Form 5500

Department of the Treasury

Annual Return/Report of Employee Benefit Plan

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

OMB Nos. 1210-0110
1210-0089

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

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

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: 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. . .................cooon.. » D

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
VERDUGO HILLS HOSPITAL EMPLOYEE GROUP MEDICAL BENEFIT PLAN number (PN) » 501

1b Three-digit plan

1c Effective date of plan
07/01/1972

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) 80-0912056
VERDUGO HILLS HOSPITAL 2C Plan Sponsor’s telephone
USC VERDUGO HILLS HOSPITAL number
JASON KELL 818-952-3515
1812 VERDUGO BLVD 1812 VERDUGO BLVD 2d _Busines_s code (see
GLENDALE, CA 91208-1407 GLENDALE, CA 91208-1407 instructions)
622000

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. 10/02/2023 JASON KELL
Signature of plan administrator Date Enter name of individual signing as plan administrator
IEIIEGR’\IIE Filed with authorized/valid electronic signature. 10/02/2023 JASON KELL
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
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3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 737
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) 707
a(2) Total number of active participants at the end of the PIaN YEAr .............cccooiuiiiiiieiiieieieeeeeeee e 6a(2) 702
b Retired or separated participants reCeiVINg DENEFILS ...............couiuiueueeeeieeeeeceee e eeeeens 6b 26
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 728
€ 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 728
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 4F 4H 4L
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) |_| General assets of the sponsor (4) |—| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) 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 @) 2 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)
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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




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
VERDUGO HILLS HOSPITAL EMPLOYEE GROUP MEDICAL BENEFIT PLAN plan number (PN) > 501

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

VERDUGO HILLS HOSPITAL

D Employer Identification Number (EIN)
80-0912056

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
VISION SERVICE PLAN

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
94-1632821 30016721 610 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

3022

11551

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

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

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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 [X] 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 D Other (specify) »

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 67949
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
VERDUGO HILLS HOSPITAL EMPLOYEE GROUP MEDICAL BENEFIT PLAN plan number (PN) > 501

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

D Employer Identification Number (EIN)
80-0912056

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
COLONIAL LIFE & ACCIDENTAL INSURANCE

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
57-0144607 62049 E7079346 88 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

9691

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

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

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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
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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 Life insurance
e 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 [X| Other (specify) P CANCER CRITICAL ILLNESS

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)
() EAMNEA (1) # (2) = (3))-vereevereerereeeseeeeseseeeeeeeseseeeeseeesesesseeeseseseeee e eeeeees et esse st st eses e esesssssassesssesesseaas | 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).).....ccoceviveiveiueruerurnnens 9e 106477
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CaMmer ............coocvioiiiie e 10a
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. »




Colonial Life & Accident Insurance Company -
Post Office Box 1365 o'

Columbia, SC 29202-1365 COIOHIQI Life.

Verdugo Hills Hospital
Attn: Payroll

1812 Verdugo Blvd
Glendale, CA 91208 1400

September 26, 2023

Re: Information Schedule A (Form 5500)
BCN: E7079346

Dear Payroll:

Colonial Life & Accident Insurance Company is pleased to certify the enclosed Schedule A information on your
Colonial Life insurance products.

This Schedule A information is forwarded to you for use by your Plan Administrator in completing your annual
report Form 5500 if your company is required to file this form. Colonial Life takes no position as to whether or not
your insurance program constitutes a "Welfare Benefit Plan" under the ERISA Act of 1974. The enclosed report
shows producer compensation information, including earned commissions and bonuses. Bonuses and non cash
incentives are reported as "Amount of Fees Paid, If Any." The report also contains premium paid information and
the approximate number of covered persons.

Colonial Life's premium paid information may differ from your records due to timing of posting payments, timing
of employee payroll changes, and our internal business practices related to the application of premium. For this
reason we suggest you use premium information from your records for reporting "Premium Paid to Carrier.”

For more information on reporting requirements or assistance in completing the Form 5500, call the EFAST
helpline at 1-866-463-3278. The form and additional information can also be accessed at www.efast.dol.gov.
Consult your company attorney or other advisors if you have any questions regarding your obligation to file a Form
5500. For questions regarding the enclosed information, please contact Service Operations at 1-800-256-7004,
option 1.

We appreciate this opportunity to serve you.

Sincerely,

Service Operations Department

000 700 000000097E6.0.3 00000
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Insurance Data for Schedule A Form 5500

AS REQUIRED BY SECTION 104 OF THE EMPLOYEE RETIREMENT INCOME SECURITY ACT

OF 1974 THE COMPENSATION DATA IS PROVIDED TO COMPLY WITH VARIOUS

REGULATIONS, REPORTING AND DISCLOSURE REQUIREMENTS, INCLUDING THE

DEPARTMENT OF LABOR.

Name of Carrier:

Colonial Life & Accident Insurance Company

Post Office Box 1365
Columbia, SC 29202-1365

Carrier EIN:
Carrier NAIC Code:

Account Name:

Plan Year Date Range:

57-0144607
62049

Verdugo Hills Hospital
Billing Control Number: E7079346
01/01/2022 - 12/31/2022

Organization Code For Agents/Producers: 3

Amount for Pre-tax or Employer Paid Premium: $0.00

Amount for After Tax Paid Premium:

Total Paid Premium:

$106,477.80
$106,477.80

APPROXIMATE NUMBER OF PERSONS COVERED IN DECEMBER 2022: 88

Insurance Fees and Commission Information for Schedule A Form 5500

Agent/Producer Name
Address

Consumer Driven Benefits Lic
1301 Dove St
Newport Beach CA 92660

John D Evangelista
186 Las Flores
Aliso Viejo CA 92656

Elizabeth J Downey
2883 Oakwood Dr
Port Huron Ml 48060

Bradawn Insurance Services Inc

500 La Terraza Boulevard
Escondido CA 92025

Amount of Amount of
Commissions Commissions
On Pre-Tax On After Tax
Or Employer Or Employee
Paid Policies Paid Policies

$0.00 $3.38

$0.00 $2,464.03

$0.00 $21.82

$0.00 $1,757.40

Total
Commissions
Paid

$3.38

$2,464.03

$21.82

$1,757.40

Amount of
Fees Paid
If Any

$0.00

$0.00

$0.00

$0.00
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Verdugo Hills Hospital E7079346

Agent/Producer Name Amount of
Address Commissions
On Pre-Tax

Or Employer

Paid Policies

Alliant Insurance Services Inc $0.00

701 B Street
San Diego CA 92101

Mercer Health & Benefits Lic $0.00
4565 Paysphere Circle
Chicago IL 60674

Gallagher Benefit Services Inc $0.00
500 La Terraza Boulevard

Escondido CA 92025

Maria Yvonne Rodighiero $0.00

28502 Shrike Drive
Laguna Niguel CA 92677

Uziel Rivera $0.00
1267 Silver Torch Drive
Beaumont CA 92223

Raymond Kwockman Gong $0.00
1907 Columbia Street
San Diego CA 92101

Alexander Ottoniel Canas $0.00
27448 Riverside Ln
Valencia CA 91354

Michael J Minney $0.00
P O Box 365
Poway CA 92074

Maria C Gonzalez $0.00
11677 Sandpiper Ct
Moreno Valley CA 92557

Susan Gold Stokes $0.00
104 Misty Hollow Way
Huntsville AL 35806

Luis Rafael Valle $0.00
2354 Chatka Lane
San Bernardino CA 92410

Chau Phan $0.00
6 Forest

Irvine CA 92612

Bertha Patricia Shepherd $0.00
Po Box 3216

Crestline CA 92325

Amount of
Commissions
On After Tax
Or Employee
Paid Policies

$58.11

$1,989.75

$726.70

$13.39

$318.59

$105.43

$104.55

$1.69

$66.43

$236.86

$10.92

$80.52

$32.37

Total
Commissions
Paid

$58.11

$1,989.75

$726.70

$13.39

$318.59

$105.43

$104.55

$1.69

$66.43

$236.86

$10.92

$80.52

$32.37

Amount of
Fees Paid
If Any

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

100 00 00000009¥€6.0.3 200000



Agent/Producer Name
Address

Gold River Financial Group Llic
2807 Gratton St
Riverside CA 92504

Blue Pacific Insurance Services
18 Sepulveda
Rancho Santa Margarita CA 92688

Tech Coordinator Cyber Insurance So
10741 La Jara St
Cerritos CA 90703

Luis Perez Benefit Insurance Soluti
861 Kenwood St
Upland CA 91784

Universal Benefit Ins Agy
C/O Annabel Curtis
Saint George UT 84771

Cohr Incorporated
10510 Twin Lake Parkway
Charlotte NC 28269

Grand Totals
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Amount of Amount of Total
Commissions Commissions Commissions
On Pre-Tax On After Tax Paid

Or Employer Or Employee
Paid Policies Paid Policies

$0.00 $209.43 $209.43

$0.00 $18.85 $18.85

$0.00 $1,243.67 $1,243.67

$0.00 $133.12 $133.12
$0.00 $69.78 $69.78
$0.00 $24.45 $24.45

$0.00 $9,691.24 $9,691.24

Certification Statement

Amount of
Fees Paid
If Any

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

$0.00

Colonial Life & Accident Insurance Company hereby certifies that the enclosed statement furnished
pursuant to 29 CFR 2520.103-5(c) is complete and accurate.

sy

Ben Quick
AVP of Sales Compensation



vSPp. Schedule A Form (5500) Insurance Information
visiON Ccare

If Schedule A information is required to file a complete Form 5500 or Form 5500 C/R, information from this form must be transcribed
onto IRS Schedule A (Form 5500) Insurance Information form (Cat. No. 13505I) as required by federal regulation.

IF YOU HAVE QUESTIONS REGARDING THE TRANSPOSITION OF INFORMATION CONTAINED IN THIS REPORT, CONTACT YOUR
INTERNAL COMPLIANCE OFFICE.

UNIV. OF SOUTHERN CALIFORNIA

KRISTI COHEN Group ID: 30016721
1812 VERDUGO BLVD Insurance Carrier: Vision Service Plan
GLENDALE CA 91208-1407 Insurance Carrier NAIC Code: N/A

Insurance Carrier FEIN: 941632821

Benefit Type: Vision Care

Policy or Contract Year: 01/01/2022 - 12/31/2022
Group Legal Name and Address:

KECK MEDICINE OF USC COMMUNITY GROUP
1150 S OLIVE ST STE 2150
LOS ANGELES CA 90015-4277

Approximate Number of Persons Covered at the End of Policy or Contract Year: 614
Payments:

Total Administrative Fees Paid to Carrier: $ 11,551.49

Total Payments Made to Carrier: $ 67,949.52

Total Claims Paid by Carrier: $61,853.99

Insurance Fees and Commissions Paid to Agents and Brokers:

Commissions/Fees
Paid for Policy
Agent or Broker or Contract Year

Bradawn Insurance Services Inc $1,845.76
500 LA TERRAZA BLVD STE 102
ESCONDIDO CA 92025-3875

Gallagher Benefit Services Inc $1,176.67
PO BOX 95287
CHICAGO IL 60694-5287

Vision Service Plan hereby certifies that this statement furnished pursuant to 29 CFR 2520.103-5(c) is
complete and accurate as of 09/27/2023 .

EXDM5500/ U-4369 / 30016721/ 1 / 20230927



vSPp. Schedule A Form (5500) Insurance Information
visiON Ccare

If Schedule A information is required to file a complete Form 5500 or Form 5500 C/R, information from this form must be transcribed
onto IRS Schedule A (Form 5500) Insurance Information form (Cat. No. 13505I) as required by federal regulation.

IF YOU HAVE QUESTIONS REGARDING THE TRANSPOSITION OF INFORMATION CONTAINED IN THIS REPORT, CONTACT YOUR
INTERNAL COMPLIANCE OFFICE.

Bradawn Insurance Services Inc
500 LA TERRAZA BLVD STE 102 Group ID: 30016721
ESCONDIDO CA 92025-3875 Insurance Carrier: Vision Service Plan
Insurance Carrier NAIC Code: N/A
Insurance Carrier FEIN: 941632821
Benefit Type: Vision Care
Policy or Contract Year: 01/01/2022 - 12/31/2022
Group Legal Name and Address:

KECK MEDICINE OF USC COMMUNITY GROUP
1150 S OLIVE ST STE 2150
LOS ANGELES CA 90015-4277

Approximate Number of Persons Covered at the End of Policy or Contract Year: 614
Payments:

Total Administrative Fees Paid to Carrier: $ 11,551.49

Total Payments Made to Carrier: $ 67,949.52

Total Claims Paid by Carrier: $61,853.99

Insurance Fees and Commissions Paid to Agents and Brokers:

Commissions/Fees
Paid for Policy
Agent or Broker or Contract Year

Bradawn Insurance Services Inc $1,845.76

500 LA TERRAZA BLVD STE 102
ESCONDIDO CA 92025-3875

Vision Service Plan hereby certifies that this statement furnished pursuant to 29 CFR 2520.103-5(c) is
complete and accurate as of 09/27/2023 .

EXDM5500/ U-4369 / 30016721 / 2 / 20230927



vSPp. Schedule A Form (5500) Insurance Information
visiON Ccare

If Schedule A information is required to file a complete Form 5500 or Form 5500 C/R, information from this form must be transcribed
onto IRS Schedule A (Form 5500) Insurance Information form (Cat. No. 13505I) as required by federal regulation.

IF YOU HAVE QUESTIONS REGARDING THE TRANSPOSITION OF INFORMATION CONTAINED IN THIS REPORT, CONTACT YOUR
INTERNAL COMPLIANCE OFFICE.

Gallagher Benefit Services Inc
PO BOX 95287 Group ID: 30016721
CHICAGO IL 60694-5287 Insurance Carrier: Vision Service Plan
Insurance Carrier NAIC Code: N/A
Insurance Carrier FEIN: 941632821
Benefit Type: Vision Care
Policy or Contract Year: 01/01/2022 - 12/31/2022
Group Legal Name and Address:

KECK MEDICINE OF USC COMMUNITY GROUP
1150 S OLIVE ST STE 2150
LOS ANGELES CA 90015-4277

Approximate Number of Persons Covered at the End of Policy or Contract Year: 614
Payments:

Total Administrative Fees Paid to Carrier: $ 11,551.49

Total Payments Made to Carrier: $ 67,949.52

Total Claims Paid by Carrier: $61,853.99

Insurance Fees and Commissions Paid to Agents and Brokers:

Commissions/Fees
Paid for Policy
Agent or Broker or Contract Year

Gallagher Benefit Services Inc $1,176.67

PO BOX 95287
CHICAGO IL 60694-5287

Vision Service Plan hereby certifies that this statement furnished pursuant to 29 CFR 2520.103-5(c) is
complete and accurate as of 09/27/2023 .

EXDM5500/ U-4369 / 30016721 / 3 /20230927



