
 

Form 5500 

 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security 

 Administration 

Pension Benefit Guaranty Corporation 

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

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

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

OMB Nos. 1210-0110 
1210-0089 

 

2022 
 

This Form is Open to Public 
Inspection 

Part I   Annual Report Identification Information 
For calendar plan year 2022 or fiscal plan year beginning                                                                      and ending                                                        

A  This return/report is for:       X  a multiemployer plan        X  a multiple-employer plan (Filers checking this box must attach a list of 
participating employer information in accordance with the form instructions.) 

       X  a single-employer plan        X  a DFE (specify)        _C_ 

B  This return/report is:       X  the first return/report        X  the final return/report 

       X  an amended return/report        X  a short plan year return/report (less than 12 months) 

C  If the plan is a collectively-bargained plan, check here. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . .. X 

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

       X  special extension (enter description) ABCDEFGHI ABCDE 

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

Part II   Basic Plan Information—enter all requested information 

1a  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

1b Three-digit plan 
number (PN)  001 

1c Effective date of plan 
YYYY-MM-DD 

2a  Plan sponsor’s name (employer, if for a single-employer plan) 
       Mailing address (include room, apt., suite no. and street, or P.O. Box)  
       City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

2b Employer Identification 
Number (EIN) 
012345678 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

D/B/A ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901 

UK  

2c Plan Sponsor’s telephone 
number 
0123456789 

2d Business code (see 
instructions) 
012345 

 

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, I declare that I 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 
HERE 

 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

Signature of plan administrator Date Enter name of individual signing as plan administrator 

SIGN 
HERE 

 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor 

SIGN 
HERE 

 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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 

  

 

08/01/2022 07/31/2023

X

X

PARAMOUNT MARKETING GROUP, LLC FLEXIBLE BENEFITS PLAN 501

08/01/2011

80-0587545
PARAMOUNT MARKETING GROUP, LLC

704-439-2520

8811 SIDNEY CIRCLE 
CHARLOTTE, NC 28269

425120

Filed with authorized/valid electronic signature. 05/14/2024 DEREK MANNING
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3a Plan administrator’s name and address  X  Same as Plan Sponsor  
 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901 

UK  

3b  Administrator’s EIN 
012345678 

3c  Administrator’s telephone 
number 
0123456789 

 

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, 
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report: 

4b EIN012345678 

a Sponsor’s name 
c Plan Name 
 

4d PN 
012 

5 Total number of participants at the beginning of the plan year 5 123456789012 

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)  

   
a(2)  Total number of active participants at the end of  the plan year  .......................................................................................  6a(2)  

  
b Retired or separated participants receiving benefits ..............................................................................................................  6b 123456789012 
 
c Other retired or separated participants entitled to future benefits...........................................................................................  6c 123456789012 
  
d Subtotal. Add lines 6a(2), 6b, and 6c. ....................................................................................................................................  6d 123456789012 
  
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................................................  6e 123456789012 
  
f Total.  Add lines 6d and 6e. ...................................................................................................................................................  6f 123456789012 
  
g Number of participants with account balances as of the end of the plan year (only defined contribution plans  
        complete this item)...............................................................................................................................................................  6g 123456789012 
  
h Number of participants who terminated employment during the plan year with accrued benefits that were  
      less than 100% vested ...........................................................................................................................................................  6h 123456789012 

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:  
          
 

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply) 
(1)  X  Insurance (1)  X  Insurance 
(2)  X Code section 412(e)(3) insurance contracts (2)  X  Code section 412(e)(3) insurance contracts 
(3)  X Trust  (3)  X  Trust  
(4)  X  General assets of the sponsor (4)  X  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)  X  R  (Retirement Plan Information)  (1)  X H  (Financial Information) 
 

(2)  X  MB  (Multiemployer Defined Benefit Plan and Certain Money 
Purchase Plan Actuarial Information) - signed by the plan 
actuary 

(2)  X  I   (Financial Information – Small Plan) 

(3)  X     A  (Insurance Information) 

(4)  X  C  (Service Provider Information) 

(3)  X  SB  (Single-Employer Defined Benefit Plan Actuarial          
Information) - signed by the plan actuary 

(5)  X  D  (DFE/Participating Plan Information) 

(6)  X  G  (Financial Transaction Schedules) 

  

X

 
 

194

194

194

0

0

194

4A 4Q 4B 4H 4F

X X

X 3
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Part III 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.) ........................………..….  X    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.) …….....  X Yes    X   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______________________              
                                             

X



 

 
  

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). 

 File as an attachment to Form 5500. 

 Insurance companies are required to provide the information  
pursuant to ERISA section 103(a)(2). 

 
OMB No. 1210-0110 

 

2022 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2022 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number (PN)          001 

 

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

FGHI ABCDEFGHI  

D  Employer Identification Number (EIN) 
012345678 

Part I 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 II and III can be reported on a single Schedule A.  

1  Coverage Information: 
 

(a)  Name of insurance carrier 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

 

(b)  EIN (c)  NAIC 
code 

(d)  Contract or 
 identification number 

(e)  Approximate number of 
persons covered at end of 

policy or contract year 

Policy or contract year 

(f)  From (g)  To 

012345678 ABCDE ABCDE0123456789 1234567 YYYY-MM-DD YYYY-MM-DD 

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 
123456789012345 123456789012345 

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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

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

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

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

-123456789012345 -123456789012345 

 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

 

08/01/2022 07/31/2023

PARAMOUNT MARKETING GROUP, LLC FLEXIBLE BENEFITS PLAN 501

PARAMOUNT MARKETING GROUP, LLC 80-0587545

UNITED HEALTHCARE INSURANCE COMPANY

36-2739571 79413 921816 914 08/01/2022 07/31/2023

7808 36814

STREAMLINE ENTERPRISES, LLC 3725 CHAMPION HILLS DR 
SUITE 3300 
MEMPHIS, TN 35528

7808 36814 SERVICE FEE AGREEMENT 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

1
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Part II 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 123456789012345 

5  Current value of plan’s interest under this contract in separate accounts at year end ...................................................  5 123456789012345 

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier ......................................................................................................................................  6b -123456789012345 

c Premiums due but unpaid at the end of the year ..................................................................................................  6c -123456789012345 

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ..................................................................................................  6d -123456789012345 

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

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

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year ...............................................................................................................  7b 123456789012345 

c Additions:  (1) Contributions deposited during the year ................................  7c(1) -123456789012345  

(2) Dividends and credits ..............................................................................  7c(2) -123456789012345  

(3) Interest credited during the year..............................................................  7c(3) -123456789012345  

(4) Transferred from separate account .........................................................  7c(4) -123456789012345  

(5) Other (specify below) ..............................................................................  7c(5) -123456789012345  

 

 

 

  

  
  

(6)Total additions ..................................................................................................................................................  7c(6) 123456789012345 

 d  Total of balance and additions (add lines 7b and 7c(6)).  ......................................................................................  7d 123456789012345 

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345  

      (2) Administration charge made by carrier.....................................................  7e(2) -123456789012345  

      (3) Transferred to separate account ..............................................................  7e(3) -123456789012345  

      (4) Other (specify below) ...............................................................................  7e(4) -123456789012345  

 

 

 

  

  
  

      (5) Total deductions...............................................................................................................................................  7e(5) 123456789012345 

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) ..............................................................  7f 123456789012345 

0

0

0

0

0
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 
 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 
 m X  Other (specify)  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

9  Experience-rated contracts:  

a   Premiums: (1) Amount received ................................................................. 9a(1) -123456789012345  

      (2) Increase (decrease) in amount due but unpaid .................................... 9a(2) -123456789012345  

      (3) Increase (decrease) in unearned premium reserve .............................. 9a(3) -123456789012345  

(4) Earned ((1) + (2) - (3)).................................................................................................................................................. 9a(4) 123456789012345 

 b Benefit charges (1) Claims paid ................................................................ 9b(1) -123456789012345  

      (2) Increase (decrease) in claim reserves ................................................. 9b(2) -123456789012345  

      (3) Incurred claims (add (1) and (2)) .................................................................................................................. 9b(3) 123456789012345 

      (4) Claims charged ............................................................................................................................................ 9b(4) 123456789012345 

 c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345  

             (A) Commissions ................................................................................ 9c(1)(A) -123456789012345  

             (B) Administrative service or other fees .............................................. 9c(1)(B) -123456789012345  

             (C) Other specific acquisition costs ..................................................... 9c(1)(C) -123456789012345  

             (D) Other expenses ............................................................................ 9c(1)(D) -123456789012345  

             (E) Taxes ............................................................................................ 9c(1)(E) -123456789012345  

             (F) Charges for risks or other contingencies ....................................... 9c(1)(F) -123456789012345  

             (G) Other retention charges ................................................................ 9c(1)(G) -123456789012345  

             (H) Total retention ....................................................................................................................................... 9c(1)(H) 123456789012345 

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.) .................. 9c(2) 123456789012345 

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1) 123456789012345 

     (2) Claim reserves ............................................................................................................................................ 9d(2) 123456789012345 

   (3) Other reserves ............................................................................................................................................ 9d(3) 123456789012345 

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ............................... 9e 123456789012345 

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier .................................................................................... 10a 123456789012345 

 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 

-

123456789012345 

Specify nature of costs.   
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

 

Part IV Provision of Information  

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDE 

 

X X X

0

0

0

782056

X



 

 
  

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). 

 File as an attachment to Form 5500. 

 Insurance companies are required to provide the information  
pursuant to ERISA section 103(a)(2). 

 
OMB No. 1210-0110 

 

2022 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2022 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number (PN)          001 

 

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

FGHI ABCDEFGHI  

D  Employer Identification Number (EIN) 
012345678 

Part I 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 II and III can be reported on a single Schedule A.  

1  Coverage Information: 
 

(a)  Name of insurance carrier 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

 

(b)  EIN (c)  NAIC 
code 

(d)  Contract or 
 identification number 

(e)  Approximate number of 
persons covered at end of 

policy or contract year 

Policy or contract year 

(f)  From (g)  To 

012345678 ABCDE ABCDE0123456789 1234567 YYYY-MM-DD YYYY-MM-DD 

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 
123456789012345 123456789012345 

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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

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

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

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

-123456789012345 -123456789012345 

 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

 

08/01/2022 07/31/2023

PARAMOUNT MARKETING GROUP, LLC FLEXIBLE BENEFITS PLAN 501

PARAMOUNT MARKETING GROUP, LLC 80-0587545

METROPOLITAN LIFE INSURANCE COMPANY

13-5581829 65978 5939044 167 08/01/2021 07/31/2022

12936 10

STREAMLINE ENTERPRISES, LLC 3725 CHAMPOIN HILL DR. 
SUITE 3300 
MEMPHIS, TN 38125

12936 10 BASE COMMISSIONS 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

1
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Part II 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 123456789012345 

5  Current value of plan’s interest under this contract in separate accounts at year end ...................................................  5 123456789012345 

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier ......................................................................................................................................  6b -123456789012345 

c Premiums due but unpaid at the end of the year ..................................................................................................  6c -123456789012345 

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ..................................................................................................  6d -123456789012345 

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

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

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year ...............................................................................................................  7b 123456789012345 

c Additions:  (1) Contributions deposited during the year ................................  7c(1) -123456789012345  

(2) Dividends and credits ..............................................................................  7c(2) -123456789012345  

(3) Interest credited during the year..............................................................  7c(3) -123456789012345  

(4) Transferred from separate account .........................................................  7c(4) -123456789012345  

(5) Other (specify below) ..............................................................................  7c(5) -123456789012345  

 

 

 

  

  
  

(6)Total additions ..................................................................................................................................................  7c(6) 123456789012345 

 d  Total of balance and additions (add lines 7b and 7c(6)).  ......................................................................................  7d 123456789012345 

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345  

      (2) Administration charge made by carrier.....................................................  7e(2) -123456789012345  

      (3) Transferred to separate account ..............................................................  7e(3) -123456789012345  

      (4) Other (specify below) ...............................................................................  7e(4) -123456789012345  

 

 

 

  

  
  

      (5) Total deductions...............................................................................................................................................  7e(5) 123456789012345 

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) ..............................................................  7f 123456789012345 

0

0

0

0

0
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 
 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 
 m X  Other (specify)  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

9  Experience-rated contracts:  

a   Premiums: (1) Amount received ................................................................. 9a(1) -123456789012345  

      (2) Increase (decrease) in amount due but unpaid .................................... 9a(2) -123456789012345  

      (3) Increase (decrease) in unearned premium reserve .............................. 9a(3) -123456789012345  

(4) Earned ((1) + (2) - (3)).................................................................................................................................................. 9a(4) 123456789012345 

 b Benefit charges (1) Claims paid ................................................................ 9b(1) -123456789012345  

      (2) Increase (decrease) in claim reserves ................................................. 9b(2) -123456789012345  

      (3) Incurred claims (add (1) and (2)) .................................................................................................................. 9b(3) 123456789012345 

      (4) Claims charged ............................................................................................................................................ 9b(4) 123456789012345 

 c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345  

             (A) Commissions ................................................................................ 9c(1)(A) -123456789012345  

             (B) Administrative service or other fees .............................................. 9c(1)(B) -123456789012345  

             (C) Other specific acquisition costs ..................................................... 9c(1)(C) -123456789012345  

             (D) Other expenses ............................................................................ 9c(1)(D) -123456789012345  

             (E) Taxes ............................................................................................ 9c(1)(E) -123456789012345  

             (F) Charges for risks or other contingencies ....................................... 9c(1)(F) -123456789012345  

             (G) Other retention charges ................................................................ 9c(1)(G) -123456789012345  

             (H) Total retention ....................................................................................................................................... 9c(1)(H) 123456789012345 

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.) .................. 9c(2) 123456789012345 

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1) 123456789012345 

     (2) Claim reserves ............................................................................................................................................ 9d(2) 123456789012345 

   (3) Other reserves ............................................................................................................................................ 9d(3) 123456789012345 

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ............................... 9e 123456789012345 

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier .................................................................................... 10a 123456789012345 

 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 

-

123456789012345 

Specify nature of costs.   
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

 

Part IV Provision of Information  

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDE 

 

X

X X

X AD&D

0

0

0

79185

X



 

 
  

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). 

 File as an attachment to Form 5500. 

 Insurance companies are required to provide the information  
pursuant to ERISA section 103(a)(2). 

 
OMB No. 1210-0110 

 

2022 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2022 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number (PN)          001 

 

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

FGHI ABCDEFGHI  

D  Employer Identification Number (EIN) 
012345678 

Part I 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 II and III can be reported on a single Schedule A.  

1  Coverage Information: 
 

(a)  Name of insurance carrier 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

 

(b)  EIN (c)  NAIC 
code 

(d)  Contract or 
 identification number 

(e)  Approximate number of 
persons covered at end of 

policy or contract year 

Policy or contract year 

(f)  From (g)  To 

012345678 ABCDE ABCDE0123456789 1234567 YYYY-MM-DD YYYY-MM-DD 

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 
123456789012345 123456789012345 

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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

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

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

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

-123456789012345 -123456789012345 

 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

 

08/01/2022 07/31/2023

PARAMOUNT MARKETING GROUP, LLC FLEXIBLE BENEFITS PLAN 501

PARAMOUNT MARKETING GROUP, LLC 80-0587545

AMERICAN HERITAGE LIFE INSURANCE COMPANY

59-0781901 60534 D4637 292 08/01/2022 07/31/2023

2466 0

MICHELLE GLOWACKI 569 BUCKVIEW LN 
ELGIN, SC 29045

1727 0 COMMISSIONS 3

STEPHEN RICE AGENCY INC 5119 CALHOUN MEMORIAL HWY 
EASLEY, SC 29640

414 0 COMMISSIONS 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

1

STREAMLINE ENTERPRISES, LLLC 3725 CHAMPOIN HILLS DR 
SUITE 3300 
MEMPHIS, TN 38125

306 0 COMMISSION 3

TIDEWATER FINANCIAL GROUP 1028 LEE ANN DR NE 
SUITE 305 
CONCORD, NC 28025

19 0 COMMISSIONS 3
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Part II 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 123456789012345 

5  Current value of plan’s interest under this contract in separate accounts at year end ...................................................  5 123456789012345 

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier ......................................................................................................................................  6b -123456789012345 

c Premiums due but unpaid at the end of the year ..................................................................................................  6c -123456789012345 

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ..................................................................................................  6d -123456789012345 

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

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

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year ...............................................................................................................  7b 123456789012345 

c Additions:  (1) Contributions deposited during the year ................................  7c(1) -123456789012345  

(2) Dividends and credits ..............................................................................  7c(2) -123456789012345  

(3) Interest credited during the year..............................................................  7c(3) -123456789012345  

(4) Transferred from separate account .........................................................  7c(4) -123456789012345  

(5) Other (specify below) ..............................................................................  7c(5) -123456789012345  

 

 

 

  

  
  

(6)Total additions ..................................................................................................................................................  7c(6) 123456789012345 

 d  Total of balance and additions (add lines 7b and 7c(6)).  ......................................................................................  7d 123456789012345 

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345  

      (2) Administration charge made by carrier.....................................................  7e(2) -123456789012345  

      (3) Transferred to separate account ..............................................................  7e(3) -123456789012345  

      (4) Other (specify below) ...............................................................................  7e(4) -123456789012345  

 

 

 

  

  
  

      (5) Total deductions...............................................................................................................................................  7e(5) 123456789012345 

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) ..............................................................  7f 123456789012345 

0

0

0

0

0
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 
 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 
 m X  Other (specify)  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

9  Experience-rated contracts:  

a   Premiums: (1) Amount received ................................................................. 9a(1) -123456789012345  

      (2) Increase (decrease) in amount due but unpaid .................................... 9a(2) -123456789012345  

      (3) Increase (decrease) in unearned premium reserve .............................. 9a(3) -123456789012345  

(4) Earned ((1) + (2) - (3)).................................................................................................................................................. 9a(4) 123456789012345 

 b Benefit charges (1) Claims paid ................................................................ 9b(1) -123456789012345  

      (2) Increase (decrease) in claim reserves ................................................. 9b(2) -123456789012345  

      (3) Incurred claims (add (1) and (2)) .................................................................................................................. 9b(3) 123456789012345 

      (4) Claims charged ............................................................................................................................................ 9b(4) 123456789012345 

 c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345  

             (A) Commissions ................................................................................ 9c(1)(A) -123456789012345  

             (B) Administrative service or other fees .............................................. 9c(1)(B) -123456789012345  

             (C) Other specific acquisition costs ..................................................... 9c(1)(C) -123456789012345  

             (D) Other expenses ............................................................................ 9c(1)(D) -123456789012345  

             (E) Taxes ............................................................................................ 9c(1)(E) -123456789012345  

             (F) Charges for risks or other contingencies ....................................... 9c(1)(F) -123456789012345  

             (G) Other retention charges ................................................................ 9c(1)(G) -123456789012345  

             (H) Total retention ....................................................................................................................................... 9c(1)(H) 123456789012345 

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.) .................. 9c(2) 123456789012345 

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1) 123456789012345 

     (2) Claim reserves ............................................................................................................................................ 9d(2) 123456789012345 

   (3) Other reserves ............................................................................................................................................ 9d(3) 123456789012345 

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ............................... 9e 123456789012345 

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier .................................................................................... 10a 123456789012345 

 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 

-

123456789012345 

Specify nature of costs.   
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

 

Part IV Provision of Information  

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDE 

 

X CRITICAL ILLNESS AND ACCIDENT

0

0

0

17177

X



1c

1b

D the DFVC program

....0

......n

B 1'his return/report is:

I'or calcndllrp~r.ar 2022or fiscal~IanyearbC9~9,_~O"8",I_oO"]"I"'".O=2"'~ ",c"d=,"cd","c,g.~"3"J"'Llo2"O"2"3~--_------
-A This return/report is for: 0 a mulliemploycr plan [] a rnultiplc-cmplnyer plan (Filers checkinG this box must attach a list of

participating employer inlnrrnationin accordane,~with the ferm instructions.)

\J a [)FE (sper:ify) __o the final rehJrnlreporto a short plan year returnlreport (I"ss than 12 months)

~ a single-employer plano the f,rst return/reporto an amended return/report

C Iflhc plan is a collectively-bargained plan. check here.

D Check box if filing under: ~ Form 5558 0 lIulomlltic extension
D special extension (enter description)

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

I Part II I Basic Plan Information--enter all requested information

1a Name of plan
Paramount Marketing Group, LLC Flexible Benefits Plan

Form 5500 Annual Return/Report of Employee Benefit Plan OMB No~. 1210-0110

This form is required \0 be filed lor employee benefit plans under sections 104
1210-0089

Depa""'cn! 01II>(l1 ' •• '''''1
and 4065 of the Employee RClircmcnllncomc Security Ad of 1974 (ERISA) and

Int.rnIII Rev""". SeM •• seclions 6057(b) and 6058{a) of the Internal Revenue Code (the Code). 2022
Depa""''''1 '" lllb<l' • Complete all entries In accordance wilh

Employee Bcn.~I. Secutily the Instructions 10 the Form 5500.
A<ntini •••.• ,i<)n

Pen.ion 8",,0/,1 Guo,an'y CO/p"'~lion This Form,:s,,~pcn to Public
Ins cellon

I Part I I Annual ReR0rt Identification Information

2a f'lan sponsor's name (employer, if for a singl,~-employcr plan)
Mailing address (include room, apt., suile no. and street, or F',D. Box)
City or town, state or province, counlry, and ZIP or foreign postal code (if foreign, see instructions)

Paramount Mllrkcting G:r.oup. LLC

Ball Sidney Circle

2c Plan Sponsor's tr.lepllone
number
704-439<~520

2d Busines!\ code (sec
instructions)
425120

Charlotte NC 28269

Form 5500 (2022)
v.220413For Paperwork Reduction Act Notice, seo the Instruction$ for Form 5500.

Caution; A penalty for the lato or incom~leto filing of this return/report will be asse5$ed unless reasonable caU$e is e5tablishod.
Undor penalties of pe~ury and other penalties set forth in the instructions, I dedare that I hal/e examined lhis return/report, induding accompanying schedules,
stalements and attachments, a$ well as the electronic version of this roturn/report, and to lhe best of my knowledge and belief, it is true, corroct, and complete.

SIGN "....~ May 14, 2024 DEREK MANNING
HERE

Slgnaluro of plan administrator Date Enter name of individual sillning as plan administrator

SIGN
HERE

J!!.gnature of cmp.!!!yerl~lan $~onsor Date Enter name of individual sig~ as emf1g)'er or plan ~p:on~ol

SIGN
HERE

~nature of OFE Date Enlr.r name of individual signing as t:lFE

8699/0S/LB/f,fl



Form 5500 (2022) Page 2
3, Plan administrator's name and address ~ Samc as Plan Spon-sor 3b IIdministrator's lOIN,

3c Administrator's telephone
number

4 If!llC nllme andler EIN ef the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan spensor's name, "-IN, the plan name and the plan number from the last return/report:, Sponsor's name 4d PN~

C Plan Name

5 Totat nlJmber I'lf participants at the beginning of the plan year 5 I 191

6 Numbor of participants as at tho cnd ef the plan year UnlE1SSotherwise stated (welfare plan(; Cl'lmpleteonly lines 6a(1),
~

6a(2}, 6b, 61:,and 6d).
,

a(i) Total number of active participanls althe beginning of the plan year 6at1 194

,(2)Total number of active participants at tho end of the plan yCllr 6,(2 191

b Retired or separated participants receiving benefits, 6b 0

c Other retired or separated participahts entitled to future benefits_ 6c 0

d Subtotal. Add lines 6a(2), .6b, and 61:.. 6d 191

• Deceased pllrticipants whose beneficiaries are receiving or are entitled to receive benefits, 6.

f Total. Add lines 6d and 6e. 6f

9 Number of parti~jpants with account balances as of the end of the plan year (only dofined contribution plans 60.~.omplctethis item) ..

h Number of partir-ipants who terminated employment during the plan year with accrued benefits that were
less than 100% vested __ 6h

7 Enter the lotalnumber of employers obligated to contribute to the plan (only multiemployer pillns complete this .item).. 7
Sa If the plan prOl/idcs pension bcnE1fits,enter the applicable pension feature codes from the List of Plan Characteristir-s Codes in the instructions:

b II the plan provides welfare benefits, enter Ihe applicable wE1llareff~aturecodes from the List of Plan Characteristics COdASin the instructions:
4A 4Q 48 4H 4F

9a Plan funding .arrangement (check all that apply) 9b Plan bcnefil arrangement (check all that apply)
(1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contract,;

(3) Trust (3) Trust
(4) General assets el the sponsor (4) General assets 01the sponsor

10 Check all applicable boxes in 1Oaand 10b to indicate which sd1edules are attached, and, where indicated. enter the number aftached, (See instrucfions)

,Pension Schedules b General SChedules

1') 0 R (l,etimment Pian Inf!lrrnation) 1') 1J H (Financiallnformalion)

0
12) IJ (I'inanciallnformation - Small Plan)

12) MB (MIJltiemployer Ikfined 8enefit Plan and Certain Meney
131 [XI 3 A (Insurance Infermation)

Purchase Plan Actuarial Information) - signed by the plan
actuary 1'1 0 C (Servi~-cProvider information)

131 0 S8 {Single-Employer Defined Benefit Plan Actuarial 15} 0 0 (DFE/Participating F'lan Illformation)

Informatien) - signed by the ptan actuary I') IJ G (f'inancial Tran,;lIction Schedules)



form 5500 (2022) Page 3

Lf'_a.!!.lII IF~nn_~:!Complianc~I-~formation(to be c~~pleted bywelfar~~~~.!i'tp1ansl
11a If the plan provides welfare benefits. was 1hll plan subj,",Clto the rorm M-l filing requirements durll1g the ptan year? (Sec lI1s1ruclions and 29 CFR

2520.101-2.) ...................•.... rJ Yes !Xl No

If -Yes- IS checked, complete Iin(ls 11b and 11c.

11b Is th{] plan currently in compliance with the F'orm M-1 fLling requirements? (See instructinns and 2il CI'R 2520.101-2.) 0 Yes 0 No- - --------- - - - --- ._- -
11c l:nter the Receipt Confirmation Code for U1C2022 Form M-1 annui'll report. If the plan was not rcquired to fLlethe 7.022 Form M-1 annual report, enter lhl)

Receipt Confirmlltion Code for tho most rp.cen1F'orm M-l that WIISrequired to be fiied undm the F'orm M-1 filing requirements. (F'ailure to enter a villid
Receipt Confirmation Code will subject Hie F"orm 5!iOOfiling to rejection as incomph~tc.J

Receipt Confirmation Code _



-------~~-~-~--------------------------------~------.---.-

SCHEDULE A Insurance Information
OM8No.1210-0'10

(Form 5500)
~m",,' 01 "'" Treasury This schedule is required 10be filed under section 104 of the

2022Internal Ro"C"uo 5er>ice Employee Reliremenllncome Security Act of 1974 (ERISA).
D;,pa<tmen' 01Labor • File as an attachment to Form 5500.Empl"'l~ B.""I,I< SeCU'ityA",,","''''al,'''

p""...", Bene~' Gu••••no.y Co<pora\tOf'l • Insurance companies are required to provide the information
This FOnn,~Sn?pen 10 Publicpursuanlto ERISA section 103{a)(2). Ins eetion

501

07/31/2023

• I
and ending

Three-digit
plan number IPN)

8
Marketing Group, LLC ~lexible Benefits Plan

ear 2022 or fiscal plan ear beginnino {} 8/ () 1 / 2 {} 2 2For calendar plan
A Name of plan

Paramount

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

I
Paramount Mfu:ketinn Grauo LLC 80-0587545
Part I I Info~~~tion Concerning Insurance Contract Coverage, Fees, and C~~mjssions Provide information for each conlrad

on a se arale Schedule A. Individual contracts orouoed as a unit in Parts II and III can be Ie orted on a sin Ie Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

United Healthcare In:;urance Company

(c) NAIC (d) Contrad or (e) Approximate number of Pofic or contrac1 ."(b) EIN persons covered at end of",d. identification number . -n~li or contract "ear '0 From '91 To

36-2739571 79413 921816 914 08/01/2022 07/31/2023
2 Insurance fee and commission information. Enter the totaf fees and tOlal commissions paid, list in line 3 the agents, brokers. and other persons in
descendin order of the amount aid.

a Total amount of commissions aid b Total amount of fees aid

7,808 36,814
3 Persons receiving commissions and fees, (Complete as many entries as needed to report all persons),

(al Name and address of the agent, broker, or other Rerson to whom commissions 01fees were paid
Streamline Enterprises, LLC
3725 CHAMPION HILLS DR
Suite 3300
MEMPHIS TN 35528

(b} Amount of sal:s,,~nd base Fees and other commissions aid
commissions aid Ie' Amount Id' Pur"ose 'e Ornanization code

S[oyv:ice Fer: Agreemt;nt

7,808 36,814 3

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

(b} Amount of saf:s ,,~nd base Fees and other commissions aid
commissions aid 'e' Amount ~Pur"ose 'e' Ornanization code

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



Schedule A (Form 5500) 2022 Page2-c=J

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

Fees and other commissions aid i'i
(b) Amount 01sales and base Organization

commissions n<lld (e) Amount (d) Purpose code

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

Fees and other commissions naid i'i
(b) Amount of sales and base

(c) Amount (d) Purpose
Organization

commissions naid wd,

(a) Name and address of the agent, broker, or other person 10whom commissions or fees were paid

Fees alld olher commissions naid i'i
(b) Amouill 01sales and base (d) Purpose

Organization
commissions naid (c) Amount code

____________ (.!!l Name anq_i:l"~dres~of the agent, broker, or other p_~rsonto whom commissions or fees were p'=,=id~ _

Fees and other commissions oaid i'i
(b) Amount of safes and base

(c) Amounl (d) Purpose
Organization

commissions aid code

(a) Name and address ollhe agent, broker. or other person to ""10m commissions or lees were paid

Fees and other commissions naid i"
(b) Amount 01sales and base (d) Purpose

Organization

commissions- n-aid (c) Amount code



Schedule A (Form 5500) 2022 Page 3

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

this re ort.
4 Current value of plan's interest under lhis contract in the elleral account at ear end, 4
5 Current value of plan's interest under this contract il1separale accounts at year end. 5

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

b Premiums paid 10carrier.
e Premiums due but unpaid at the end of the year.
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or policy, enter amount.

Specify nature of costs ~

e Type of contract: (t) 0 individual policies

(3) 0 other (specify) ~

(2) 0 group deferred annuity

f If contract purchased, in whole or in part, to distribute benefits from a terminating ptan, check here ~

7 Contracts With Unallocated Funds (Do not inciude portions of these contracts maintained in separate accounts)
a Type of contract: (1) 0 deposit administration (2) 0 immediate participation guarantee

(3) 0 guaranteed investment (4) 0 other •

b Balance althe end of the previous year
C Additions: (t) Contributions deposited during the year

(2) Dividends and credits.
(3) Interesl credited during the year
(4) Transferred from separate account
(5) Other (specify below) ..,

70 1
70 2
~
704
705

7b o

(6)Tolai additions,
706 0

0 Tolai of balance and additions {add lines 7b and 7c(6)).
70 0

e Deductions:
(1) Disbursed from fund to pay benefits or purchase allnllities dllril1g year 7e 1

(2) Adrninistraliol1 charge made by carrier., 7e 2

(3) Trallsferred to separale accOllnt 7e 3

(4) Other (specify below) ,.
7e 4,

(5) Total deductions
7e 5 0

f 8alarlce at the end of the current year (subtract 1'l1e7e(5) from line 7d) 7' 0



SCheduleA (Form 5500) 2022 Page 4

d 0 Life insurance

h 0 Prescription drug

10 Indemnity contract

c 0 Vision

9 0 Supplemental unemployment

k 0 PPO contract

b I8J Denial
f 0 Long-term disability

j 0 HMO conlracl

Part III Welfare Benefit Contract Information
If more than,one contract covers the same group 01employees 01the 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 contracls with each carrier may be Ireated as a unit for purposes of this report

8 Benefit and contract type (check all applicable boxes)

a 0 Health (olher than dental or vision)

e 0 Temporary disability (accident and sickness)

i 0 Slop loss (large deduclible)

m 0 Other (specify) •

Specify nalure 01costs.

9 Experience-rated contracts:

a Premiums: (1) Amount received. 9al11

(2) Increase (decrease) in amount due IJutunpaid. 9a(2)

(3) Increase (decrease) in unearned premium reserve. 9a[3

(4) Earned «1) + (2) - (3». 9a 4 0

b Benefit charges (1) Claims paid .. 9bl1

(2) Increase (decrease) in claim reserves, .. 9b/2)

(3) Incurred claims (add (1) and (2»_. 9bfJI 0

(4) Claims charged .. .............. ,9bJ4\
C Remainder of premium: (1) Retention charges (on an accrual basis) -

(A) Commissions .. 9c(1 HA)

(8) Administrative service or oliler fees. 9c(111B

(C) Other specific acquisition costs ... 9c(1 )IC)

(D) Other expenses. 9c(1 )(0)

(E) Taxes .. 9c(1 )(E)

(F) Charges for risks or olher contingencies. 9c(1)(F)

(G) Other retention charges ... 9c(1 )(G)

(H) Total retention .. 9Ct1\IH 0

(2) Dividends or retroactive rate refunds, (These amounts were0 paid in cash. or0 credited.) ... ge
'
2'

d Slatus of policyholder reserves al end of year: (1) Amollnl held 10provide benefits after retirement.. 9d11\

(2) Claim reserves .. 9d/21

(3) Other reserves .. 9d 3

• Dividends or retroactive rate refunds due. (Do 1\01illclude alT10uiltenlered ill line 9c(2)) . 9.1. Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10carrier .. 10a 782,056

b If the carrier, service, or other organizalion illCUIred any specific costs in connection with the acquisition or
~etention of the contract or policy, other than reported in Part I, line 2 above. report amount lOb

I Part IV I Provision of Information

11 Did the insurance com an fail to provide an information necessa to complele Schedule A) ,.

12 11the answer to line 11 is "Yes:' specify thl~ Informal ion not plOvided, ~

• No



SCHEDULE A
(Form 5500)

Insurance Information
OMS N". 1210-0110

501

2022

•

This Form is Opon to Public
Ins ecUon

07/31/2023
Three-digit

plan number (PN)

and endin

B
08/01 nOn

ThiS sChedule IS required to be nled under section 104 of the
Employee Retirement Income Secunty Act Of 1974 (ERISA).

~ File as an attachmenl to Fonn 5500.

• Insurance companies are reqUired to prOVide the ,nformation
pursuant 10 ERISA sectpon 103(a)(2)

Dep.~m"nt ollhe Ir.a.1.')'In,,,,,,.; Re-..,e se"",,"
DePII~ment 01Labor

Employ~ Benel,I' Seem,y Mmln,WSI,Of1

Pen••Ofl_~' Gc.an,y Co<pCtar"",

For calendar plan year 2022 or fiscal plan year beginning
A Nameof plan
Paramount MClt.-keLi.ng Croup,

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

Paramount MarkeLin Grou LLC 80-0'08'1545

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information tor each contract
on a se arate Schedule A. Individual contracts rou ed as a unl! In Parts II and Iii can be re orted on a sin Ie Schedule A.

1 Coverage Information

(a) Name of insurance carrier
---- ---- ---- --------------------

METROPOLITAN LIFE INSURANCE COIVIPANY

2 Insurance fee and commission infOnTIallon Ente, the 10lal fees and tOlal COmnllss'ons paid lrst III line 3 the agents, brokers, and other persons 'ndescending order of Ihe amounl paid.

a Total amount of commissions aid b TOlal amounl of fees aid

------- - -- -
(,;-) Approxlmale number 01- - --(e) NAle (d) Contract or Polrc 01 conlrac1 '"(b( EIN
persons covered at end of,od, identlf,catlon number
flOllCV or contracl ear m From (91 To

" '0581829 6 S9.18 ~,9390'H 1 G.i 08/01/2021 07/31/2022

3 Persons reeeivin commissions and fees. Com tete as man entries as needed 10 re ort all ersons).

(a) Name and address of the agent. broker. Q!...other person to w1]£!n~ommissions or fees were paidStream] j nc Enterprise,;, LLC
372<; Champoin Hill Dr.
Suite 3300
Memphis TN '3812';

e Or afllzatlon code

- -- - - ---- -- ._---------

----------1---- ------ ,Fees and olher commiSSions a,d
fcl Amount _L- (d) Purpose

J
bi'lSl' cDrr.nliss~Qn.<;

'0---------------'-----'----._------
(al Name and address of the agenl broker. or other ~son to \\'110"1 co_m_m~"_;_w"'_'~o_'_f'~e_;_wCe_'"e"Pc'c;d~ _

17,916

(b) Amounl of sates and base
commissions oaid

fb) Amount of sales and base
- Fees and other comrmssions paid

commissions oaW Icl Arnount
(d) Purpose

Ie' Orllanization code

For Paperwork Reduction Act NOllce, see the InstructIons for Form 5500.
Schedule A (Form 5500) 2022

v.220413

"'(;'l<)l(W!Tl,nlr



Schedule A (Form 5500) 2022 Page2-C=:]

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

Fees and other commissions naid (.(
(bl Amount of sales and base Organizalion

commissions naid (c) Amount (d) Purpose code

(al Name and address of the agent. broker, or other perSOll to whom commisSions or fees were paid

Fees and other commissions aid (.J
(b) Amount of sates and base

(cl Amount (d) Purpose
Organization

commissions oaid code

(a) Name and address Of the agent. broker, or olhe, person 10 whom commissions or fees were paid

Fees and other commissions Raid (.J(b) Amounl of sales and base Organizationcommission~- n~id (c) Amounl (d) Purpose
",d'

Fees and othe' commissiorlS oaid ('J(b) Amounl of sales and base
(el Amount (d) Purpose Organizalioncommissions aid code

______ ~ ~{._)_N_._m_'_'_'d_'_d_d_'_e;_;_o_'_'"_,_agent.broker. or other person to wllom commissions or lees were paid

Fees and other commissions oaid (.){b) Amount of sales and base
(c) Amount (d) Purpose

Organization
commiSsions aid cod,

I



Schedule A (Form 5500) 2022 Page 3

Part II Investment and Annuity Contract Information
\Nl1ereindividual contracts are provided, the entire group of such individuat contracls with each carrier may be treated as a unit for purposes of
this ~;,,~rt,

4 Current value of nlan's interest under this contract in the aeneral account at ear end, 4
5 Current value of plan's interest under this contract in separate accounts al year end" 5

6 Contracts With Allocated Funds:
a Slate the basis of premium rates ~

b Premiums paid to carrier ..
C Premiums due bul unpaid althO' end of the year,
d If the carrier, service, or other organization incurred any specific costs in connection •••nlh the acquisition or

retention ollhe contract or policy, enter alll0l"'\..
Specify nature of costs ~

e Type of contract: (1) 0 individual policies

(3) 0 other (specify) ~

(2) 0 group deferred annuily

f If conlracl purchased. in Wholeor in part, to distribute benefrls from a terminating plan. check here ~

7 Contracts WrthUnallocated Funds (00 not include portions ot these contracts maintained ill separate accounts)
a Type of conlract: (1) 0 deposil administration (2) 0 immed'ale participation guarantee

(3) 0 guaranteed investment (4) 0 other ~

b Balance at the end of the previous ear.
C Additions: (1) Contributions deposited (iuringlhe year.

(2) Dividends and credits..
(3) lnlerest crediled during the year.,
(4) Transferred from separate account.
(5) Other (specify below).

•
(6)To1atadditions.

d Total of balance and additions (add lines 7b and 7c(6)),
e Deductions:

(1) Disbursed from fund to pay benefits or purchase annuilies during year
(2) Administration charge made by carrier ..
(3) Transferred to separate account
(4) Other (specify below),.

•
(5) Total deductions.

f Balan_ceal th~~r:!.dof th~ currenl ye~':lbtracll~e(5) fro~ne 7d)

701
7c 2
7c 3
7c 4
7c 5

7.1
7e(2)
703
7.4

7b

7c 6
7d

7.5
71

o

o
o

o
o



Schedule A (Form 5500) 2022 Page 4

Prescriplion drug

Life insurance

Indemnity contract

c lJ Vision

9 0 Suppiemental unemployment

k 0 PPO contract

Long-term disabilily

Dental

HMO contractStop loss (large deductible)

Olher (specify) HIO&D

Part III Welfare Benefit Contract Information
If more than one conlraci covers the same group 01employees 01tl,e same employer(s) or members 01the same employee Ofganizations(s},
Ihe inionnaiion may be combined for reportillg purposes if sucl1contracts ~re experience-raled as a unit. \i\/I1erecontracts cover individual
employees. the entire group 01such individual contracls Witl1each calfier may be healed as a unil for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a 0 Heallh (other than dental or vision)

e ~ Temporary disability (accidenl and sickness)

;0
m~

o

o

o

'19,18 S10,

10b

9, 4

9b 3
9b 4

9c 1 H

9, 2
901
902
903
9,

9b 1)_
9b(2

9, 1
9, 2
9, 3

~t!li~J_
9cj1 )(6)
9c(1}(C)
9c(1 )(D)
9c(1){E)
9c(1 )(F)
9c(1 )(G)

9 Experience-raled contraclS:
a Premiums: (1) Amount received.

(2) Increase (decrease) in amount due but unpai(1.
(3) Increase (decrease) in unearned premium reserve
(4) Earned «(1).•.(2) - (3)).

b Benefit charges (1) Claims paid ..
(2) Increase (decrease) in claim reSel\les, ...
(3) Incurred claims (add (1) and (2))
(4) Claims charged ..

C Remainder of premium: (1) Retenlion charges (on an accrual basis)-
(A) Commissions,
(B) Administrative service or Otller fees
(C) Other specifrc acquisition COSIS...
(D) Olher expenses
(E) Taxes...
(F) Charges for risks or other contingencies.
(G) Other retention charges.
(H) Total relention ..

(2) Dividends or relrO(lctive rale refunds. (Thesc amounts were0 paid in cash. or0 crediled.) ..

d Status of policyholdcr reserves at end of year: (1) AmQunt held to provide llenefil, Mtllr retircment ,
(2) Claim reserves.
(3) Other resel\les.

e Dividends or retroactive rale retunds due. (Do 1\01illclude amount entered ill line 9cj2)) ..
Nonexperience-rated conlracts:
a Total premiums or subscription charges paid to carrier.

b If Ihe carrier. service. OfOlher organization inc\Jfred any specific COSlsin connection wilh the acquisition or

S
~~~enlron01the contract or policy. other than reported in Part t. iine 2 above, ICPOr!amount. .__ __ .

peCr,ynature Ofcosts.

10

!Xl NoDYes

Part IV I-p;;:,ocv:;:s:;ocn=oc'c':n"'o='m::-:'"t";ocn:------------------------------------
11 Did the insurance company fail 10provide any infornlalion necessary to complele Schedute A?

12 If the answer to line 11 is "Yes,'" specify IIle infofrnatioll not provided. •
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SCHEDULE A Insurance Information OMS NQ. 121D.0110

(Form 5500)
Department o( the Treasury

Tills schedule is required to be filed under section 104 althe 2022
Intemal Revenue SeMee Employee Relirernel1t Income Security Act of 1974 (ERISA).

Departmenl 01Labor • File as an attachment to Form 5500 .
tnlpiove. Senef,!, S."",'y Administration

Pe",;on BenerltGuo'ant1 Corporation • Insurance comparLies are required 10provide tile illformation This Form is Open to Public
pursu,1Il1 to ERISA sec\iO'l HJ3(a)(2), Inspection

For calendar plan year 2022 or fiscal plan year beginning () S I (J l/? OJ?

A Name of plan
ParawouI1t Mat:ket:ing GroUp, LLC Fl('xj»le Bcnefi.ts

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

Paramount Mal':"ket:ina GrouD, LLC SO-0':;S'1545

I
Part' I Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide informatioll for each contract

on a ~~'~~rate Schedule A, IndiVidual conlracts rouD(~das a unit In Par1s II arld III can be reported on a sin Ie Schedule A,

1 Coverage Information:

(a) Name of insurance carrier

American Heritage Life Insurance Company

{el NAIC (d) Conlract or {ol Approximate number of Polie or contract 0",
{bl EIN persons covered al end Of

code identification nurnber policv or contract vear
{II From (gl To

S9-0"l8) 901 60S34 Jl463"1 ? ')? OS/Ol/2022 07/31/7.0?3

2 Insurance fee and commission inrormation Enter lhe total lees and tolal conlmissions pairl List in line 3 the agents, brokers, and other persons in
descendin order of the amount aid.

a Total amount 0\ commissions aid b Tolal amount of fees aid
?,4GG 0

3 Persons receiving commissions and fees, (Complete ao many entries as needed to report all peroons)
(a) Name and address of the agent broker, or oHler person In whom cnmmissions or fees were paid

Niche]] e Glowacki
569 BuckvilCW 1,n

SC-
{b) Amount of sales and base

Fees and oHler cnmmissions aid

commissions naid Ie' Amount
---;-; Pur

'" leI Or anizalion code

commissions

1, '127 0
3

Elg:i n

(al Name and address of the agent bruker, or oiller person 10whom commissions or fees were paid

Stephen Rice Agency Inc
51.19 calhoun MlCmoTi",l Hwy

Schedule A (FonTI 5500) 2022.. .,~nA'~

sc 29640

(b) Amount of sales and base
Fees and ot~ler commissions aid

commissions "aid c) Amount (d) Pur 0;' (elOr anization code

C':ornm:i",,,,ions

414 0 3

I'nr P" •.•,>r,••"'~ ~,,<i"".llnn Act Notice. see tile Instructions for Form 5500,

Easley



Schedule A (Form 5500) 2022
Page 2 -CJ

ent. bro~er. or olher erson to whom commissions or fees were aid(a Name and address of the a
Streamline Enterpl:ises, LL1JC
377.5 Champoin lIills Dr
Suite 3300

h" TN 3817.S

(a) Name and address of Ihe agent broker, or olher person to "mom commissionS or fees were paidTidewater Financial Group
1028 Lee Ann D~ NE
Suitr-! 305

Concord NC ?'807.5,

Memp '0 ..

Fees and olher commissions aid (,((b) Amount ot sa'es and base

Organizationcommissions oaid (c) Amount
(eI) Purpose

code
cGmtn.i .s5 i on

306 0
3

,

(a) Name CIndaddress at Ihe agent. broke,. or other ersOIl to ",110mcommissions or fees were aid

Fees and Diller commissions paid (,'(b) Amount of sales and base
(c) Amounl

(eI) Purpose Organization
commission~paid

codecomm.i.ssicJt]s

19
0

3

Fees and other commissions oaid (,'
(b) Amount of sales and base

(c) Amounl
(d) Purpose Organization

commissions paid

Code

Fees and olher ~ommissiof1s paid
{oj

(b) Amount of Sales and base

Organization
commissions paid (c) Amounl

(d) Purpose
COde

-------------(~ Name and address of Ihe agent. broker. 01oliler ~erson 10whom commissions or fees were paid

Fees and other commissions laid
(0)

(b) Amounl of sales and base

Organization
commission~ paid (e) Amounl

(eI) Purpose
'",,0
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5

Part II Investment and Annuity Contract Information
Where individual contracts are provided, the entire group 01such individual contracts with each carrier may be heated as a ullit for purposes of
lhis reoort.

4 Current value of plan.s interest under this contract in the !leneral account at ear end.
5 Current value of plan.s interest under this contract in separate accounts at year en~,.

6 Contracts Wrth Allocated Funds:
a Slate the basis of premium rates ~

b Premiums paid to carrier,
C Premiums due bul tJr1paid0'1 the end of 1I1eyear.
d If the carrier, service, or other organization incurred any specifiCcosts in connection wifh tile acquisition or

refenfion of Ihe confract or policy. enler amount.
Specify nature of costs ~

, Type of conllacl: (1) 0 individuaf policies

(3) 0 other (specify) ~

(2) 0 group deferred annuity

If contract purchased, in whole or in part. to distribute benefits from a terminating plan, check here ~

7 Contracts Willl Unallocated Funds (Do riot include portions of these contracts rna;ntailleo ill separate accounts)
a Type ot contract (1) 0 deposit administration (2) 0 immediale particjpation guarantee

(3) 0 guaranteed investment (4) 0 other ~

b Balance at the end of the previous vear .............................................................................................................I 7b 0
C Additions: (1) Contributions deposited during the yeilr ........... 7c 1

(2) Dividends and credils. . .... icl2
(3) Imerest credjted during the year..

-¥cl~(4) Transferred from separate account. 7c 4
(5) Olller (specify below). . .... 7c15

•
(6)Total additions. 7c 6 0

d Tolal 01bafance and additions (add fines 7b and 7c(6)). 7d 0,DedUClions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7, 1
(2) Administration charge made by carrier .. 7, 2
(3) Transferred to separate account. .................. 7, 3
(4) Other (specify below), .. 7,4
•
(5) Total deductions. 7e15 0

f Bafance at the end of the cur~!l.t year (s~!ll,-act fine 7e(S) from fine 7d) .....................................I 71 0



Schedule A (Form 5500) 2022 Page 4

Pa rt III Welfare Benefit Contract Information
If more than one contracl covers the same group of employees of Ihe same employer(s) or members of the same employee organizations(s).
the information may be combined for reporting purposes if suCI! contracts are experience-rated as a unit. lJI.toerecontracts cover individual
employees, the entire group of such individllal contracts with e~cll carrier may be treated as a unit for purposes 01this reporl.

8 Benefit and conlracltype (check all applicable boxes)

a 0 Health (other than denIal or vision) b'O Dental '0 Vision dO Life insurance

• 0 Temporary disability (accident and sickness) f 0 Lnng-term disat)ility gO Supplemental unemployment hO Prescription drug

; o Slop loss (large deduc1ible) j 0 HMO contract kO PPO conuact '0 Indemnity contract

m ~ Other (specify) .CriticaJ i,1.1ness ant: acc:i dent:

9a(!
9. 2
9. 3

9.4 0

~(1
9b 2

9b 3 0

9b 4

9c(!)1~L
..is!li!!L
9c(1 }(e)
9c(1 )(0)
9c{1)(E)
gc(1 )(F)
9c(1)(G)

9 Experience-rated contracts.
a Premiums: (1) Amount received

(2) Increase (decrease) in amount due but unpaid
(3) Increase (decrease) in uneamed premium reserve.
(4) Earned ((1) + (2). P»)

b Benefit charges il) Claims paid ..
(2) Increase (decrease) in claim reserves ..
(3) Incurred claims (add (1) and (2)).
(4) Claims ctlarged ..

C Remainder of premium: (1) Relenlion charges (on an accrual basis) -
(A) Commissions
(B) Administrative service or other fees,
(el Other specific acquisition costs ...
(D) Other expenses.
(El Taxes"
(F) Charges for risks or other contingencies
(G) Other retention charges,.
(H) Total retentiorl..

(2) Dividends or retroactive rate refunds, (These amollnts were0 paid in cash, or0 credited.).

d Status of policyholder reserves at end of year: (l) Amount held 10provide benefits alier retiremenl.
(2) Claim reserves.
(3) Other reserves __.

e Dividends or retroactive rale refunds due. (00 nOI include amOllnt enlered in line 9c(2}.) ..
10 Nonexperience-rated contracts'

a Total premiums or subscriplion charges paid to carrier ..

9c 1 H

9, 2
9. 1
9.2
9.3
9.

10.

o

b If Ihe carrier. service, or other organization incurred any specific costs in conneclion wilh tile acquisition or
retention of the contract or policy other than reported in Part I. line 2 above, renort amOIJrlL 10b

Specify naillre of costs.

Did the insurance company fail to provide any informal ion necessary 10complete Schedule A? __

If the answer to line 11 is "Yes," specify !lle information not prrwided, ~

Part IV
11
12

Provision of Information

DYes


