
 

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 

 

2023 
 

This Form is Open to Public 
Inspection 

Part I   Annual Report Identification Information 
For calendar plan year 2023 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 provide 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 (2023)  
v. 230707 

  

 

10/01/2023 09/30/2024

X

COMPANYCAM INC. FLEXIBLE BENEFITS PLAN 502

10/01/2017

83-4400188
COMPANYCAM INC.

402-780-1306

300 CANOPY 
SUITE 200 
LINCOLN, NE 68508 541511

Filed with authorized/valid electronic signature. 03/25/2025 TULLEN MABBUTT
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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(1) 
Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 
complete this item) .............................................................................................................................................................  

6g(1)  

g(2)  
Number of participants with account balances as of the end of the plan year (only defined contribution plans  
complete this item) .............................................................................................................................................................  6g(2) 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) – Number Attached ______ 

(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) 

(4)  X  DCG  (Individual Plan Information) – Number Attached ______ (6)  X  G  (Financial Transaction Schedules) 

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

 

X

 
 

204

204

236

0

0

236

4B 4D 4E 4F 4H 4Q

X X

X X

X 1

0
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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 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______________________              
                                            

 

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 

 

2023 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2023 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) 2023 
v. 230707 

 

10/01/2023 09/30/2024

COMPANYCAM INC. FLEXIBLE BENEFITS PLAN 502

COMPANYCAM INC. 83-4400188

MUTUAL OF OMAHA INSURANCE COMPANY

47-0322111 71412 G000CD67 257 10/01/2023 09/30/2024

10496 9794

MARSH & MCLENNAN AGENCY LLC 4221 N 203RD ST STE 200 
ELKHORN, NE 68022

10496 5114 BONUS 3

BLUE CROSS BLUE SHIELD OF NE 1919 AKSARBEN DR 
OMAHA, NE 68180

0 4680 OVERRIDE 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
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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 ACCIDENTAL DEATH & DISMEMBERMENT

0

0

0

93593

0

N/A

X



Annual Return/Report of Employee Benefit Plan
This form is required to be Iiled for employee benefit ptans under secrions 104

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

t Complgts all entries in accordanco with
ths instructions to the Form 5500.

Part I

Form 5500

O€panm6nt of th€ Treasury
l^lorElRovmue S€tu.e

OMB Nos 1210-0110
1210-0089

2023
O6panm.nl ol Labor

Emdoyd Bd€fts S@rity

Penslon B6n€ft Guaranty Corpqatid

Annual ldentifi cation lnformation

Thls Fo]m is Open to Public
lns n

For calendar olan ar 2023 or fiscal olan vear beoinnino 10/01D023 and endino O9/3O12O24

A This retum/repoi is for:

B This retum/repod is:

I a multiemployer plan

E a single-employer plan

I the first return/report

an arnended retum/report

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

D check box iffiling under: n Form 555s

special extension (enter description)

a multiple€mployer plan (Filers checking this box must provide participating
employer information in accordance with the form instruclions.)
a DFE (specify) _
the final return/report

a short plan year return/report (less than l2 months)

a'l) ll
! automatic extension ! t" orvc progr".

!!
!

2a Phn sponso/s name (employer, if for a single-employer ptan)
Mailing address (include room, apt., suite no. and street, or p.O. Box)
City or town, state or province, country, and Zlp or ioreign postal code (if foreiqn, see instructions)

Companycam lnc.

E f this is a retroactively adopted ptan permitted by SECURE Ac1 section 201, check here

Basic Plan lnformation---€nter a uested information
1a Name of plan

Companycam lnc. Flexible Benefits Plan

300 Canopy, Suite 200, Lincoln, NE, 68508. USA

Caution: A

502

1C Efieclive date of plan

101o112017

2b Employerldentification
Number (ElN)
834400188

2C Plan Sponsor's telephone
number

402-780-1306

2d Business code (see
instruclions)
54151 1

for the late or lncomolete tilino of this roturn/rsport will be agsesaod unlo3s ro.sonablo cauag is e3tabllshod.

Part ll

number N

lb Three-digit plan

Under penalties of perjury and other penalties set forth in the inskuctions, I declare that I have examined this return/re port, including accompanying schedules,
statements and attachments. as well as e electronic version of this return/report, and to the best of my knowledge and belief, it is true, correcl, and complete

s/asAs frlb" W"kSIGN
HERE

Sign.turs ol plan adminbt"ator Date Enter name of individual sionino as Dlan administrator

SIGN
HERE

Signature of employerrplan aDonsor Date Enter name of individual sionino as emolover or plan soonsor

SIGN
HERE

Sisnature of DFE Date Enter name of individual siqninq as DFE
For Paporwork Reduction Act Notico, seo the lnstructions ,or Form 5500. Folm 5500 (2023)

v. 230728



Form 5500 (2023) Page 2

3a Plan administralor's name end address Same as Plan Sponsor 3b Administrator's EIN

3c Administrato/stelephone
number

4 f the name and/or EIN ofthe plan sponsor or the plan name has changed since the last return/report filed for this plan,
enter th€ plan sponsor's name, ElN, the plan name and the plan number from the last return/report:

a Sponsor's name

c Plan Name

4b ErN

/td PN

5 Total number of participants at the beginning ofthe plan year

6 Number of padicapants as of the end of the plan year unless otheMise stated (welfare plans complete only lines 6a(l ),
6a(2), 6b, 6c, and 6d).

a(l) Total number of aclive participants at the begrnning of the plan year . .......

a(2) Totalnumber ofaclive partrcipants at the end of the plan yeat .. .............

b Retired or separated parliopants receNrng benellts

C Otherretiredorseparatedpadicipantsentitledtofuturebenefits .. .

d Subtotal. Add lines 6a(2), 6b, and 6c.

e Deceased participants whose benefrciaries are receiving or are entitled to receive benefits.......................................

f Total Add ilnes 6d and 6e..

s(11 yfr::[ Iff1ll,,li:::*]ll '"-:ll o'1""*: 
:: "lln' o"nlli'n 

'1""_'l:l ]:"l1"ll 
o:1"0 

""i:lo::- o'::"..

e(2) ['ffi:[olff't'c'pa:::*]::""-:"::"n"*:::"ll::::::11':l"ll'"11":11::ll:::::T:ll:i':l:
h Number of participants who terminated employrnent during the plan year with accrued benefts that were

less than 100% vested

7 Enter the total number ot employers obligated to contribute to the plan (onty multiemployer plans complete this item)

8a f the plan provides pension benefits, enter the applic€ble pension feature codes Irom the List of Plan Characteristics Codes in the instrudions

b fthe plan provides welfare benefits, enter the applic€ble welfare fealure codes trom the List of Plan Characteristics Codes in the instrudions

48 4D 4E 4F 4H .IQ

204

244

0

0

5

6a(1)

6a(2)
6b
6c
6d
6e
6f

6s(1)

60(21

6h
7

9a Pta

(r)
(2)

(3)

(4)

n fundin g arrangement (check all that apply)
lnsurance

Code section 412(e)(3) insurance contracls

Trust

General assets of the sponsor

(1)

l2l
(3)

(4)

R (Retirement Plan lnformation) (f)

tttB (Multiemployer Defined Benelit Plan and Certain Money Ql

Purchase Plan Actuarial lniormation) - signed by the plan (3)

actuary (4)

SB (Single-Employer Oefned Benefit Plan Acluarial (5)
lnformation) - signed by the plan acluary
OCG (lndividual Plan lnformation) - Number Attached 

-L 
(6)

MEP (Multiple-Employer Retirement Plan lnformation)

arrangement (check all that apply)
lnsurance

Code section 412(eX3) insurance contracls

Trust

General assets of the sponsor

H (Financial lnformation)

I (Financial lnlormation - Small Plan)

A (lnsurance lnformation) - NumberAttachg6 1

C (Service Provider lnformation)

D (DFE/Participating Plan lnformation)

G (Financial Transaction Schedules)

9b Plan benefit

E

10 Check all applicable boxes in 10a and 1Ob to indicate which schedules are attached, and, where indicated, enter the number attached. (See instrudions)

a P6n3ion Schedules b General Schedule3(r) !
(2t !

(3) !
(4) n(5) E



Fom ssoo (2023) PaEe 3

1la lfthe plan provides welfars benefits, was the ptan subiect
2s20.101-2., ............... ... ... .. I ves E

lf'Yes' E chedcd, complete lines 11b and I 1c.

Form -1 Com aence lntormation to be com leted wellarc benetlt lans
to the Form M-1 fling requirernents during the plan year? (See instructions and 29 CFR
No

Pllt lll

11b bOre ptan cunently in compliancs with the Form M-1 filim requiro.nsnts? (Sse inst,uctions and 29CFR 2S2O.iOi-2.)........... IVes I Xo

11 C Enter ths Receipl Confirmation Code for ths 2023 Form M-1 annual reporl. It the plan was nol requiGd to file the 2023 Fom M-1 annuat repo(, enter th€
Receipt Confirmation Code for the most recent Form M-l that was required to be filed under the Form M-1 fiting requi Ernents. (Failurs to enter a vatid
Receipt Confirmation Code will subjed th6 Form 5500 filing to rejedion as incomptete.)

Receipt Confi rmation Code_



SCHEDULE A
(Form 5500)

O€panme.l or rhe Tr@sury
htomalRevonle SeN'@

Deoert nst ot Lebo.
Employ6 B@frls 56d y Admm6talp.

Pensioi Bonelil Guaranry Cqporaron

This schedule is required to be filed under section 104 ofthe
Employee Retirement lncome Security Ac, of 1974 (ERISA).

) File as an attachm€nt to Form 5500.

) lnsurance companies are required to provide the information
pursuant to ERISA sestion 103(aX2).

lnsurance lnformation
OMB No. 1210-0110

2023

This Form B Opon to Public
ln on

For calendar lan r 2023 or fiscal tnnrn and endi 09t30t2024
A Name of plan

CompanyCam lnc Flexible Ben€rits Plan

C Plan sponsols name as shown on line 2a of Form 55OO

CompanyCam lnc

I Coveraqe lnformation

502

D Employer ldentification Number (ElN)

83440018n

lnfomation Concerning lnsurance Contract Coverage, Fees, and Commissions provide information ior each contract
ona rate Schedule A. lndividual contracts rou as a unit in Parts ll and lll can be re orted on a s le Schedule A.

)Nn number

B Threenigit

Part I

(a) Narne of insurance carrier

MUTUAL OF OMAHA INSUBANCE COMPANY

Pol or contrad
(b) ErN

(g) To

470322111 09/30/2024

2 lnsurance fee and commission information Enterthe totalfees and total commissions paid. Last in lane3theagents, brokers, and other persons in

(c) NAIC
code

(d) Conkact or
identification number

(e) Approximate number of
persons covered at end of

policv or contracl year (0 From

71412 G000cD67 247 10t4112423

descend oder of the amount

a Total emounl of commissions id

l04ilri
b Total amount of fees id

9794

3 Persons receivinq commissions and Ees- (ComDlete as manv entries as needed to report all persons)

(a) Name and address ofthe aoent, broker, or other Derson to whom commissions or fees were paid

MAFSH & MCLENNAN AGENCY LLC 4221 N 2O3RD ST STE 2OO ELKHORN NE 68022 USA

Fees and other commissions paid

(c) Amount (d) Purpose

4114 BONI]S

(b) Arnount of sales and base
commtsstons aid

10496

e nization code

3

(a) Name and address ofthe agent, broker, or other person to whom commissions or tees were paid

BLUE CBOSS BLUE SHIELD OF NE 1919 AKSARBEN DR OIIAHA, NE 681BO . i]SA

Fees and olher commissions pajd

(c) Amount (dl PurDose

.1680 OVF RRIDF

(b) Amount of sales and base
commlsstons aid

Lr

e anization code

3

For Paperwork R€duction Act Notice, see ths lnstructions for Form 5500. Schedule A (Fom 5500) 2023
v. 230728


