Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

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

2022

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 DFE (specify)
D the final return/report

a single-employer plan
B This return/report is: D the first return/report

D an amended return/report

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

[] Form 5558

D special extension (enter description)

D Check box if filing under: [ ] automatic extension

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

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

Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
PRECISION MEDICAL TECHNOLOGIES, INC. EMPLOYEE BENEFITS PLAN number (PN) » 501
1c Effective date of plan
01/01/2012
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 35-1902827
PRECISION MEDICAL TECHNOLOGIES, INC. 2C Plan Sponsor’s telephone

2059 N POUND DR W
WARSAW, IN 46582-6546

2059 N POUND DR W
WARSAW, IN 46582-6546

number
574-267-6385

2d

Business code (see
instructions)
524140

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.

IEIIEGR'\IIE Filed with authorized/valid electronic signature. 07/28/2023 LAUREN SLAGLE
Signature of plan administrator Date Enter name of individual signing as plan administrator
IEIIEGR’\IIE Filed with authorized/valid electronic signature. 07/28/2023 LAUREN SLAGEL
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 ‘ 320
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) 320
a(2) Total number of active participants at the end of the PIaN YEAr .............cccooiuiiiiiieiiieieieeeeeeee e 6a(2) 327
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 327
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........ccccoecveiiiiiieiccne s 6e
' TOtal. AQG INES BA BNA BE. .....oeovreeeeirceeeesceseee et ees et s sttt 6f 327
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:
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 @) 1 A (Insurance Information)
actuary @) D 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)




Form 5500 (2022) Page 3

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




SCHEDULE A Insurance Information
(Form 5500)

Department of the Treasury
Internal Revenue Service

OMB No. 1210-0110

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

Department of Labor
Employee Benefits Security Administration

» File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation

2022

» Insurance companies are required to provide the information

This Form is Open to Public
pursuant to ERISA section 103(a)(2).
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022

Inspection
and ending  12/31/2022
A Name of plan B Three-digit
PRECISION MEDICAL TECHNOLOGIES, INC. EMPLOYEE BENEFITS PLAN plan number (PN) > 501
C Plan sponsor’'s name as shown on line 2a of Form 5500
PRECISION MEDICAL TECHNOLOGIES, INC.

D Employer Identification Number (EIN)

35-1902827
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

PRINCIPAL LIFE INSURANCE COMPANY

(e) Approximate number of Policy or contract year
(b) EIN © oo denicaonumber persons covered at end of fy F T
policy or contract year (f) From (@ To
42-0127290 61271 1073043 327 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
24401

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
JOHN B CLAY

FARM CREDIT SERVICE BLDG
PO BOX 2136

WARSAW, IN 46581

(b) Amount of sales and base
commissions paid

Fees and other commissions paid
(c) Amount

(d) Purpose
16740

(e) Organization code

3

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

875 AVENUE OF THE AMERICAS
350 FIFTH AVENUE, SUITE 801
NEW YORK, NY 10001

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount (d) Purpose (e) Organization code
7661

3

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 [X] 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 [X| PPO contract | X| 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 t0 CaMmer ............coocvioiiiie e 10a 285291
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. »




Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security

Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

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

» Complete all entries in accordance with

OMB Nos. 1210-0110
1210-0089

2022

This Form is Open to Public

Inspection

r Parti ] 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: I:I a muttiemployer plan

[] a DFE (specify)
|:| the final return/report

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

B This return/report is:

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

D Form 5558
|:| special extension (enter description)

D Check box if filing under: D automatic extension

E Iif this is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. . .............

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

|:| a muitiple-employer plan (Filers checking this box must attach a list of
participating emplayer information in accordance with the form instructions.)

D the DFVC program

Part Il I Basic Plan Information—enter all requested information

1a Name of plan
PRECISION MEDICAL TECHNOLOGIES, INC. EMPLOYEE BENEFITS PLAN

1b

Three-digit plan

number (PN) b 501

1c

Effective date of plan
01/01/2012

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

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

City or town, state ar province, country, and ZIP or foreign postal code (if foreign, see instructions)
PRECISION MEDICAL TECHNOLOGIES. INC.

2059 N POUND DR W
WARSAW. IN 46582-6546

2058 M POUND DRW
WARSAW, IN 46582-6548

2b

Employer Identification
Number (EIN)
35-1902827

2c

Plan Spansor’s telephone
number
574-267-6385

2d

Business code (see
instructions)
524140

Caution: A penalty for the late or incomplete filing of this return/report will be as

d 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.

SiN O%&é 7/ 23 / 23 | Lavren S\GP)\C
Signature of plan administratqé/ Date Enter name of individual signing as plan administrator
sl 7)28)23 | Lavren Slaole.
HERE ot
Signature of employer/plan sponq's/or 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 [X| Same as Plan Sponsor 3b Administrator’s EIN
3¢ Administrator’s telephone
number
4  ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan 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 ‘ 320
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PIAN YK ..........cceecerrinseeiieressrernesisesseseneess s ssssssssases 6a(1) 320
a(2) Total number of active participants at the end of the PlaN YEAM ...........c.ccooiiiuiireecreeee et eese et sssas e secne s 6a(2) 327
b Retired or separated participants reCeiving BENEAILS .......o.ce.eveviviieeererensiereriesesieses e essesssessssssesssessssessseseseesssssssessseonsessssranans 6b
¢ Other retired or separated participants entitled 10 future benefits. ... e e 6¢
o SULOtal. AGU lINES BA(2), BB, ANU BC......r.vvvvvererrressersseesssssersansssssssssssssssssssessssonsssssseessssssees esssssamssssssesesssenesssssssasemesssessemans 6d 327
e Deceased participants whase beneficiaries are receiving or are entitled to receive benefits. ... 6e
T TOtal. AQ NES BA BMA BE. ..vvuvrrvrerrreessivreessressssisrssessssssssessssrssesssrassnssssssersssessiestsssesssssesesssssersssssss s sessssenssosssnessessanensseressanns 6f 327
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMIPIETE TNiS HEIMI).....c.viieciitiecteteste e iscssistetss sttt s s s e e s sea et ebe st sasas et ks as st ebseabesRsRetse s sebsnsa st e s b et s abassbenaat et bebesseasereseen 6g
h Number of participants who terminated empioyment during the plan year with accrued benefits that were
1858 thAN 100% VESIEM. ... oo eeeeeeee oo e st s eseeseeseesmasasssesesseaneseatsstessasasessessessrmnessessems s et bsermane st ermss et b b an e s st r s 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
48 4D 4B 4F 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance 1 Insurance
(2) Code section 412(e)(3) insurance contracts (2) I Code section 412(e)(3) insurance coniracts
3) Trust (3) | | Trust
(4) General assets of the sponsar {4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
{1 D R (Retirement Plan Information) (1) |:| H (Financial Information)
2 [] | (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money ]
Purchase Plan Actuarial Information) - signed by the plan 3 E] t A (Insurance Information)
actuary (4) D C (Service Provider Information)
3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |:| G (Financial Transaction Schedules)




Form 5500 (2022) Page 3

| Part [l [ 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) oveooeeeeeeeseeeeere oo || YeS No

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

11b Is the plan cumrently 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 Confirnation Code




SCHEDULE A Insurance Information OME No. 12100110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2022
Department of Labor .
Employee Benefits Security Administration P File as an attachment to Form 5500.
Rension Beneft Gusranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
PREGISION MEDICAL TECHNGLOGIES, INC. EMPLOYEE BENEFI(TS PLAN plan number (PN) » 501

D Employer ldentification Number (EIN)

C Plan sponsor's name as shown on line 2a of Form 5500
35-1902827

PRECISION MEDICAL TECHNOLOGIES, INC.

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

1 Coverage Information:

(a) Name of insurance carrier
PraivCIPAL LIFE INSURANCE COMPANY

(e) Approximate number of Policy or contract year
(b) EIN (e) NAIC ) (d). Contract or persons covered at end of
code identification number policy or contract year (f) From (g) To
420127296 61271 1073043 327 01/01/2022 1213112022

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
24401

(b) Total amount of fees paid

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
JOHN B CLAY FARM CREDIT SERVICE BLDG

PO BOX 2136
WARSAW. IN 46581

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

3

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

16740

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

CAVBRIDGE LIFE BROKERAGE LLC 875 AVENUE OF THE AMERICAS
350 FIFTH AVENUE, SUITE 801

NEW YORK, NY 10001

Fees and other commissions paid
(d) Purpose (e) Oraanization code

3

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

7661

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

this report.
4 Current value of plan’s interest under this contract in the general account at Year €nd...........coveevrreesenrnessneecsnnnes 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums PaIA L0 CAMIET .......c..cvcveeeeeeeeetiee s eeeeaeeas s st ereserssaessesses s esssssssnaanasssssenseesssssbanssssatses st ee s s es st esssransssansis 6b
C  Premiums due but unpaid at the end of the YEaTI..........cceireicri s 6¢
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €NtEr AMOUNT. ... .o et senras
Specify nature of costs P
e Type of contract: (1) |:| individual policies (2) |:| group deferred annuity
@) [] other (specifyy 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 Balance at the end of the PrEVIOUS YEAT ........c.ev.eververeessiscrsesesseesesseseeseesessseses e sasssssssssssssssssesssssssssssssscssssssssserasase | 7b
€ Additions: (1) Contributions deposited during the Year.........cee.ecorrerine. 7c(1)
(2) DIVIAENAS BN CTEAIES....verreereeereresreereeeeesransrserassssessrssssassssssassssssssasssnesses 7c(2)
(3) Interest credited during the YEAT........c.cuceeeveceeeeeeceeeee e 7¢(3)
(4) Transferred from SeParate ACCOUNE .........c.veveeeeeereeeeeeeceeeereenesesenanens 7c(4)
(5) Other (SPECITY DRIOW) ...cvuveeeeeeeceecereeeeeeeseeeseeessese e tes e aessesenssseons 7¢(5)
4
(B)TOMAL AAUIIONS.....e.cvveeeceeeeetece et et eeacaet e e eaes e esesesesess et e bbb eesesebe e s sesseensesesnessseesbambebasssbatesarssssasnsasatatesaren 7¢(6)
d Total of balance and additions (add liNES 7b @NA TC(B)). ..........ceveveruririieresreesiseessnssreesssssesssssesssssesssseseasssssnsssass | 7d

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

(2) Administration charge made By CaMTIer........coeeeeeevreeeiese s 7¢(2)
(3) Transferred to SEPArate ACCOUNL ........covveee e eeeeeereeseeeseeeeteeseseseseeeereeees 7e(3)
(4) Other (SPEGITY BEIOW) «..uvvvvrirsiveieeriresisitesssstseses e seeceseeeseseeessee s eeneeeas 7e(4)
4

(5) TOtAE DEAUCHIONS. ....ceceeeenii i tereeie ettt et ne e e et esame e e st e satssres s s eeseeesne st ese e s s s e seasesseassassssesrsersteessaennsmnesnnnees

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

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b [X| Dental c Vision d Life insurance
e Temporary disability (accident and sickness) Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i [] Stop loss (large deductible) j [] HMO contract k [x] PPO contract 1[X] Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVET ...vveerrirriiererrcarsreserissiriesssreresssseseseesessssenses 9a(1)
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned premium reServe..........coueeeveererceenns 9a(3)
(4) EBIMEA (1) + (2) = (B)):-eevveereeeersresseesseseseossesesssssssesesssessssesmmssessesesseeesessssesssssssenesssesesceseesessssesnsessessesseseseasenes | 9a(4)
b Benefit charges (1) Claims Paid...........ccceeeerueeeereeceeeeeeeeteeeeeeeeeeeeeeeeeeeneens 9b(1)
(2) Increase (decrease) in Claim reSErVES «.........cccereeceecerccceereeereseeenns 9b(2)
(3) Incurred claims (Add (1) NG (2)).....ceieeieereerieceee e resessessaessssessssassassssssesssssassesssssssasssesssssesssesssesrasassrssebeses 9b(3)
(4) CIAIMS ChAIGEA ..ot et teeeeeeeee et et ea e s e eeeeeee s e e eeeemee s seeeeeeesee e s eeeeeseees st et s ermeetastanessesansnenes 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....eovveeeeecereeieeeeeretssvesets s sreesssessessesssarenesesnsss sasses 9c(1)(A)
(B) Administrative service or Other fE8S .......ccoevverveeeevvreeseeseesec e 9c(1)B)
(C) Other specific acquUISItion COStS.........cvoiieieecieeeeeeceeeeeeeee e 9¢(1)(C)
(D) Other expenses ... | 9c(1)D)
(E) TAXES covvveeeeveeeeeeses s sesesseessssssssssessessssssssssnssessssesssssesssssonns 9¢(1)(E)
(F) Charges for risks or other contingencies .........coceveceeerervcrcrcrnanens 9c(1)(F)
(G) Other retention CNAMGES.............oveeoveeereeeereeeeeseseeeeeeeseseeeemeseeseren 9¢(1)(G)
LR I LR 1=1 (=121 2 OO SOOI 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.) ... 9¢c(2)
d Status of palicyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) ClAIM TESEIVES ....eoevtceeeteeeceteesesesessas s st st statasassssssasassss st e st e st eesmee e ee et et emeanmsmseeseseseseseneeeemasntetaatsesasasasnsana 9d(2)
(3) Other reserves .... 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2).).........c..cciinnnnnne. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid {0 CaImier ............coo i 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount...........ccccceeeueeeen. 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 M No

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




