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

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

commissions paid

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

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

commissions paid




Schedule A (Form 5500) 2020

Page 3

Part Il | Investment and Annuity Contract Information

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

this report.
4 Current value of plan’s interest under this contract in the general account at Year nd ........coooeevreireerrisescnnsneienns 4
5 Current value of plan’s interest under this contract in separate accounts at year end..........ccooiiieiiiiiiiniinn, 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D) 1 Premiums:palt 0 BaITBI . biseschsmssssitssommssch soerensssnsarassessbbssssrsnsasss opdassiosmmbenss aesbathos smnssssbinpon Al isb sV I 6b 12228
¢ Premiums due but unpaid at the end of the year .. % 6c 0
d If the carrier, service, or other organization mcurred any specn" ¢ costs in connecnon wnlh the acqmsntlon or 6d
retention of the contract or policy, enter amount...
Specify nature of costs P
e Type of contract: (1) D 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 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) D other P
b  Balance at the end of the previous year-....................... 7b
C  Additions: (1) Contributions deposited during the year ............ccevvniiineans
(2) Dividends and credits...........ocviiiciniie s
(3) Interest credited during the year..
(4) Transferred from separateacColnt ..
(5) Other (specify below)....c..nniminnanaaninisiiaaiaiei
4
(B T DT AT iy sorssraessions iainrs s sar s dhrssio eesssnstessamtsersnssagiens s pesemmat e e oo s e e e e T 7¢(6)
d Total of balance and additions (add INES 7B AN TC(B)). ......eeeevevieeeiiiirieeiiiteseieseess et es st sseesseseressesensssses | 7d
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CaAIMIEr.......covvievecrreeerssenrsssensssssesennns Te(2)
(3) Transferred to SEPArate 8CCOUNE ........cocvvrveveciiesseeesseeasssssenesessnssssessenes 7e(3)
(4) Other (SPECIY BRIOW) ......oevuvvvreeeerrcieeeseecresaess e eensss e Te(4)
4
(5) TOAI HEUUCHIONS 1..vovvevvrsieesesseiseess s ssessessessessesssssensssensssseseesssnsseaasssesseeessssasssassseassens bt scae bt n et aes bbb 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from liN@ 7d) ...........ocoeveeververieesieiiieeeecciee s 7f




Schedule A (Form 5500) 2020 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) Amount received .............ccoeceveennnes 9a(1)
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned Premium reserve .........oco.ovoeeeveeecee 9a(3)
(AT EARICH (1) F [0 (8] oo rsesssnsssramasssssssaimmmemimiiantsiysbasbossi st e | 9a(4)
b Benefit charges (1) Claims Paid.........coocrrercciiireeecree et 9b(1)
(2) Increase (decrease) in claim reSerVes. ......coco.oooeeeeiciencccicicee 9b(2)
(8)Incurted elaims (add (1) and:(2))isescrosssvommmsssisssrestssnssisviiv iy iihiess issssemse s simassssunsanss ismassns peases 9h(3)
() GBS GBS rviesvsssimscssusssastssi o s i vt v Tavs Cord w94 S SO 5 SRS SO TSRO P 04 U1V 048 R o e RS 8 9h(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) ComnmissIons s T R T 9¢c(1)(A)
(B) Administrative service or Other fEeS ..........ccouerereierevesiesnaininne 9¢(1)(B)
(C) Other SPEcific ACQUISTHON COSES ... rvvvveereereeeeeeeeeeseaess e 9¢c(1)(C)
() Other BB e T T T A e e e T SR 9¢c(1)(D)
(Y- TAXBS  civsiivia s 5w Gk s v S RS B BN G s 58 9c(1)(E)
(F) Charges for risks or other contingencies 9¢(1)(F)
(G) Other retention Charges.........ccceevreverciines . | 9¢(1)(G)
(H) T OB PO OO s svvervsniassstai ook o ey o b e VB T S B ST TRV T )33 9¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were E] paid in cash, or |:| credited.)........ccccenee 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement. 9d(1)
(2GRN TESEIVES 1.1t vesiesins s i bas oo TS o B R LA R B T oo 9d(2)
() O NBETOSEIVES ioir i e T s hiia e poirs boara s e T e e e e T e L T e e T T 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......cccooveiiiiincnn 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAITIET ... e s 10a 12228
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. .........c.cccceeeeee 10b

Specify nature of costs.

| Partlv | Provision of Information

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

12 1f the 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 P—

This schedule is required to be filed under section 104 of the 2020
Employee Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

. . . . 5 This Form is Open to Public
» Insurance companies are required to provide the information

: Inspection
pursuant to ERISA section 103(a)(2).
For calendar plan year 2020 or fiscal plan year beginning 01/01/2015 and ending  12/31/2015
A Name of plan B Three-digit
HIGGINBOTHAM AUTOMOBILES, LLC plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HIGGINBOTHAM AUTOMOBILES, LLC 59-3690173

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

BLUE CROSS & BLUE SHIELD OF MISSISSIPPI

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN i i persons covered at end of
code identification number policy or contract year (f) From (g) To
64-0295748 60111 030972 230 01/01/2015 12/31/2015

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

43324 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

TIMOTHY HOLIFIELD

525 E. CAPITOL STREET
2ND FLOOR
JACKSON, MS 39201

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

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

43324

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) 2020

v. 200204



Schedule A (Form 5500) 2020 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 (¢) Amount (d) Purpose poles

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

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

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

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

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




Schedule A (Form 5500) 2020 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

mD Other (specify) P

9 Experience-rated contracts:

2 ° Pramiunis: (1 AMOUNtICaIVRO. ..o s mvisarnsvrmssmaas i 9a(1) 1051298
(2) Increase (decrease) in amount due but unpaid ...........cccocevicreennrccnns 9a(2)
(3) Increase (decrease) in unearned pPremium reServe ............ocoeenuenens 9a(3)
PRV R L ) (Y || — e, | 9a(4) 1051298
B “Beanefit charges (1) ClaIMs Pald: i iimmmsnsisisisiimsniiamaing 9b(1) 565832
(2) Increase (decrease) in ClaiMm rESEIVES..........couweeereeniierieeirer s 9b(2) 5099
(8):Incurred claims: (add (1Y AN [2)Yiixcrisrmsesismsnsessessusissississmmsess sssassvissznsss sazsussisingusesssasasconssnpesosssssmansossasasss 9b(3) 570931
(Y GRS CHARGET seuvs vvvuwavsbssvismsisaesessves vt s ot LS8 48 8V bR LR 0 0 i 9b(4) 1280602
¢ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) Commigaions mrm s s e 9c(1)(A) 43324
(B) Administrative service or other fees ... ... | 9¢(1)(B) 89360
(C) Other specific acquisSition COSES.......cceviviiieiiiiiiicce 9¢(1)(C)
(D) e R eXRaSEE i ety S S T 9¢(1)(D)
T T8 (o ey e o et ek sk et et g st gt s 9¢(1)(E) 15770
(F) Charges for risks or other contingencies ..............cccc.coocerrvrreenn. 9c(1)(F)
(G) Other retention ChaTGES .............rrereersssrersssssreesesssssseeerssssssssons 9¢(1)(G)
() TO1a] FROItION sussssssvsvmnsurusssnmassussineyistsevsss o sev s ass i u o ooy oo a4 LS SO O SRy SR s s 9¢(1)(H) 148454
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)..........c..cee. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2Y Claim FeSBIVeS s v s S e R e s s b 9d(2)
(B OB PRIV E S T o e T e T P e e e L e 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)...........ccccoiiiiinnns 9e
10 Nonexperience-rated contracts:
& Tofal premiums or subscription charges Paitdt CAITIEr. ... s surmesosmpass sonisstisnsss sosasnassairsnantsnsns snonsonsasstssnass 10a 1051298
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 1, line 2 above, report amount. ...........c.cccooeeee. 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 Ifthe answer to line 11 is “Yes,” specify the information not provided. P




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos: J1EB110
This form is required to be filed for employee benefit plans under sections 104 2
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
fthe T
ek N sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2020
Emg;sg:fgzggg{s'-gggamy » Complete all entries in accordance with
‘Administration the instructions to the Form 5500. This Form Is Open to Public
Pension Benefit Guaranty Corporation Inspection
Part | | Annual Report Identification Information
For calendar plan year 2020 or fiscal plan year beginning 01/01/2016 and ending  12/31/2016
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a list of
' participating employer information in accordance with the form instructions.)
a single-employer plan D a DFE (specify) ____
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C If the plan Is a collectively-bargained plan, check here. . ..o i e » D
D Check box if filing under: D Form 5558 D automatic extension the DFVC program

D special extension (enter description)
rPart ] l Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit plan £ho
HIGGINBOTHAM AUTOMOBILES, LLC number (PN) »
1c¢ Effective date of plan
01/01/2016
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 59-3690173
HIGGINBOTHAM AUTOMOBILES, LLC 2¢ Plan Sponsor's telephone
number
601-984-3700
455 STEED RD 455 STEED RD 2d Business code (see
RIDGELAND, MS 39157-8691 RIDGELAND, MS 39157-8691 instructions)
441110

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
HERE
Signature of plan administrator Date . Enter name of individual signing as plan administrator
son | ) o | adfall (CpdThies Yarhorou I
Signatyfe of employerlpla( sponsor Date Enter nan{a of individual signing as employer or plan Sazmsor
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 (2020)

v. 200204



Form 5500 (2020) Page 2

3a Plan administrator's name and address |X| Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
4  If the name andfor 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
¢ Plan Name
5  Total number of participants at the beginning of the plan year 5 I
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the Plan YEar............coee.imrimi s 6a(1)
a(2) Total number of active participants at the end of the Plan YEar .............ccc.weerrrrrrerreremssssssmmissssnsssssssssssssssssssesesnees | 0A(2)
b Retitad or saparatad participants TeCEIVING DENETS et wsoreswotasmsesiisinisiaosianms ios dsserss s saeanarasssisssastrs 94 1500087 6b
¢ Other retired or separated participants entitled to future benefits ... 6c
ol Stiblotal, Add InesiBal2) 68, AndiBRi. ... semiiis e sttt s tes aassilssessessssssssss rasinsns S R B v 6d
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... 6e
F' Total Add N8 B0 ARG B .o ioiionsesss iy L bR T oS T e o P T S 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
e L L T T T v T L 6
h Number of participants who terminated employment during the plan year with accrued benefits that were
[6S5 tHEH 1 D0YEVBEIBG . y consronnessetomsounonersnsinstsenseatonssansassinssst etresserssss sesisas osstor ise sospans dsstons s dasstia tassosains bt e S PR EAERS 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
(4) General assets of the sponsor (4) l 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 [] I (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money !
Purchase Plan Actuarial Information) - signed by the plan 3 -2 A (Insurance Information)
actuary (4) D C (Service Provider Information)
3 [] sB (Single-Employer Defined Benefit Plan Actuarial & [ D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |:| G (Financial Transaction Schedules)




Form 5500 (2020) Page 3

[Part lll_| 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
BES0, YD roemmsemsnsssssivemssisensiins onips [0 Yes [} No

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

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

11¢ Enter the Receipt Confirmation Code for the 2020 Form M-1 annual report. If the plan was not required to file the 2020 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information

OMB No. 1210-0110

(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the 2020
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Depart f Lab
Employee EI::gﬁt:‘ggt:zrityaﬁ\g;inisuaﬂon P File as an attachment to Form 5500.
i i This Form is Open to Publi
Pension Benafit Guaranty Corporation P Insurance companies are required to provide the information pURE Inlsper.glon i
pursuant to ERISA section 103(a)(2).
For calendar plan year 2020 or fiscal plan year beginning 01/01/2016 and ending  12/31/2016
A Name of plan B Three-digit
HIGGINBOTHAM AUTOMOBILES, LLC plan number (PN) » 502
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HIGGINBOTHAM AUTOMOBILES, LLC 59-3690173
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 IIl can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

R B Y T T P e
code identification number policy or contract year (f) From (g) To
13-5123390 64246 0009N523 177 01/01/2016 1213112016

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

10325 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

BXS INSURANCE, INC 2909 13TH ST.
STE 210
GULFPORT, MS 39501

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

10325 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) 2020

v. 200204



Schedule A (Form 5500) 2020 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)
mount of sales and base rganization
b) A f sal db Organizati
(c) Amount (d) Purpose cade

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
() 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
(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 (¢) 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 s




Schedule A (Form 5500) 2020 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 ..o, 4
5 Current value of plan’s interest under this contract in separate accounts at year end..........cocooeiiiiiiiniiinn, 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
b  Premiums paid to carrier.. 6b 136019
¢ Premiums due but unpaid at the end of BB BB« reessorionasromsstssssosssssenssassrsesionsssasssssrassesis s shr en BT M IEA, 6c 0
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, @nter aMOUNL. ..o e
Specify nature of costs P
e Type of contract: (1) D 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: (1) D deposit administration 2) D immediate participation guarantee
(3) D guaranteed investment 4) D other P
b = Balance at e end of e DrEVIOUS VAT s ieisessstimermsetisitiess st v ss s 5o i bpbe i) asavsislas s raessbnpp 3 s [ 7b
C  Additions: (1) Contributions deposited during the year ...........couceeereeeee |_1€(1)
(2) Dividends and Gredits.......uumariimsressimssinisssrassssansesssasns
(3) Interest credited during the year............c.coviin
(4) Transferred from SEPArate ACCOUNE ..........c.vverirrieriinmririnessessesasssrarenes 7c(4)
(5) Other (specify below)
14
(6)Total additions .. 7c(6)

d Total of balance and addltuons (add Imes 7b and 7c(6))

e

Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmfier........c.oevvieiemeseeeesemescesnins 7e(2)
{3V Transterred 10 SODAFAtE BE0OUNE ..vxi.wmmtissss o sy 7e(3)
(4 Other (SPECHY DEIOWY. .ecseerssermsserssssrsssasspessarssssssmssessssnsmsssissiosssinssisivssis 7e(4)
4

(5) Total deductions ..

e | TH

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




Schedule A (Form 5500) 2020 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

9 Experience-rated contracts:
a  Prefiilims: (1) AMOUNt FECRINE .....cuisarivsmiminsiiimnivmes ottt vistassas 9a(1)
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in uneamed premium reSerVe ........ccourveeunn, 9a(3)
() DG (1) 5 28 B0 e s R S e e
b Benefit.charges (1) ClaIMS PaI. ... semssisosiominessssssssiisimmsssig i 9b(1)
(2) Increase (decrease) in claim reserves.... .. 9b(2)
(3) Incurred claims (BAd (1) BN (2))....oovvivrirmiiei e e s 9b(3)
(4) ClaITE CIAFDE : vavvsre vvissiiss voessstssssveviisuasvsns s sE0isiasss votot vt ors 46V peS338 8 e s s s Va0 RS RT TR 002 9b(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) Commisslons s s s L T S e T v 9c(1)(A)
(B) Administrative service or other fees .............. 9¢(1)(B)
(C) Other specific acquisItion COSS.........coiiiiiiiiii 9¢(1)(C)
() B B nRR T A e e BT o e v 9¢c(1)(D)
TR i e et A utes RO ot 9¢(1)(E)
(F) Charges for risks or other contingencies ... 9¢(1)(F)
(G) Other retention charges..... 9¢(1)(G)
() TR FEUBRION e cincomsitisst a4 5 4644 AR ¥ S St s onasmsiems o sas 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or [] credited.).....cccovereenne 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.... 9d(1)
() C IR PO BS v B T A T R S G S P S Ve 9d(2)
(3) OINOE [BEBIVES coviiaeesrsarnssisstessssrmnssses s s o o S TR R I s s 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooooiiiicnn.n 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAITIEr ... e 10a 136019
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ..........c.ooveeeene 10b
Specify nature of costs.
| Partlv | 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. b




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

Insurance Information

P File as an attachment to Form 5500.

OMB No. 1210-0110

2020

This Form is Open to Public

- Inspection
pursuant to ERISA section 103(a)(2).
For calendar plan year 2020 or fiscal plan year beginning 01/01/2016 and ending  12/31/2016
A Name of plan B Three-digit
HIGGINBOTHAM AUTOMOBILES, LLC plan number (PN) » 501

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

HIGGINBOTHAM AUTOMOBILES, LLC

59-3690173

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 unitin Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier

BLUE CROSS & BLUE SHIELD OF MISSISSIPPI

e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or (
(b) EIN ! 4 : persons covered at end of
code identification number nolicy or contract year (f) From (g) To
64-0295748 60111 0308972 242 01/01/2016 12/31/2016

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

TIMOTHY HOLIFIELD

525 E. CAPITOL STREET
2ND FLOOR
JACKSON, MS 39201

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

46300

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) 2020
v. 200204



Schedule A (Form 5500) 2020 Page 2 —| 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 () Amount (d) Purpose Sads

(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 () 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 T

(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




Schedule A (Form 5500) 2020 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 accountat year end ... 4
5 Current value of plan's interest under this contract in separate accounts at year end............cccoiimnniiiienniesne 5

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

D PremiUms PAIt 10 CAITIET .....oo..ivueceerseeteseesteeiessssesssesssesasssessecssessessssscassssesmecs shbses b s s s s s bt 6b
¢ Premiums due but unpaid at the end of the year ... 6c
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 @MOUNL...........cceiiiiiiiiiiir e
Specify nature of costs P
e Type of contract: (1) D individual policies (2) |:| group deferred annuity
(3) [] other (specify)  »
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) D other b
B B alance it e AR O (e DTS IO U VEET et deis oo s oo i eses et o S UYL B g e [ 7b
¢ Additions: (1) Contributions deposited during the year .............cccccceevieeens | 1€(1)
(2) Dividends and Credits...........cooiiiniininin e
(3) Interest credited during the Year.........ccoiveernnnnnsi,
(4) Transferred from separate account
(5) Other (Specify DBIOW) ...t
1 4
{8 TOE] AIIONS v vtuvesasnnsnaseisesersussssnsrssmasssassensresesterssosssssasessrestssos tosss s sosiassmess sobasssiodsed bR S LA et 7¢(6)
d Ol ofhejante and:adutans BEETRes TR ANA QBTN it St e o 10
@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carer. ... Te(2)
(3) Transferred to separate aCCOUNt .............coviicummmrniiesisssssissssss s 7e(3)
(4) Other (SPECify BEIOW)......c...cvrreeeeerrvsvesserssrsssssssessssssssssssessssensessssssessss | 1€(4)
»
{5 T Ot LGS 1ovesirhoctiiess sibisssstepts oo o b i sssasesthesssisieSalibere S A S A ST 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from line 7d)..........ccoocooeiiiiiiiiinniiiee r 7f




Schedule A (Form 5500) 2020 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) Amount received .. 9a(1) 924310
(2) Increase (decrease) in amount due but unpaud ................................... 9a(2)
(3) Increase (decrease) in unearned Premium rESEIVE ........cccovvreereveens 9a(3)
(4) EAMNEA (1) + (2) - (3)) crrrrrvveveeeeesssssssssssssssessessesssssssssssss s sssssss e ssssessssssssssss s eeeeeereseeeessseseeeeeeeeeececnre] 92(4) 924310
b Benefit charges (1) Claims Paid........cccccereerecemiiniiee i eseenas 9b(1) 577261
(2) Increase (decrease) in ClaiM rESEIVES.......ccirerireerencese e 9b(2) 5202
(3) Incurred claims (add (1) and (2)) 9b(3) 582463
(). GRS BIATGO sy ivmesromsmitssi e oo S e e T e P e O e R s 9b(4) 1632021
¢ Remainder of premium: (1) Retention charges (on an accrual basis) —
() DS S ON S T T a T i i s onems o enns sesans Saevasmrme pe s banitts 9c(1)(A) 46300
(B) Administrative service or other fEeS ............ccouvvvivrireiresiniesieenns 9¢(1)(B) 78566
(C) Other specific acquisition CostS............ciiiiiin 9¢(1)(C)
(D) O BXDEISBS T xisivon s vbars e blerivsnvssneinsivfosvessiitiias hansy ool e 9¢(1)(D)
[ | BRGS 1o et Bibsesnsonnvensiblon s vefTrbacsvsssesonsBusviibeeiroson 9¢(1)(E) 13865
(F) Charges for risks or other contingencies .............coovoovvieeereervene. 9c(1)(F)
(G OO PO OO it shssiintossosisssahssssssscssssssingiings 9¢(1)(G)
(H Y TO P Bt O e e o s Ty RS R o 0 S Y T e 105 9¢c(1)(H) 138731
(2) Dividends or retroactive rate refunds. (These amounts were [:] paid in cash, or [:l credited.)... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) ClAIMTEBBINAS & .. Lt et itheas s sSAtr ek ed ios nssnst sansims s serme e st o e SN A A s s 9d(2)
(3) Other reserves .. 9d(3)
e Dividends or retroactlve rate refunds due. (Do not include amount entered in line 9¢(2).)......cccvvveerivviiinnns 9e
10 Nonexperience-rated contracts:
a _Total premitims;or subscription:eharges paid tol CAMTIET «rmveriiavessminmmasisa v i e s e s o 10a 924310
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 I, line 2 above, report amount. ........ccceccevvnvnens 10b

Specify nature of costs.

f Part IV | Provision of Information

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

D Yes

No

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




Form 5500 Annual Return/Report of Employee Benefit Plan SHE Nos il
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
'ﬂﬁ{’:{ﬁ;‘,?;?;’&i;’:i?;" sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2020
Emg’lzggg “gg';:ﬁ’{;ggfc’;nw » Complete all entries in accordance with
Administration the instructions to the Form 5500. This Form Is Open to Publle
Pension Benefit Guaranty Corporation Inspection
| Part | ] Annual Report Identification Information
For calendar plan year 2020 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a list of
' participating employer information in accordance with the form instructions.)
a single-employer plan D a DFE (specify)
B This return/report is: |:| the first return/report D the final return/report
|:| an amended return/report I:I a short plan year return/report (less than 12 months)
C If the plan is a collectively-bargained plan, CheCK NEre. . ... ...ttt i » D
D Check box if filing under: |:| Form 5558 D automatic extension the DFVC program
D special extension (enter description)
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 205
HIGGINBOTHAM AUTOMOBILES, LLC number (PN) »
1¢ Effective date of plan
01/01/2017
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 59-3690173
HIGGINBOTHAM AUTOMOBILES, LLC 2¢ Plan Sponsor's telephone
number
601-984-3700
455 STEED RD 455 STEED RD 2d Business code (see
RIDGELAND, MS 39157-8691 RIDGELAND, MS 39157-8691 instructions)
441110

Cautlon: 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
HERE
Signature of plan administrator Date Enter nama of individual signing as plan adminis@rator i
. / ] é y
SloN L W N %?&/ o ( (/A% A /4/ Z400/(Q
Signaturg of employer/plan sponsor Date Enter name of individual signing as employer or plan spons
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
olg
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2020)

v. 200204



Form 5500 (2020) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator's EIN
3¢ 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 retum/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 l
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, 6c, and 6d).
a(1) Total number of active participants at the beginning of the plan YEar............c....cririnisines s 6a(1)
a(2) Total number of active participants at the end of the Plan YEar ............crmmmmmmmmmmmmsmrreesiassesssssmmmssmssssmmmmnnnnsnensssss | 68(2)
b “Retiréd or separaled DartiCiDanIE TEr IV DENEIIE ey s oo o s b TR 3§ SRR o aE 6b
C Other retired or separated participants entitled to future Benefits ........ccviviiiriiiiiiie e 6c
d  Subtotal. Add lINES BA(Z2), BB, AN BC.........eveeeieisesseeeteieeeeseeeesseeeesrease e es e e e st ese bbb bbb e e s 6d
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..., 6e
£ T otal DA INES B ARG BBL....coerimrerrrrissirereasmnssnssensassnsssensansns risssesesspessmons Krspvotss svassesnas sonanas ninas oo o bsbd i RSO LA RSV AR IR DIR S 6f
d Number of participants with account balances as of the end of the plan year (only defined contribution plans
COTTPICTE TS HBITLY ity vy Ty ey i S SO T A AT A S e e s s 6g
h Number of participants who terminated employment during the plan year with accrued benefits that were
e i T T L b e e ) e s I P S 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
6] X Insurance 1) Insurance
(2) l Code section 412(e)(3) insurance contracts (2) I 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
() [] R (Retirement Pian Information) ) [] H (Financial Information)
(2) D I (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money )
Purchase Plan Actuarial Information) - signed by the plan (3) —2_ A (Insurance Information)
actuary (4) D C (Service Provider Information)
@3 [] sB (Single-Employer Defined Benefit Plan Actuarial (5) [ D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |] G (Financial Transaction Schedules)




Form 5500 (2020) Page 3

| Part lll | 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
1 R 1] S R —— [ Yes [ No

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

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

11¢ Enter the Receipt Confirmation Code for the 2020 Form M-1 annual report. [f the plan was not required to file the 2020 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

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

2020

This Form is Open to Public

pursuant to ERISA section 103(a)(2). IRECtoN
For calendar plan year 2020 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
HIGGINBOTHAM AUTOMOBILES, LLC plan number (PN) 3 502

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

D Employer Identification Number (EIN)

HIGGINBOTHAM AUTOMOBILES, LLC 59-3690173
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

GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

R R T T Y I =D Bl e
code identification number policy or contract year (f) From (g) To
13-5123390 64246 0009N523 176 01/01/2017 1213172017

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

10347

1762

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

BANCORPSOUTH INS SERVICES

8315 CANTRELL RD
SUITE 300
LITTLE ROCK, AR 72227

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

10347

1762

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) 2020
v. 200204



Schedule A (Form 5500) 2020 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
(¢) 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
(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
(¢) 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
(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 (¢) Amount {d) Purpose Cada




Schedule A (Form 5500) 2020

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 ..........ccoceeviiiinnniiiiiicssinens 4
5 Current value of plan’s interest under this contract in separate accounts at year end..........ccoooeiiiiiiiisiininn 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums PNt t0 GAITIEN .......iveceiuiititeisssssessssssesseseesessessesse e e seseseeseas st esssess s bes bbb 6b 143220
¢ Premiums due but unpaid at the end of the year 6c 0
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, 8Nter @MOUNL. ...
Specify nature of costs P
e Typeof contract: (1) [ ] 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 b [:]
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 at1he end of the PrEVIOUSVEAT i s iesiiiiiirsiivest i i eiassvi oo ios bess s s s e ssbid St i3 7b
C  Additions: (1) Contributions deposited during the year ............c.ceeeeeunenee. Tc(1)
(2) DIVEENTS AN GRS v isuuma vimssnsssisisssisisivsnsisiinsi vsssssmuissaemsimnssnsy 7c(2)
(3) Interest credited dUANG the YEaT. ... 7c(3)
(4) Transferred from separate account... 7c(4)
(5Y OUhBE (SPECITY DOIOW) .. .evisisivieemsassinivmas s o R et 7¢(5)
4
(6 MOt A I HORE o ot coo el et v s s e yont s i acs e b o ot tacdons sttt oS sh 7c(6)
d Total of balance and additions (add NS 7B AN TE(B)). ........rvvvevrrrrrrieeseeeeiseeeeeeessseeeessessssssssss s sssssees | 7d
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier...........cooece.oveenreereesssscesenersennens | 1€(2)
(3) Transferred to SEPArate ACCOUNL .............vvvrrsrmmerssssmsseeesersssecssennecsenneees |1 €(3)
(8) Oher (SPECITY DEIOW).....cvvvvvvereerirssssseessseeessssseneesssesseeeesssssscsseneessnecees | 1€(4)
b
(5T O O LGOS o usunyivsassos b basators dasebnssitsva dessvosisssas s s s B S s s 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from liNe 7d)........ccococeviririeecescrcainss s I 7f




Schedule A (Form 5500) 2020 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X| Other (specify) POPTIONAL LIFE, AD&D

9 Experience-rated contracts:
a Premiims: (1) Amountteceived wsmmmmasnksmmnaaninrsam s 9a(1)
(2) Increase (decrease) in amount due but UNPaid ..........ccooevviiiennnn 9a(2)
(3) Increase (decrease) in unearned Premium reSEIVe .........oc..cceeeeen. 9a(3)
(4) Earned (1) + (2) = (3)) coovvevvovvvmmeeressssmesnsnnnnnn | 9a(4)
b Benefit charges (1) Claims paid
(2) Increase (decrease) in ClaiM rESEIVES........cccrueii i 9b(2)
(3):Inclirred claims (add (1):and (2)) ik s mdm b T e v 9b(3)
() C NS AT et s s i o S o BV s S B s s Sy 9b(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A CommISSloN s e e e e e T s i 9¢c(1)(A)
(B) Administrative service or Other fEes .........cevveeeiieriiieciesiseenns 9¢(1)(B)
{€) Other SpecHic aCqUISIION COBES i s ssis sisesssmasasssusrssnss 9¢(1)(C)
(D) O e e XpeNSE s I S AT A e A R e e R B 9¢c(1)(D)
(E) TaXaS csisspssisamoaes S T e ST 9c(1)(E)
(F) Charges for risks or other contingencies .............ccoo...coeeerueree.ne. 9c(1)(F)
() Cthet Tetention Bharges s s s i i 9¢(1)(G)
(H) Total retention s s e s asrasmens | 96(T)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).....c.coereernen 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
Y Ty L L e Rt . S e OO PO oSt RN Gt R s ) SO 9d(2)
R o] T G TRV v e L oSl i L L Nt o o IO e i L o O | e e ey 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..........cccoevvviiiennns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMIBT........coiieeriiririe e 10a 143220
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. ...........cccccceeeenan 10b

Specify nature of costs.

| PartIlV | Provision of Information

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

[] 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

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

» Insurance companies are required to provide the information

Insurance Information

P File as an attachment to Form 5500.

OMB No. 1210-0110

2020

This Form is Open to Public

; Inspection
pursuant to ERISA section 103(a)(2).
For calendar plan year 2020 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
HIGGINBOTHAM AUTOMOBILES, LLC plan number (PN) N 501

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

HIGGINBOTHAM AUTOMOBILES, LLC

59-3690173

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 carrier

BLUE CROSS & BLUE SHIELD OF MISSISSIPPI

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN : LR persons covered at end of
code identification number policy or contract year () From (g9) To
64-0295748 60111 030972 255 01/01/2017 12/31/2017

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

TIMOTHY HOLIFIELD

525 E. CAPITOL STREET
2ND FLOOR
JACKSON, MS 39201

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

46530

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) 2020
v. 200204
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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 cold

(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
(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
(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 sedd




Schedule A (Form 5500) 2020 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 ... 4

5 Current value of plan’s interest under this contract in separate accounts at year end........coooineniiiniiii, 5

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

B Premitms DAt 0 CaITION  yuumswerssrrsrssressssasess rernssssssasasnssssssyresss Sasoesssh a5 enih s EORR O B T R 6b

¢ Premiums due but unpaid at the end of the YEaI ......c.cevveeiiiii 6c¢

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. ...

Specify nature of costs P

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

f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D

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

a Type of contract: (1) |:| deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) D other P

b BAIARCE At the BN O ThE PEEVIOUS VBT oot coierasi.vais siserisvissseifaamsorissbonssissossibssastiset fiivissadnis senrspsuosssvsvaspmans [ 7b
¢ Additions: (1) Contributions deposited during the year .. |2t}

(2) DIVIAENAS AN CTEAIS. ..vvvvevveereserssrreserssseceseresss i siaas 7c(2)

(3) Interest credited dUring the YEar..........ccoviveiircsnre e, 7c(3)

(4) Transferred from SepPArate ACCOUNt ......c..eveiveree e, 7c(4)

() OtHET (SPEOITY DEIOWY io:isiisssussssiossssmviisanstssimivssssvisssisinsmiii i 7c(5)

4

(BTORE] AATNIONG 1 rxxesserracrsssssmsesmasssnssssassmssasssasssssssmmn neends eisbosie ies e s TS T B T e o 7c(6)

d Total of balance and additions (add lines 7b and 7C(6)). «.....eceverevrenrrriiririmsinemesseers st | 7d

e Deductions:

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

(2) Administration charge made by Carfer.......ocouerenvrmrceremesissireesiiians 7e(2)

(3) Transferred (o SEPAIAte B0COUNE .......:wwiissiississiiiiitsiasiuinssmmsmsiisisinis 7e(3)

(4) Other (SPECITY DEIOW) ... ..vveirieeeereeieeseeisesee et esnase s Te(4)

4

(5 TOtAI A OUCHONSE, 15w omsiationadans s istos s on s apeeristasse snsioensas hes s e Bb R o SN AT RS A P S 7e(5)

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




Schedule A (Form 5500) 2020

Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a Health (other than dental or vision) b D Dental
e D Temporary disability (accident and sickness) |:| Long-term disability
[] stop loss (large deductible) j [] HMO contract

m [ ] Other (specify) »

c D Vision
g |:| Supplemental unemployment  h |:| Prescription drug
k I:I PPO contract

d D Life insurance

| |:| Indemnity contract

9 Experience-rated contracts:

a Proamiums: (1) Amount reCaiVE ....umirinmiismsmmssisissmsmsessenss 9a(1) 850371
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned premium reServe ... eeeevernees 9a(3)
(4Y ESIMIEE ({155 20 (BY) vviyovsusevuisossosoms s soisitssst o83 o s s e s s B i | 9a(4) 850371
b Benefit charges (1) CIAIMS Pald....ciiniii wriviniismmimsssisssatinsssesasia 9b(1) 1027306
(2) Increase (decrease) in claim reserves.... v | 9b(2) 9257
(3)lincurrediclaims: (add (1800 (2))3 5im vt iio ittt dovs s bl SRS oot e feppasbiaig 9b(3) 1036563
(4) Claims charged... 9b(4) 2203381
¢ Remainder of premium: (1) Retentlcn charges (on an accrual ba3|s)
{A) Commissions.. 9c(1)(A) 46530
(B) Admlnlslratlve service or other fees 9c(1)(B) 72282
(C) Other specific acquisition COStS..........ccviiiiiiiiiciiniiiis 9¢(1)(C)
(D) Ol EreXpaNSes T R soio i v e e T 9¢(1)(D)
(TR oo oo .53y AU et e W A 9¢(1)(E) 12756
(F) Charges for risks or other contingencies ...................ccceeeenne... | 9C(1)(F)
(G) Other retention charges........ e | 92(1)(G)
() TS| FERERIONT s vvsinsvsuvs cousousvessis eesa s vvmsisss oo T L B S e b 9¢(1)(H) 131568
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)......ccoconeee 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. 9d(1)
(2) Claim reserves.. 9d(2)
(3) Other reserves .. o 9d(3)
e Dividends or retroactive rate refunds due (Do not mclude amount entered in hne 9c(2) ) .............................. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAIMIET .. ... e 10a 850371
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 I, line 2 above, report amount. .......cccccceeveene. 10b
Specify nature of costs.
| PartIv | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes No

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




Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security

Annual Return/Report of Employee Benefit Plan

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

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

OMB Nos. 1210-0110
1210-0089

2020

Administration

This Form is Open to Public
Inspection

Pension Benefit Guaranty Corporation

Part | ] Annual Report Identification Information

For calendar plan year 2020 or fiscal plan year beginning 01/01/2018 and ending  12/31/2018

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

D a DFE (specify)
[ | the final return/report
D a short plan year return/report (less than 12 months)

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

IZI a single-employer plan
D the first return/report
D an amended return/report

B This return/report is:

C Ifthe planis a collectively-bargained plan, check here. . . ... .. ... i » D
[] Form 5558 the DFVC program

D special extension (enter description)

D Check box if filing under: D automatic extension

Part Il l Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit plan i
HIGGINBOTHAM AUTOMOBILES, LLC number (PN) » -
1¢c Effective date of plan
01/01/2018
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 59-3690173
HIGGINBOTHAM AUTOMOBILES, LLC 2c¢ Plan Sponsor's telephone
number
601-984-3700
455 STEED RD 455 STEED RD 2d Business code (see
RIDGELAND, MS 39157-8691 RIDGELAND, MS 39157-8691 instructions)
441110

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
HERE
Signature of plar_l,admlnistrator Date 4 Enter name of individual signing as plan administrator 1
son | (- () e Ar)o il (L uSHhe Sirhorou
stgnatureéf employen‘playéponsor Date Enter naée of individual signing as employer or plan spg)nscr
4
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

Form 5500 (2020)

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
v. 200204




Form 5500 (2020) Page 2

3a Plan administrator's name and address [X| 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
¢ Plan Name
5  Total number of participants at the beginning of the plan year 5 |
6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d),
a(1) Total number of active participants at the beginning of the plan YEar.............cccccu i 6a(1)
a(2) Total number of active participants at the end of the PIAN YEAT ... 6a(2)
b Retired or separated participants reCEIVING DENEMILS .........c...vvrreeereremesessseesssssnemsessssssssesssessesssssmssssssssssisasssensienssssesssssssensss | OB
C Other retired or separated participants entitled to future benefits ........c.ccc e 6c
o SUBLOYAL A INES B2, BB NUBE:  iysivsustnss sussciaistsossionisssiss s fos 2ot oo et st ss s v s s e v isssvsssanss | 00
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .......ooceeviviiiicniiiiiinies 6e
T TOtAl AGA INES B BNG BO. ....ev.eeeeeeeeeeeeee et eeee s sseeasesse s eeseasseseea s s asesseeassessseesesss et eeasasnsesenaase s st as s s reae s s semsse st reees 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
Complete DS eI et e e e B et e v e e L s B B e ) 69
h Number of participants who terminated employment during the plan year with accrued benefits that were
[Ese e 1000 N ealear e R L O e N R L) i b | ) O
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) 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
) [] R (Retirement Plan Information) 1) [] H (Financial Information)
(2) (] I (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money g
Purchase Plan Actuarial Information) - signed by the plan @) —2_ A (Insurance Information)
actuary (4) D C (Service Provider Information)
(3) [] 8B (Single-Employer Defined Benefit Plan Actuarial (5) il D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)




Form 5500 (2020) Page 3

| Part i | 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
0 cusnssnasnanes || Y88 [ N

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

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... [Jyes [] No

11¢ Enter the Receipt Confirmation Code for the 2020 Form M-1 annual report. If the plan was not required to file the 2020 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

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

2020

This Form is Open to Public

; Inspection
pursuant to ERISA section 103(a)(2).

For calendar plan year 2020 or fiscal plan year beginning 01/01/2018 and ending  12/31/2018

A Name of plan B Three-digit

HlGG|NBOTHAM AUTOMOBH_ES, LLC pran number (PN) ’ 502

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

HIGGINBOTHAM AUTOMOBILES, LLC

59-3690173

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 carrier

GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

(€) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN L Yol A persons covered at end of
code identification number policy or contract year (f) From (g) To
13-5123390 64246 0009N523 137 01/01/2018 12/31/2018

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

11264

6429

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

BXS INSURANCE, INC

8315 CANTRELL RD
SUITE 300
LITTLE ROCK, AR 72227

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

11264

6429

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) 2020

v. 200204
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

{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 oda

{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 5ie
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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 €nd .............coceevrreiinsiininsns 4
5 Current value of plan's interest under this contract in separate accounts at year end...........cccccvniiiininnininnniiinnn, 5

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

D PrenmiLims DBI R0 GAITIO  re 1 orsssrerssss senssrassssnennss essssmssis s s syssasssanasens 1o snssnmepassosns s fansssos sensohSoks SRSEHER R TOLTERURRSE 6b 154024
¢ Premiums due but unpaid at the end of the YEar ..........cccv i 6c 0
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or policy, enter amount. ... 6d
Specify nature of costs P
e Type of contract: (1) D individual policies (2) |:| group deferred annuity
(3) D other (specify) »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) |:| immediate participation guarantee
(3) D guaranteed investment (4) D other b
b Balanice atthe and of THa pravioUs VBAP s st mi s o T el e e s A P e e S TP s T v i | 7b
¢ Additions: (1) Contributions deposited during the year ..........cccceeeerrevmneen. | 16(1)
(2) DIVIENS ANG CIEAIS. .1.1vrveemeresrecessemresssmrnssimareasssessesaesseessenarsessensanenss 7c(2)
(3) Interest credited during the YEaT.........eiviieeiiriiieeieesiesesenneeeseersereaees 7c(3)
(4) Transferred from separate aCCOUNE ............co..evrvecrereeereeeeeeere e 7c(4)
(5) Other (specify below) 7¢(5)
14
{BYTOMAL AGAIIONS 1x00rerrressssnstssarsiassssgissgesssassssnsessssosspemansonsns sasssssnsinsnsssasenssnsie s sisasbmeior o s oA SE P ST R R 7c(6)
d Total of balance and additions (add iNes 7 and 7C(B)). .......cuereeriienireernsieses e s s ssienes [ 7d
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 79(1)
(2) Administration charge Made bY CAMTIET..........vvevveererreeesvesrerecereeseesciercens 7e(2)
(3) Transferred t0 SEPArate ACCOUN ........cc...vvseeisecsreasressensssssesessssnessinens | 1€(3)
(4) Other (SPECITY DEIOW) ......coeeererieererieerscresseesssensesssenssssassssssssssnnnsenees | 1€(4)
4
(B TotalaedUSHONSS: /i st i e e e B ol sl B s 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from 1N 7d).............cceveuerriereanrinnisrmannisinsssesnsneees | 7f




Schedule A (Form 5500) 2020 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 [x] Dental ¢ [x vision
e Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) i D HMO contract k D PPO contract

m [X] Other (specify) POPTIONAL LIFE, AD&D

d || Life insurance

| |:| Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVED ......c.ocviveuiiiiiciiiei s 9a(1)
(2) Increase (decrease) in amount due but unpaid ..........cccccoccervcecniienn. | 98(2)
(3) Increase (decrease) in unearned premium reserve..... 9a(3)
AN U R R o ) T — A s TR I
b Benefit charges (1) Claims paid.................. v | 9b(1)
(2) Increase (decrease) in Glaim reServes........cc.ocevee e 9b(2)
{(3Yincuredciaimnsi{ada (1) 8N, (21 Aem oo s de e i ity et T oo e Lom ooty st o v TS 9h(3)
() CIRIME CRATGET fuvoissmsnssvsbivuivrntssssssesunsisysssonsensy s 6131 50413 soRue s snsnkonse¥asmas sis s musbssmansossasansnsasd 18190 R 44920900 9b(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS weauiuanssasiivsvpimarsstassstnsessmnsiysisissasassivoiveass s tmsivesivsies 9c(1)(A)
(B) Administrative service or other fees .........cccvmriinrirvnsinsneneene. | 96(1)(B)
(C) Other Specic BCQUISIION COSIS ......vureeeseerreerermresnsssrensesssassrsenseses 9¢(1)(C)
(BN L e e S B e T e 9¢(1)(D)
(EFTeRes ot em oy i, ol bl | o 9c(1)(E)
(F) Charges for risks or other contingencies ........................ . | 9€(1)(F)
(G) Other retention Charges ...............ccoowceeeereeeeeiisssereereons .. | 9¢(1)(G)
{H) Total retentIon: v tvubisiii s vriaimmieisniveio s isssishocssionsirisie s Sro s gy e ciamdxstasss shamsdomanssvasss 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were [:] paid in cash, orD credited.)....c..oceiians 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2 LTV TOSEIVE v assvsss vsvasss i o558 433 T 4 KPS TS B 40 Pos A e 9d(2)
() OB FEBBIVOS st oty sy e T o O A e ST Y S T e i 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......cccoovvniiiinninns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAMIET ... 10a 154024
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. .......c...cccc.ooe... 10b

Specify nature of costs.

| Partiv ] Provision of Information

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

[I 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 2020
Internal Revenue Service

Employee Retirement Income Security Act of 1974 (ERISA).

Department of Labor n
Employee Benefits Security Administration P File as an attachment to Form 5500,

Pension Benefit Guaranty Corporation This Form is Open to Public

» Insurance companies are required to provide the information

f Inspection
pursuant to ERISA section 103(a)(2).
For calendar plan year 2020 or fiscal plan year beginning 01/01/2018 and ending  12/31/2018
A Name of plan B Three-digit
HIGGINBOTHAM AUTOMOBILES, LLC plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HIGGINBOTHAM AUTOMOBILES, LLC 59-3690173

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
BLUE CROSS & BLUE SHIELD OF MISSISSIPPI

T R e
code identification number policy or contract year (f) From (g9) To
64-0295748 60111 030972 218 01/01/2018 12/31/2018

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
43626 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
TIMOTHY HOLIFIELD 525 E. CAPITOL STREET

2ND FLOOR
JACKSON, MS 39201

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose
43626

(e) Organization code
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) 2020

v. 200204
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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
(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 posren

(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
(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 code




Schedule A (Form 5500) 2020 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 ... 4
5 Current value of plan's interest under this contract in separate accounts at year end..........ccvinenieennne. 5

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

B PremiumS DAIOEDICAITIOR, ..orsrsserosessmmssssioniessssssssenessans seesssssssensssas smpssssssnss hsbin sviens srsesd G sebFRSHTA TRV R s 6b

¢ Premiums due but unpaid at the end of the Year ..o 6c

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

Specify nature of costs P

e Type of contract: (1) E] 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 | 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) |:| immediate participation guarantee
(3) [] guaranteed investment (@) [] other »

B B alancs At tha anid of the DoV Ol VA I r i i T ol s ek e oee e o P et vad e vy sy | 7b
¢ Additions: (1) Contributions deposited during the year .. |1}

(2) DIVIAENS AN CTEAIS.....ceevvveeeveoreeeeeeeeeesseeressssesseessesssssesssennsasesesnses | G(2)

(3) Interest credited dUring the YT ...........rwrrerieseeeeeee e 7¢c(3)

(4) Transferred from SEPArate ACCOUNL.....cccovvviveisereerre e ssssrassenanas 7c(4)

(5) Other (SPEGITY BEIOW) ......covverrrrerervieessrssssiesesnssssssssssssssssssssssssnssnnsnne | 1C(B)

»

(B) o BHTIIBAR . o T et e s L e s R R e ol s 7¢(6)
d Total of balance and additions (add.ines 7B and TE(6)). ......axvresssessisnisicaitanisieisessissisariosbisiveinaivionnsnisinniissinns l 7d
e Deductions:

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

(2) Administration charge made by CAIMIEr.........cvvieiierrieriecieesicieanas 7e(2)

(3) Transferred to SEPArate ACCOUNE «.i...iviimsimmssssiisssisnsisvosseisnsssssmisasasiosins 7e(3)

(4) Other (SPECITY BEIOW)......co...crvrrvreereessssssisemssssssnsssemnsssssssssssssssssssnenss |_1€(4)

»

(5) Total deductions .........cco...... 7e(5)

f Balance at the end of the current year (subtract line 7e(5) from [N 7d)..........cccovruevsirisisinimnssseesssiemessenennes | 7f




Schedule A (Form 5500) 2020

Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a Health (other than dental or vision) b D Dental
e D Temporary disability (accident and sickness) D Long-term disability
i [] stop loss (large deductible) j [] HMO contract

m |:| Other (specify) P

Cc D Vision
g D Supplemental unemployment  h [] Prescription drug
k[ ] PPO contract

d D Life insurance

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOunt reCBIVEL ...vi.ismimiisivimiimsivi s sississ invessssissisin 9a(1) 1021123
(2) Increase (decrease) in amount due but Unpaid ..o, 9a(2)
(3) Increase (decrease) in unearned Premium reServe ............cowreeveenen, 9a(3)
A A ) Ot e o D e T 1021123
b Benefit charges (1) ClaIMs PAIA.......co.cicivaes eresmsemmsosanssssesssseassiss spassmsasoen 9b(1) 716427
(2) Increase (decrease) in claim reserves... 6456
i3} Incurred claims (add (11andilR) )i ivthusbossboibsmas i s e Wavassy sinis oreuassspasmroabsess 9h(3) 722883
{4) Claims charged 9b(4) 1877174
¢ Remainder of premium: (1) Retention charges (on an accrual basis) --
(Y G OIS SIONE vt ns ooy s s s b R s b R eSS 9c(1)(A) 43626
(B) Administrative service or other fees ............cceeereveeviiessennssiiinens 9¢(1)(B) 86795
(C) Other specific acquisSition COStS.........cciviiiiecieceiee e 9¢(1)(C)
(D) OthEr EXPENSES .....vrvecuerireeeriesrasetsreeeersisesenssesassesesssesssessssssssene 9¢(1)(D)
TR L B e S ST 9¢(1)(E) 16317
(F) Charges for risks or other CONtingencies ...............cocvevvrecesresnee. 9c(1)(F)
(G) Olher TetantioNiEhArges it sundim i s i 9¢(1)(G)
(H) Total retention I e e— T G DT ) 145738
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).......ccovnnnee 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
{2) ClalN feseres it s s s e S e e 9d(2)
(3 O IOr TS AIVES Fir it i o im s e A i s o esn s 01 s A oS S s S A A Fe Bt s 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMIBT.........cceiiirieieerieireree et ssa e et e meas 10a 1021123
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. ...........cccccevninn 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 If the answer to line 11 is “Yes,” specify the information not provided. »




Form 5500

Department of the Treasury

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

OMB Nos. 1210-0110
1210-0089

2020

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security
Administration

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

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
|T’art | | Annual Report Identification Information
For calendar plan year 2020 or fiscal plan year beginning 01/01/2019 and ending  12/31/2019
A This returnireport is for: |:| a multiemployer plan |:| a multiple-employer plan (Filers checking this box must attach a list of

participating employer information in accordance with the form instructions. )

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

C If the plan is a collectively-bargained plan, check here

D Check box if fiingunder: [ | Form 5558

[:| automatic extension the DFVC program

D special extension (enter description)

| Part Il l Basic Plan Information—enter all requested information

1a Name of plan

1b Three-digit plan

HIGGINBOTHAM AUTOMOBILES, LLC number (PN) » 502
1c Effective date of plan
01/01/2019
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 59-3690173
HIGGINBOTHAM AUTOMOBILES, LLC 2C Plan Sponsor's telephone
number
601-984-3700
455 STEED RD 455 STEED RD 2d Business code (see
RIDGELAND, MS 39157-8691 RIDGELAND, MS 39157-8691 instructions)
441110

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
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator :
7 G i, 3 A A
son | ("7 N njadl2y St Yarhosoe (N
Slgnaturgéf employar!plap/Sponsor Date Enter name of individual signing as employer or plan sponsor
4 7
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 (2020)

v. 200204




Form 5500 (2020) Page 2

3a Plan administrator's name and address [X| Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator’s telephone
number
4 |f 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 [
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, 6c, and 6d).
a(1) Total number of active participants at the beginning of the Plan YEar. ...t 6a(1)
a(2) Total number of active participants at the end of the Plan YEAF ..o s 6a(2)
b Retired or separated participants reCeiving BENEFILS. ......vevrecireuerrcucic ettt eea e 6b
¢ Other retired or separated participants entitled to future Denefits ..o 6¢c
O SUBLOIAL Akl [THEE BRA(2); 6D, BT B uvvsosuisusiavasssissieisivsss s istiuriosssass s or 5t ois e yanss Iy sassss Easnossstnsssbasossiessansssonss fasoas 8y 6d
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... 6e
B TOUAl: AT I8 B ANG BB ..ecrreremsrseressessanerersassssomsasssrenssssmnsns samsebtsssssnessnagsnssasasssssarssssmsass snsass  AEERS EHOREFHER TN ERHER PUNER I b 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
ORI IS IO i1 ssres soseronsausesssncss s bissessss sobonemmsoss Uy A A b ¥ b 6g
h Number of participants who terminated employment during the plan year with accrued benefits that were
T o A T e e e e T R om0 e ety JLOO 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) I Code section 412(e)(3) insurance contracts
(3) Trust (3) || Trust
(4) General assets of the sponsor (4) H 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
() [] R (Retirement Plan Information) 1) [] H (Financial Information)
@ [] I (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money )
Purchase Plan Actuarial Information) - signed by the plan @) _2_ A (Insurance Information)
actuary (4) ¥ C (Service Provider Information)
(3) [] sB (single-Employer Defined Benefit Plan Actuarial 5) [] D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |:| G (Financial Transaction Schedules)




Form 5500 (2020) Page 3

[PartIll_| 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
DESAO-D Y snaummennmsans |, YO8 pg Mo

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.) ......coo.. D Yes D No

11¢ Enter the Receipt Confirmation Code for the 2020 Form M-1 annual report. If the plan was not required to file the 2020 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

Pension Benefit Guaranty Corporation

Insu

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

p Filea

» Insurance companies are required to provide the information

rance Information

OMB No, 1210-0110

2020

s an attachment to Form 5500.

This Form is Open to Public

: Inspection
pursuant to ERISA section 103(a)(2).
For calendar plan year 2020 or fiscal plan year beginning 01/01/2019 and ending  12/31/2019
A Name of plan B Three-digit
HIGGINBOTHAM AUTOMOBILES, LLC plan number (PN) » 502

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

HIGGINBOTHAM AUTOMOBILES, LLC

59-3690173

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 carrier

GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

(b) EIN {a) ‘Ao {shsGontnaet or (;.)ergfr?smcx;Teargadnautn;ﬁﬁro? e
code identification number policy or contract year (f) From (g) To
13-5123390 64246 0009N523 148 01/01/2019 12/31/2019

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

10914

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

BXS INSURANCE, INC

8315 CANTRELL RD
SUITE 300
LITTLE ROCK, AR 72227

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

10914

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2020

v. 200204
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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 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 QOrganization
commissions paid (c) Amount (d) Purpose ek

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

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

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

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

(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) 2020

Page 3

Part I | 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 contract in separate accounts at year end..........cccooinevnciiiiiii, 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b Premiums pald t0 GAMEr ..oivmiismiiesiiersns 6b 138916
¢  Premiums due but unpaid at the end of the year 6c 0
o If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter aMOUNL. ..........cceviiiriiiier e
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) [] other (specify) ¥
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract: (1) D deposit administration (2) I:l immediate participation guarantee
(3) [ ] guaranteed investment ) [] other »
b Balance at the end of the previous year ... e -
¢ Additions: (1) Contributions deposited dunng the VOEE onsscsnmesbeesiessadinZanes 7c(1)
(2): DIVIABNHS. ST CrEaS: i« i sviwvivisminsseimsssesior scsivsssamismsisnissssrivmssrsers 7c(2)
(3) Interest credited during the YEar............eeieinenerineseniinns 7c(3)
(4) Transferred from Separate aCCOUNL............cc..owvvereirsenmesseesmmsssrsnseesens 7c(4)
(5) OHNAT (SDBGIY DBIOW) 1osnrsvnessssssrsnsmsnnsissssserssassssiisissiisionsnsssssssssbasinisisiis 7c(5)
>
(6)Total additions ... 7¢(6)
d Total of balance and addmons (add hnes 7b and Tc{ﬁ)) ........................................... [ 7d
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge Made DY CArMEr. .c..........oeeeeervervivecersesisenisesenenes | 1E(2)
(3) Transferred to SEPArate aCCOUNt ..............ccoowvvvvvvssreessenmssssssensesssneneeseenee |1 €(3)
(4} OtNBT. (SPBOIY. DRIOW) ici v isswvisestismsssmisrassravssaririvmssismmssss sebvionsooms i 7e(4)
4
(5) Total dedictons - st s e

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 D Health (other than dental or vision) b [X| Dental c EI Vision d Life insurance
e Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i [] stop loss (large deductible) i [] HMO contract k[ ] PPO contract I[ ] indemnity contract
m [x] Other (specify) POPTIONAL LIFE, AD&D
9 Experience-rated contracts:
a Premiums: (1) AMOUNE TECEIVEM .......cueereuieiereriereireie st senenns 9a(1)
(2) Increase (decrease) in amount due but unpaid .......... 9a(2)
(3) Increase (decrease) in unearned Premium reServe .............ocovreea: 9a(3)
G EBHReR () £ (02 00 i i et s e T
b  Benefit charges (1) Claims paid.........corervererinnnmrmnmneneneneeneiesernenee | 90(1)
(2) Increase (decrease) in Claim rESEIVES.......c.oviicrieieriinies e 9b(2)
(3) Incurred claims (dd (1) AN (2))......veeeririnre it ettt s ssmsas s e st sesnas s E R R 9h(3)
B T LT Ll s O L O ST T S Ao 9b(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) —
[} COMMISSIONS raiz . ciaiasn v sweraaiaiaes sesivs et eadas svi s sdtvvsa aastvousi 9c(1)(A)
(B) Administrative service or other fees .............c.cocvreeurcenncicecnicen 9¢c(1)(B)
(C) Other specific aeqUISIHON TOBIS .o ianiin i it 9¢(1)(C)
(D) Offar BXDENSAE vy s s N S 9¢(1)(D)
[ =YL T s S T (e S v e e IS e 9c(1)(E)
(F) Charges for risks or other contingencies ............ccccvvceeieiiieinnnn. 9¢c(1)(F)
(G) Other retention CRAIGES ...........ovveeesveeeseeeseeeesesessesseesseeseressnseone 9¢(1)(G)
(H) TOA] FEENON. c..ecvoeeteacretieree e s ettt ea et sebeaee bbb eb e s s b st aa s s et e sk e b et a s en b s s bt ene s s snsnrennnens 9¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.).....cceecernneens 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2 BT TBSEIVER iscovwuabsionss cvuatument ooy Foases s fyov ey o ooy e 0 i O R e B S S 9d(2)
() UG POSBIVES iviowwtivvormsveisssins e S s aas s R Sy VTN o SR s v oo s S s T vt 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).........cccoociiiiiiins 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAIMIET............cveriiieenieieiiriesisrseses et sreee e enes 10a 138916
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. .......cc.ooeceveernene 10b
Specify nature of costs.

| PartIV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes No

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the 2020
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor "
Employee Benefits Security Administration b File as an attachment to Form 5500.
2 ! t
Pension Bensfit Guaranty Corporation P Insurance companies are required to provide the information This Fom;‘;ggf:n o Patlie
pursuant to ERISA section 103(a)(2).
For calendar plan year 2020 or fiscal plan year beginning 01/01/2019 and ending  12/31/2019
A Name of plan B Three-digit
HIGGINBOTHAM AUTOMOBILES, LLC plan number (PN) b 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HIGGINBOTHAM AUTOMOBILES, LLC 59-3690173
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
BLUE CROSS & BLUE SHIELD OF MISSISSIPPI

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN A S persons covered at end of
code identification number policy or contract year (f) From (g) To
64-0295748 60111 030972 212 01/01/2019 12/31/2019

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

39646 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

TIMOTHY HOLIFIELD 525 E. CAPITOL STREET
2ND FLOOR
JACKSON, MS 39201

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

39646 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) 2020

v. 200204
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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 cote

(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 coda

(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 cote
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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 ..........cccooeenciriciciisisieninecas 4
5 Current value of plan’s interest under this contract in separate accounts at year end.............cccocooeeeeeiiiniiiceeneees 5

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

b  Premiums paid to carrier............... e 6b
¢ Premiums due but unpmd at the end of the year 6c
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, @NtEr AMOUNL. ............coiiiiiiiii et
Specify nature of costs P
e Typeof contract: (1) [ ] individual policies (2) [] group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration (2) |:| immediate participation guarantee
(3) |:| guaranteed investment (4) |:| other P
L R L T T —————
C  Additions: (1) Contributions deposited durmg the - R T 7c(1)
(2) DivIdends and CreditS..........oovieeeereeeeeeeeeeeeeseeee et 7c(2)
(3) Intérest credited dUANG the VBT i iiaisssrsrmmmns armsevanmse 7c(3)
(4) Transferred from SBPArate ACC0UNL .....c..cviciseirismiinssmmmsssesseisssssstysnons 7c(4)
(5) OHYEF [Specify DEIBW) iincasmronia s s s s 7¢(5)
4
(£ H o] E=1=Ts Fa (] 1T M T AR SN ORI | R M= 7 -
d Total of balance and additions (add lines 7b and 7c(6)). ... 21 7d
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made DY CAIEr.............covevviveeerrersieessseeessinerenns 7e(2)
(3) Transferred to Separate aCCOUNt ............cov.cuvereereeceeseeeeeseeeeeeseseieseeeen 7e(3)
(4) Other (specify below) 7e(4)
4
(5) TOLAI BRAUCHONS ...evvovecveeeeceeeeeeeteesss s eee e sses st s seeanssesssesseas e ssesanesessesssssan s sssaessssss s beba st bs bbb st sass 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from line 7d)...........cccoevivrvreveeunrieieenenns : I 7f
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Part lll

Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMoUntrecalved .....umumiismsiisiimimsivs i 9a(1) 1022890
(2) Increase (decrease) in amount due but UNPAId ..........cccoeveeerivieirennn. 9a(2)
(3) Increase (decrease) in unearned premium reserve..... 9a(3)
AL O ) b v 1] T N O TN SR Sl e e iR 1022890
b Benefit charges (1) Claims PaAId......ovieeeerereeeeeeeeeeeeeeeee e eeeesseeeeeeens 9b(1) 1540191
(2) Increase (decrease) in ClaiM rESEIVES...........ccovvuiurieeeeireiieeesseeeens 9b(2) 13879
(3)_Incurred:claims (A0 (1) a0 AR Y i wsumriaiimnmims sismio voostsse s vesassidssViaaa5 a8 sasa5uns snka doassbiaensssiasi don 9b(3) 1554070
(4) Claims charged... . 9h(4) 3763213
¢ Remainder of premium: (1) Relentlon charges (on an accrual basm) -
(A) COMMISSIONS st e e s A by s ST 9c(1)(A) 39646
(B) Administrative service or other fees ...........ccccoevvviceveiesiieeieeiinns 9¢c(1)(B) 86946
(C) Other specific acquisition COStS.......cccoiviieeiiiiiiececee 9¢(1)(C)
(D).Cinerexpensas s ol bt SN AL ke T 9¢(1)(D)
(E)Taxes s el i tnite, an o W o e 1L e T e 9c(1)(E) 15343
(F) Charges for risks or other contingencies .............covvviiiivivnnsnine 9c(1)(F)
(G) Other retention ChATGES .............rvveeormreeerieeeeeeeesseeeessseeeesseeseees 9¢(1)(G)
(H) Total Tete AtOR: e ssusmmaswmy: ot i SR T e i e e S A T Bt 9c(1)(H) 141935
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
() Al DS T S s T s e i it mncvmdSh s o s i as A M AraA B BTSSR A e pas s mananshbeamhsans ressasbesnbamnsas 9d(2)
(3) Other reserves 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).........ccccccoveevreen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAIMIBT............ccoviiirieie st st es e 10a 1022890
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. ..........cccccceeoev.ee. 10b
Specify nature of costs.
| PartIV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............ D Yes No

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




	For calendar plan year 2020 or fiscal plan year beginning                                                                      and ending                                                       
	A  This return/report is for:
	B  This return/report is:
	4  Current value of plan’s interest under this contract in the general account at year end 
	5  Current value of plan’s interest under this contract in separate accounts at year end 
	6  Contracts With Allocated Funds:
	a State the basis of premium rates (
	b Premiums paid to carrier 
	c Premiums due but unpaid at the end of the year 
	d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or retention of the contract or policy, enter amount. 
	e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity
	 (3)  X   other (specify)    (
	 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here       (  X
	7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
	a Type of contract:
	(2)  X  immediate participation guarantee
	(1)  X  deposit administration
	(4)  X  other (
	(3)  X  guaranteed investment
	b Balance at the end of the previous year 
	c Additions:  (1) Contributions deposited during the year 
	 d  Total of balance and additions (add lines 7b and 7c(6)).  
	 e  Deductions:
	 f Balance at the end of the current year (subtract line 7e(5) from line 7d) 
	8   Benefit and contract type (check all applicable boxes)
	d X  Life insurance
	c X  Vision
	b X  Dental
	a  X  Health (other than dental or vision)
	h X  Prescription drug
	g X  Supplemental unemployment
	f  X  Long-term disability
	e  X  Temporary disability (accident and sickness)
	 l X  Indemnity contract
	k X  PPO contract
	j  X  HMO contract
	i  X  Stop loss (large deductible)
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	9  Experience-rated contracts:
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	 c Remainder of premium: (1) Retention charges (on an accrual basis) --
	     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.) 
	 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 
	 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) 
	10 Nonexperience-rated contracts:
	 a Total premiums or subscription charges paid to carrier 
	 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 I, line 2 above, report amount. 
	11 Did the insurance company fail to provide any information necessary to complete Schedule A? 
	4  Current value of plan’s interest under this contract in the general account at year end 
	5  Current value of plan’s interest under this contract in separate accounts at year end 
	6  Contracts With Allocated Funds:
	a State the basis of premium rates (
	b Premiums paid to carrier 
	c Premiums due but unpaid at the end of the year 
	d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or retention of the contract or policy, enter amount. 
	e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity
	 (3)  X   other (specify)    (
	 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here       (  X
	7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
	a Type of contract:
	(2)  X  immediate participation guarantee
	(1)  X  deposit administration
	(4)  X  other (
	(3)  X  guaranteed investment
	b Balance at the end of the previous year 
	c Additions:  (1) Contributions deposited during the year 
	 d  Total of balance and additions (add lines 7b and 7c(6)).  
	 e  Deductions:
	 f Balance at the end of the current year (subtract line 7e(5) from line 7d) 
	8   Benefit and contract type (check all applicable boxes)
	d X  Life insurance
	c X  Vision
	b X  Dental
	a  X  Health (other than dental or vision)
	h X  Prescription drug
	g X  Supplemental unemployment
	f  X  Long-term disability
	e  X  Temporary disability (accident and sickness)
	 l X  Indemnity contract
	k X  PPO contract
	j  X  HMO contract
	i  X  Stop loss (large deductible)
	m X  Other (specify) ( ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE
	9  Experience-rated contracts:
	a   Premiums: (1) Amount received 
	 b Benefit charges (1) Claims paid 
	 c Remainder of premium: (1) Retention charges (on an accrual basis) --
	     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.) 
	 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 
	 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) 
	10 Nonexperience-rated contracts:
	 a Total premiums or subscription charges paid to carrier 
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