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 03/01/2022

and ending  02/28/2023

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.)

D a DFE (specify)
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
D.L. LEE AND FD OF GA HEALTH PLAN number (PN) » | 501
1c Effective date of plan
02/01/1991
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) 58-1839627
D.L.LEE & SONS, INC. 2C Plan Sponsor’s telephone
number
912-632-4406
PO BOX 206 PO BOX 206 2d Business code (see
ALMA, GA 31510 ALMA, GA 31510 instructions)
311610

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. 10/16/2023 GORDON JEFFCOAT
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 ‘ 120
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) 120
a(2) Total number of active participants at the end of the PIaN YEAr .............cccooiuiiiiiieiiieieieeeeeeee e 6a(2) 142
b Retired or separated participants reCeiVINg DENEFILS ...............couiuiueueeeeieeeeeceee e eeeeens 6b 0
C Other retired or separated participants entitled to future benefits.............ooiiiii 6C 0
d  Subtotal. Add lINES BA(2), B, NG BC............eeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeeeeeeeeeeesee s s eeeseeeeees e e se s sees s eeseeseseeesessessesseseeseeseenereeeeen 6d 142
€ 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 4D 4E 4H 4B
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 @) 3 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




SCHEDULE A

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administrati

on

Pension Benefit Guaranty Corporation

Insurance Information

P File as an attachment to Form 5500.

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

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 03/01/2022 and ending  02/28/2023
A Name of plan B Three-digit
D.L. LEE AND FD OF GA HEALTH PLAN plan number (PN) » 501

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

D.L. LEE & SONS, INC.

Part |

D Employer Identification Number (EIN)
58-1839627

1 Coverage Information:

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.

(a) Name of insurance carrier

RELIANCE STANDARD LIFE INSU

RANCE 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 () To
36-0883760 68381 LTC 114886 94

03/01/2022

02/28/2023

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

7193

(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
BALDWIN KRYSTYN SHERMAN PARTNERS

(b) Amount of sales and base

4211 W BOY SCOUT BLVD
SUITE 800

TAMPA, FL 33607

commissions paid

3748

(c) Amount

Fees and other commissions paid

(d) Purpose

0| N/A

(e) Organization code

3

PARTNERS BENEFIT GROUP LLC

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

(b) Amount of sales and base

104 E 10TH STREET

TIFTON,

GA 31794

commissions paid

Fees and other commissions paid

3445

(c) Amount

o NA

(d) Purpose

(e) Organization code

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

3

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
e D 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

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) 0
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) 0
(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) TOUAI FEEEMHON ... et ee et ee e eee e, 9c(1)(H) 0
(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 47956
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 [
Insurance Information OME No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Employee Retirement Income Security Act of 1974 (ERISA).
» 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 03/01/2022

Inspection
and ending  02/28/2023
A Name of plan B Three-digit
D.L. LEE AND FD OF GA HEALTH PLAN plan number (PN) » 501
C Plan sponsor’'s name as shown on line 2a of Form 5500
D.L. LEE & SONS, INC.

D Employer Identification Number (EIN)

58-1839627
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

GREATER GEORGIA LIFE INSURANCE COMPANY

(e) Approximate number of Policy or contract year
(b) EIN (C)co'\cli':lc ide(r?t)ifi(?aotirgrzar?tt.n?r:ber persons covered at end of (f) From (9) To
policy or contract year 9
58-1473042 97217 GA0617 0 03/01/2022 02/28/2023
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
1323 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

LIFE OF THE SOUTH AGENCY

PO BOX 7770
TIFTON, GA 31793

(b) Amount of sales and base
commissions paid

Fees and other commissions paid
(c) Amount (d) Purpose (e) Organization code
1128 0 | N/A

3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
BALDWIN KRYSTYN SHERMAN PARTNERS 4211 W BOY SCOUT BLVD

SUITE 900
TAMPA, FL 33607

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
195 0| N/A 3
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
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 [X| 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) 0
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) 0
(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) TOUAI FEEEMHON ... et ee et ee e eee e, 9c(1)(H) 0
(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 11521
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

P File as an attachment to Form 5500.

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

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 03/01/2022 and ending  02/28/2023
A Name of plan B Three-digit
D.L. LEE AND FD OF GA HEALTH PLAN plan number (PN) » 501

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

D.L. LEE & SONS, INC.

Part |

58-1839627

D Employer Identification Number (EIN)

1 Coverage Information:

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.

(a) Name of insurance carrier

AMERITAS 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 () To
47-0098400 61301 010-053325 142

03/01/2022

02/28/2023

descending order of the amount paid.

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

(a) Total amount of commissions paid

7233

(b) Total amount of fees paid

589

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
PARTNERS BENEFIT GROUP LLC

(b) Amount of sales and base

PO BOX 7770
TIFTON, GA 31793

commissions paid

3531

(c) Amount

Fees and other commissions paid

(d) Purpose

589 | FEES

(e) Organization code

3

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

BALDWIN KRYSTYN SHERMAN PARTNERS

(b) Amount of sales and base

4211 W BOY SCOUT BLVD
SUITE 800

TAMPA, FL 33607

commissions paid

Fees and other commissions paid

3702

(c) Amount

o NA

(d) Purpose

(e) Organization code

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

3

Schedule 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
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) 0
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) 0
(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) TOUAI FEEEMHON ... et ee et ee e eee e, 9c(1)(H) 0
(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 72326
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 03/01/2022 and ending  02/28/2023
A Name of plan B Three-digit
D.L. LEE AND FD OF GA HEALTH PLAN plan number (PN) 4 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
D.L. LEE & SONS, INC. 58-1839627

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

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

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

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

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

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

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

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




Schedule C (Form 5500) 2022

Page3-[ 1 |

2.

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

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

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

BLUE CROSS BLUE SHIELD HEALTHCARE

Yes No D

58-1638390
(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-.
121315 MEDICAL CLAIMS 99063 58279
49 62 Yes No D Yes No D Yes D No
() Enter name and EIN or address (see instructions)
PARTNERS BENEFIT GROUP LLC 104 E 10TH STREET
TIFTON, GA 31794
(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-.
225355 AGENT 0 36787
Yes NO|:| YesD No

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

BALDWIN KRYSTYN SHERMAN PARTNERS

4010 W BOY SCOUT BLVD

SUITE 200
TAMPA, FL 33607

(d)

Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect

other than plan or plan

(f)

Did indirect compensation

(¢)]

Enter total indirect

compensation? (sources

enter -0-.

Sponsor)

include eligible indirect
compensation, for which the
plan received the required
disclosures?

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

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

(b) (c)
Service Relationship to
Code(s) |employer, employee
organization, or
person known to be
a party-in-interest
225355 BROKER

Yes No D

Yes No D

29475

Yes D No
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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)

(€)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(¢)]

Enter total indirect
compensation received by
service provider excluding

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

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes D No

Yes D No D

Yes D No D

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

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)
Enter total indirect
compensation received by

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

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

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

organization, or

INGENIORX
82-3062245
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
121315 RX -17230
49 62
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid

by the plan. If none,

(e)
Did service provider
receive indirect

other than plan or plan

compensation? (sources

person known to be
a party-in-interest

enter -0-.

Sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(¢)]

Enter total indirect
compensation received by
service provider excluding

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

(h)
Did the service
provider give you a
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.
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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:




Form 5500 Annual Return/Report of Employee Benefit Plan OUiEIREE {OT
This form is required to be filed for employee benefit plans under sections 104
Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 8057(b) and B058(a) of the Intemal Revenue Code ({the Code). 2022
Department of Labor » Complete all entries in accordance with
Emdbﬁmm?glfbiecumy the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
I Partli I Annual Report Identification Information
For calendar plan year 2022 or fiscal plan year beginning 02/01/2022 and ending 02/28/2023
A This returnireport is for: D a multiemployer plan D a mL.JIFipIe-empioyer plgn (Filers. ch.ecking this box njust attach E.) list of .
participating employer information in accordance with the form instructions.)
@ a single-employer plan D a DFE (specify)
B This returnireport is: D the first returnireport @ the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C I the plan is a collectively-bargained plan, check here. .. ... ..o > D
D Check box if filing under: D Form 5558 ]:l automalic extension @ the DFVC program
D special extension (enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here. .. .evvivesasasanssnanoseis » D
Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
D.L. LEE AND FD OF GA HEALTH PLAN number (PN) » 501
1c Effective date of plan
02/01/1991
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) 58-1839627
D.L. LEE & SONS, INC. 2¢ Pian Sponsor's telephone
number

912-632-4406

PO BOX 206 PO BOX 206 2d Business code (see

instructions)
311610
ALMA GA 31510 ALMA GA 31510
Caution; A penalty for the late or incomplete filing of this return/report will be as d unless raasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, 1 declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN \N(\Mﬁ\ WI ' A { /é /15 Gordon Jeffcoat
HERE = A B !
Signature of éd%inistmtor Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan spensor Date Enter name of individual signing as employer or plan sponsaor
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 E Same as Plan Sponsor

3b Administrator's EIN

3¢ Administrator's telephone

number
4 I the name and/or EIN of the plan sponsoar or the plan name has changed since the last retum/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 | 120
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6c, and 6d).
a(1) Total number of active participants at the beginning of the plan year ................ 6a(1) 120
a(2) Total number of active participants at the end of the plan year rerreeerasstes s st reaens 6a(2) 142
b Retired or separated participants receiving DENefits .........coewrseeriemeeesssseseaes 6b 0
C Other retired or separated participants entitied to future benefits ... 6¢c 0
d  Subtotal. Add iNES 6a(2), 65, ANA BC..uuuneremseessssrremseresssesssssresessssessssmrsecssssssssssessess 6d 142
@ Decsased participants whose beneficiaries are receiving or are entitled to receive benefits. 6e
f Total. AddENES 6 AN BE. .....ceeeererccuseresresesesssseenssseassasissssessesssesssnsssesnsst stssasssessisssasssassstassasessnes 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE thiS ITEIM)..vurrererseseseessssssseeesssansssescsssssssssssesssssmssessas s ssssasssssssseessscs 69
h Number of participants who terminated employment during the plan year with accrued benefits that were
less than 100% vested [— et emeremersemrtssasetpnpessor ssossri o L A A AN e 6h
7  Enter the total humber 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 4D 4E 4H 4B

9a Plan funding arrangement (check all that apply) 9b Plan benefit arangement (check all that apply)
(1) Insurance (1) Insurance
(2) l Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) || Trust (3) Trust
(4) General assets of the sponsor (4) ¥l General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

H (Financial Information)

| (Financial Information — Small Plan)

C (Service Provider Information)

D (DFE/Participating Plan Information)

a Pension Schedules b General Schedules

(1  [] R (Retirement Pian Informatian) 1 (]

. . . @ [

(2) I:l MB (Multiemployer Defined Benefit Plan and Certain Money .
Purchase Plan Actuarial Information) - signed by the plan 3 @ 3 A (insurance Information)
actuary (4 BI

3 [| sB (Single-Employer Defined Benefit Plan Actuarial (5 [

Information) - signed by the plan actuary (6) D

G (Financial Transaction Schedules)
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| Part lll | Form M-1 Compliance Information (to be completed by welfare benefit plans)

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

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

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) .......... |:| Yes |:| 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 Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2022
Department of Labor ) .
Employee Benefils Security Adminisiration ) File as an attachment to Form 5500.
Pension Benefit Guaranty Corporalion b 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  03/01/2022 andending 02/28/2023
A Name of plan B Three-digit

D.L. LEE AND FD OF GA HEALTH PLAN olan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

D.L. LEE & SONS, INC. 58-1839627

Partl 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

RELIANCE STANDARD LIFE INSURANCE COMPANY

{e) Approximate number of Policy or contract year
(b) EIN (€piAIE ()RCoptiactior persons covered at end of
code identification number policy or contract year (fy From {g) To
36-0883760 68381 LTC 114886 94 03/01/2022 02/28/2023

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
7,193 0

3 Persons receiving commissions and fees. (Camplete 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

Baldwin Krystyn Sherman Partners
4211 W Boy Scout Blvd

Suite 800
Tampa FL 33607
(b) Amount of sales and base Fees and other commissions paid
commissions paid (¢} Amount (d) Purpose {a) Organization code
n/a
3,748 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
PARTNERS BENEFIT GROUP LLC
104 E 10TH STREET
TIFTON GA 317%4
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organization code
n/a
3,445 0 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
commissions paid {c) Amount (d) Purpose T

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

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

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

Fees and olher commissions paid (e)
(b) Amount of sales and base Qrganization
commissions paid (e) Amount (d) Purpose -

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

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

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

Feeé 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

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 8nd ...o..ousnssisess i 4

5 Current value of plan's interest under this contract in separate accounts at year end.......veummins s 5

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

b Premiums paid to carrier 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, @NtEr AMOUNL. .....ccuieiiererciecrsie e s s

Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity

(3) [] other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) 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 ......vicereeriere sttt s assrsaasa et ah s ase st s e e s s st b a1 | 7b
¢ Additions: (1) Contributions deposited during the year

(2) Dividends and CredifS.......omvmeeriennen e

(3) Interest credited during the year..

(4) Transferred from separate account

(5) Other (SPecify DEIOW) .ouv it

4

(6)Total additions ........ ctrmemrmtessontassstpessasren st i SR 7¢(6)
d Total of balance and additions (add lINES 7B AN TE(B)). cresserreessseeeeseersssseessseessesssssisssississsmsssissmssssss e [ 7d

e Deductions:

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

(2) Administration charge Made DY CAIMIE..........ruvssessresivesssecsmssss s sass 7e(2)
(3) Transferred to separate @CCOUNt w...ociieiciciirisiii s e 76(3)
(4 OhEr (SPECITY DEIOW) .vuurrreurmeserrrsecsmsssursssmssissssssessssssesssssraseserassssnenits 7e(4)
>

(5) Tolal deductions ...c.cceveeee

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




Schedule A (Form 5500) 2022 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b |:| Dental c D Vision
e |:| Temporary disability (accident and sickness) f @ Long-term disability g D Supplemental unemployment
i D Stop loss (large deductible) j D HMO contract k D PPO contract

m [ | Other (specify) P

d D Life insurance

h D Prescription drug
| D Indemnity contract

9 Experience-rated contracts:

2 Premiums: (1) AMOUNE FECEIVET .....ouerieirirrareireninsisensene st sasnneasnens 9a(1)
(2) Increase (decrease) in amount due but Unpaid ........ccoiieiiniisnnn 9a(2)
(3) Increase (decrease) in unearned premium reServe ... eesenrresssnses 9a(3)
(4) Earned ({(1) + (2) - (3)) cosrsisssmssniasiesssssssiissisisiiassnassivinsisisisssissssssssssratasss T —— 9a(4) 0
b Benefit charges (1) Claims paid........c..... . | 9b(1)
(2) Increase (decrease) in Claim FESEIVES. .......o.eirmee e csesirecnaniss e 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3) a
(4) Claims ChArGA. ...cecueceriiiiimsranmsstarreanssssmsasss st b s s et s 9b(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMISSIONS ...oevviuine Sc(1)(A)
(B) Administrative service ar other fees 9c(1)(B)
(C) Other specific acqUISIIoN COSS.vueaivrreerirece i s 9¢(1)(C)
(D) OET EXPENSES vvvevvreereersceraeescrseessssasesssssisresssosssssssssssssssssssasscasess 9c(1)(D)
(E) TAXES.urueuemerrereecameetisinerenassssaesssmassssassassnsetasesassssisbsssasanssransssnss 9c(1)(E)
(F) Charges for risks or other contingencies .........cccoiiiinneiniinnss 9c(1)(F)
(G) Other retention Charges.......oee e errinsssesscesssnsni s arnssses 9c(1)(G)
(H) Total retention 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounlts were D paid in cash, or D credited.)..eeennnirennns 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 fine 9¢{2).)....ccocvicavecanininrncnns 9e
10 Nonexperience-rated contracts:
a Total premiums or SUbSCHPLON Charges Paid 10 CAMIET. ... cwuii vt ssess st ss sttt 10a 47,956
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 amMount. ..o 10b
Specify nature of costs.
| PartIlV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes No

12 If the answer to line 11 is “Yes," specify the information not provided. 4




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Deparlment of Labor
Employeo Bonofits Soourily Adminisiralion

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  03/01/2022 and ending 02/28/2023
A Name of plan B Three-digit
D.L. LEE AND FD OF GA HEALTH PLAN plan number (PN} > 501

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

D.L. LEE & SONS, INC.

D Employer Identification Number (EIN)

58-1839627

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

Greater Georgia Life Insurance Company

{e) Approximate number of Policy or contract year
b) EIN (c) NAIC ) (d). .Coptract or d at end of
b) E code identification number pe;ﬁgi gfzz:ﬁrait jenaro {fy From (g) To
58-1473042 97217 GAO0617 0 03/01/2022 02/28/2023

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

1,323

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

LIFE OF THE SOUTH AGENCY
PO BOX 7770

TIFTON

GA

317

93

Fees and other commissions paid

(b} Amount of sales and base
commissions paid

(c) Amount

{d) Purpose

(e) Organization code

1,128

n/a

0

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

Baldwin Krystyn Sherman Partners

4211 W Boy Scout Blvd

Suite 900
Tampa

FL 33607

Fees and other commissions paid

(b} Amount of sales and base
commissians paid

(c) Amount

{d) Purpose

(e) Organization code

195

n/a

0

3

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

(b) Amount of sales and base

commissions paid (c) Amount (d) Purpose

(e
Organization
code

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

Fees and other commissions paid

(b) Amount of sales and base

(e

Organization

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

commissions paid




Schedule A (Form 5500) 2022 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at Year end ... ssnsssnssisinsinanes 4
5 Current value of plan’s interest under this contract in separate accounts at year end........coevssssinsnssisisnne, 5

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

b  Premiums paid to Camer ...cerreeeorecrersessarenianens 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, ENLEr AMOUNT. ....c.c.iiii v st st et
Specify nature of costs P
e Type of contract: (1) D individual policies (2) Ij group deferred annuity
3) [] other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Da 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 [reEVIOUS YBAI ... ... curteiimsmrimmssssiemeseoreesasiesss s et bt sbassn b r 7b
C Additions: (1) Contributions deposited during the year 7c(1)
(2) DIVIAENGS AN CIEAIS...v. e resressreesrrerssriresssressness essnssssssssssnssssssessssasessoss 7¢(2)
(3) Interest credited dUriNg the YEar........comrrsemrsessasemssessserasesssssnisass s 7¢(3)
(4) Transferred from SEPArate ACCOUNL.......ewewuuerversssesesseesmsssssssersssecssess s Tc(4)
(5) Other (SPEGIFY BEIOW) ..onvevrrerereeereemsssssesesssrsssssssensesssssssess . | Tc(B)
4
{B)Total additions .....cusmereeaeemeneen
d Total of balance and additions (add lines 7b and 76{B)). .....vurririeinmressencusemnmitistiiis ittt st s

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

(2) Administration charge Made DY CAITIET .......emecssecessscicerasersmsssissrnsanes 7e(2)
(3) Transferred t0 SEPArate BCCOUNt «.....mrererrisssssesessssssssisseenserssmsssasssnnsses 7e(3)
(4) Other (SPECHTY DRIOW) cveuv.weviirscermrersrserascsresssss s srsssss st sasssssssassssssssans Te(4)
4

{5) Tolal GEAUCHONS wuvreierermeererrenesrrsmanass s ssnssss et e mens st s e s

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




Schedule A (Form 5500) 2022 Page 4

Partlll | 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 C D Vision 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) j D HMO contract k D PPO contract | D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNt rECEIVET w.ouurrrrmreererrnrsenessermsmssinssn st 9a(1)
(2) Increase (decrease) in amount due but unpaid .......ccvoenmenniinnins 9a(2)
(3) Increase (decrease) in unearned Premium reSerVe . ... wecncececnsee 9a(3)
(4) Eamed (1) + (2) - (3) ssissesissssidsissoesessisstoissessiessisisminemmmiionbosessismsimeisssiossoamns . | 9a(4) 0
b Benefit charges (1) Claims Paid......cu.ecreeecirrrerreccemsrassiresssssessssssne s 9b(1)
(2) Increase (decrease) in Claim FESEIVES.......werreeeeriisssressisesissesenannans 9b(2)
(3) Incurred claims (add (1) and (2)) 9h(3) 0
(4) ClaIMS CHATGEA ....rurvereesreniicesenssssntees s enssbess s cassss s bbb anss 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMISSIONS +.uvuvsisssrsarnnmssasssonsensessassssssssssssnssssssasansassssssssrssnssens 9c(1){(A)
(B) Administrative Service ar Other fees .......eveecrememcmsisersinienins 9¢c(1}{B)
(C) Other specific acquiSItion COSES....cuieari e 9c(1)(C)
(D) OLNET EXPENSES crvverserreesseessenereessssresmssesssissssssssmensssesssssssssssssss 9c(1)(D)
(E) TAXES..rvvmrrreeereresesemesssssasssssosesseseessasssssrssetsesessnscsaascamass snssssnress 9c(1)(E)
(F) Charges for risks or other CoNtingenGies ... | IC(INF)
(G) Other retention ChAFGES ........cerwrrerererssssissssnsisemsssassessesssasesseas 9¢(1)(G)
(H) Total TREENtON. c..euveesceecececeitrre s s e ses s s s 9¢({1}(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:] paid in cash, er credited.)....ccoveenenne 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 [ine 8¢{2).)....ccocinnccciiisninens 9¢
10 Nonexperience-rated contracts:
a Total premiums or SUbSCTPtion charges Paid 10 CAIMIEN.........uue e eiimese s e s 10a 11,521
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or palicy, other than reported in Part |, line 2 above, report amount. ........coocveeucuneee 10b

Specify nature of costs.

’_PartIV [ Provision of Information

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

12 If the answer to line 11 is “Yes,” specify the information not provided. 4




SCHEDULE A
(Form 5500)

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

Insurance Information

OMB No. 1210-0110

Inlernal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2022
Depariment of Lab
Employee Boncfis. ggu(jntyaag:ninislranm » File as an attachment to Form 5500.
e aaeaBegent Cuaranty/Gofporalion » 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  03/01/2022 and ending 02/28/2023
A Name of plan B Three-digit

D.L. LEE AND FD OF GA HEALTH PLAN olan number (PN) 501

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

D.L. LEE & SOHS, INC.

D Employer Identification Number (EIN)

58-1839627

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

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

1 Coverage Information:

{a) Name of insurance carrier

AMERITAS LIFE INSURANCE COMPANY

Approximate number of Policy or contract year
{c) NAIC (d) Contract or (e)
(b) EIN code identification number persons covered at end of {f) From (g) To
policy or contract year
47-0098400 61301 010-053325 142 03/01/2022 02/28/2023

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

7,233 589
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 cammissions or fees were paid
PARTNERS BENEFIT GROUP LLC
PO BOX 7770
TIFTON GA 31793
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
fees
3,531 589 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Baldwin Krystyn Sherman Partners
4211 W Boy Scout Blvd
Suite 800
Tampa FL 33607
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount {d) Purpose (e) Organization code
n/a
3,702 0 3

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 () Amount (d) Purpose .

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

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

(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) Amaunt (d) Purpose Gode

(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 b




Schedule A (Form 5500) 2022 Page 3

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

this report.
4 Current value of plan's interest under this contract in the general account at year end 4
5 Current value of plan's interest under this contract in separaie accounts at year €nd......cocvviviiiiiiiiimimimmaiine. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b  Premiums paid to carrier 6b
¢ Premiums due but unpaid at the 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, €NtEr AMOUNL. ... et b e s
Specify nature of costs P
e Type of contract: (1) D individual policies (2) I:[ 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 (Da not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) |:| guaranteed investment 4) D other P
b Balance at the end of the previous year .. ] 7b
¢ Additions: (1) Contributions deposited durlng the year 7¢(1)
(2) Dividends and Credits.......uuriermesreuerreeeserasrnsrcssessesssssessssssssssenssnssensas 7¢(2)
(3) Interest credited dUMNG the YEar........cciererier s ssreesnesssssssssssmseseaseess 7c¢(3)
(4) Transferred from SEPArate ACCOUML . ... reureeresssersesemssrmmsssssssasassssssanss 7¢(4)
(5) Other (specify below) 7¢(5)
4

(6)Total additions

d Total of balance and additions (add ||nes 7b and 7c(6))

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

(2) Administration charge Made DY CaIEr.......ccouwummsssmrersesssssssssssssassassessen 7e(2)
(3) Transferred to SePArate ACCOUNt . e crrmsssrsssessreesssrsssessssssessassressses 7e(3)
(4) OLhEr (SPECITY DEIOW) cvver-vereersveraesessncesscssisssssssssmssarssssssessssssssssssssss asessss 7e(4)
>

(5) Total deductions ..

f Balance at the end of the current year {subtract Ime 79(5} from Ilne 7d)




Schedule A (Form 5500) 2022

Page 4

Partill | Welfare Benefit Contract Information
If more than one contract covers the same group of employees of the same employer(s) or members of ihe same employee organizations(s),
the information may be combined for reparting pusposes 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 D Temporary disability (accident and sickness)  f D Long-term disability
i D Stop loss (large deductible) j D HMO contract

m D Other (specify) P

¢ [¥] vision
g [:l Supplemental unemployment
k D PPO contract

d D Life insurance

h D Prescription drug
| D Indemnity contract

9 Experience-raled contracts:

a2 Premiums: (1) AmMount received .......oveieiveeiieseeceisesterese e 9a(1)
(2) Increase (decrease) in amount due but UNPAId ........eereeeeesceecucicacsines 9a(2)
(3) Increase (decrease) in unearned Premium reSeIVe ... rerseseseans 9a(3)
(4) ERMme (1) + (2) -~ (3))iteoscossosseicosossiciocss st sdddost vty i N 8 o s s | 9a(4) 0
b Benefit charges (1) Claims paid.............. 9b(1)
(2) Increase (decrease) in Claim FESEIVES.....cciuimrcrminnirsrensesssassessenes 9b(2)
(3) Incumed claims (add (1) and (2)) 9b(3) 0
(4) ClaiMmS Charged .sssiiississssisiiitassssmiisiimssms ioe5m e iy esas s s e 540 9b(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) Commissions... . 9¢(1)(A)
(B) Administrative service or other fees .......uummmsmessessinneenens. | 9(1)(B)
(C) Other specific acqUISItion COSES.....ccivvimirienna s 9c(1)(C)
(D) OhEE EXPENSES ..vevverreressresseseresesmersssssssscsssecssressmssssssssssmssssasssses 9¢(1)(D)
(E) TAXES. 1rtrrersresesemmaesnessassssmsssassssessasssssssessass ssssssmtassesessssssnerssssassas 9c(1)(E)
(F) Charges for risks or other contingencies .........c....uwrmmsrensrsen. 9c(1)(F)
(G) OhEr TEtENtiON CNATGES wevvreerressrceseeessenessssrecasseessneesssssasssssnssnns 9¢(1)(G)
(H) Total retention 9c(1}{H) 0
(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 8¢(2).).....ccoumiiimnnicinnannns 9e
10 Nonexperience-rated contracts:
a Total premiums or sUbSGHPLION charges Paid 10 CAMTIET........cvmeomresiiissserrrnssessesessssssrassssrississesens st cesses 10a 72,326
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. .........c.ccoeevveinnens 10b
Specify nature of costs.
| PartIlV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes m No

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




SCHEDULE C Service Provider Information B
(Form 5500)
Depariment of lhe 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 Labo "
Employee Benefils Security Administration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Carparation I"Specmm'
For calendar plan year 2022 or fiscal plan year beginning 03/01/2022 and ending 02/28/2023
A Name of plan B Three-digit
D.L. LEE AND FD OF GA HEALTH PLAN plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (EIN)
D.L. LEE & SONS, INC. 58-1839627

| 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).. .. ... .ovvuen D 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
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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 ar 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)

Blue Cross Blue Shield Healthcare

58-1638390

(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
12 (0. If none, enter -0-.
13
15 medical
49 claims Yes ]g No D Yes @ No D Yes D No @
62 99,063 58,279

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

PARTNERS BENEFIT GROUP LLC
104 E 10TH STREET

TIFTON

GA

31794

(b)
Service
Code(s)

22
53
55

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Agent

0

Yes E No D

Yes Ig No ]:‘

36,787

Yes [I No E

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

Baldwin Krystyn Sherman Partners
4010 W Boy Scout Blvd
Suite 200

Tampa

FL

33607

(b)
Service
Code(s)

22
53
55

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes" to element
(f. If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

broker

Yes ]g No D

Yes @ No D

29,475

Yes [| No ¥
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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)

82-3062245

IngenioRx

(b) (c) (d) (e) f) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, 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
12 (f). If none, enter -0-.
13
15 Rx
49 Yes]] No]g YesD No[[ YesD NoD
62 -17,230
(@) Enter name and EIN or address (see instructions)

(b) () (d) (€) (f) (@) )
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). 1f none, enter -0-.
YesD NoD Yes[] NoD YesD NoD
{a) Enter name and EIN or address (see instructions)

(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
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). 1If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes [| No[]

Yes |:[ No [:I

Yes |:| 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 {l

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

he indirect compensation. Complete as

(@) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

{e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

(@) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions}

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation,

(@) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(€) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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| Part Il [ Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the fallowing information for each service provider who failed or refused to provide the information necessary to complete
this Schedule.
(a) Enter name and EIN or address of service provider (see (b) Nature of | (c) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

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

(b) Nature of
Service
Code(s)

(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)

(¢) 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)

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

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: € Telephone:
Explanation:

a Name: b EIN:

€ Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: e Telephone:

Explanation:




