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

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2022

Department of Labor » Complete all entries in accordance with

Employee Benefits Security

Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
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 Ifthe plan is a collectively-bargained plan, check here. . ........................

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

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
VELOCITY CLINICAL RESEARCH, INC EMPLOYEE BENEFIT PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
01/01/2020

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

2b Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 83-3171064

VELOCITY CLINICAL RESEARCH INC.

300 E MAIN ST
SUITE 300
DURHAM, NC 27701

2C Plan Sponsor’s telephone
number
919-889-9700

2d Business code (see
instructions)

541700

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.

I—SIIIEGR'\IIE Filed with authorized/valid electronic signature. 07/19/2023 KIMBERLY BALLARD
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2022)
V. 220413




Form 5500 (2022) 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 ‘ 350
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¢c, and 6d).
a(1) Total number of active participants at the beginning of the PlIan YEar ..............cccoceveievcueveceesecescee e 6a(1) 350
a(2) Total number of active participants at the end of the PIaN YEAr .............cccooiuiiiiiieiiieieieeeeeeee e 6a(2) 696
b Retired or separated participants reCeiVINg DENEFILS ...............couiuiueueeeeieeeeeceee e eeeeens 6b
C Other retired or separated participants entitled to future Denefits............coccuiiiieiiii e 6c
d  Subtotal. Add lINES BA(2), B, NG BC............eeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeeeeeeeeeeesee s s eeeseeeeees e e se s sees s eeseeseseeesessessesseseeseeseenereeeeen 6d 696
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........ccccoecveiiiiiieiccne s 6e
T Total. A lINES BA @NA BE. ..........eevcvvieceeeieceete ettt ettt sttt s et e e e st en st et s s e s s a s s st 6f
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIEEE TS IIEIM).....vceecececece ettt ettt ettt ettt et et e e e e e e e e e e e s ee s e sassee e e en s s s enas s seanan s nen s s e s s s enn s s enn s s ennans 69
h  Number of participants who terminated employment during the plan year with accrued benefits that were
1855 thaN 100% VESEA. ... cv.vieeceetis ittt ettt et sttt ee ettt se et et e ees et et s e s et et eesca et s e cs et b st et s s ns et et s s et bt snscbesennssb s s snes 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
2) I Code section 412(e)(3) insurance contracts 2) I Code section 412(e)(3) insurance contracts
3) I Trust 3) I Trust
(4) M General assets of the sponsor (4) N General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) D R (Retirement Plan Information) (1) D 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 @) 6 A (Insurance Information)
actuary @) 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) D G (Financial Transaction Schedules)
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Part IlI | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) wooveoeeeeerenerenis e [] Yes X 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 2022 Form M-1 annual report. If the plan was not required to file the 2022 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




OMB No. 1210-0110

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).

P File as an attachment to Form 5500.

2022

This Form is Open to Public

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
plan number (PN) 4 501

VELOCITY CLINICAL RESEARCH, INC EMPLOYEE BENEFIT PLAN

D Employer Identification Number (EIN)

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

VELOCITY CLINICAL RESEARCH INC.

83-3171064

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

BLUE CROSS AND BLUE SHIELD OF NORTH CAROLINA
(e) Approximate number of Policy or contract year
(b) EN (C)co'\cli':lc ide(r?t)ifi(?aotirgrzar?tt.n?r:ber persons covered at end of (f) From () To
policy or contract year 9
56-0894904 54631 14167362-1001 372 01/01/2022 12/31/2022
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.

(b) Total amount of fees paid

(a) Total amount of commissions paid

0

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

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

(b) Amount of sales and base

Fees and other commissions paid

(c) Amount

(d) Purpose

commissions paid

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

Schedule A (Form 5500) 2022

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

(e) Organization code

(e) Organization code
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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) 2022 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..............cccccevevirerererirereererenaas 4
5 Current value of plan’s interest under this contract in separate accounts at year end...............co.coovvvererrrrrenrernnnn. 5

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

D Premiums Paid t0 CAMTIEE .........ov e 6b

C  Premiums due but unpaid at the end Of the Year ... 6¢C

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

retention of the contract or policy, €nter @aMOUNT..............ooiiiiiiiii e 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other P
b Balance at the end of the PreVIOUS YEAI ..........co.ovoveceeeeeeeeeeeeeeeeeee e eeess e tee e e eeensaeeenene s iesensesesnensasassenenesens | 7b
C Additions: (1) Contributions deposited during the year... .. | 7c(1)
(2) Dividends @and CreditS............o.ovoveveveveveeeeeeeeeeeeeeee e 7c(2)
(3) Interest credited during the Year............ccccocceeeueveveeceeeeeeeeeeeeeee e 7c(3)
(4) Transferred from separate account............ .| 7c(4)
(5) Other (SPECIfY DEIOW) ........c.cuevveeceeeeeeeeeeceeeeeeeee et 7c(5)
4
(B)TOtAI AAAIIONS....... .ot 7c(6)
d Total of balance and additions (add liNes 7b aNd 7C(B)). .....vovoveveeeeeeeeeeeeeeeee e | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier............cocoevovveeereeeeeeeeeeeeenen 7e(2)
(3) Transferred to SEParate aCCOUNt ..............cooeveeeeeeeeeereseeereeeeeeeees e 7e(3)
(4) Other (SPECIfY DEIOW).........v.eeveeeeeeeeeeeeeeeeeeeeeeee e 7e(4)
4
(5) TOLAl AEAUCHONS. ...t e et ee st ee st en s ee s e et e s eesen e seeeenen e eean 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from liN€ 7d) ...........ocovrueerereeeeeeeeecerereerreerereenn. | 7f




Schedule A (Form 5500) 2022 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X| Other (specify) » WELLNESS

9 Experience-rated contracts:

A Premiums: (1) AMOUNt FECEIVEM .......covveuiiiiiiiriiirieeecreeee e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccceuvevveeeerennne. 9a(2)
(3) Increase (decrease) in unearned premium reserve...............o.oeeuvene.. 9a(3)
(4) EAINEA (1) # (2) = (B))--reereeverrereesueaseaneaeeneenuesuesueaseaseaseaseeseessessesseaseaseaseassessesseaseaseaseaseensensessessesssssesresseasesneens | 9a(4)
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) Claims charged...........ccccoveurnee. 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....cuviviiieiieieeieie ettt e e ee e sb e e sae e ene e e e e s 9c(1)(A)
(B) Administrative service or other fees............ccccoeevveciiiiiciiciecne 9c(1)(B)
(C) Other Specific aCqUISIION COSES............o.vveeveeeeeeeeereeeeeese e 9c(1)(©)
(D) OthEr XPENSES .....eoviveeeeeeieeeeee ettt 9c(1)(D)
(E) TAXES cormeeeeeeeeeeeeeee e eeee e e e e e e s e e eee s e eseeeeeeeeeeeneee 9c(1)(E)
(F) Charges for risks or other contingencies.............ccocceevceirieeenncen. 9c(1)(F)
(G) Other retention charges...........coooiiiiiiiiie e 9c(1)(G)
(H) TOAI FEEENMEON . ...ttt ettt ettt s et s s e s s st se s et e e s s ese e s s ese s s sese e ses e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccocueirieiinneannn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carmier ............ccoviiiiiiiiiii e 10a 2699961
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. .......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

No

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




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

2022

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
VELOCITY CLINICAL RESEARCH, INC EMPLOYEE BENEFIT PLAN plan number (PN) 2 501

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

VELOCITY CLINICAL RESEARCH INC.

83-3171064

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 |l and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
FIRST UNUM LIFE INSURANCE COMPANY

e) Approximate number of Policy or contract year
c) NAIC (d) Contract or (
(b) EIN ( . i persons covered at end of
code identification number policy or contract year (f) From (9) To
13-1898173 64297 480658 22 01/01/2022 12/31/2022

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

1685

411

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

EBENCONCEPTS COMPANY

15305 DALLAS PARWAY
STE 800
ADDISON, TX 75001

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1685

411 | BONUS

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) 2022
v. 220413
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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
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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..............cccccevevirerererirereererenaas 4
5 Current value of plan’s interest under this contract in separate accounts at year end...............co.coovvvererrrrrenrernnnn. 5

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

D Premiums Paid t0 CAMTIEE .........ov e 6b

C  Premiums due but unpaid at the end Of the Year ... 6¢C

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

retention of the contract or policy, €nter @aMOUNT..............ooiiiiiiiii e 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other P
b Balance at the end of the PreVIOUS YEAI ..........co.ovoveceeeeeeeeeeeeeeeeeee e eeess e tee e e eeensaeeenene s iesensesesnensasassenenesens | 7b
C Additions: (1) Contributions deposited during the year... .. | 7c(1)
(2) Dividends @and CreditS............o.ovoveveveveveeeeeeeeeeeeeeee e 7c(2)
(3) Interest credited during the Year............ccccocceeeueveveeceeeeeeeeeeeeeee e 7c(3)
(4) Transferred from separate account............ .| 7c(4)
(5) Other (SPECIfY DEIOW) ........c.cuevveeceeeeeeeeeeceeeeeeeee et 7c(5)
4
(B)TOtAI AAAIIONS....... .ot 7c(6)
d Total of balance and additions (add liNes 7b aNd 7C(B)). .....vovoveveeeeeeeeeeeeeeeee e | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier............cocoevovveeereeeeeeeeeeeeenen 7e(2)
(3) Transferred to SEParate aCCOUNt ..............cooeveeeeeeeeeereseeereeeeeeeees e 7e(3)
(4) Other (SPECIfY DEIOW).........v.eeveeeeeeeeeeeeeeeeeeeeeeee e 7e(4)
4
(5) TOLAl AEAUCHONS. ...t e et ee st ee st en s ee s e et e s eesen e seeeenen e eean 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from liN€ 7d) ...........ocovrueerereeeeeeeeecerereerreerereenn. | 7f
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Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) »

9 Experience-rated contracts:

A Premiums: (1) AMOUNt FECEIVEM .......covveuiiiiiiiriiirieeecreeee e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccceuvevveeeerennne. 9a(2)
(3) Increase (decrease) in unearned premium reserve...............o.oeeuvene.. 9a(3)
(4) EAINEA (1) # (2) = (B))--reereeverrereesueaseaneaeeneenuesuesueaseaseaseaseeseessessesseaseaseaseassessesseaseaseaseaseensensessessesssssesresseasesneens | 9a(4)
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) Claims charged...........ccccoveurnee. 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....cuviviiieiieieeieie ettt e e ee e sb e e sae e ene e e e e s 9c(1)(A)
(B) Administrative service or other fees............ccccoeevveciiiiiciiciecne 9c(1)(B)
(C) Other Specific aCqUISIION COSES............o.vveeveeeeeeeeereeeeeese e 9c(1)(©)
(D) OthEr XPENSES .....eoviveeeeeeieeeeee ettt 9c(1)(D)
(E) TAXES cormeeeeeeeeeeeeeee e eeee e e e e e e s e e eee s e eseeeeeeeeeeeneee 9c(1)(E)
(F) Charges for risks or other contingencies.............ccocceevceirieeenncen. 9c(1)(F)
(G) Other retention charges...........coooiiiiiiiiie e 9c(1)(G)
(H) TOAI FEEENMEON . ...ttt ettt ettt s et s s e s s st se s et e e s s ese e s s ese s s sese e ses e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccocueirieiinneannn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carmier ............ccoviiiiiiiiiii e 10a 9899
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. .......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

|:|NO

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




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

2022

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
VELOCITY CLINICAL RESEARCH, INC EMPLOYEE BENEFIT PLAN plan number (PN) 2 501

D Employer Identification Number (EIN)
83-3171064

C Plan sponsor’'s name as shown on line 2a of Form 5500
VELOCITY CLINICAL RESEARCH INC.

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

Part |

1 Coverage Information:

(a) Name of insurance carrier
KAISER FOUNDATION HEALTH PLAN INC

e) Approximate number of Policy or contract year
c) NAIC (d) Contract or (
(b) EIN ( . i persons covered at end of
code identification number policy or contract year (f) From (9) To
94-1340523 00000 357282 62 01/01/2022 12/31/2022

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

28424 11500

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

CENTERED INSURANCE SOLUTIONS INC 1100 FLYNN RD
UNIT 102
CAMARILLO, CA 93012

Fees and other commissions paid
(d) Purpose

(b) Amount of sales and base
commissions paid

(c) Amount (e) Organization code

20863 11500 | BONUS 3

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

32440 AGOURA RD
WESTLAKE VILLAGE, CA 91361

WARNER PACIFIC INSURANCE SERVICES |

Fees and other commissions paid

(b) Amount of sales and base

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

7561 3
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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
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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..............cccccevevirerererirereererenaas 4
5 Current value of plan’s interest under this contract in separate accounts at year end...............co.coovvvererrrrrenrernnnn. 5

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

D Premiums Paid t0 CAMTIEE .........ov e 6b

C  Premiums due but unpaid at the end Of the Year ... 6¢C

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

retention of the contract or policy, €nter @aMOUNT..............ooiiiiiiiii e 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other P
b Balance at the end of the PreVIOUS YEAI ..........co.ovoveceeeeeeeeeeeeeeeeeee e eeess e tee e e eeensaeeenene s iesensesesnensasassenenesens | 7b
C Additions: (1) Contributions deposited during the year... .. | 7c(1)
(2) Dividends @and CreditS............o.ovoveveveveveeeeeeeeeeeeeeee e 7c(2)
(3) Interest credited during the Year............ccccocceeeueveveeceeeeeeeeeeeeeee e 7c(3)
(4) Transferred from separate account............ .| 7c(4)
(5) Other (SPECIfY DEIOW) ........c.cuevveeceeeeeeeeeeceeeeeeeee et 7c(5)
4
(B)TOtAI AAAIIONS....... .ot 7c(6)
d Total of balance and additions (add liNes 7b aNd 7C(B)). .....vovoveveeeeeeeeeeeeeeeee e | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier............cocoevovveeereeeeeeeeeeeeenen 7e(2)
(3) Transferred to SEParate aCCOUNt ..............cooeveeeeeeeeeereseeereeeeeeeees e 7e(3)
(4) Other (SPECIfY DEIOW).........v.eeveeeeeeeeeeeeeeeeeeeeeeee e 7e(4)
4
(5) TOLAl AEAUCHONS. ...t e et ee st ee st en s ee s e et e s eesen e seeeenen e eean 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from liN€ 7d) ...........ocovrueerereeeeeeeeecerereerreerereenn. | 7f
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Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) »

9 Experience-rated contracts:

A Premiums: (1) AMOUNt FECEIVEM .......covveuiiiiiiiriiirieeecreeee e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccceuvevveeeerennne. 9a(2)
(3) Increase (decrease) in unearned premium reserve...............o.oeeuvene.. 9a(3)
(4) EAINEA (1) # (2) = (B))--reereeverrereesueaseaneaeeneenuesuesueaseaseaseaseeseessessesseaseaseaseassessesseaseaseaseaseensensessessesssssesresseasesneens | 9a(4)
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) Claims charged...........ccccoveurnee. 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....cuviviiieiieieeieie ettt e e ee e sb e e sae e ene e e e e s 9c(1)(A)
(B) Administrative service or other fees............ccccoeevveciiiiiciiciecne 9c(1)(B)
(C) Other Specific aCqUISIION COSES............o.vveeveeeeeeeeereeeeeese e 9c(1)(©)
(D) OthEr XPENSES .....eoviveeeeeeieeeeee ettt 9c(1)(D)
(E) TAXES cormeeeeeeeeeeeeeee e eeee e e e e e e s e e eee s e eseeeeeeeeeeeneee 9c(1)(E)
(F) Charges for risks or other contingencies.............ccocceevceirieeenncen. 9c(1)(F)
(G) Other retention charges...........coooiiiiiiiiie e 9c(1)(G)
(H) TOAI FEEENMEON . ...ttt ettt ettt s et s s e s s st se s et e e s s ese e s s ese s s sese e ses e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ..o 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccocueirieiinneannn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CaMmer ............coocvioiiiie e 10a 451418
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. .......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

No

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




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

OMB No. 1210-0110

2022

This Form is Open to Public

Inspection
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
VELOCITY CLINICAL RESEARCH, INC EMPLOYEE BENEFIT PLAN plan number (PN) > 501

C Plan sponsor’'s name as shown on line 2a of Form 5500
VELOCITY CLINICAL RESEARCH INC.

Part |

D Employer Identification Number (EIN)
83-3171064

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

1 Coverage Information:

(a) Name of insurance carrier
STARMOUNT LIFE INSURANCE COMPANY

e) Approximate number of Policy or contract year
c) NAIC (d) Contract or (
(b) EIN ( . i persons covered at end of
code identification number policy or contract year (f) From (9) To
72-0977315 68985 703881 438 01/01/2022 12/31/2022

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

30754

5962

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

EBENCONCEPTS COMPANY

15305 DALLAS PARKWAY
STE 800

ADDISON, TX 75001

(b) Amount of sales and base

Fees and other commissions paid

commissions paid (c) Amount

(d) Purpose

30754 5962

BONUS

(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) 2022
v. 220413
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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) 2022 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..............cccccevevirerererirereererenaas 4
5 Current value of plan’s interest under this contract in separate accounts at year end...............co.coovvvererrrrrenrernnnn. 5

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

D Premiums Paid t0 CAMTIEE .........ov e 6b

C  Premiums due but unpaid at the end Of the Year ... 6¢C

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

retention of the contract or policy, €nter @aMOUNT..............ooiiiiiiiii e 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other P
b Balance at the end of the PreVIOUS YEAI ..........co.ovoveceeeeeeeeeeeeeeeeeee e eeess e tee e e eeensaeeenene s iesensesesnensasassenenesens | 7b
C Additions: (1) Contributions deposited during the year... .. | 7c(1)
(2) Dividends @and CreditS............o.ovoveveveveveeeeeeeeeeeeeeee e 7c(2)
(3) Interest credited during the Year............ccccocceeeueveveeceeeeeeeeeeeeeee e 7c(3)
(4) Transferred from separate account............ .| 7c(4)
(5) Other (SPECIfY DEIOW) ........c.cuevveeceeeeeeeeeeceeeeeeeee et 7c(5)
4
(B)TOtAI AAAIIONS....... .ot 7c(6)
d Total of balance and additions (add liNes 7b aNd 7C(B)). .....vovoveveeeeeeeeeeeeeeeee e | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier............cocoevovveeereeeeeeeeeeeeenen 7e(2)
(3) Transferred to SEParate aCCOUNt ..............cooeveeeeeeeeeereseeereeeeeeeees e 7e(3)
(4) Other (SPECIfY DEIOW).........v.eeveeeeeeeeeeeeeeeeeeeeeeee e 7e(4)
4
(5) TOLAl AEAUCHONS. ...t e et ee st ee st en s ee s e et e s eesen e seeeenen e eean 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from liN€ 7d) ...........ocovrueerereeeeeeeeecerereerreerereenn. | 7f
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Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) »

9 Experience-rated contracts:

A Premiums: (1) AMOUNt FECEIVEM .......covveuiiiiiiiriiirieeecreeee e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccceuvevveeeerennne. 9a(2)
(3) Increase (decrease) in unearned premium reserve...............o.oeeuvene.. 9a(3)
(4) EAINEA (1) # (2) = (B))--reereeverrereesueaseaneaeeneenuesuesueaseaseaseaseeseessessesseaseaseaseassessesseaseaseaseaseensensessessesssssesresseasesneens | 9a(4)
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) Claims charged...........ccccoveurnee. 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....cuviviiieiieieeieie ettt e e ee e sb e e sae e ene e e e e s 9c(1)(A)
(B) Administrative service or other fees............ccccoeevveciiiiiciiciecne 9c(1)(B)
(C) Other Specific aCqUISIION COSES............o.vveeveeeeeeeeereeeeeese e 9c(1)(©)
(D) OthEr XPENSES .....eoviveeeeeeieeeeee ettt 9c(1)(D)
(E) TAXES cormeeeeeeeeeeeeeee e eeee e e e e e e s e e eee s e eseeeeeeeeeeeneee 9c(1)(E)
(F) Charges for risks or other contingencies.............ccocceevceirieeenncen. 9c(1)(F)
(G) Other retention charges...........coooiiiiiiiiie e 9c(1)(G)
(H) TOAI FEEENMEON . ...ttt ettt ettt s et s s e s s st se s et e e s s ese e s s ese s s sese e ses e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccocueirieiinneannn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carmier ............ccoviiiiiiiiiii e 10a 267593
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. .......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

No

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




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

2022

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
VELOCITY CLINICAL RESEARCH, INC EMPLOYEE BENEFIT PLAN plan number (PN) 2 501

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

VELOCITY CLINICAL RESEARCH INC.

83-3171064

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 |l and Il can be reported on a single Schedule A.

1 Coverage Information:

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

e) Approximate number of Policy or contract year
c) NAIC (d) Contract or (
(b) EIN ( . i persons covered at end of
code identification number policy or contract year (f) From (9) To
01-0278678 62235 703879/703880 696 01/01/2022 12/31/2022

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

94019

14896

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

EBENCONCEPTS

15305 DALLAS PARKWAY
STE 800
ADDISON, TX 75001

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

94019

14896

BONUS

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) 2022
v. 220413
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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) 2022 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..............cccccevevirerererirereererenaas 4
5 Current value of plan’s interest under this contract in separate accounts at year end...............co.coovvvererrrrrenrernnnn. 5

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

D Premiums Paid t0 CAMTIEE .........ov e 6b

C  Premiums due but unpaid at the end Of the Year ... 6¢C

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

retention of the contract or policy, €nter @aMOUNT..............ooiiiiiiiii e 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other P
b Balance at the end of the PreVIOUS YEAI ..........co.ovoveceeeeeeeeeeeeeeeeeee e eeess e tee e e eeensaeeenene s iesensesesnensasassenenesens | 7b
C Additions: (1) Contributions deposited during the year... .. | 7c(1)
(2) Dividends @and CreditS............o.ovoveveveveveeeeeeeeeeeeeeee e 7c(2)
(3) Interest credited during the Year............ccccocceeeueveveeceeeeeeeeeeeeeee e 7c(3)
(4) Transferred from separate account............ .| 7c(4)
(5) Other (SPECIfY DEIOW) ........c.cuevveeceeeeeeeeeeceeeeeeeee et 7c(5)
4
(B)TOtAI AAAIIONS....... .ot 7c(6)
d Total of balance and additions (add liNes 7b aNd 7C(B)). .....vovoveveeeeeeeeeeeeeeeee e | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier............cocoevovveeereeeeeeeeeeeeenen 7e(2)
(3) Transferred to SEParate aCCOUNt ..............cooeveeeeeeeeeereseeereeeeeeeees e 7e(3)
(4) Other (SPECIfY DEIOW).........v.eeveeeeeeeeeeeeeeeeeeeeeeee e 7e(4)
4
(5) TOLAl AEAUCHONS. ...t e et ee st ee st en s ee s e et e s eesen e seeeenen e eean 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from liN€ 7d) ...........ocovrueerereeeeeeeeecerereerreerereenn. | 7f




Schedule A (Form 5500) 2022 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 D Vision d Life insurance
e Temporary disability (accident and sickness)  f Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) ] D HMO contract k D PPO contract | D Indemnity contract

m [X| Other (specify) » AD&D

9 Experience-rated contracts:

A Premiums: (1) AMOUNt FECEIVEM .......covveuiiiiiiiriiirieeecreeee e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccceuvevveeeerennne. 9a(2)
(3) Increase (decrease) in unearned premium reserve...............o.oeeuvene.. 9a(3)
(4) EAINEA (1) # (2) = (B))--reereeverrereesueaseaneaeeneenuesuesueaseaseaseaseeseessessesseaseaseaseassessesseaseaseaseaseensensessessesssssesresseasesneens | 9a(4)
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) Claims charged...........ccccoveurnee. 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....cuviviiieiieieeieie ettt e e ee e sb e e sae e ene e e e e s 9c(1)(A)
(B) Administrative service or other fees............ccccoeevveciiiiiciiciecne 9c(1)(B)
(C) Other Specific aCqUISIION COSES............o.vveeveeeeeeeeereeeeeese e 9c(1)(©)
(D) OthEr XPENSES .....eoviveeeeeeieeeeee ettt 9c(1)(D)
(E) TAXES cormeeeeeeeeeeeeeee e eeee e e e e e e s e e eee s e eseeeeeeeeeeeneee 9c(1)(E)
(F) Charges for risks or other contingencies.............ccocceevceirieeenncen. 9c(1)(F)
(G) Other retention charges...........coooiiiiiiiiie e 9c(1)(G)
(H) TOAI FEEENMEON . ...ttt ettt ettt s et s s e s s st se s et e e s s ese e s s ese s s sese e ses e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccocueirieiinneannn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CaMmer ............coocvioiiiie e 10a 741708
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. .......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

No

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




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

2022

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
VELOCITY CLINICAL RESEARCH, INC EMPLOYEE BENEFIT PLAN plan number (PN) 2 501

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

VELOCITY CLINICAL RESEARCH INC.

83-3171064

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 |l and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
UNUM INSURANCE COMPANY

e) Approximate number of Policy or contract year
c) NAIC (d) Contract or (
(b) EIN ( . i persons covered at end of
code identification number policy or contract year (f) From (9) To
04-2381280 67601 433715/433716 131 01/01/2022 12/31/2022

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

5691

1075

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

EBENCONCEPTS COMPANY

15305 DALLAS PARKWAY
STE 800
ADDISON, TX 75001

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

5691

1075

BONUS

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) 2022
v. 220413



Schedule A (Form 5500) 2022 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) 2022 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..............cccccevevirerererirereererenaas 4
5 Current value of plan’s interest under this contract in separate accounts at year end...............co.coovvvererrrrrenrernnnn. 5

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

D Premiums Paid t0 CAMTIEE .........ov e 6b

C  Premiums due but unpaid at the end Of the Year ... 6¢C

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

retention of the contract or policy, €nter @aMOUNT..............ooiiiiiiiii e 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other P
b Balance at the end of the PreVIOUS YEAI ..........co.ovoveceeeeeeeeeeeeeeeeeee e eeess e tee e e eeensaeeenene s iesensesesnensasassenenesens | 7b
C Additions: (1) Contributions deposited during the year... .. | 7c(1)
(2) Dividends @and CreditS............o.ovoveveveveveeeeeeeeeeeeeeee e 7c(2)
(3) Interest credited during the Year............ccccocceeeueveveeceeeeeeeeeeeeeee e 7c(3)
(4) Transferred from separate account............ .| 7c(4)
(5) Other (SPECIfY DEIOW) ........c.cuevveeceeeeeeeeeeceeeeeeeee et 7c(5)
4
(B)TOtAI AAAIIONS....... .ot 7c(6)
d Total of balance and additions (add liNes 7b aNd 7C(B)). .....vovoveveeeeeeeeeeeeeeeee e | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier............cocoevovveeereeeeeeeeeeeeenen 7e(2)
(3) Transferred to SEParate aCCOUNt ..............cooeveeeeeeeeeereseeereeeeeeeees e 7e(3)
(4) Other (SPECIfY DEIOW).........v.eeveeeeeeeeeeeeeeeeeeeeeeee e 7e(4)
4
(5) TOLAl AEAUCHONS. ...t e et ee st ee st en s ee s e et e s eesen e seeeenen e eean 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from liN€ 7d) ...........ocovrueerereeeeeeeeecerereerreerereenn. | 7f




Schedule A (Form 5500) 2022 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 D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) ] D HMO contract k D PPO contract

m [X| Other (specify) » ACCIDENT, SPECIFIC DISEASE

d D Life insurance

| D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNt FECEIVEM .......covveuiiiiiiiriiirieeecreeee e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccceuvevveeeerennne. 9a(2)
(3) Increase (decrease) in unearned premium reserve...............o.oeeuvene.. 9a(3)
(4) EAINEA (1) # (2) = (B))--reereeverrereesueaseaneaeeneenuesuesueaseaseaseaseeseessessesseaseaseaseassessesseaseaseaseaseensensessessesssssesresseasesneens | 9a(4)
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) Claims charged...........ccccoveurnee. 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....cuviviiieiieieeieie ettt e e ee e sb e e sae e ene e e e e s 9c(1)(A)
(B) Administrative service or other fees............ccccoeevveciiiiiciiciecne 9c(1)(B)
(C) Other Specific aCqUISIION COSES............o.vveeveeeeeeeeereeeeeese e 9c(1)(©)
(D) OthEr XPENSES .....eoviveeeeeeieeeeee ettt 9c(1)(D)
(E) TAXES cormeeeeeeeeeeeeeee e eeee e e e e e e s e e eee s e eseeeeeeeeeeeneee 9c(1)(E)
(F) Charges for risks or other contingencies.............ccocceevceirieeenncen. 9c(1)(F)
(G) Other retention charges...........coooiiiiiiiiie e 9c(1)(G)
(H) TOAI FEEENMEON . ...ttt ettt ettt s et s s e s s st se s et e e s s ese e s s ese s s sese e ses e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ..o 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccocueirieiinneannn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CaMmer ............coocvioiiiie e 10a 40240
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. .......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

No

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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2022
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab )
Employee Bgr?e?frit?gre]cﬂrityaAgbinistration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspect|on.
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
VELOCITY CLINICAL RESEARCH, INC EMPLOYEE BENEFIT PLAN plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VELOCITY CLINICAL RESEARCH INC. 83-3171064

| Part | | Service Provider Information (see instructions)

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

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

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2022
v. 220413



Schedule C (Form 5500) 2022 Page 2-| 1

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

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

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

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

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

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

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

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




Page3-[ 1 |

Schedule C (Form 5500) 2022

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you

answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

EBENCONCEPTS COMPANY

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

by the plan. If none,

other than plan or plan

enter -0-.

Sponsor)

plan received the required
disclosures?

eligible indirect

compensation for which you

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

75-2966596
(b) (c) (d) (€) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
16 70 CONSULTANT 36000
YesD No YesD NO|:| YesD NO|:|
() Enter name and EIN or address (see instructions)
FLORES AND ASSOCIATES
56-1542307
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
236573 FSA 2726
ADMINISTRATOR Yes [ | No Yes [ | No[] Yes [ | No[]
(a) Enter name and EIN or address (see instructions)

(o) © (d) NG O @ ON
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

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

estimated amount?

Yes D No D

Yes D No D

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

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

(a) Enter service provider name as it appears on line 2 (b) service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.




Schedule C (Form 5500) 2022
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| Part I | Service Providers Who Fail or Refuse to Provide Information

4

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a_ Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




2022 Plan Information Worksheet Status:
Plan Sponsor Information
Plan Sponsor's Name Plan Sponsor's Mailling Address Foreign D
Velocity Clinical Research Inc. 300 E Main St
Suite 300
Plan Sponsor's Doing Business As Name Plan Sponsor's Mailing City, Province, State and ZIP
Durham NC 27701

Plan Sponsor's Care Of Name

Pian Sponsor's EIN
83-3171064

Plan Sponsor's Phone Number

(919)889-9700

Foreign [:I

Plan Sponsor's Location Address

Plan Sponsor's Location City, Province, State and ZIP

Plan Administrator Information

Same as Plan Sponsor

Plan Administrator's Name
Plan Administrator's Care Of Name

Plan Administrator's EIN

Foreign L__]

Plan Administrator's Address

Plan Administrator's City, Province, State and ZIP

Plan Administrator's Phone Number

Plan information

Plan Name
Velocity Clinical Research, Inc Employee Benefit
Plan

Three-digit Plan Number Plan ID

501
EIN for PBGC Forms

DFE Plan [_]

Business Code Filing for Plan Year:

541700 2022

Plan Year MM/DD/YYYY MM/DD/YYYY
Begins 01/01/2022 Ends 12/31/2022
Tax Year MM/DD/YYYY MM/DD/YYYY
Begins 01/01/2022 Ends 12/31/2022

Name Control

Effective Date of Plan
01/01/2020

Transmitter Information

Transmitter's TIN Transmitter Control Code (TCC)

Transmitter's Name

Company Name

[

Company Mailing Address Foreign

Company City, Province, State and ZIP

Contact Name

Contact Telephone Number

Contact E-Mail Address

Do NOT File with IRS, DOL or PBGC




Preparer Information

Preparer's Name

Preparer's Firm Name

Preparer's Address

Preparer's City, Province, State and ZIP

Preparer's Phone Number

Foreign D

Trust Information

Name of Trust

Name of Trustee or Custodian

Trust EIN

Trustee's or Custodian’s Phone #

Signers, Service Providers and Interested Individuals

[ Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

] Notify

Contact Name

Contact Phone Number

E-Mail Address

Contact ID

D Notify Contact Phone Number
Contact Name E-Mail Address
Contact ID

[ Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address




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
the T
B mévanus Saice. sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2022

Internat Revenue Service

Department of Labor » Complete all entries in accordance with

Emplo Benefits Securit; .
P y:fmimstranone uy 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 2022 or fiscal plan year beginning 01/01/2022 and ending 12/31/2022
A This return/report is for: l:] 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.)
E a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, checkhere. . ........... ... ..o » D
D Check box if filing under: D Form 5558 D automatic extension D the DFVC program

D special extension (enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. . . ....................... » D
l Part li l Basic Plan Information—enter all requested information

1b Three-digit plan

1a Nameofplan _

Velocity Clinical Research, Inc Employee Benefit number (PN) » 501

Plan 1¢ Effective date of plan
01/01/2020

2b Employer Identification

2a Plan sponsor's name (employer, if for a single-employer plan)
Number (EIN)

Mailing address (include room, apt., suite no. and street, or P.O. Box)

City or town, state or provinge, country, and ZIP or foreign postal code (if foreign, see instructions) 83-3171064
vVelocity Clinical Research Inc.
2c Plan Sponsor’s telephone

number
(919)889-9700

go 0 tE I;Igén st 2d Business code (see

uirte instructions
Durham NC 27701 541700 )

Caution: A penalty for the late or incomplete filing of this returnireport will be assessed unless reasonable cause is established.

Under penalties of perjury. and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and aﬁagh nts, as vyll as the electronic version of this return/report, andgto theibest of my knowledge and belief, it is true, correct, and complete.

SIGN | q// /Z N /Zé/@éjl(imberly Ballard

HERE 7 7
Sign’;/mﬂ{ ofp{an administrator Enter name of individual signing as plan administrator

SIGN
HERE 2’
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

Form 5500 (2022)

For Paperwork Reduction Act Notice, see the Instructions for Form 5§500.
v. 220413




Form 5500 (2022)

Page 2

3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator’s telephone
number
4  |fthe 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 l 350
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¢c, and 6d).
a(1) Total number of active participants at the beginning of the PIaN YEar...........c.oooovviiiitiii s 6a(1) 350
a(2) Total number of active participants at the end of the Plan YEar ... 6a(2) 696
b Retired or separated participants receiving benefits.............coooii 6b
C Other retired or separated participants entitled to future benefits ... 6¢c
d Subtotal. Add lINES BA(2), 61, BNT BC...........covereeceieeeieres e s Rb bbb 6d 696
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........cooeeeiieeini 6e
T TOtal, AQGINES B BNA B ........eeoeeeeeeee oo eeeeee e ees s eseeeaee e s s a8 emee et s ts e bbb ce s ea s s erm st e her b e bbb 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIBLE HES TIEM) ... ooeveveseiesseeeeeesese et ees e ebe om0 R0 6g
h Number of participants who terminated employment during the plan year with accrued benefits that were
1ESS TNAN 100% VESEEM <. vv. oo eeeeeeeeeeeeeeeoeeeeseeesieeseseas e e s e sesass s eeeohe0 L1 b e Es St s st eb bt 2o shes e st o b an et e e 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:
47 4B 4D 4E 4F 4H 40Q
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

(1) D R (Retirement Plan Information) (1)
i ) 2

(2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan O]
actuary (4)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial &)
Information) - signed by the plan actuary 6)

OO

L

b General Schedules

H (Financial Information)

I (Financial Information — Small Pian)
A (insurance Information)

C (Service Provider Information)

D (DFE/Participating Plan Information)

G (Financial Transaction Schedules)

AD&D, Accident, Wellness, Specific Disease




Form 5500 (2022) Page 3

[ Part lli | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) coooeoooeeerereeeeer e [] Yes No

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

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

11¢ Enter the Receipt Confirmation Code for the 2022 Form M-1 annual report. If the plan was not required to file the 2022 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

Insurance Information

OMB No. 1210-0110

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

2022

Employee Retirement Income Security Act of 1974 (ERISA).
» File as an attachment to Form 5500.

Department of Labor

This Form is Open to Public

Employee Benefits Security Administration
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information Inspection
pursuant to ERISA section 103(a)(2).
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending 12/31/2022
B Three-digit
plan number (PN) > 501

A Name of plan
Velocity Clinical Research, Inc Employee Benefit

Plan

D Employer Identification Number (EIN)

C Plan sponsor's name as shown on line 2a of Form 5500
Velocity Clinical Research Inc.

83-3171064

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

Blue Cross and Blue Shield of North Carolina
(¢) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From T
policy or contract year (a) To
56-0894904 54631 14167362-1001 372 01/01/2022 12/31/2022
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.

{b) Total amount of fees paid

(a) Total amount of commissions paid

0

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

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

(b) Amount of sales and base

Fees and other commissions paid

(e) Organization code

{c) Amount (d) Purpose

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

(b) Amount of sales and base

(c) Amount (d) Purpose

commissions paid

{e) Organization code

Schedule A (Form 5500) 2022
v. 220413

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
b) Amount of sales and base Organization
®) (c) Amount (d) Purpose g 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 9 code

commissions paid

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

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

commissions paid

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

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

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

Fees and other commissions paid (e)
b) Amount of sales and base Organization
() (¢) Amount (d) Purpose 9 code

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

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

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end 4
5 Current value of plan’s interest under this contract in separate accounts atyearend...............c.coooovvviin 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b  Premiums paid to Carmier..........c..ocococoveeenrreeeae 6b
¢ Premiums due but unpaid at the end of the year 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €nter aMOUNL. ..o
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D 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) D immediate participation guarantee
(3) D guaranteed investment (4) D other »
b Balance at the end of the PreVIOUS YEAF ... ...er oottt oot eeb b et | 7b
¢ Additions: (1) Contributions deposited during the year ...........cccoovevviiennne 7c(1)
(2) Dividends and CreditS.............co..overeerirremsicsrcesrvererenmeeme s 7¢(2)
(3) Interest credited dUring the YEar...........c.c.ccccorwreonmrmnrininsseiens 7¢c(3)
(4) Transferred from SEPArate ACCOUNT .......c....cvceiiemeirenses s 7¢(4)
(5) Other (specify below)
»

(6)Total additioNS ........ccocoiiiiiiice e

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

e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CAITHIEr............cocooorrrorioiviemiissni s 7e(2)
(3) Transferred to separate account
(4) Other (SPeCify DEIOW) .......ovvviiiiiiii s
»

(5) TOAI GRAUGHONS ... .....ooevveeieessses s eesre st oo b 7e(5)

f Balance at the end of the current year (subtract line 7e(5) fromline 7d)...........oooooniiiie ] 7f
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Page 4

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

8 Benefit and contract type (check all applicable boxes)

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

m E] Other (specify) PWellness

Cc D Vision
] D Supplemental unemployment h [X| Prescription drug
k @ PPO contract

d D Life insurance

| D indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET ..ot 9a(1)
(2) Increase (decrease) in amount due but unpaid ... 9a(2)
(3) Increase (decrease) in unearned premium rESerVe ..o 9a(3)
(4) EAMEA (1) + (2) = (3)) oo sessos et e | 9a(4)
b Benefit charges (1) Claims Paid.........cccouveeriveciccomniecinnieemnnine e 9b(1)
(2) Increase (decrease) in Claim rESEIVES.........c.ouvv e 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) Claims CRAIGEA.......ccoovvviiieriiet it 9b(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) -
{A) COMMUSSIONS ....oovoiiccicenreec st 9c(1)(A)
(B) Administrative service or other fees 9¢c(1)(B)
(C) Other specific acquisition Costs..............oooniiinen 9c¢(1)(C)
(D) OthET @XPENSES ... ivvreciiririceiinneic et 9¢c(1)(D)
(E) TAXES oo eeevooreeeesees oo 9c(1)(E)
(F) Charges for risks or other CONtiNGENCIES ..............co.orerrersrenens 9c(1)(F)
(G) Other retention Charges ... 9¢c(1)(G)
(H) Total retention 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).............c.......oovens 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CaITEr ... s 10a 2,699,961
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. ...........cccocooeee. 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. 4




SCHEDULE A Insurance Information

(Form 5500)

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

OMB No. 1210-0110

2022

Department of the Treasury
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Lab
Employee Beer?:ﬁts ggczrity Ag;'\inistration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This FO"II’:IISSPSS?‘;\;O Public
pursuant to ERISA section 103(a)(2).

For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending 12/31/2022

A Nameofplan ) B Three-digit

Velocity Clinical Research, Inc Employee Benefit plan number (PN) > 501

Plan

C Plan sponsor's name as shown on line 2a of Form 5500
Velocity Clinical Research Inc.

D Employer Identification Number (EIN)

83-3171064

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

FIRST UNUM LIFE INSURANCE COMPANY

(¢) NAIC (d) Contract or {e) Approximate nhumber of Policy or contract year

(b) EIN . e persons covered at end of

code identification number policy or contract year () From (g) To
13-1898173 64297 480658 22 01/01/2022 12/31/2022

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

1,685

411

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

EBENCONCEPTS COMPANY
15305 DALLAS PARWAY
STE 800

ADDISON TX 75001
(b) Amount of sales and base Fees and other commissions paid
commissions paid {¢) Amount (d) Purpose (e) Organization code
1,685 411 |[BONUS 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) 2022
v. 220413
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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 code

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

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

commissions paid

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

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

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

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

commissions paid




Schedule A (Form 5500) 2022 Page 2 — I l

(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
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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 accountatyearend ... 4
5 Current value of plan’s interest under this contract in separate accounts at yearend....................oooienien 5

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

b Premiums paid t0 CArter........ccoocvvereereinrerervenns 6b

Premiums due but unpaid at the end of the year 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 @MOURL. ...

Specify nature of costs  »

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

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: &) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) D other ¥

b Balance at the end of the PreVIOUS YEAF ........o.cveuiser et ci e casoe st s e iet s sttt s | 7b
C Additions: (1) Contributions deposited during the year ..................c..ccoee 7c(1)

(2) Dividends @nd Credits..............orererrorier i es s osnbe e 7¢c(2)

(3) Interest credited dUFING the YEAT............ccoiecriomiriiens e 7¢(3)

(4) Transferred from SEPArate @CCOUNE .............ccoowirirrniremnisis s 7¢c(4)

(5) Other (specify below)

»

(6)Total additioNS ........eocerier i

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

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

(2) Administration charge made by Carfier............ccoimnrrnivnnicecssreees 7e(2)

(3) Transferred to separate account . | 7e(3)

(4) Other (SPECIFY DEIOW) ....v..cvveeveeeeeeiseneirccr i cr i semse s 7e(4)

>

(5) TOUA! AEAUGHONS .....ovrvveveoecrsseeesessaeessse s eessse s eee e h s 7e(5)

f Balance at the end of the current year (subtract line 7e(§) fromline 7d) ... [ 7f
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Part il

Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental
e E] Temporary disability (accident and sickness)
i D Stop loss (large deductible)

m [ ] Other (specify) »

i D HMO contract

f [] Long-term disability

c D Vision d D Life insurance
g D Supplemental unemployment h D Prescription drug
k D PPO contract I D Indemnity contract

Specify nature of costs.

9 Experience-rated contracts:
a Premiums: (1) AMOUNE ECRIVEM .......coovieciniiiiiiiiniee e 9a(1)
(2) Increase (decrease) in amount due but Unpaid ... 9a(2)
(3) Increase (decrease) in unearned Premium reServe ...............ooovevvrians 9a(3)
(4) EAMEM (1) % (2) = (B)) crrvevssrcoeeee s sooeeoe s sssse oo e | 9a(4)
b Benefit charges (1) Claims Paid........ocoeeiiiceiivcninieiirneeeoneccceeenas 9b(1)
(2) Increase (decrease) in Claim reSerVeS..........ccc.oooveiiiin s 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) Claims ChAIGEA........... ettt 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
{A) COMMUSSIONS ....0o et e 9c(1)}(A)
(B) Administrative service or other fees 9¢(1)(B)
(C) Other specific ACQUISIION COSES.......urvervvriereerirreeerisreenes 9c(1)}{C)
(D) OhET BXPEASES .....ovcvveviresieessis s seseioseasinss oo 9c(1)(D)
(E) TAXES.o.omvvereecirececrreenienisiss st ies e bbb 9c(1)(E)
(F) Charges for risks or other Contingencies ... 9c(1)(F)
(G) Other retention Charges ... 9c(1)(G)
(H) Total retention............ccoovrivcnnivcrciiins et e b bR A e bkt et s en e n e 9¢c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).............o... 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 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..........ccocovvvereeeene 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CarHer..............cooi e 10a 9,899
b f the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ....................... 10b

[Part v [ Provision of Information

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

D Yes D No

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




SCHEDULE A Insurance Information OME No. 1240-0110
(Form 5500) .

Department of the Treasury This schedule is required to be filed under section 104 of the 2022
Internal Revenus Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Lab
Employee B:r?eaﬁts g:czmyaAg:nmistrazion b File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation b Insurance companies are required to provide the information This Forrlr:’;spggia:nto Public
pursuant to ERISA section 103(a)(2).

For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending 12/31/2022
A Nameofplan , B Three-digit
\P/'iloc:Lty Clinical Research, Inc Employee Benefit plan number (PN) » 501

an

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

Velocity Clinical Research Inc.
83-3171064

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

1 Coverage Information:

(a) Name of insurance carrier

Kaiser Foundation Health Plan Inc

(¢) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . S persons covered at end of
code identification number policy or contract year (f) From (g) To
94-1340523 00000 357282 62 01/01/2022 12/31/2022

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.

(b) Total amount of fees paid

(a) Total amount of commissions paid
28,424 11,500
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
Warner Pacific Insurance Services I
32440 Agoura Rd
Westlake Village CA 91361
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organization code
7,561 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Centered Insurance Solutions Inc
1100 Flynn Rd
Unit 102
Camarillo CA 93012
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
20,863 11,500 [Bonus 3
Schedule A (Form 5500) 2022

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
v. 220413
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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 code

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

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

commissions paid

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose 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) 2022 Page 2 —

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

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

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

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

(a) Name and address of the agent, broker, or other person 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) 2022 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 atyearend................c.cocoooooiieiinn 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
b Premiums paid t0 CAIMEr .......ccovvivrerriereeireeieerrre s 6b
C Premiums due but unpaid at the end of the year 6¢
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, eNter aMOUNT. .............ooiiiiiiiiii e e
Specify nature of costs P
e Type of contract: (1) D individual policies (2) [] group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: ) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other »
b  Balance at the end Of the PreVIOUS YEAI ........ciservis et eestr ittt er s s es et et e s snnsas i s | 7b
C Additions: (1) Contributions deposited during the year ... 7c(1)
(2) DIVIAENAS AN CREAIS..........rvoerevecereienecnseervneenresressees s 7¢(2)
(3) Interest credited dUring the YEaT..............oocecrrrrecrmimiesieinsennioes 7¢(3)
(4) Transferred from SEPArate ACCOUNT ..........ccecevnrrracmemerieerierarens s 7c(4)
(5) Other (specify below)
4
(B)TORI AAGIIONS ... coocvvoo oot e a8 7¢(6)
d Total of balance and additions (add ines 7b @nd TE(B)). ........cue.irereiiiiiiirrimmeeemee s I 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account.............ccooemeee
(4) Other (SPeCify DEIOW).......cocoiiiiiiiiie e
4
(5) TOAI BBAUCHONS ..o e eevcseee e resesesses s oo sase e R 7¢(5)
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ... l 7f




Schedule A (Form 5500) 2022 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 [:l Dental C |:| 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
i D Stop loss (large deductible) j E] HMO contract k D PPO contract i D indemnity contract
m D Other (specify) b
9 Experience-rated contracts:
a Premiums: (1) AMOUNt r@CEIVEA .....c.oovvveivmiiiiiieinien e 9a(1)
(2) Increase (decrease) in amount due but unpaid ... 9a(2)
(3) Increase (decrease) in unearned premium reserve .............coocoeveeene 9a(3)
(8) EQMed (1) + (2) = (3)) ceovrrroeeeee oo | 9a(4)
b Benefit charges (1) Claims paid...
(2) Increase (decrease) in ClAIM rESEIVES...........ccoovveviinrisiie s 9b(2)
(3) Incurred claims (add (1) and (2)) . 9b(3)
(4) ClaIMS ChAIGEA........ceveevernraiereiiiriiisiereres et bbb 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -~
(A) COMMUSSIONS ... ecvereesceetiiicects s s st 9c(1)}(A)
(B) Administrative service or other fees ... 9c(1)(B)
(C) Other specific acquisition costs o | 9€(1)(C)
(D) OEr EXPENSES .......orvvvvescecessceesesessenseer s veeeresesessressemssnssnsos 9¢{1)(D)
(E) TAXES.oovvveeooeeeseseeeeeeeoes e ene et 9c(1)(E)
(F) Charges for risks or other CONtiNGENCIES ............cco.rvvemreriserrenn. 9c(1)F)
(G) Other retention Charges.............ccovvenniii 9¢c(1)(G)
(H) Total retention 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)......ccococees 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 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 CArTer.............oioiii 10a 451,418
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. ...........ccoeiee 10b

Specify nature of costs.

} Part IV [ Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. D Yes @ No

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




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).

P File as an attachment to Form 5500.

OMB No. 1210-0110

2022

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 2022 or fiscal plan year beginning 01/01/2022 and ending 12/31/2022
A Nameofplan , B Three-digit
Velocity Clinical Research, Inc Employee Benefit plan number (PN) > 501

Plan

C Plan sponsor's name as shown on line 2a of Form 5500
Velocity Clinical Research Inc.

83-3171064

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 Hii can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Starmount Life Insurance Company

Policy or contract year

(b) EIN (c) NAIC (d) Contract or ‘Sirﬁé’ﬁé"c’ﬂ'v"eaé%”a‘i'iﬁ?&f
code identification number " (f) From (g) To
policy or contract year
72-0977315 68985 703881 438 01/01/2022 12/31/2022

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

30,754

5,962

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

EbenConcepts Company
15305 Dallas Parkway

Ste 800
Addison

TX 75001

(b) Amount of sales and
commissions paid

base

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

30,754

5,962

Bonus

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

(b) Amount of sales and base

commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5§500) 2022
v. 220413
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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
comsmissions 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) 2022 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
) (c) Amount (d) Purpose 9 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 9 code

commissions paid

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

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

commissions paid

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

Fees and other commissions paid {e)
b) Amount of sales and base Organization
(®) {c) Amount (d) Purpose E 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 9 code

commissions paid




Schedule A (Form 5500) 2022 Page 3

Partil | 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 atyearend.......................coonernnn 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b  Premiums paid to carrier 6b
¢ Premiums due but unpaid atthe end of the YEar ... 6¢
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 @MOUNL. ...
Specify nature of costs b
e Type of contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 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 the €nd Of the PrEVIOUS YEAT ... ... .o iuiureesceaiet ittt ststs oot i oet s s es oo ot e o n b erre ittt [ b
C  Additions: (1) Contributions deposited during the year 7c(1)
(2) DIVIAENds AN CrEAIS..........cceorrreierrirrmimsicsens s 7c(2)
(3) Interest credited dUrNG the YEaF..............cocireiimsrimmeriserieni e 7¢(3)
(4) Transferred from SEPArate BCCOUNL ...........oouivervvirnirenrinserisissserssssereens 7c{4)
(5) Other (specify below) 7¢(5)
>
(BYTOA! @AGIIONS ...-...ovvvevevoeeessie e rees s ees e es 88 Rb0b 7¢(6)
d Total of balance and additions (add lines 7b @nd TE(6)). ....c.vvreurriremreeerineer et ] 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account ...
(4) Other (SPecify DEIOW) .......o.voviriiiiiir e
4
(5) TOMAI AEAUCHIONS ... oovvooooereeessaentsses s b 7e(5)
f Balance at the end of the current year (subtract line 7e(5) fromline 7d) ..o ] 7f




Schedule A (Form 5500) 2022

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 [ E] 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
i D Stop loss (large deductible) i D HMO contract k D PPO contract | D Indemnity contract
m [ ] Other (specify) »
9 Experience-rated contracts:
a Premiums: (1) AMOUNE rECEIVET ..........ociiviviriieieiiiecic e 9a(1)
(2) Increase (decrease) in amount due but unpaid ... 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..o 9a(3)
(4) EBMed (1) + (2) = (3)) -ooovvroeoreeeree oo | 9a(4)
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim reSEIVES. ... 9h(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) ClaiMS CRAIGET ... ..o 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) ~
(A) COMMUSSIONS ..ot 9¢c(1)(A)
(B) Administrative service or other fees ..o, 9c(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OthEr EXPENSES ........evecvecerernrernesncer s scosesseecorene e sonsarins o 9c(1)(D)
(E) TAXES....ovoeeveriretieiecei e st st 9c(1)(E)
(F) Charges for risks or other contingencies ... 9c(1)(F)
(G) Other retention Charges............ooweoemiiiei e 9c(1)(G)
(H) Total retention 9¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)................ 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......................co.o... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAITIEr..............ooiiiii 10a 267,593
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ... 10b

Specify nature of costs.

| 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. 4




SCHEDULE A Insurance Information M No. 1210:6110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the 2022
Internal Revenue Service Employee Retirement iIncome Security Act of 1974 (ERISA).
D f Lab
Employee B:r?:t;rsn gr;tczrityaAg::ninistration ) File as an attachment to Form 5500.
Pension Benefit Guaranty Corporaion » Insurance companies are required to provide the information This Forrlm:‘lsspggie:nto Public
pursuant to ERISA section 103(a)(2).
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending 12/31/2022
A Nameofplan . B Three-digit
Velocity Clinical Research, Inc Employee Benefit plan number (PN) > 501

Plan

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

Velocity Clinical Research Inc.
83-3171064

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

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

Part |

1 Coverage Information:

(a) Name of insurance carrier

Unum Life Insurance Company of America

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

(b) EIN . PR persons covered at end of

code identification number policy or contract year (f) From {g) To
01-0278678 62235 703879/703880 696 01/01/2022 12/31/2022

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.

{b) Total amount of fees paid

(a) Total amount of commissions paid
94,019 14,896
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
EbenConcepts
15305 Dallas Parkway
Ste 800
aAddison TX 75001
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code
94,019 14,896 |[(Bonus 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) 2022
v. 220413
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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
{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 QOrganization
(®) (¢) Amount (d) Purpose S o

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 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 gcode

commissions paid




Schedule A (Form 5500) 2022 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
) {c) Amount (d) Purpose gcode

commissions paid

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

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

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

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

commissions paid

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

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

commissions paid

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

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

commissions paid




Schedule A (Form 5500) 2022 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 accountatyearend ............occoovvvivninnieincnn 4
5 Current value of plan’s interest under this contract in separate accounts at year end...............coovooviiiiiiine 5

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

b  Premiums paid to cartier...........cccooiinecenrnnenne 6b

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

c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, €Nter AMOUNL. ...t

Specify nature of costs P

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

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration 2) D immediate participation guarantee
(3) D guaranteed investment (4) D other b

b Balance at the end of the PreVIOUS YEAT ..........oiveveis i eie e ettt sttt | 7b
C Additions: (1) Contributions deposited during the year ...............ccccoucninn 7c(1)

(2) DIVIdENAS @NA CIEAILS.........ovvevvveresceeseeeensres et reeiecenseere e escs s 7¢(2)

(3) Interest credited dUNNg the YEAN...........ccoeciivee i 7¢(3)

(4) Transferred from SEPArate aCCOUNL ................overevimmmmrcmnissrisiesiarissenes 7¢(4)

(5) Other (specify below)

»

(B)Total AAGItIONS ....c.vivricecie i

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

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

(2) Administration charge made by CrTier..........c...ccevurenrmerroricerisninns 7e(2)

(3) Transferred to separate account ... ... | 7e(3)

(4) Other (SPECIY BEIOW).........vvviereecrereeeseeeresceeseiscisemeseis s nreneasss s 7e(4)

4

(5) TOAI QEAUCHONS .......oorvvoivess e n s st eees e am b 7¢(5)

f Balance at the end of the current year (subtract line 7e(5) from line 7d) ... l 7f
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Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check ali applicable boxes)

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

m @ Other (specify) PAD&D

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECRIVEM .......ooovvvierieicrceciei e 9a(1)
(2) Increase (decrease) in amount due but unpaid ...........cocooeniinnnes 9a(2)
(3) Increase (decrease) in unearned premium reServe ............cooooevvrenn 9a(3)
(4) Eamed (1) + (2) = (3)) ovvvrovrcr s | 9a(4)
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim reserves..........c..o.oooooeviieriin e 9b(2)
(3) Incurred claims (BAd (1) NG (2)).......cevririerieiiies et b 9b(3)
(4) CLIMS CRAIGEA ... oeoeeriireri e e s bR 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ... . 9c(1)(A)
(B) Administrative service or other fees 9¢(1)(B)
(C) Other specific acquisition COStS..........cooiviiiii 9c(1)(C)
(D) OthEr EXPENSES .......cocuuiiiirniicceiieie e 9¢(1)(D)
(E) TAXES. oottt 9c(1)(E)
(F) Charges for risks or other contingencies ..............c.c.cccccerrensrinns 9c(1)(F)
(G) Other retention Charges ..o 9¢c(1)(G)
(H) Total retention 9¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.............. 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered inline 9¢(2).).............................. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAMIET..........c..ooiiriniiii e 10a 741,708
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ... 10b

Specify nature of costs.

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

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




SCHEDULE A Insurance Information

(Form 5500)

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

OMB No. 1210-0110

2022

Depariment of the Treasury
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Depariment of Lab
Employee B:r?:ﬁts gr;cgritya Ag;ninistration P File as an attachment to Form 5500.
- - Thi . .
Pension Benefit Guaranty Carporation b Insurance companies are required to provide the information his Forr‘r:I;spgg?:nto Public
pursuant to ERISA section 103(a)(2).

For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending 12/31/2022
A Nameofplan ' B  Three-digit
Velocity Clinical Research, Inc Employee Benefit plan number (PN) > 501

Plan

C Plan sponsor's name as shown on line 2a of Form 5500
Velocity Clinical Research Inc.

D Employer Identification Number (EIN)

83-3171064

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

Unum Insurance Company

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

(b) EIN . e persons covered at end of

code identification number policy or contract year (f) From (g) To
04-2381280 67601 433715/433716 01/01/2022 12/31/2022

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

5,691

1,075

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

EbenConcepts Company
15305 Dallas Parkway
Ste 800

Addison TX 75001
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organization code
5,691 1,075 |Bonus 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.

Scheduie A (Form 5500) 2022
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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
® (c) Amount (d) Purpose 9 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
®) (c) Amount (d) Purpose 9 code

commissions paid
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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 gcoiie

commissions paid

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

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

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

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

commissions paid

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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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 accountatyearend ..................c.cooooceiiennes 4
5 Current value of plan’s interest under this contract in separate accounts atyearend.................c.coooooniniiinnn 5

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

b  Premiums paid to carter ...........cccoccovvanennnne 6b

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

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

Specify nature of costs b

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

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other P

b  Balance at the end Of the PreVIOUS YBAT ............iiiiceuieurt et iict st emiier s e et st e cn s |
C  Additions: (1) Contributions deposited during the year .............cccccoeuveinnns 7c(1)

(2) DIVIAENdS and CrETIS.............ccovvervrreermceeresnsrensenisssissss s sesssess s 7¢(2)

(3) Interest credited dUrng the YEaF..............cvrrurrierricrremirnisesie e 7¢(3)

(4) Transferred from SEPArate @CCOUNL .............c.cvverirmrmeiinerssssnssnssnens 7¢(4)

(5) Other (specify below)

>

(6)Total additioNS ........c.cccoviivririmie e

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

e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carrier ..o 7e(2)
(3) Transferred to separate account....
(4) Other (specify DEIOW) .......ooviiiii s
4

(5) TOMAI BEAUCHONS ..........eooooeseeeeeee s s st ces oo LR 7e(5)

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




Schedule A (Form 5500) 2022

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)

e D Temporary disability (accident and sickness)
i D Stop loss (large deductible)

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

¢ [] vision

k D PPO contract

m ] Other (specify) PAccident, Specific Disease

g D Supplemental unemployment

d D Life insurance
h D Prescription drug

| D Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) AMOUNt reCaIVED ........cooeiiiic e s 9a(1)
(2) Increase (decrease) in amount due but unpaid ..o 9a(2)
(3) Increase (decrease) in unearned Premium FeServe ............cococomerineecs 9a(3)
(4) EAmEd ({1) + (2) = (B)) -+ rverer ettt oot e 9a(4)
b Benefit charges (1) Claims paid.........ccooeoiiviiiic e 9b(1)
(2) Increase (decrease) in ClAIM rESEIVES..........cc.ocooviviinnnncne 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) ClaIMS CRAGET ... cv.cvireeceiiieecii s inrs e bk 9h(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -~
(A) COMMISSIONS .....vocovveever e eciiient e ses s 9c(1)}(A)
(B) Administrative service or other fees ... 9c(1)}(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) OtNEF EXPENSES .......coovvvoerverricreeernisisscrseresiescacsressesssssnrnss s 9c{1)(D)
(E) TAXES...covveieieesi ettt 9c(1)E)
(F) Charges for risks or other contingencies 9¢(1)(F)
(G) Other retention Charges..........ccovvvcreciines i 9¢c(1)(G)
(H) TOAI TEEEIMEON. ... oot a e bbb e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)..........c...... 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) OFNEE TESEIVES .......oeooeeteese ettt ses s8R bbbt s 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).). ..o 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAIMIEr ... 10a 40,240
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ... 10b

Specify nature of costs.

[ Part IV | Provision of Information

11 Did the insurance company fail to provide any information

necessary to complete Schedule A7 .............

|:| Yes @ No

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




SCHEDULE C Service Provider Information OMB No 1210-0110

(Form 5500) 2022
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
internal Revenue Service Retirement Income Security Act of 1974 (ERISA).

This Form is Open to Public

Department of Labor .
Employee Benefits Security Administration P File as an attachment to Form 5500. Inspection.

Pension Benefit Guaranty Corporation

For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending 12/31/2022

A Name of plan B Three-digit

Velocity Clinical Research, Inc Employee Benefit plan number (PN) Y 501
Plan

C Plan sponsor’'s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Velocity Clinical Research Inc. 83-3171064

[ Part| | Service Provider Information (see instructions)

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

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

b if you answered line 12 “Yes," enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2022
v. 220413
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{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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

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

EbenConcepts Company

75-2966596

(b)

(c)

(d)

(e)

()

Enter total indirect

(h)

Did the service

Service Relationship to Enter direct Did service provider Did indirect compensation
Code(s) |employer, employee| compensation paid receive indirect include eligible indirect compensation received by | provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes" to element
(). if none, enter -0-.
1€ 70
Consultant Yes D No Yes D No [_—_] Yes D No l:]
36,000
(a) Enter name and EIN or address (see instructions)
Flores and Associates
56-1542307
(b) (c) (d) (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources [ compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered ‘Yes” to element
(). If none, enter -0-.
23 65 73
[FSA Administrator Yes D No @ Yes D No D Yes D No D
2,726
{(a) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect inciude eligible indirect compensation received by |provider give you a

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

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No [:l

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

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

(@) Enter service provider name as it appears on line 2 {b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation {e) Describe the indirect compensation, including any

formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (¢) Enter amount of indirect
(see instructions) compensation
{d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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rPart Il | Service Providers Who Fail or Refuse to Provide Information

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

{b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide
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Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)
a Name: b EIN:
C  Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C Position:
d Address: e Telephone:
Explanation:
a Name: b EIN:
C Position:
d Address: e Telephone:
Explanation:
a Name: b EIN:
C Position:
d Address: e Telephone:

Explanation:




