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

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2023

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning 08/01/2023 and ending  07/31/2024
A This returnireport 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)
B This return/report is: the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)

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

D Check box if filing under: D Form 5558 |:| automatic extension |:[ the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . . ........................ » D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 501
CATENA MEDIA US, INC. HEALTH AND WELFARE BENEFIT PLAN number (PN) »
1c Effective date of plan
08/01/2018
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 oré)rovince, country, and ZIP or foreign postal code (if foreign, see instructions) 81-5343039
CATENA MEDIA US, INC.

8565 S EASTERN AVE
SUITE 150
LAS VEGAS, NV 89123

2C Plan Sponsor’s telephone
number
356-213-1032

2d Business code (see
instructions)
541990

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. 12/26/2024 REBECCA ANJOUBAULT
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
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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 ‘ 106
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) 106

a(2) Total number of active participants at the end of the plan Year ... 6a(2) 92

b Retired or separated participants reCeiving DENETIS .........ouiii i 6b 1

C Other retired or separated participants entitled to future DENEfitS...........ccviiiiii e 6C 4

d Subtotal. Add liNes 6a(2), BB, AN BC. ........cc.eeiiiiiiiice et 6d 97

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
[ote] a1 =T (= g ISR (=T o ) TP PR PRI
g lote this i 69(2
h Number of participants who terminated employment during the plan year with accrued benefits that were
155 thAN 1000 VESEA .......resieesesseiestisesesssesseesssessssseeessenssessee st et st eeseesensaeens st seseteeens et ees et ae et et ees et ettt et et ens st s et snp et anseeas 6h

7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7 0

8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

4A 4B 4D 4E 4H 4L 4R

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 __ 2
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
ndividual Plan Information) — Number Attache inancial Transaction Schedules
4 DCG (Individual Plan Inf ion) — Number Attached (6) G (Fi ial T ion Schedules)

(5) D MEP (Multiple-Employer Retirement Plan Information)
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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  08/01/2023 and ending  07/31/2024
A Name of plan B Three-digit

CATENA MEDIA US, INC. HEALTH AND WELFARE BENEFIT PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

CATENA MEDIA US, INC. 81-5343039

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
UNITEDHEALTHCARE INSURANCE COMPANY

() 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
36-2739571 79413 07Y5608 167 08/01/2023 07/31/2024

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

66907 682

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

DOROSHOW INSURANCE INC 2470 SAINT ROSE PARKWAY, SUITE 203
HENDERSON, NV 89074

Fees and other commissions paid

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

66907 682 | BONUS 3

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230707
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the general account at year end

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
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Page 4

Part 1l | 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
e |:| Temporary disability (accident and sickness)  f Long-term disability
i |:| Stop loss (large deductible) | D HMO contract

m [X| Other (specify) » ACCIDENTAL DEATH AND DISMEMBERMENT

c D Vision
g D Supplemental unemployment
Kk [X| PPO contract

d |X| Life insurance

h x| 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 1310643
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




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  08/01/2023 and ending  07/31/2024
A Name of plan B Three-digit

CATENA MEDIA US, INC. HEALTH AND WELFARE BENEFIT PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

CATENA MEDIA US, INC. 81-5343039

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
DELTA DENTAL INSURANCE COMPANY

() 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
94-2761537 81396 ALLIED ADMINIST 191 08/01/2023 07/31/2024

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

8490 0

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

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

DOROSHOW INSURANCE INC UNKNOWN
LAS VEGAS, NV 89123

Fees and other commissions paid

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

8490 0 3

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230707
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the general account at year end

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
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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 Dental (o3 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 D 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 84900
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?.............

Yes

I:INO

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
DID NOT PROVIDE THE ADDRESS FOR THE AGENT/BROKER.




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

Department of the Treasury

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

1210-0089

Interna! Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2023

Depariment of Labor
Employeae Benefits Security
Administration

Penslon Beneflt Guaranty Corporation

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

This Form is Open to Public
Inspection

Part ]

Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning 08/01/2023

and ending  07/31/2024

A This return/report Is for:

B This return/report Is:

C Iif the plan Is a collectively-bargalned plan, check here

[)Z| a single-employer plan
the first return/report
I:I an amended return/report

D Check box if fiing under: [] Form 5558
D special extension (enter description)

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

D a multiemployer plan

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

employer information In accordance with the form Instructions.)

..............................

[] aDFE (specify) ___
D the final return/report
D a short plan year returnfreport (less than 12 months)

D automatic extension D the DFVC program

D

Part |l ' Basic Plan Information—enter all requested information

1a Name of plan
CATENA MEDIA US, INC. HEALTH AND WELFARE BENEFIT PLAN

1b Three-diglt plan iy
number (PN) »

1¢ Effective date of plan

08/01/2018
2a Plan sponsor's name (employer, If for a single-employer plan) 2b Employer Identification
Malling address (Include room, apt,, sulte 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) 81-5343039
CATENA MEDIA US, INC.

8665 S EASTERN AVE
SUITE 150
LAS VEGAS, NV 89123

2¢ Plan Sponsor's telephone
number
356-213-1032

2d Business code (see
instructions)
541990

Cautlon: 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.

sioN | rbecca Anppbacdt 12/26/2024 Rebecca Anjoubault
HERE
Signature of plan adml%strator 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 slgning 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 Same as Plan Sponsor 3b Administrator's EIN
3¢ 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 hame 4d PN
C Plan Name
5 Tolal number of participants at the beginning of the plan year 5 l 106
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 .......coninmommiamomom . 6a(1) 106
a(2) Total number of active participants at the end of the plan Year ..o 6a(2) 92
b Retired or separated participants recelving beneflls ..o s 6b 1
c Other retired or separated participants entitled to future benefits ..o 6c 4
d Subtotal, Add fines Ba(2), 81, AN BC. ..iiviiiiiiiiiiii e e b T ebs 10008 6d 97
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..... Be
f Total, Add INES BA NG BO. 11uriiiiiricrin i i b b 1E L 1R b1 0rbe L0118 6f
(1) Number of particlpants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
g COMPIEEE TS TEBIM) 1t iveriiiertiens et oL a0 80003487 400000 €01 6880440300084 0 48 E A E G RS8R0 R 800 £ 04 b e bE e b e bns g
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g COMPIELE thiS TBIM) .o i h 1010010184318 8001014181 £ 3014 E 840011 SE 84 b e h 800 64(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
185 thaN 1000 VOSEEU 11t isisitirtiiietiiteit it ts it r bt te e 00 0L L0424 4L E €640 44360 E 0013810103740 0 40441 e L hE 80140400 101 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 penslon benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes In the instructions:
4A 4B 4D 4E 4H 4L 4R
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance o) Insurance
(2) l Code section 412(e)(3) insurance contracts (2) l Code section 412(e)(3) insurance contracts
@[] Trust (3) ] Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are altached, and, where indicated, enter the number attached. (See Instructions)

a Pension Schedules

b General Schedules

(1) D R (Retlirement Plan Information) (1) D H (Financial Information)

2 [] WB (Mullemployer Defined Benefit Plan and Gertaln Money 2 [] 1 (Finanolal Information - Small Plan)
Purchase Plan Actuarial Information) - signed by the plan {3) A (Insurance Information) — Number Attached ___2
actuary (4) D G (Service Provider Information)

(3 [] sB (single-Employer Defined Benefit Plan Actuarial 5 b (DFE/Particating Plan Informatian
Information) - signed by the plan actuary (®) D ( cpaing )

(4) D DCG (Indlvidual Plan Information) — Number Attached (6) [:] 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 GFR
2620.101-2.) cooveemssmmmmssrssissonsenrecneens || Yes [ No

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

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See Instructions and 29 CFR 2520,401-2.) ..o, [Yes [] No

11¢ Enter the Recelpt 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
Recelpt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Fallure to enter a valid
Recelpt Confirmation Code will subject the Form 5500 filing to rejection as Incomplete.)

Recelpt Confirmation Code,




SCHEDULE A Insurance Information OME No. 12100110
(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 P 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  08/01/2023 and ending  07/31/2024
A Name of plan B Three-digit
CATENA MEDIA US, INC. HEALTH AND WELFARE BENEFIT PLAN 501
plan number (PN) b

C Plan sponsor's hame as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CATENA MEDIA US, INC. 81-5343039

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

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

1 Coverage Information:

(a) Name of insurance carrier
UNITEDHEALTHCARE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Palicy or contract year
(b) EIN . o persons covered at end of
code identification number policy or contract year (f) From (9) To
36-2739571 79413 07Y5608 167 08/01/2023 07/31/2024

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

66907

682

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

2470 SAINT ROSE PARKWAY, SUITE 203
DOROSHOW INSURANCE INC HENDERSON, NV 89074

Fees and other commissions paid

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

66907 gg2 |BONUS 3

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

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

{b) Amount of sales and base
commissions paid (c) Amount

Schedule A (Form 5500) 2023

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
v. 230728



Schedule A (Form 5500) 2023 Page 2 —[

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base 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

Partll | Investment and Annuity Contract Information

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

4 Current value of plan's interest under this contract in the general account at year end

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

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

D Premiums Pait t0 CAITIET ...........cvoviviieec st eee s et tes s en e vt ss st ba et a s eob et se st et 6b

C  Premiums due but unpaid at the €nd Of N YEAT......c....ccovv ittt en et enee e 6¢c

d Ifthe carrier, service, or other organization incurred any specific costs in connecticn with the acquisition or 6d
retention of the contract or policy, enter amount. ..o

Specify nature of costs P

e Type of contract: (1) D individual policies 2) D group deferred annuity
3) [] other (specify) »

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 14 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) I:I deposit administration () D immediate participation guarantee
(3) D guaranteed investment (4) D other P

b Balance at the end of the PreVIOUS VB .. ..ciiiisiiiiiiisiereissesisessseseesssssiseesesbens s tensssessssesssssssssseeseenessssnenses | 7b
C  Additions: (1) Contributions deposited during the year ...........c.ccevveevinrenn. 7¢(1)

(2) Dividends and CrEAItS ........ccceveiiiiiiirirecieiss ettt eans 7¢(2)

(3) Interest credited dUTNG the YT ...........coov oo sees e eresereseors 7¢(3)

(4) Transferred from SEPArate 8CCOUNL.........co..ov.ivorieeniesiceiseieinsonsnnss 7c(4)

(5) Other (SPECIfy DEIOW) .....u.ivvvveirrecrnrrererissnsnrcsssnessssnsessnssesssnsssss s 7¢(5)

»

(B)TOLA] AAGIIONS ......c.vves ettt ee ettt es e st et e st en e b e s en e st et et et en e arassen e r st sesn e 7¢(6)
d Total of balance and additions (add HNes 7b and 76(8)). .....cc.cccvvirirnmiriiei oottt eeeese e eeeeereeens 1 7d

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

(2) Administration charge made by Carfier .......c..ccoooviceiviieicceie s 7e(2)

(3) Transferred to separate aCCOUNt..........ccoovcoiiiniiricein i 7¢e(3)

(4) Other (SPECIFY BEIOW) ... v.ivvevvrienriiinseseoresins e ses et ses s s 7e(4)

4

(B) TOAl ABAUGHONS 1....cvovvsves sttt et sttt et et ettt st sanenes 7e(5)

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




Schedule A (Form 5500) 2023 Page 4

Part il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X] Other (specify) » ACCIDENTAL DEATH AND DISMEMBERMENT

9 Experience-rated contracts:
a Premiums: (1) AMoUNt reCeived ...........ocviiiinine 9a(1)
(2) Increase (decrease) in amount due but unpaid...........c.cccoviiviiinn 9a(2)
(3) Increase (decrease) in unearned Premium reSEIVE .......ocviiirineinns 9a(3)
(@) EArNed (1) + (2) - (3)) evveveeermeerreverrersisessssoessessssesesssseessseesesssesessessssssssone | 9a(4)
b Benefit charges (1) Claims Paid......c..ccecveierierienicninniionini oo
(2) Increase (decrease) in claim reserves ....
(3) Incurred claims (add (1) and (2)).......... 9b(3)
(4) Claims charged 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS 11evvvovervvirrrserressiieessseesssiscenreessesar e ssesssssesenssanne 9c(1)(A)
(B) Administrative service or other fEes ... 9¢(1)(B)
(C) Other Specific ACQUISIHON COSES ......c.civverveeiecree e 9c(1)(C)
(D) OtNET EXPENSES .....ooovevvevsrecivcssienssseessessee s sssiesessessassssss s 9¢(1)(D)
(E) TAXES ovoeovereerst s esses st es st ssas st ss st b bbb s 9c(1)(E)
(F) Charges for risks or other contingencies...........c.cco.correirrrnniennas 9¢(1)(F)
(G) Other retention charges 9c(1)(G)
(H) Total retention 9¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or[] credited.) ..o 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) Claim reserves ... 9d(2)
(B) OthBT TBEEIVES .....ccvuivier ittt et iseeesesss s s st ce e e bbbt e 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ..o 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Garmier.....c..ii 10a 1310643
b Iifthe 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...ccoiine 10b

Specify nature of costs.

[ Part IV I Provision of Information

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

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




SCHEDULE A Insurance Information

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 b 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 08/01/2023 and ending  07/31/2024
A Name of plan B Three-digit
CATENA MEDIA US, INC. HEALTH AND WELFARE BENEFIT PLAN 501
plan number (PN) 14
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CATENA MEDIA US, INC. 81-5343039
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Information:

(a) Name of insurance carrier
DELTA DENTAL INSURANCE COMPANY

Approximate number of Policy or contract year
c) NAIC (d) Contract or (e)
(b) EIN ( . i persons covered at end of
code identification number policy or contract year (f) From {g) To
94-2761537 81396 ALLIED ADMINIST 191 08/01/2023 07/31/2024

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

8490

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

UNKNOWN
DOROSHOW |N§URANCE INC LAS VEGAS, NV 89123

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

8490 3

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230728
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

(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 @nd ...........cccococoovvorveivioerivevirionne. 4

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

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

D Premiums Paid 10 CAITIEI ....c.ccciiieiriiicni ettt s st et bt ettt 6b

C  Premiums due but unpaid at the end of the year 6¢

d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amoUNt. ..o e

Specify nature of costs b

€ Type of contract: (1) D individual policies (2) |:| group deferred annuity
(3) D other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract; (N |:| deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) D other b
b Balance at the end Of the PreVIOUS VBT . ........ it ieisscs s isscs st bs bbbt ertsss s besbtsnsassanssensas [ 7b

C  Additions: (1) Contributions deposited during the year
(2) Dividends and credits..................
(3) interest credited during the year
(4) Transferred from separate account
(5) Other (specify below)
4

(6)Total additions

d Total of balance and additions (add lINes 7B aNd TC{B)). ....c....ceervvvrreverinrecivcrire st sr et sies s snies s l 7d

e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made DY Carmier ..........c.c.ccoovverieieeiecnin s 7e(2)
(3) Transferred to SEPArate ACCOUNL........cccivevrivreeiiresier et 7e(3)
(4) Other (specify below)

A 4

(5) ORI BEAUCHIONS .....vovveee ettt ne et st ses et s e s st sb et m ettt sttt be e ettt ba s se ettt e et et et eene e 7e(5)

f Balance at the end of the current year (subtract line 7e(5) from iN€ 7d) ..........cccoevevrivivicrvinioiiininnioninceonons, | 7f




Schedule A (Form 5500) 2023

Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a [ ] Health (other than dental or vision) b K] Dental
e |:| Temporary disability (accident and sickness)  f D Long-term disability
i |:| Stop loss (large deductible) i D HMO contract

m D Other (specify) P

¢ [X] vision

k D PPO contract

d |:| Life insurance
g D Supplemental unemployment  h |:| Prescription drug

| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received .......c...ovccrvvrrvninicninien s 9a(1)
(2) Increase (decrease) in amount due but unpaid..........ccovcoveveee 9a(2)
(3) Increase (decrease) in unearned premium reserve................... 9a(3)
(4) EAMNEA (1) + (2) = (3))-ereeeseerscemrerereeeesesssesseseesseesseetrets st sstess e esseree st | 9a(4)
b Benefit charges (1) Claims paid...........cccocvrvviiciiirnincsoreenene 8h(1)
(2) Increase (decrease) in claim reserves ..........oc.ocevvvvee e 9b(2)
(3) Incurred claims (8Ad (1) AN (2)) ..o ettt ee st s et sr et eees 9b(3)
(4) Claims CRATGE ...e..eririieiieiie et sttt b sttt sb et et es et eeeseeeses et s s seeeseseseanseasatsenessernsssseraes 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ...ttt e ar s 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific acquisition coss .......... 9¢(1)(C)
(D) Other XPENSES ... eveens 9¢(1)(D)
(B} TAXES 1votvveveetseeet et ne e v ee e e e en s 9¢c(1)(E)
(F) Charges for risks or other contingencies................cccecv.... 9c(1)(F)
(G) Other retention Charges ........cco.vvevoecoiiieivon s eneeensonees 9¢c(1)(G)
(H) TOAI TEEENLON ... cecve ettt ettt et ettt ot e bt et er ettt st et sateesreene e 9¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.) ......cooeeenine 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM TESBIVES ...iiviviiiieieiiii sttt ettt ene bkttt ettt es s sas s+ 41404 b4 4ttt bt b bs st n e en st res 9d(2)
(3) ORI TESEBIVES ... ettt et b ettt b et b1 es b e st ettt et e st et sh b et ebech b eas et et tnes e ehetsstone 9d(3)
€ Dividends or retroactive rate refunds due. {Do not include amount entered in line 9¢(2).) ...........ccoevviiniennn, 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid {0 CAITIEI......c.ciiiriiiiir e e bbb 10a 84800
b ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount............co.ccooveninn 10b
Specify nature of costs.
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. Yes |:| No

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

DID NOT PROVIDE THE ADDRESS FOR THE AGENT/BROKER.




