Form 5500

Department of the Treasury
Internal Revenue Service

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

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

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

2023

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning 01/01/2023

and ending

12/31/2023

A This return/report is for: D a multiemployer plan

D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)

D the first return/report D the final return/report

B This return/report is:
D an amended return/report

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

Form 5558

D special extension (enter description)

D Check box if filing under: I:I automatic extension

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

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

Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 501
ECCO SELECT HEALTH PLAN number (PN) »
1c Effective date of plan
01/01/2000
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or grovince, country, and ZIP or foreign postal code (if foreign, see instructions) 43-1727620
ECCO SELECT CORPORATION
2C Plan Sponsor’s telephone
number
816-960-3800
1601 IRON STREET, SUITE 200 2d Business code (see
KANSAS CITY, MO 64416 instructions)
518210

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.

SIGN |Filed with authorized/valid electronic signature. 10/14/2024 JEANETTE PRENGER
HERE
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 (2023)
v. 230707




Form 5500 (2023) Page 2

3a Plan administrator's name and address |X| 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 ‘ 235
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(l) Total number of active participants at the beginning of the PIan YEAr ..........coociiiiiiiiiiii e 6a(1) 232
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 311
b Retired or separated participants reCeiving DENETIS .........ouiii i 6b 3
C Other retired or separated participants entitled to future DENEfitS...........ccviiiiii e 6C 0
d Subtotal. Add liNes 6a(2), BB, AN BC. ........cc.eeiiiiiiiice et 6d 314
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ococeviiiiiieiiiiecenne. 6e
f o= o (o I g 1=t To B Ty Vo YOS 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 (oo 0] o] (o TN (=) 1 1) O S POPTPO PRSPPSO 9
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 (oo 0] o= (o TN (=) 1 1) S PPOUTPO PR TR PRPPPO 69(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thAN 100Y6 VESTEU ........eveceeieie ettt sttt et sses s ns s et et esses et sns st ens st es st ettt s ense st nsaneans 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
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 cCheck 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) — Number Attached
actuary 4) D C (Service Provider Information)
3) D SB (Smgle—Emponer Defined Benefit Plan Actuarial ®) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

(5) D MEP (Multiple-Employer Retirement Plan Information)



Form 5500 (2023) Page 3

Part Ill | 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.) woooverneeereerinenenee e [] Yyes [X No

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

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

11c Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required to file the 2023 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2023 or fiscal plan year beginning  01/01/2023 and ending ~ 12/31/2023
A Name of plan B Three-digit

ECCO SELECT HEALTH PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

ECCO SELECT CORPORATION 43-1727620

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

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

1 Coverage Information:

(@) Name of insurance carrier
AETNA LIFE INSURANCE CO.

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
06-6033492 00000 0193037 314 01/01/2023 12/31/2023

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

99956 15000

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

ACRISURE LLC DBA HALLIER BENEFIT ADVISORS 1229 SWIFT AVE NORTH
KANSAS CITY, MO 64116

Fees and other commissions paid

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

99956 15000 | 2022-2023 EARN MORE NEW BUSINESS INCENTIVE 3
RISK

(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) 2023

v. 230707



Schedule A (Form 5500) 2023 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2023 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

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

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

D Premiums Paid 10 CAMMIET .......c.ccevivieeieeeceeee ettt sttt s st en st s et enen s 6b

C  Premiums due but unpaid at the end Of the YEAI..........ciiiiiiiii s 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, ENEr AMOUNL. ........oiiiiiiiiie it 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > I:I
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) |:| guaranteed investment 4 D other P
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens | 7b
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1)
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2)
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3)
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4)
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5)
4
(B)TOtAl AAOIIONS ...ttt e ettt ee s st e e s e e s e ene e et et es e n e s e ees s e e e eteeesannes 7c(6)
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2)
(3) Transferred to separate account . 7e(3)
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4)
4
(5) TOAl EAUCHONS .....eoveeveeceeeeeee e e eses s et ees st eeetess st es e s s e e s en st ses e s s set s nessena et e sntensnensneetansneas e 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans | 7f




Schedule A (Form 5500) 2023 Page 4

Part Ill | 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 D Dental (o3 D Vision
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) | D HMO contract k [X| PPO contract

m D Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4)
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3)
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEEMEION ......veveetie ettt ettt ettt ettt eae et et et et eae et etese et ese s eteseetete s etese et ebesseseseesatesseeesensateseas 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 2166806
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............c..ccccc..... 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. P




Form 5500 Annual Return/Report of Employee Benefit Plan B Naa, 12100110

Depariment of the Treasury This form is required to be filed for employee benefit plans under sections 104
Internal Revenue Service 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).

Depariment of Labor

Employee Benefits Securit
" y,oj\dminlslrgtion Y P Complete all entries in accordance with

the Instructions to the Form 5500,

2023

Pension Benefit Guaranty Corporation This Form is Open to Public

Inspection
{ Partl ] Annual Report identification Information
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending  12/31/2023
A This returnireport is for: I:l a multiemployer plan; D a muitiple-employer plan {Filers checking this box must provide

participating employer information in accordance with the form instructions. )

a single-employer plan; a DFE (specify)
B This returnireport is: the first returnireport; the final return/repon;
an amended retum/report; a short plan year returni/report (lass than 12 months).
C Ifthe plan is a collectively-bargainad plan, check here T |_—_|
D Check box if filing under: El Form 5558, D automatic extension; D the DFVC program;

I:I special extension (enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here . E]_
|Part I} Basic Plan Information --- enter all requested information

1a Name of plan 1b Thres-digit plan
Ecco Select Health Plan number (PN) » 501
1c Effective date of plan
01/01/2000
2a  Plan sponsor's name (employer, if for a singla-employer plan} 2b Employer identification
Mailing address {include room, apt., suite no. and street or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (If foreign, see instructions)
43-1727620
Ecco Selaect Corporation 2C Plan Sponsor's telephone
number
(816) 960-3800
1601 Iron Streat, Suite 200 2d Business code (see
instructions)
US Kansas City MO 64416 518210

Cautlon: A penalty for the fate or incomplete filing of this returniraport will be assessed unless reasonable cause is established,

Under penalties of perjury and other panalties 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 returnfreport, and to the best of my knowledge and belief, it is true, corract, and complele.

.-o-"'j 5 /

SNl 7 4 (e -
HERE "——:J-{"' £ u_v,-{'_.f-r.}...?’l_'f"ﬁj {0!!‘{ lt"‘, Jm”ﬁ’m P“-\:.N G\BL

h =y o Sl%qﬂure of plan administrator ,4 Date Enter name of individual signing as plan administrator
e 7 o

 SIGN
HERE}

- | signature of employer/plan sponsor Date Enter name of individual sighing as employer or plan spensor

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 (2023)

v. 230728



Form 5500 {2023)

Page 2

3a Plan administrator's name and address Iﬂ Same as Plan Sponsor

3b Administrator's EIN

3¢ Administrator's telephone

number

4 It the name and/or EIN of the plan sponsor or the plan name has changed since the last return/repaort filed for this plan,
enter the plan sponsor's name, EIN and the plan name and the plan number from the last return/report:

a Sponsor's name 4d PN
C Plan name
§ Total number of participants at the beginning of the plan year 5 I 235
8 Number of participants as of the end of the plan year unless otherwise slated {(welfara plans comglete only lines &a(1), =% 4 |
8a(2}, 6b, 6¢c, and 6d). y |
a(1} Total number of active participants at the beginning of the planyear . . . . e LT 232
a2} Total number of active participants at the end of the planyear  + + . « . . e L-E:194) 311
b Retired or separated participants receiving benefits e e b e s s e « « s s s s s s+ s «| BB 3
c Other retired or separaled participants entitled to future benefits W s e e e e s s s s s v s+« | BC 0
d Subtotal. Add lines 6a(2), 6b, and 6¢ G CO0O0D0DO0 00000 G e v s e e e v s o o 6d 314
e Dsceased participants whose beneficiaries are receiving or are entitled lo receive benefits . . . « « . . .| Be
f Total. Addlines6dandBe . . + 4 &+ & & & » 4 4 b o4 = o4 . s e v v e e e v e+ o BFf
1 Number of participants with account balances as of the beginning of the plan year (only defined contribution plans sai1
g(1) e g(1)
complete this item) P s s s s s s s s e v s s s s s e e & oo ooooooo
a(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete thisitem)  + » & v & &+ 4 x4 e v 8 e s e e s e 3o 4]
h Number of participants who terminated employment during the plan year with accrued benefits that were
lessthan100% vested . + & v & & & & & » s o % o 2 & 5 B -
7  Enter the total number of employers obligated to contribute o 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

9a Plan funding arrangement (check all that apply)

{1) | Insurance {1 X| Insurance

(2) | | Code section 412(g)(3) insurance contracts {2) Code saction 412{e}{3) insurance contracts
{3) | | Trust (3) Trust

{4) General assets of the sponsor {4) General assets of the sponsor

9b Pian benefit arrangement (check all that apply)

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

a Pension Schedules
{1) R (Retirement Plan Information)

()

[ -

MB [Muitiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan
actuary

{3) $B (Single-Employer Defined Benefit Plan Actuarial

Information) - signed by the plan actuary
4
5

DCG (Individual Plan Information) - Number Attached

[

MEP {Muitiple-Employer Retirement Plan Infermation)

b  General Schedules

et

(2)
)
(4)
{8
{6)

H (Financial Information})

I (Financial Information - Small Plan}

A (Insurance Information) - Number Attached

C (Service Provider Information)
D (DFE/Participating Plan Information)
G (Financial Transaction Schedules)

1




Form 5500 {2023} Page 3

Partlil 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
2520401-2) . + .+ .« + . o+ . [] Yes No

If "Yes" is checked, complete lines 11b and 11¢.

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

11c Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report. If the plan was not reguired to file the 2023 Form M-1 annual report,
anter the Receipt Confirmation Code for the most recant 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
Intemal Revenue Service

Employee Benalils Security Administration

Departmant of Labor

Pension Benefit Guaranty Corporation

Insurance Information

This scheduls 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.

P Insurance companies are required to provide the information

OMB No. 1210-0110

2023

This Form is Open to Public

pursuant to ERISA section 103(a}(2). Inspsection.
For calendar plan year 2023 or fiscal plan year beginning  01/01/2023 and ending 12/31/2023
A Name of plan B Three-digit
Ecco Selact Health Plan plan number (PN} » s01

C

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

Ecco Select Corporation

e

43-1727620

D Employer Identification Number (EIN}

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 coverase Infomation:

{a) Name of insurance carrier

Agtna Life Insurance Co.

A { f i
() EN LTS (e) Conlract or Careons covered at and of Pty or coac oy
code identification number oolicy or gontract vear {f) From (g) To
06-6033492 00000 0193037 314 01/01/2023 12/31/2023

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) Totat amount of commissions paigd

{b) Total amount of fees paid

99,956

15,000

3 Persons receiving commissions and fees. (Complele 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

Acrisure LLC DBA Hallier Benefit
Advisors 1229 Swift Ave North

US Kansas City MO 64116
(b) Amount of sales and base Fees and olher commissions paid
commissions paid {¢) Amount (d) Purpose {e) Organization code
2022~2023 Earn More Naw Business
99,956 15,000 |Incentive Risk 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 §500.

Schedule A (Form 5500) 2023
v. 230728



Schedule A (Form 5500) 2023 Page2-[__1]

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

{b) Amount 91 s_ales an_d base Fees and other commissions paid o S?zalion
commissions paid {c}) Amount {d) Purpose code
e e e e e R T B R e e e

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

{b} Amount of sales and base aes and ofhe i55i0ns paid o)
commissions paid {¢) Amount {d} Purpose OFQGAIiaIIOn

{b) Amount of sales and base Feas and ofhver commissions paid Y
¢ommissions paid {c} Amount {d} Purpose Orgargl glon

T —— T i ) e e = ey s — —— ir— = D T —— —m iy e — = = e i |

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

{b) Amount of sales and base Fees and olhor commissions paid e)
commissions paid {c} Amount {d} Purpose Organ‘l ation

ey ——— ""“"'""‘i"""""""'-‘“'“' T At Bien R P e e ey P ——r T ———pyr—— ]

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

(b) Amount of sales and base Fi nd other commisgions paid a)
commissions paid {c) Amount {d) Purpose Orgacil ation
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ontract Intormation

; Whera individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
e this report.
4 Current value of plan’s interest under this contract in the general account at year end [ R T N R 4
5 Cunrent value of plan's interest under this contract in separate accounts at year end L R O T ST T e -]
6 Contracts With Allocated Funds:
a  State the basis of premium rates  »

B Premiumspaid I0CAMBr = « « « 4 « o o o o s+ 4 4 0+ 6 b ot e e e e e e e 8b
C  Pramiums due but unpaid at the end of the year 5 00000 O0OO0O0GCODAaS ocoo0Coa B¢
d I the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, enter amount P e s s e v s e e s s s s e e e e 6d
Specify nature of costs b

e Typeofcontract (1) D individual policies (2) |:| group deferred annuity
{3) I:l olher (specify) »

f I contract purchased, in whole or in part, to distribute benefits from a terminating plan check here » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts}

a Type on confract (1) |:| deposit administration (2) I:] immediate participation guarantee
(3} |:| guaranteed investment (4} I:l other »

b Batance at the end of the EreviouS ¥ear  « » o s s s s s s
C Additions: (1) Contributions deposited duringthe year . . . .
(2) Dividends and credits 5'a o 0o o090 a o000
(3} Interast credited during the year I T S S
(4} Transferred from separate account v s e s s s
(5) Other (specify below} 00006500 ad0000s.
>

(6) Totaladditions + + « = = ¢ « & & o 2 & s s »
d Total of balance and additions (add lines Thand 7¢{6)). . . « « « + « « &

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year | 7e(1)
(2) Administration charge made by carrier s s 0 ov e s e s s | Tel2)
(3} Transferred to separate account T zglg]
(4) Other {spacify below} S s e s s s e s oa s oe e o] Teld
»
{5) Total deductions VO DRV RSN A B RDTS: B EARUEUESES RO rmnETW 4 {5)
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Part lll|| Welfare Benefit Contract Information
4 y | |f more than ona contract covers the same group of employees of the same employer{s) or members of the same employee organization(s},
y : the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual

u

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 B Health {other than dental or vision) b D Dental Cc D Vision d D Life insurance
e D Temporary disability (accident and sickness) f |:| Long-term disability g D Supplemental unemployment h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k EI PPQ contract | I:I Indemnity contract

m DOther (specify) »

9 Experience-rated contracts: 3. el st
a Premiums: (1) Amountreceived .+ + + 4+ 4 4 s b 4 s s s s 9a(1}) g e A
(2) Increase (decrease)inamountdus butunpaid .+ + « « « . o . 9a(2) B S e ey |
{3) Increase (decreass) in uneamned premium reserve 50 d o000 oD 9a(3) Bttt A, d
(4) Eamed (1) +{2)-()) = + « + = o o & o o b o e a ot e e e e e e ...l 9afd)
b Benefitcharges (1) Claims paid  +« « 4 &« & « & = = « « « o o » 9b(1) T R L il
{2) Increasa (decrease) in claim reserves C e e e e e e e e e 9h(2) e |
(3) Incurred claims (add (1) and (2))  + + » o + + o @ e v 0 s w o+ v e v v e w e s 9h{3)
(4) Claimschargad  « « o o = = o = = 1 s o 4 8 e s e e e e e e e e e . Sh{4)
€ Remainder of premium: {1) Retention chargas {on an accryal basis) - TN e e AT
(A) COMMISSIONS: « & « « o s o« o o o o s & o s s o s 9c(1HA) e s sl e
(B) Administrative serviceorotherfees . « + + » « « + + & 9c{1)}{B) il
{C) Other spacific acquUisIion COStS + « + s o o « s o o o o 9c(1)(C) ]
(D) OIherexpenses . . « « « « s o o « o o o o o « 9c{1)(D) B A e
(E) TAXBS . + « v 4« o« & o s « v s v v v o o = o« | 9{IUE) -
(F) Charges for risks or other contingencies  « « + o« o+ « o o » 9c{1)(F) by 1: 3 ind TR
(G) Otherretentioncharges + « « + « o o & = o o s = o+ a 9c{1)G) o bR
(H) Totalratention + o &+ o & o & o & ¢ o & & o 4 o o 9c{1){H)
(2} Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited) . . . 9(:]_2_1
d Status of policyholder reserves at end of year: (1) Amount held to provida benefits after retirement 3 0 od(1)
(2) ClAiMTeserves « + + + o » « s 5 5 s o o o o o & o o o ¢ o o o o s o o » od(2)
(3) Otherreserves « + + + o + o = s s s = = = = = o & o 2 = » « « o« » o o » 9d(3)
€ Dividends or retroactive rate refunds due. {Do not include amount entered in line 9c{2).) . e e 9e
10 Nonexperience-rated contracts: : !
a Total premiums or subscription charges paid to carrier P b e s e e e s e e a e e e e e 10a 2,166,806
b if the carrier, service, or other organization incurred any specific costs in conneclion with the acquisition or
retention of the contract or policy, other than reported in Part ), line 2 above, report amount 00 4o 10b
Specify nature of costs

—mrrT

ARG SN

[[Part IV.| Provision of Information
11 Did the insurance company fail o provide any information necessary to complete Schedule A? . v s r] Yes H No

12 ifthe answer to line 11 is "Yes," specify the information not provided.




SUMMARY ANNUAL REPORT
for
Ecco Select Health Plan

This is a summary of the annual report for Ecco Select Health Plan, 43-1727620/501 Health (other than dental/vision) for 01/01/2023
through 12/31/2023. The annual report has been filed with the Employee Benefits Security Administration, formerly known as the
Pension and Welfare Benefits Administration, as required under the Employee Retirement Income Security Act of 1974 (ERISA).

The plan has contract(s) with Aetna Life Insurance Co. 10 pay all { Health (other than dental/vision)) claims incurred under the terms of
the plan. The total premiums paid for the plan year ending 12/31/2023 were $2,166,806.

Your Rights to Additional Information

You have the tight to receive a copy of the full annual report, or any part thereof, on request. The items listed below are included in that
report:
1. Insurance information including sales commissions paid by insurance carriers;

To obtain a copy of the full annval report, or any part thereof, write or call the office of Ecco Select Corporation, who is Plan
Administrator at 1601 Iron Street, Suite 200, Kansas City MO 64416, (816) 960-3800. The charge to cover copying cost will be $2.50 for
the full annual report, or $0.25 per page for any part thereof.

You also have the right to receive from the plan administrator, on request and at no charge, a statement of the assets and liabilities of the
plan and accompanying notes, if any, or a statement of income and expenses of the plan and accompanying notes, if any, or both. If you
request a copy of the full annual report from the plan administrator, these two statements and accompanying notes, if any, will be
included as part of that report. The charge to cover copying costs given above does not include a charge for copying of these portions of
the report because these portions are furnished without charge.

You also have the legally protected right to examine the annual report at the main office of the plan at 1601 Iron Street, Suite 200,
Kansas City MO 64416 and at the US Department of Laboer in Washington DC, or obtain a copy from the US Department of Labor upon
payment of copying costs. Requests to the Department should be addressed to: Public Disclosure Room, Room N-1513, Employee
Benefits Security Administration, US Department of Labor, 200 Constitution Avenue, NW, Washington DC 20210,



