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

Department of the Treasury

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

1210-0089

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

Department of Labor » Complete all entries in accordance with

Employee Benefits Security

Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2022 or fiscal plan year beginning 08/01/2022 and ending  07/31/2023
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.)

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

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

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

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
A CARING HEART CASE MANAGEMENT EMPLOYEE BENEFIT PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
03/01/2015

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

2b Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 20-2297638

A CARING HEART CASE MANAGEMENT INC

1901 TARBORO ST SW
SUITE 102
WILSON, NC 27893

2C Plan Sponsor’s telephone
number
252-206-1266

2d Business code (see
instructions)
621610

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. 02/18/2024 JENNIFER MOORE
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 ‘ 262
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) 262
a(2) Total number of active participants at the end of the PIaN YEAr .............cccooiuiiiiiieiiieieieeeeeeee e 6a(2) 307
b Retired or separated participants reCeiVINg DENEFILS ...............couiuiueueeeeieeeeeceee e eeeeens 6b
C Other retired or separated participants entitled to future Denefits............coccuiiiieiiii e 6c
d  Subtotal. Add lINES BA(2), B, NG BC............eeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeeeeeeeeeeesee s s eeeseeeeees e e se s sees s eeseeseseeesessessesseseeseeseenereeeeen 6d 307
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........ccccoecveiiiiiieiccne s 6e
T Total. A lINES BA @NA BE. ..........eevcvvieceeeieceete ettt ettt sttt s et e e e st en st et s s e s s a s s st 6f
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIEEE TS IIEIM).....vceecececece ettt ettt ettt ettt et et e e e e e e e e e e e s ee s e sassee e e en s s s enas s seanan s nen s s e s s s enn s s enn s s ennans 69
h  Number of participants who terminated employment during the plan year with accrued benefits that were
1855 thaN 100% VESEA. ... cv.vieeceetis ittt ettt et sttt ee ettt se et et e ees et et s e s et et eesca et s e cs et b st et s s ns et et s s et bt snscbesennssb s s snes 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
2) I Code section 412(e)(3) insurance contracts 2) I Code section 412(e)(3) insurance contracts
3) I Trust 3) I Trust
(4) M General assets of the sponsor (4) N General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) D R (Retirement Plan Information) (1) D H (Financial Information)
2) D I (Financial Information — Small Plan)
2) D MB (Multiemployer Defined Benefit Plan and Certain Money )
Purchase Plan Actuarial Information) - signed by the plan @) 3 A (Insurance Information)
actuary @) D C (Service Provider Information)
3) D SB (Single-Employer Defined Benefit Plan Actuarial ®) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)
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Part IlI | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) wooveoeeeeerenerenis e [] Yes X No

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

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

11c Enter the Receipt Confirmation Code for the 2022 Form M-1 annual report. If the plan was not required to file the 2022 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

P File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2022

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2022 or fiscal plan year beginning 08/01/2022 and ending  07/31/2023
A Name of plan B Three-digit
A CARING HEART CASE MANAGEMENT EMPLOYEE BENEFIT PLAN plan number (PN) [ 3 501

C Plan sponsor’'s name as shown on line 2a of Form 5500
A CARING HEART CASE MANAGEMENT INC

D Employer Identification Number (EIN)
20-2297638

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

BLUE CROSS AND BLUE SHIELD OF NORTH CAROLINA

e) Approximate number of Policy or contract year
c) NAIC (d) Contract or (
(b) EIN ( . i persons covered at end of
code identification number policy or contract year (f) From (9) To
56-0894904 54631 14174985-1001 107 08/01/2022 07/31/2023

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

56317

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

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

EBENCONCEPTS COMPANY

15305 DALLAS PARKWAY
STE 800
ADDISON, TX 75001

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

56317

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2022
v. 220413
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2022 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end..............cccccevevirerererirereererenaas 4
5 Current value of plan’s interest under this contract in separate accounts at year end...............co.coovvvererrrrrenrernnnn. 5

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

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

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

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

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




Schedule A (Form 5500) 2022 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) »

9 Experience-rated contracts:

A Premiums: (1) AMOUNt FECEIVEM .......covveuiiiiiiiriiirieeecreeee e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccceuvevveeeerennne. 9a(2)
(3) Increase (decrease) in unearned premium reserve...............o.oeeuvene.. 9a(3)
(4) EAINEA (1) # (2) = (B))--reereeverrereesueaseaneaeeneenuesuesueaseaseaseaseeseessessesseaseaseaseassessesseaseaseaseaseensensessessesssssesresseasesneens | 9a(4)
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) Claims charged...........ccccoveurnee. 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....cuviviiieiieieeieie ettt e e ee e sb e e sae e ene e e e e s 9c(1)(A)
(B) Administrative service or other fees............ccccoeevveciiiiiciiciecne 9c(1)(B)
(C) Other Specific aCqUISIION COSES............o.vveeveeeeeeeeereeeeeese e 9c(1)(©)
(D) OthEr XPENSES .....eoviveeeeeeieeeeee ettt 9c(1)(D)
(E) TAXES cormeeeeeeeeeeeeeee e eeee e e e e e e s e e eee s e eseeeeeeeeeeeneee 9c(1)(E)
(F) Charges for risks or other contingencies.............ccocceevceirieeenncen. 9c(1)(F)
(G) Other retention charges...........coooiiiiiiiiie e 9c(1)(G)
(H) TOAI FEEENMEON . ...ttt ettt ettt s et s s e s s st se s et e e s s ese e s s ese s s sese e ses e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccocueirieiinneannn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carmier ............ccoviiiiiiiiiii e 10a 1560886
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. .......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

Insurance Information

OMB No. 1210-0110

Employee Retirement Income Security Act of 1974 (ERISA). 2022

» Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2).

P File as an attachment to Form 5500.

Inspection
For calendar plan year 2022 or fiscal plan year beginning 08/01/2022 and ending  07/31/2023
A Name of plan B Three-digit
A CARING HEART CASE MANAGEMENT EMPLOYEE BENEFIT PLAN plan number (PN) > 501

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

A CARING HEART CASE MANAGEMENT INC

Part |

D Employer Identification Number (EIN)
20-2297638

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
COMMUNITY EYE CARE

e) Approximate number of Policy or contract year
c) NAIC (d) Contract or (
(b) EIN ( . i persons covered at end of
code identification number policy or contract year (f) From (9) To
56-2109225 52429 ACARE 197 08/01/2022 07/31/2023

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

297

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

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

EBENCONCEPTS COMPANY

15305 DALLAS PARKWAY
STE 800
ADDISON, TX 75001

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

297

(e) Organization code

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose (e) Organization code

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

Schedule A (Form 5500) 2022
v. 220413
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2022 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end..............cccccevevirerererirereererenaas 4
5 Current value of plan’s interest under this contract in separate accounts at year end...............co.coovvvererrrrrenrernnnn. 5

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) »

d D Life insurance

| D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNt FECEIVEM .......covveuiiiiiiiriiirieeecreeee e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccceuvevveeeerennne. 9a(2)
(3) Increase (decrease) in unearned premium reserve...............o.oeeuvene.. 9a(3)
(4) EAINEA (1) # (2) = (B))--reereeverrereesueaseaneaeeneenuesuesueaseaseaseaseeseessessesseaseaseaseassessesseaseaseaseaseensensessessesssssesresseasesneens | 9a(4)
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) Claims charged...........ccccoveurnee. 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....cuviviiieiieieeieie ettt e e ee e sb e e sae e ene e e e e s 9c(1)(A)
(B) Administrative service or other fees............ccccoeevveciiiiiciiciecne 9c(1)(B)
(C) Other Specific aCqUISIION COSES............o.vveeveeeeeeeeereeeeeese e 9c(1)(©)
(D) OthEr XPENSES .....eoviveeeeeeieeeeee ettt 9c(1)(D)
(E) TAXES cormeeeeeeeeeeeeeee e eeee e e e e e e s e e eee s e eseeeeeeeeeeeneee 9c(1)(E)
(F) Charges for risks or other contingencies.............ccocceevceirieeenncen. 9c(1)(F)
(G) Other retention charges...........coooiiiiiiiiie e 9c(1)(G)
(H) TOAI FEEENMEON . ...ttt ettt ettt s et s s e s s st se s et e e s s ese e s s ese s s sese e ses e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 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 17895
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

Ins

This schedule is

urance Information OB No. 12100110

required to be filed under section 104 of the

Employee Retirement Income Security Act of 1974 (ERISA). 2022

P File as an attachment to Form 5500.

» 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 08/01/2022 and ending  07/31/2023
A Name of plan B Three-digit
A CARING HEART CASE MANAGEMENT EMPLOYEE BENEFIT PLAN plan number (PN) > 501

C Plan sponsor’'s name as shown on line 2a of Form 5500
A CARING HEART CASE MANAGEMENT INC

Part |

D Employer Identification Number (EIN)
20-2297638

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

GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

e) Approximate number of Policy or contract year
c) NAIC (d) Contract or (
(b) EIN ( . i persons covered at end of
code identification number policy or contract year (f) From (9) To
13-5123390 64246 00561690 307 08/01/2022 07/31/2023

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

29075

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

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

EBENCONCEPTS COMPANY

15305 DALLAS PARKWAY
STE 800
ADDISON, TX 75001

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

29075

(e) Organization code

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose (e) Organization code

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

Schedule A (Form 5500) 2022
v. 220413
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2022 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end..............cccccevevirerererirereererenaas 4
5 Current value of plan’s interest under this contract in separate accounts at year end...............co.coovvvererrrrrenrernnnn. 5

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

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

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

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

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




Schedule A (Form 5500) 2022 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X| Other (specify) » AD&D, ACCIDENT, CRITICAL ILLNESS

9 Experience-rated contracts:

A Premiums: (1) AMOUNt FECEIVEM .......covveuiiiiiiiriiirieeecreeee e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccceuvevveeeerennne. 9a(2)
(3) Increase (decrease) in unearned premium reserve...............o.oeeuvene.. 9a(3)
(4) EAINEA (1) # (2) = (B))--reereeverrereesueaseaneaeeneenuesuesueaseaseaseaseeseessessesseaseaseaseassessesseaseaseaseaseensensessessesssssesresseasesneens | 9a(4)
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) Claims charged...........ccccoveurnee. 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....cuviviiieiieieeieie ettt e e ee e sb e e sae e ene e e e e s 9c(1)(A)
(B) Administrative service or other fees............ccccoeevveciiiiiciiciecne 9c(1)(B)
(C) Other Specific aCqUISIION COSES............o.vveeveeeeeeeeereeeeeese e 9c(1)(©)
(D) OthEr XPENSES .....eoviveeeeeeieeeeee ettt 9c(1)(D)
(E) TAXES cormeeeeeeeeeeeeeee e eeee e e e e e e s e e eee s e eseeeeeeeeeeeneee 9c(1)(E)
(F) Charges for risks or other contingencies.............ccocceevceirieeenncen. 9c(1)(F)
(G) Other retention charges...........coooiiiiiiiiie e 9c(1)(G)
(H) TOAI FEEENMEON . ...ttt ettt ettt s et s s e s s st se s et e e s s ese e s s ese s s sese e ses e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccocueirieiinneannn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CaMmer ............coocvioiiiie e 10a 204291
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. »




2022 Plan Information Worksheet Status:

Plan Sponsor Information

Plan Sponsor's Name Plan Sponsor's Mailling Address Fereign D
A CARING HEART CASE MANAGEMENT INC 1901 TARBORO ST W

SUITE 102
Plan Spensor's Doing Business As Name Plan Spensor's Mailing City, Province, State and ZIP

WILSON NC 27893

Plan Sponsor's Lecation Address Foreign |:|

Plan Sponsor's Care Of Name

Plan Sponsor's EIN
20-2297638

Plan Sponsor's Phone Number

(252)206-1266

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

Plan Administrator Information

Same as Plan Sponsor

Plan Administrator's Name

Plan Administrator's Care Of Name

Plan Administrator's EIN

Plan Administrator's Address Foreign |:|

Ptan Administrator's City, Province, State and ZIP

Plan Administrator's Phone Number

Plan Information

Plan Name Business Code Filing for Plan Year: DFE Plan D
A CARING HEART CASE MANAGEMENT EMPLOYEE 621610 2022
BENEFIT PLAN
Plan Year MM/DD/YYYY MM/DDAYYYY
Begins 08/01/2022 Ends 07/31/2023
Tax Year MM/DDAYYYY MM/DDIYYYY
Three-digit Plan Number Plan ID Begins 01/01/2022 Ends 12/31/2022
501

EIN for PBGC Forms

Name Cantrol

Effective Date of Plan

03/01/2015

Transmitter Information

Transmitter's TIN

Transmitter's Name

Company Name

Company Mailing Address

Company City, Province, State and ZIP

Transmitter Control Code (TCC)

Foreign

O

Contact Name

Contact Telephone Number

Contact E-Mail Address

Do NOT File with IRS, DOL or PBGC




Preparer Information

Preparer's Name

Preparer's Firm Name

Preparer's Address

Preparer's City, Province, State and ZIP

Preparer's Phone Number

Foreign [_|

Trust Information

Narne of Trust

Name of Trustee or Custodian

Trust EIN

Trustee's or Custedian's Phone #

Signers, Service Providers and Interested Individuals

[ ] Notify

Contact Name

Contact iD

Contact Phone Number

E-Mail Address

D Natify

Contact Name

Contact Phone Number

E-Mail Address

Contact ID

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

[] Notify

Contact Name

Contact ID

Contact Phore Number

E-Mail Address

(] Notify

Contact Name

Contact Phone Number

E-Mail Address

Contact ID

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

(] Notity

Contact Name

Centact Phone Number

E-Mail Address

Contact 1D
l:l Notify Contact Phone Number
Contact Name E-Mail Address

Contact 1D




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

1210-0089
This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

".ﬁf:;f;ﬁ?;féé'&ié’j;?;” sections 6057(b) and B058(a) of the Internal Revenue Code {the Code). 2022
5 Diei’af"‘ge"‘gtf '-g:“ ) » Complete all entries in accordance with
mployes Bansfis Sacurty the instructions to the Form 5500,
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2022 or fiscal plan year beginning 08/01/2022 and ending 07/31/2023
A This returnireport is for: D a multiemployer plan D a mglt}ple;employer pla!n (Filers. ch.ecking this box must attach a.l list of'
participating employer information in accordance with the form instructions.)
l?_—{l a single-employer plan D a DFE (specify)
B This return/report is: |:| the first return/report D the final return/report
|:| an amended retum/report D a short plan year return/report {less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here . ... .. .. ... » D
D Check box if filing under: D Form 5558 I:l automatic extension D the DFVC program
|:| special extension {enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here. .. .. ..................... » |:|
Part li | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
A CARING HEART CASE MANAGEMENT EMPLOYEE number (PN} » 501
BENEFIT PLAN 1¢ Effective date of plan
03/01/2015
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no, and street, or P.O. Box} Number (EIN)
Citﬁor town, state or province counta( and ZIP or forexgn postal code (if foreign, see instructions) 20-2297638
A CARING HEART CASE MANAGEME

2¢ Plan Sponsor's telephone

num
252)206 1266
égg%ET?g?ORO ST 8w 2d Business code (see
instruct
WILSCON NC 27893 Iélzg.ug:;.()gs’

Caution: A penalty for the [ate 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 returnfreport, including accompanying schedules,
statements angd §ttachments, as well as the electronic version of this return/repoit, and fo the best of my knowledge and belief, it is true, correct, and complete.

SIGN i ,’),)A ‘2/ (-/’ 1/ Jennifer Moocre
HERE i A PN 111G )40 /
S_ig;{atére 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
3¢ Administrator's telephone
number
4 Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last returnfreport filed for this plan, 4b EIN
enter the plan sponseor's name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
G Plan Name
5  Total number of participants at the beginning of the plan year 5 | 262
6  Number of parlicipants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a{1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PIAN YEAM.......c..ccovrroriuieereeee e e Ba(1) 262
a{2) Total number of active participants at the end of the plan year ..., et e 6a(2) 307
b Retired or separated participants receiving BENEfitS. ... ...t 6b
€ Other retired or separated participants entitied to future benefits ... e 6¢c
o Subtotal, AGH INES BA(2), BB, BN BC.....o.oovviveveieeeee et e eae e et s s st st nss s 6d 307
e Deceased participants whose benefictaries are receiving or are entitled to receive benefits. ..., | 6@
T TOtAl, ADGIIRES BA B BE. ........ovocee oo eem et sa s s e84+t bt e 6f
g Number of participants with account balances as of tha end of the plan year (only defined contribution plans
complete this HEM) ... e e e e e 6g
h  Number of participants who terminated employment during the plan year with accrued benefits that were
[t (W L R == (Yo 2O o PP OO P O PP e P O PO PPy P PP PO PO P TOPPPUPTPI 6h
7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ........ 7
8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts {2) Code section 412(e)(3) insurance contracts
3) Trust {3} Trust
4) General assets of the sponsor {4 General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b Generat Schedules
m D R (Retirement Plan Information) {1} D H (Financial Information)
{2} |:| | (Financial Information — Small Plan)
@ El MB (Multiemployer Defined Benefit Plan and Certain Money 3 ]
Purchase Pfan Actuarial information) - signed by the plan 3 M _2 A (nsurance information)
actuary {4 |:| C (Service Provider Information}
) [] SB (Single-Employer Defined Benefit Pian Actuarial (5) [ D (DFE/Participating Plan Informaticn)
Information) - signed by the plan actuary (6) |:| G {Financial Transaction Schedules)

AD&D, ACCIDENT, CRITICAL ILLNESS




Form 5500 {2022) Page 3

| Part i LForm 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
2520.109-2.) oo e O Yes H to

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

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

11¢ Enter the Receipt Confirmation Code for the 2022 Farm 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 Confimation Cede will subject the Ferm 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information OMB No, 12100110
(Form 5500) '

Department of the Treasury This schedule is required to be filed under section 104 of the 2022
Internal Revenue Service Employee Retirement Income Security Act of 1674 (ERISA).
Depariment of Labo,
Employee Ber?:ﬁls ;:cﬁrityEAdJ;ninistration » File as an attachment to Form 5500,
Pension Benefit Guaranty Corporation ¥ Insurance companies are required to provide the information This Forﬁ':pgg?:nto Public
pursuant to ERISA section 103(2)(2).

For calendar plan year 2022 or fiscal plan year beginning 08/01/2022 and ending 07/31/2023

A Name of plan B Thres-digit

A CARING HEART CASE MANAGEMENT EMPLOYEE plan number (PN) > 501,

BEENEFIT PLAN

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

A CARING HEART CASE MANAGEMENT INC
20-2297638

Parti 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 Pars !l and 11l can be repored on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Blue Cross and Blue Shield of North Carolina

Approximate number of Policy or contrack year
{c} NAIC (d) Contract or g
(b} EIN . e persons covered at end of
code identification number policy or contract year {f) From @ To
56-0894904 54631 14174985-1001 107 08/01/2022 07/31/2023

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
56,317 0

3 Persons receiving commissions and fees. {Complete as many entries as needed fo report all persons).
{a) Name and address cf the agent, broker, or other person t¢ wham commissions or fees were paid

EBENCONCEPTS COMPANY
15305 DALLAS PARKWAY

STE 800
ADDISON TX 75001
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e} Organization code
56,317 3
(a) Name and address of the agent, broker, or other person o whom commissions or fees were paid
{b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount {d) Purpose (e} Organizatiocn code

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




Schedule A (Form 5500) 2022 Page 2 —

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2022 Page 2 —f

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

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

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

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

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

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

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

Fees and other commissions paid {&)
(b} Amount of sales and base QOrganization
commissions paid {¢) Amount (d) Purpose code

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

Fees and cther commissions paid {e)
(b) Amount of sales and base Qrganization
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 ...........o..oooceiereveeneeeveeceeeenins 4
5 Current value of plan’s interest under this coniract in separate accounts at year end...........ocoviiii i 5

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

b Premiums paid 10 GAITIET ..cv vt oo et s
Premiums due but unpaid at the end of 1he T | U

c
d ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retenticn of the contract or policy, enter amount. ...

Specify nature of costs P

e Typeofcontract (1) [ ] individual policies
(3} [] other (specify) P

......................................................... 6h
....................................................... 6c

2 D group deferred annuity

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > |:|

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

a Typeofcontract Mnm |:| deposit administration

(3) D guaranteed investment

b  Balance at the end of the Previous Year .............cccccooeioceieeeeieeie,

(2} D immediate participation guarantee
(@) [] other »

G Additions; (1) Contributions deposited during the year .............................
(2) Dividends and credits..........ccooo i
(3) Interest credited during the year...............oo

{4) Transferred from separate account

{5) Other (specify below) ... e

»

{6)Total additions ........... T U U T TSP PR SRRSO
d Total of balance and additions (add lines 7b and 7¢(6)}. ...,

€ Deductions:

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

(2) Administration charge made by carrier...........ccooo e
(3) Transferred to separate acCount ...
(4) Other (Specify DEIOW) ... e

»

{5) Total AedUCEONS ...t e e et
f Balance at the end of the current year {subtract ling 7e(5) from lINe 7d}..........ocoeeoiiiiiiiieiiee e

........................................................ | 7d

7e(1)

7e{2)

7e(3)

7e{d)




Schedule A (Form 5500} 2022 Page 4

Part Il | Welfare Benefit Contract Information

if more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover indivicual
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 [X] Health (other than dental or vision) b [] Dental ¢ [] vision d|[] Life insurance
- |:| Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h @ Prescription drug
i |:| Stop loss (large deductible) j |:| HMO contract k E] PPO contract | |:| Indemnity contract
m [ ] Other (specify) »
9 Experience-rated contracts:
a Premiums: (1) AMount recaived ... v 9a(1)
(2) Increase {decrease) in amount due but unpaid ..., 9a(2)
(3) Increase (decrease) in unearned Premium reéserve ..., 9a(3)
(4) EAMEA (1) £ {2) = (3)) oo e | sa(4)
b  Benefitcharges (1) Claims paid... 9b{1)
(2) Increase (decrease) in claim MESEIVES. ............ooooveeur e e 9b(2)
(3) Incurred claims (add (1} and (2))...........o.oeeevenn.. e ettt e et 9b{3)
{(4) Claims CRAMGE. ........cooviiee ettt ettt et e 9b{4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMISSIONS ......oveieiieee et et ee ettt e e e Sc(1)(A)
(B) Administrative service or other fees ... 8c(1)(B}
(C} Other specific acquisition COStS...........ccooiiin e 9c{1)(C)
(D} Other BXPENSES ......c.ccoveieeeee et e e 9¢{1)(D)
(E) TAXES. oo - | 9e{1)E)
(F) Charges for risks or other contingencies ... 9c(1)(F}
{G) Other retention CRAMGES . ...........covvver eeseeessssoes s 9c(1)(G)
{H) TORAI FRIBNBON. ......ooo.oiee ettt ettt emee e mes bt ems e e e e eas s ceens s e sbsneeseenes 9c{1)(H)
{2) Dividends or refroactive rate refunds. {These amounts were |:| paid in cash, or |:| credited.)................. 9¢(2)
d Status of palicyholder reserves at end of year: (1) Amount held to provide benefils after retirement............... 9d{1)
(2) LAY PESEIVES ...ttt eeete et et e et s atee e bt es et ee s e s et s e e os set e 2os e e e e as s ebeses b ees s eaeem e e s et en e 9d(2)
(3) ONIBI FEBEIVES ... ooeeecee ettt ee et cee et ere e tee et eet e eae s res e et et s e s seeess e sse e s ee s o res e s st et b ebe e bt n s r et er e 9d(3)
@ Dividends or retroactive rate refunds due. (Do not include amount entered infine 9c¢{2).)........ooooooi 9e
10 Nonexperience-rated contracts:
A Total premiums or subscription Charges Paid to CATIAI ............ooi oo 10a 1,560,886
b Ifthe carier, 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 |, ling 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?.............

|:| Yes @ No

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




SCHEDULE A Insurance Information OME No. 1210:0110

(Form 5500)
Depariment of the Treasury This schedule is required te be filed under section 104 of the 2022
intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labo
Employee Beﬁ:ms ggczmyaAdrnﬂmsuanon } File as an attachment to Form 5500.
- - i i Publi
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Fm%;g&?:nto ublie
pursuant to ERISA section 103(a)(2).
For calendar plan year 2022 or fiscal plan year beginning 08/01/2022 and ending 07/31/2023
A Name of plan B Three-digit
L CARING HEART CASE MANAGEMENT EMPLOYEREE plan number {PN) ) 501

BENEFIT PLAN

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

A CARING HEART CASE MANAGEMENT INC
20-2297638

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

1 Coverage Information:

{a) Name of insurance carrier

COMMUNITY EYE CARE

Apgproximate number of Policy or contract year
fc) NAIC {d) Contract or Q)
b) EIN . A d at end of
(b) code identification number pe;ﬁgj g?vcgﬁra; ?garo {f) From {a} To
56-2109225 52429 BCARE 197 08/01/2022 07/31/2023

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in
descending order of the amount paid.
{a) Total amount of commissions paid

{k) Total amount of fees paid
297 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

EBENCONCEPTS COMPANY
15305 DALLAS PARKWAY

STE BOO
ADDISCN TX 75001
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organization code
297 3
(a) Name and address of the agent, broker, or cther person to whom commissions or fees were paid
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form §500. Schedule A (Form 5500) 2022
v. 220413




Schedule A (Form 5500) 2022 Page 2 —

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2022 Page 2 —

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

Fees and other commissions paid (e)
(b} Amount of sales and base Organization
commissicns 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) Purpase 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 OCrganization
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 ...........oooooooeoioeicoee e, 4
5 Cuirent value of plan's interest under this contract in separate accounts atyearend.............oooooiioiie, 5
8 Contracts With Allocated Funds:
a  State the basis of premium rates P
B Premitms Pait (0 GAMIET ... .o oo oo et e e 6b
¢ Premiums due but unpaid at the end of the year ........ e e e . 6¢
d  Ifthe carier, service, or other organization incurred any specmc costs in connection with the acqwsmon or 6d
retention of the contract or policy, enter aMOUNL. ... s
Specify nature of costs P
e Typeofcontract (1) |:| individual policies (2) |:| group deferred annuity
(3) [] other (specify) P
f  If contract purchased, in whale or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract (1) |:| deposit administration @ D immediate participation guarantee
(3) [:] guaranteed investment (4) D other P
b Balance atthe end of the PIEVIOUS YEAM .........cocoooom oo oo oo eeeeee oo e e ereecee [ 7b
C Additions: {1} Contributions deposited during the year ...............ccccoco..... 7c(1)
(2) Dividends and CreditS..........c..ccoovooeeeeeee oo 7c(2)
(3) Interest credited during the YEar...........cooooevoveeeceeeeee e 7c(3)
(4) Transferred from separate account... o | Tel(4)
(5) Other (SPeGify BRIOW) ... oo | TCB)
4
{BYTORA AAGIIONS ..ot e eee et et es et e e oot et erts e ee e benem s et s et s e eneranene 7c(8)
d Total of balance and additions {add lINES 7B AN TCIB)Y. ... oevoeeeeee oo oot oo eee s s ee s eseerese e [ 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or puschase annuities during year 7e{1)
(2) Administration charge made BY CAMEN.............ocooo e 7o{2)
(3} Transferred to separate 8cCouUnt ... 79(3)
(4) Other {Specify BEIOW ...........coooovi e | 1€(4)
»
{5) TOAL ABIUCHOMS .......ov.oe. oottt oo oo e oee e ee e st oot e eee et eeeeee et eesseeee et oerees 7e(5)
f Balance at the end of the current year (subtract line 7e{8) from ing 7a)...........o.cooooovooeeeeeceeeeeeeeenee | 7f




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 employes 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 Benefii and contract type {check all applicable boxes)

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

m [ ] Other (specify) P

9 Experience-rated contracts:

a Premiums: {1} Amount received ... 9a(1)
(2) Increase (decrease) in amount due but unpaid ............. DU, 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........o...coveee... 9a(3)
(@) Earned (13 + (2} - (31} oo eererseeereres oo e e 9a(4)
b Benefitcharges (1) CLAIMS PAIT..........coocooior oo 9h{1)
(2) Increase {decrease) in claim fESEIVES............coooiiieieeeeee e 9h(2)
{3) Incurred claims (B (1) BN {21 ..o oot et et en e 9b(3)
(4) Claims CRAIGEA. ... oo et e et e e eee et o1 ee et e eee ettt ee et en e 9h({4)
€ Remainder of premium: (1) Retention charges {on an accrual basis) —
CA) COMMISSIONS ...t 9c{1}{A)
(B) Administrative service or other fees ..., 9c(1}{B)
() Other specific acquisition costs............... 9e(1)(C)
(D) OHNEE SXPENSES ..oooivoeieeeeeeseeeeeeeeeereee e reeeeeeeee et eeee e 9¢(1)(D}
() TEXES .. eve oo eeeeee oo e ee e eee e ee s et es oo 9c(1}E)
(F} Charges for risks or other contingencies .................cc.occoeveee, 9c(1)(F)
(G) Cther retention charges 9c{1)(G)
(HY TORBI FEEBIHOM. ... ..o e ettt et et ee et ee et e 9c{1)(H}
(2} Dividends or retroactive rate refunds. (These amounts were D paid in cash, or|:| credited.)....oo 9¢(2)
d  Status of policyho!der reserves at end of year: (1) Amount held to provide benefits after retirement............... 8d(i)
(2) CIBIN FESEIVIES ..ot ee oottt ettt et et e e et e e e Sd(2)
(3) OHNIET FEBEIVES ....v oottt ettt et ee ettt et em st a e b et b s s b s 44 et a4 st b bbb a2 b b 9d(3)
€ Dividends or refroactive rate refunds due. (Do not include amount entered in line 9¢{2).) ... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid b0 CANIBI ..............oveie oo e e 10a 17,895
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ................c.cc... 10b

Specify nature of costs.

| Part IV I Provision of Information
11 Did the insurance company fail 1o provide any information necessary to complete Schegule A? ............. D Yes @ No
12 I the 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 2022
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
De, f Labo
Employee Beﬁ:{:? EZLS,JM;MS"EHW » File as an attachment to Form 5500,
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This ForTn;speOCa?‘;'tnto Public
pursuant to ERISA section 103(a}(2).

For calendar plan year 2022 or fiscal plan year beginning 08/01/2022 and ending 07/31/2023

A Name of plan B Three-digit

A CARING HEART CASE MANAGEMENT EMPLOYEE plan number (PN} » 501

BENEFIT PLAN

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

A CARING HEART CASE MANAGEMENT INC
: 20-2297638

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on 3 separate Schedule A. Individual centracts grouped as a unitin Parts Il and 1l can be repeorted on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

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

b} EIN Y d at end of

{b} code identification number pe;ﬁg: gfg::etrast :garo {f) From (g) To
13-5123390 64246 00561690 307 08/01/2022 07/31/2023

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
29,075 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(@) Name and address of the agent, broker, or other person to wham commissions or fees were paid

EBENCONCEPTS COMPANY
15305 DALLAS PARKWAY

STE 800
ADDISCN TX 75001
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c} Amount (d} Purpose {e) Organizaticn code
29,075 3

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

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

{e) Organization code

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




Schedule A (Form 5504) 2022 Page 2 —

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

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

{2} Name and address of the agent, broker, or other persen 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 cade

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

Fees and other commissions paid (e}
(b) Amaunt 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
commissiens paid (c) Amount {d) Purpose code




Schedule A (Form 5500) 2022 Page 2 — f

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

Fees and other commissicns 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 commissiens or fees were paid

Fees and cther commissions paid {e)
{b) Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose coda

(a} Name and address of the agent, broker, or oiher person {0 whom commissions or fees were paid

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

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

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

{a) Name and address of the agent, broker, cr other person to whom cemmissfons 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 confract in the general account at year end 4
5§ Current value of plan’s interest under this contract in separate accounts at year end.....................cccocooomeevereeeerenennn.. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates »
D Premiums PaiG 10 CAIIET ..o oeieeeece ettt ettt en et ee s et e ren et 6b
C  Premiums due but unpaid at the end of the YEaT ... e e e e 6c
d Ifthe camier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, BNtEr @MOLINL. ... et e
Specify nature of costs P
e Typeof contract {1) D individual policies (2} I:I group deferred annuity
(3) [] other (specify) P
f  Ifcontract 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 conteacts maintained in separate accounts)
a  Type of contract; {1 D deposit administration () |:| immediate participation guarantee
3) D guaranteed investment 4) |:| other »
b Balance at the end 0f the PIEVIOUS YBAF ......oovv ittt ee ettt e enennnes ! b
¢ Additions: {1) Contributions deposited during the year . . 1 Te{1)
(2} Dividends and eredifS...........cc. oo oo 7¢{2)
{3) Interest credited during the YA ..........cc.core oo 7¢(3)
(4) Transferred from separate acCoUNt...............ovevrveereeeie e, 7c{d)
(5) Other (specify below) ... e IR N e, | TE(5)
| 4
(BYTORAN AUUIHIONS -........ooe. oo eoeeeees oot ee e ees e ees e ee oo e e 7¢(6)
d Total of balance and additions (add liNes 7B NG ZCIB}). ...o..ovviveerveee ettt et e | 7d
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
{2) Administration charge made by carfier..............cccco 79(2}
(3) Transfermed to SeParate BCCOUN .......co..vv.viereeeeeseeee e seneans 7e(3)
(4) Other (specify BIOW) ..o oo oo e e Te(4d)
>
(5) Total dedUCHONS ..o 7e(5)
f Balance at the end of the current year (subtract line 7e(5)} from N Td}..........cococoovmeveieeieeicc oo I 7f




Schedule A (Form 5500) 2022 Page 4

Part Il | Welfare Benefit Contract Information

employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

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

8 Benefit and contract type (check alt applicable boxes)

a [ ] Health (other than dental or vision) b ] Dental ¢ [] vision d ] Life insurance
e EI Temporary disability (accident and sickness)  f D Long-term disabitity g D Supplemental unemployment  h |:| Prescription drug
i [] stoploss (large deductivle) J [] HMO contract k{] PPO contract i [] Indemaity contract

m [X] Other (specify) PAD&D, ACCIDENT, CRITICAL ILLNESS

9 Experience-rated contracts:
A Premiums: (1) AMount reGeived ... e 9a(1)
(2) Increase (decrease) in amount due but unpaid ................. oo 9a(2)
(3) Increase (decrease) in unearned premium resenve ... 9a(3)
(8 EAINEG ({1} + {2) = (31) rrrverrseeeeeireeeeeeeseeseseeeses e ee e eee s oot oot seresees s s ss s s rs st seearssseesessese | 9a(4)
b Benefit charges {1) Claims paid.............. e, T . 9b{1}
(2) Increase (decrease) in Claim reSeIVES. ... 9b(2)
(3Y Incurred claims (BAG (13 BrG {2))....ve oo e e 9b(3)
(A CIAIMS CRATGEU. ... ..ooe e ettt e et re ettt ee e a2 n et an e e 9b{4)
¢ Remainder of premium: {1} Retention charges (on an accrual basis) -
(A COMMISSIONS ... e e s 9c(1){A)
(B} Administrative service or otherfees ..., | 9€(1){B)
(C) Other SpecHic acqUISItion GOSES.. ..o oo 9c(1)(C)
(D) Other eXpenses ... .c.cc.cecerveiv e s e, 9c({1)(D)
() TaXES oo oot 9c{1)(E)
{F) Charges for risks or other contingencies .............occcceeevrern. 9c(1)(F}
(G} Other retention CHATGES ..........voeee oo eeeee oo eee e 9c{1)(G)
(H) TOMAI FEIBALONM........ooee ettt et a et es s sas e et s e es e e s s s ss e ers et sre s anere s s 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)................. 9cl2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.............. 9d(1)
(2) ClEIM TESEIVES .......ooieeeeiee oot e reeen s e, T T e e 9d(2)
(3) GBI TRSEIVES ....oeiieeeee ettt et e rae e et e te e teeaeete e ensaeetetennas ad(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..c..coooniinconnnn. 9¢
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAMET .............oivi oo e e 10a 204,291
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ................c........ 1Gbh

Specify nature of costs.

| Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A7 ............. D Yes El No

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




