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). 2024
e Dlepa"’gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁ{;fr;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

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

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
KENTUCKY SOCIETY OF CPAS HEALTH & WELFARE BENEFIT PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
01/01/2014

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

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 61-0473653

KENTUCKY SOCIETY OF CERTIFIED PUBLIC ACCOUNTANTS

1735 ALLIANT AVENUE
LOUISVILLE, KY 40299

2C Plan Sponsor’s telephone
number
502-266-5272

2d Business code (see
instructions)
813000

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. 04/08/2025 DARLENE ZIBART
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 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 556
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(1) Total number of active participants at the beginning of the plan year ... 6a(1) 556
a(2) Total number of active participants at the end of the plan year ... 63_(2) 513
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add lINES 6a(2), B0, AN BC.........cveeeeieeiete et ete et ee et ee et ete e e e eaeeteeeteeseeteeseeteeseeeteeseetesseeeesseenseereeans 6d 513
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 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 4D 4E
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M 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
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __3
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-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)
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Part IlI | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woorvvoeereeeeeeenee e { 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 2520.101-2.) ........... B Yes D No

11c Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 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 159799497




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

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
KENTUCKY SOCIETY OF CPAS HEALTH & WELFARE BENEFIT PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
KENTUCKY SOCIETY OF CERTIFIED PUBLIC ACCOUNTANTS

61-0473653

D Employer Identification Number (EIN)

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:

(a) Name of insurance carrier
ANTHEM HEALTH PLANS OF KENTUCKY, INC.

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
61-1237516 95120 KYSCPA 837 01/01/2024 12/31/2024

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

224288

198

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

ASSUREDPARTNERS NL, LLC

435 WHITTINGTON PKWY
STE 300
LOUISVILLE, KY 40222

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

224288

198 | FEES

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311
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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

(@) 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 ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
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. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D 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: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f
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Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 5641261
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. ......................... 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

BNO

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

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). 2024
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 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
KENTUCKY SOCIETY OF CPAS HEALTH & WELFARE BENEFIT PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
KENTUCKY SOCIETY OF CERTIFIED PUBLIC ACCOUNTANTS

D Employer Identification Number (EIN)
61-0473653

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:

(a) Name of insurance carrier
DELTA DENTAL OF KENTUCKY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
61-0659432 54674 M00128 500 01/01/2024 12/31/2024

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

17128

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

ASSUREDPARTNERS NL LLC 435 N WHITTINGTON PKWY
LOUISVILLLE, KY 40222

(b) Amount of sales and base

Fees and other commissions paid

commissions paid (c) Amount (d) Purpose (e) Organization code

17128

3

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

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount (d) Purpose (e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311
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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

(@) 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 ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
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. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D 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: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f
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Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 127167
(2) Increase (decrease) in amount due but unpaid .............cccocccevrveennnee. 9a(2) 502
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMEA ((1) # (2) - (3)) evvvreveerereeeeeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeee e e ee e eee e ee e eeiee ettt e ettt nsesneees | 9a4) 127669
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 100957
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 600
(3) Incurred claims (AAd (1) AN (2))...vcveeeeee oottt ettt e e ettt e e et ee et ea e s e e 9b(3) 101557
(4) ClaIMS ChAIGEA........veeeeeeeeeeee et e e ee e ee e en e ene e n s ene e nanannas 9b(4) 101557
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMIUSSIONS ......cveeeeivieeetceceeeeeee e teeees et s e seasnesesesenes 9c(D)(A) 17128
(B) Administrative service or other fees ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 23108
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F) 2043
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 42279
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ......vvvteeisii ettt ettt ettt sttt ettt s bbb s e se s bbb e b et e et es bbb e se et b e b e st es e e e s s s esenens 9d(2) 763
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a
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. ......................... 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

BNO

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

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). 2024
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 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
KENTUCKY SOCIETY OF CPAS HEALTH & WELFARE BENEFIT PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
KENTUCKY SOCIETY OF CERTIFIED PUBLIC ACCOUNTANTS

D Employer Identification Number (EIN)
61-0473653

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:

(a) Name of insurance carrier
DELTA DENTAL OF KENTUCKY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
61-0659432 54674 MV0128 18 01/01/2024 12/31/2024

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

754

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

ASSUREDPARTNERS NL LLC 435 N WHITTINGTON PKWY
LOUISVILLE, KY 40222

(b) Amount of sales and base

Fees and other commissions paid

commissions paid (c) Amount (d) Purpose (e) Organization code

754

3

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

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount (d) Purpose (e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 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

(@) 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) 2024 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 ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
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. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D 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: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNt FECEIVET ........ccoiiiiiiciciiiiiriicicic et 9a(1) 7542
(2) Increase (decrease) in amount due but UNPaId .............cceeveeveevevereanene 9a(2) -6450
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMEA ((1) # (2) - (3)) evvvreveerereeeeeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeee e e ee e eee e ee e eeiee ettt e ettt nsesneees | 9a4) 1092
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 4638
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) -487
(3) Incurred claims (AAd (1) AN (2))...vcveeeeee oottt ettt e e ettt e e et ee et ea e s e e 9b(3) 4151
(4) ClAIMS ChAIGEA..........cuieieeeeeeeeeee ettt ee et e ettt s et en s a st ea e e ee s s s e eeeseastesesesesesenenananeeans 9b(4) 4151
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMIUSSIONS ......cveeeeivieeetceceeeeeee e teeees et s e seasnesesesenes 9c(D)(A) 754
(B) Administrative service or other fees ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 360
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F) 44
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 1158
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ......vvvteeisii ettt ettt ettt sttt ettt s bbb s e se s bbb e b et e et es bbb e se et b e b e st es e e e s s s esenens 9d(2) -487
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a
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. ......................... 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

BNO

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




KY CPA Groups

CaseID  Group Name

KY2570  Ackerman CPAs LLC

W29593  Alford Nance Jones and Oakley LLP
KY2434  Alicia Joy Fletcher CPA

W30009 Allan W Steely CPA

W29784  Allen CPAs and Advisors PLLC
W29894  Ann Kaye Stevens CPA Inc
L10438  Apex Strategic CPAs PLLC
W29882  Associates in Accounting, CPA
W29583 Baldwin CPAs LLC

W29756  Barry E Lucas CPAPSC

L02291 BB Consulting Group LLC
W29570  Bechtler Parker & Watts

W29588  Blythe CPAs PLLC

L11198 Bowden & Wood PLLC

KY2516 Bramel & Ackley PSC

W29948 Breeding Henderson & Hord PLLC
W30001 Brockman Arbuckle Stapp PLLC
W29604  Buckles Travis Vanmeter & Hart PLLC
W29896 Buetow Lemastus and Dick PLLC
W29592  Buschermohle and Company PSC
W29621 Calvin D CranfillPSC

W29677 Campbell & Company CPA
W29579  Campbell Myers & Rutledge CPAS
W29576  Cecil & Cecil PSC

KY2424 Cecil Slone Jr dba Collins Slone CPAs
KY2596  Chris Aaron CPAPLLC

W30552 Chris Gooch CPA

W30613 Clemens Guthrie & Wurth LLP
W29609 Corales & Roberts CPAs PSC
W30614 Craft Noble & Company PLLC
W29891 D Combs

W30622 D Scott Neal INC

W29679 Daniel W Nevitt CPAPSC

KY2509 Deanna Ramsey CPA

L10828 Dennis LThomas & Co

W29663 DonnaJ Hendrix CPA PSC
W29608 Eakle Current and Company
L11913 Elizabeth L Jeffers PLLC

W29584  Faulkner King & Wenz PSC
W29580 Financial Landing CPAs Inc

Subs Members
3 4
5 5
1 3
1 1
4 7
1 1
7 12

10 19
47 53
2 3
2 2
2 5
16 27
16 28
6 6
3 6
4 11
9 11
1 1
1 1
1 1
1 2
6 8
1 2
2 4
1 2
7 11
1 2
5 7
4 7
1 1
8 11
1 2
4 4
2 4
5 9
6 7
1 1
2 3
2 4

termed 6/1/24

termed 9/1/24

new 10/1/24



W30005
W29665
W29750
W29986
KY2460

W29574
W29947
W29990
W29684
W29898
W29572
L08070

W29897
W29978
W29705
W29949
W30611
W29997
W30642
L12138

L02366

W29618
W30610
L05386

W30015
KY2432

W30544
W29589
L05433

W29907
L02361

W29573
W29591
W29887
KY2445

W29983
W29895
W29616
L06203

W29660
W30620
W29704
L04786

W29653

Francke & Associates LLC

Franklin Accounting & Financial Planning
Freibert CPA Group PLLC

Gatlin Voelker PLLC

Greene McCowan & Co PLLC 38
Grover C Grewling & Co PSC
Harrison CPAs & Advisors PSC
Hawkins & Company Inc
Hayden & Co PSC

Henderman Jessee & CoPLLC
Henson & Associates

Heroic Solutions Inc

Hill & Associates CPAs PSC
Holliday CPA PSC

Irma Miller MBACPALLC
Isannah H Lee CPAPSC

J Craig McNew

Jack L Amburgey PSC

Jaynes & Jaynes PSC

Jennifer D Tibbetts PSC

Joe W Taylor CPAs

John B Dean CPA

John B Tackett PSC

John B Walker Consulting
JohnJ Hafner CPALLC
Johnson Legal Network PLLC
Katherine M Johnson CPA
Kentucky Society of CPAS
Kimberly A Hardesty PSC

King & Company CPAs

KL Harper PLLC

Knight Wagner PLLC

L Ballard & Company PSC
Lanham & Company PSC
Leanne C Davis CPAPSC
LeMastus McDonough PLLC
Lisa P Castle CPA CFP

Lynch & Co PSC

MA Technologies Inc 1
Margaret W Meredith CPA

Mark A Weber PSC

Mark E Clark CPA PSC

McDaniel Wealth Management

Medina Company PSC

A AN
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termed 2/1/25

termed 6/1/24

termed 11/1/24

new 10/1/24
termed 1/1/25

termed 9/1/24



L07721

W29620
W29901
W29966
W29696
W29902
W30006
L10462

KY2498

W30612
W29658
W29708
W29778
KY2574

W29595
W29605
W29578
W29782
W29659
W29581
L08728

L01208

W29968
L10157

L05961

KY2463

W29905
W29903
W29575
W29630
W29879
W29751
W29892
W29774
W29662
W29899
W30010

Michael AVeneman CPA PSC
Michael McCord CPA

Moffitt and Company

Morris Accounting PSC

NASACT

Neikirk Mahoney and Co PLLC

Noble CPAs & Advisors PLLC

P Jared Noble PLLC

Pack & Associates PSC

Peck & Milford CPAS

Peercy and Gray PSC

R L Moore PSC

Ralph Neal Thacker CPA

Reed & Co of Mayfield PSC

RFP Properties Inc

Rickie W Williams

Robinson Hughes & Christopher CPA
Roger A Frantz PSC

S and C PSC dba Shaver and Coons PSC
Schultz and Associates PLLC

Shad J Allen CPAPLLC

Shawn P Hannegan CPALLC

Shelton & Hite PLLC

Sizemore Tucker PLLC

SK Lee CPAs PSC

SKW CPAs & Advisors PLLC

Squires & Lee PLLC

Stephens & Lawson CPAs

Summers McCrary & Sparks PSC
Tichenor & Associates LLP

Toomey Business Services LLC dba Everg
Vining & Associates, PLLC

W Allen Priest CPAPLLC

White & Associates

White and Company PSC

Williams Williams & Lentz LLP

Wise Buckner Sprowles & Associates PLL

Total

12/31/2024
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Form 5500 Annual Return/Report of Employee Benefit Plan OME Nos. 1210-0110
This form s required to be filad for employee benefit plans under sections 104
and 4065 of tha Employee Retirement Income Securlty Act of 1874 (ERISA) and
e R B sections 6057{b) and B058(a) of the Intemnal Revenue Code (the Code), 2024
Em".ﬂ"iﬁ?ﬁﬁ;ﬁ{;@ﬂﬁﬂ " » Complete all entries in accordance with
b ):\dministrﬂllon Y the instructions to the Form 5500,
Pengion Benefit Guaranty Corporation This Form s Open to Public
Inspection
Part | \ Annual Report Identification Information
For calendar plan vear 2024 or fiscal plan year beglnning 01/01/2024 and ending 12/31/2024
A “This returnireport Is for: D a multiemployer plan [g a multiple-employer plan {Fllers checking this box must provide participating
employer information in accordance with the form instructions.)
[1 & slngle-employet plan [] a DFE (specify) ___
B This returnfreport is: D the first returnfreport D the final return/report
D an amended raturn/report |:| a short plan year returnfreport (less than 12 months}
C Ifthe plan is a collectively-bargained plan, check here. .. ............ e e e e e » D
D Check box if filing under: |:| Form 5558 |:| autemafic extension D the DFVG program
I:I special extension (enter descriplion)
E If this Is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. . .. ....ovveiivnnrvinnnnn » D
‘Partll | Basic Plan Information—enter all raquested infarmation
1a Name of plan 1b Three-digit plan
KENTUCKY SOCIETY OF CPAS HEALTH & WELFARE BENEFIT PLAN number {PN) » 501
1c Effective date of plan
41/01/2014
2a Plan sponsor's name {employer, if for a single-emplayer 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, ceuntry, and ZIP ar foraign postal coade (if foreign, see instructions} B1-0473663

KENTUCKY SOCIETY OF CERTIFIED PUBLIC ACCOUNTANTS 26 Plan Sponsors telophons

humber
{502) 266-5272
1735 ALLIANT AVENUE : 2d Business code (see
instructions)
LOUISVILLE, KY 40299 ‘ 813000

Caution: A penalty for the late or incomplete filing of this returnireport will be assessed unless reasonable cause s established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements an ttachments 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.

S ‘ )%
' ﬁg‘é /\ M / L,,, ,f (z m V«F - £0 7 j[DARLENE ZIBART
- S|gnature of plan admlmstrator Date Enter name of individual signing as plan administrator
SIGN
. HERE -
R Signature of emplayer/plan sponsor - Date Enter name of individual signing as employer or plan sponsor
' SIGN _
- HERF
3 Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Raduction Act Notice, see the Instructions for Form 5500, Form 5500 (2024)

v. 240311




Form 5500 (2024) Page 3

| Part Il | 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 28 CFR
2520101022} 1vereeeermseeee e e [ Yes [] Mo

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 2620.101-2.) ....vuen E Yes D No

11¢ Enter the Recelpt Cenfirmation Cotfe for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 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 vaild
Receipt Confirmation Code will subject the Form §500 filing to rejection as incomplete.)

Recelpt Confirmation Code, 000159790467




Schedule A (Form 5500} 2024

Page 2 =| 1

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

Fees and other commissicns paid (e)
{b) Amount of sales and base Qrganization
commlsgions pald {c) Amount (d) Purpose code
{a} Name and address of the agent, broker, or other person to whoem commissions or fees were pald
Fees and other commissions paid (e)
{b} Amount of sales and base Organization
commissions paid (¢) Amount (d) Purpose cade
{a} Name and address of the agent, broker, or other person to whom commisslons ot fees wore paid
Fees and other commisgsions paid (e)
{b} Amount of sales and base Organizaticn
commissions paid {e) 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)
(k) Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose coda
{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 (e} Amount (d) Purpose code




Schadule A {Form 3500) 2024 Page 4

Partlli

Welfare Benefit Contract Information

If more than one centract covers the same group of employees of the same employer(s) or members of the same employes organizations(s),
the Informatlon 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 Indlvidual contracts with each carrlar may be treated as a unit for purposes of this report,

8 PRenefit and contract type {check all applicable boxes)

a I Heailth (other than dental or vision)} b I:] Dental c El Vision d |_—_| Life insurance
e |:| Temporary disabliity {accident and sickness) f D Long-term disabllity g D Supplemental unemployment  h D Prescription drug
[I Stop loss {large deductible} j D HMO contract k |x| PPO contract ID Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMOUNt FBCEIVEA ........ceeiureirvrceres ccerrere s s ens 9a(1)
(2) Increase {decrease) in amount dug but UNP&Id .........vrvrevervvevencsnninn 9a(2)
(3} Increase {decrzase) in Uneamed PremiUM rOSEIVE . vsressiser e 9a(3)
(4) EAMGA (1) # (2) = (8)) reeseveresserrsrsseressrassssssesssssssesesssssassssssessoss ssssesissssss s s s s |__9a(4)
b Benefit chargaes {1} Claims pald........cccerieremvnnrvisirersernrnsnsssssesrssser 9b(1)
{2) Increase (dacrease} i Clalm rESEIVES. ... e sess e sesenens 9b(2) :
{3) Incurred claims {Add {17 8N {2)). ... et sree et s ets e pn et eb et st st rrs et en e aee 9b(3)
{4) ClaimS CNAMGEM. i1ttt et ettt et se e e et fem e st st ee st ebebebes s se s nrgeesasesencaseigspanasansastrann db(4)
¢ Remalnder of premium: (1) Retention charges (on an accrual basis) --
(AA) COMMISBIONS 1.1vvivisisiscsisiiieseess st teese st sme s ressesssesesses s e snanane 9c{1H{A)
(B) Administrative service or ofher fees ... gc(1XB)
(C) Other $pecific aCqUISIION GOBS ..vuwwwwrceerverseescsesssensssssssssssssesssessenns 9¢(1)}C)
(D) Oher BXDENSES 1..vvvvsisaressesssiomsis s ossbssssssiresssrssssssssssssssssersssans 9¢(1)(D)
{E) TAXOS..ceecrceree ettt cmccns s sar st s erare e sass s nersanis 9c(THE}
(F) Charges for risks or other contingencias .............coceeevevrevsiemsnenns 9c{1){F)
{G) Other retention ChArgES it e et rensae ey 9c(1){G)
(H) TOIAL FBIEIHON. 1111ttt e serene s b e s bbb en s bbb ee R et d e b v R sk anenanasaa s bbb 9c(1)(H)
{2) Dividands or retroactive rate refunds. (These amounts were |:| paid in cash, or I:l credited.)...... gc(2)
d Status of policyholdar reserves at end of vear: (1) Amount held to provide benefits after retiremert............... 9d(1}
{23 ClAIM TEBOIVES 1t v iesrivsvres e iriss e e sas i it s s esbeaethefomss e sbessbssasseetebeans sasssabenesbesrmders ermssiasseensmrarbapanes I 9d(2)
{3) Other reserves , 2d(3}
¢ Dividends or retroactive rate refunds due. (Do not include amount anterad in ling 36(2).)...ccvierecarearsinimieinien 9e
10 Nonexperience-rated contracts: _
a Total premiums or subscriplion chargas Paid 10 CAFHEE.......weriersmrmresrerrrmemrsrs s ssensss st essssessnsssmsssssssns 10a 5641261
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition er
retention of the contract or policy, other than reported in Part [, line 2 above, report amount. .......ececerereenene. 10b
Spacify nature of costs.
| PartlV - | Provision of Information
11 Did the insurance company fail to provide any Information necessary io complete Schadule A7 ............. D Yes No

12 Ifthe answer to fine 11 is "Yes," specify the information not provided, P




Schedule A {Form 55C0) 2024 Page 2= 1 |

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

Fees and other commissions palid (e)
(b} Amount of sales and base Crganization
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

Feaes and cther commissicons paid {e}
{b) Amount of sales and base Organizaticn
commissions paid {c) Amount (d) Purpose code

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

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

(a} Name and address of the agenl, braler, or other person lo whom commissicns or fees wera paid

Fees and other commissions paid (e}
(b} Amount of sales and base Organization
commissions pald (5) Amount {d) Purpose code

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

Fees and other commissions paid (e)
{b) Amount of sales and base Crganization
gommissions paid (c) Amount (d) Purpose code
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Part I

Welfare Benefit Contract Information

if more than one contract covars the same group of employees of the same employer(s} or members of the same smployee organlzations(s),
the Informatlon may be comblned for reporting purposes If such contracts are experlence-rated as a unit. Where contracts cover individual
employess, the entire group of such individial contracts with each carder may be treated as a unit for purposes of this report,

8 Baenoefit and contract type (check all applicable boxes)

a D Health {other than dental or vision) h Bl Dental [+ |:| Vislon d D Life Insurance
e D Temporary disabllity (accident and sickness)  f |:| Long-term disability [¢] D Supplemental unemployment  h D Prescription drug
i [] Stop loss (large deductible) i [ HMO contract k [] PPO contract I]] Indemnity contract

m [ ] Other (specify) P

9 Experience-raled contracts:
a Premiums: (1) AMount received ... s e Ba(1) 127167
(2} Increase (decrease) in amount due but unpaid ..........ccovvvnnnionenens Sa(2) 502
(3} Increase (decrease) in unearned PremIUM FESEIVE ..o iriiies ga(3)
() Earned ({(1) + (2) = (3)) vrrvrrrreee e | 9a(4) 127669
b Benefit charges (1) Claims paid.......ccccievrierrersieneccssissessessssss s eesns 9b(1} 100957 :
{2) Increase (decrease) in claim reSEIVES ..o ieneeeee e 9b(2} : 800
{3) Incurred claims (AAd (1) AN (2)) e s e e s rees s ere s e s et nes 9b(3} 101557
{4) ClaIMS ChAIGRE .1 ivviiis e i ras s sses b e b s bbb eaas e 9b{4) : 1015657
¢ Remainder of premium: {1) Retention charges (on an accrual basis) -- ' A
(A) COMMISSIONS 1,1 vviiesiirerasssis vt rrsrsstsssassssvrvsessarsrones e Sc(1)}{A) 17128
(B) Administraiive service or othar fees .......oeec e eeeeeecreseseere e 9c{1)(B) 23108
(C) Other specific ACHUISIION COBIS ...vuevrevereerrererereeseeseeesseeseeeseenesens 9c(1)(C)
(D) CHNOE EXPRIISES 1urvvvsirtrarmssesiersvesstiissasssass savmsasssesssssssasessssvssssansanes 9c(1)(D)
g N == T U UO P USROS 9¢{1)(E) :
(F) Charges for risks or other COntinGBNGIEs ... iissssission 9c(1)(F) 2043
(G) Other ralention ChAGES ... s 9¢(1)(G) -
(H) TOLAL FOIANTION. ... et et et s em s ebar bbb s b s b e b et an b babintes tada b s bbb nm b b s envaas st e b bbb bbbt gc{1)(H) 42279
{2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited. }..iinein 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirament............... 8d{1)
{2) TIAIM FOSOIVES c1vvevervrreriessisiarssriesrerarmsirrsereressernenrssnsarssssseeressare1sases 1 aesssesy sansas revsese s srerensarsnsessrnssssesvrsressesea 8d{(2) 763
{3) MBI FESBIVOS ...ttt semeeesesssems s esnme et sees s ass s st s s seseeeassese e s s se e st ee st s s anmssn st seberseanseneas 9d(3}
e Dividends or retroactive rate refunds due. {{Xa not include amount entered in line 9¢{2).).....c..oov i 9a
10 Nonexperience-ratad ceniracts:
a Total premiums or subscription charges paid 10 CAMMET ... e s 10a
b If the carrier, service, or other organization incurred any specific cosls in connection with the acquisitibn or
retenticn of the eentract or policy, other than reporled in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

- Part IV

| Provision of Information

11 Did the insurance company fait to pr_ovlde any information necessary to complete Schadulg A? ..o [I Yes No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
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{a} Name and address of the agent, broker, or other person to whom commissions or fees were paid

Faes and other commissions paid . (e}
{b) Amount of sales and base Organizaticn
commisslons pald {c) Amount {d) Purpose - code

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

Fees and cther commissions paid (e)

{b) Amount of sales and base Crganization
commissions paid {c) Amount . (d} Purpose code

{a) Name and address of the agent, broker, or other person ta whom commissions or fegs 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 wera paid

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

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

Fees and other commissions paid (e)

{b) Amount of sales-and base Organizaticn
commissions paid {c) Amount (d) Purpose code
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Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s} or members of the same employee organizations(s),
tha Information may be combined for reporting purposes If such contracts are experlence-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 thls report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental ] E| Vision
e D Temporaty disabillty (accident and sickness) D Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i [] stoploss (large deductible) j [] HMO contract k[] PPO contraot

m|:| Other (specify) P

d |:| Life Insurance

| ]:| Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received . i e 9a(1) 7542 |
(2) Increase (decraase) in amount due but UNPaid ...vevee v, 9a(2) -6460
(3) Increase (decreasa) in URBAMEE PrEMIUM FESEIVE v 9a(3) -
{4) EAmEd ({71) # (2] = {B)) 1ooeurrsineriiiaentemee et ercre s re e et ettt e et s et et g Sk pEpEeEgE g £Rg bt sE e sEeas sear et sannn ety ear s 9a(d) 1082
b Benefit charges {1) Claims paId.......cccoceevviveeeceeeeeee e et seees 9b({1) 4638
{2) Increase {decreasa) in Claim r@SAIVES. . ...ccoeveerereierece e ssseaene 9h{2) -487
(3) Incurred claims {add {1) N {2)).....viie it rene e s be e e et s ea e e ae e semnn e tesrn 9b(3) 4181
{4) ClAIMS CRAMGET. c1evieeveceve st isses b st sae b sssaes bbb bbbt e dee e o se b aesam e baea s bt ee b s s s mrsmanmns 9b(4) 4181
¢ Remainder of premium: (1) Retention charges {ch an accrual basis) — :
{A) COMIMISBIONS 11i1iiiins e s s s e 9c{1)(A) 754 ¢
(B) Administrative service or other fees ... v | 9e(1)(B) 360
(C) Cther specific acGUISIHION COSIS....vveer e e 9c(1}C)
(D) ONBE GXDANSES ... nes oo eseeeseeessessssee e e rensese e 9c(THD})
(E) TAXES.uuerovevtereeeeeeeeeee s veseeseesesseansres e veseesessemneeassseanseeenessesnennseonn 9c({1){E)
(F) Charges for risks or other conlingencies .......oeevecreviveeeeeenerennn 9c{1)(F) 44
{G) Ofher rafontion Charges ... s e ssesressss e 9c(THG) o
() TOAE FEIBIHON. 11111 vetiiineesnissnssiesessnsssnns e s ssa s e e e b b e st et s bbbt nn e 9c(1){H) 1158
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or [l craditad.}..o.veriinnans. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount heid to provide benefils after retirement............... 9d{1}
(2] GlUM PBSOIVES .vveveveuereereresssesiees s strsessessasessssssvssessanassssessasasvesesssssvsnsn s tisssasssetessssssnssbstossssnsesssstatsssssassssat 9d{2) -487
{3 OUNEI FBSBIVES ......oveerirerrrrrrrrrars rrvrtsserresssan i tesrsrsssasss vresbesesbesesessesbs e sansen s sbese s aasbeantenr e e s b e ae e b eae s me s saenn s 9d{3)
€ Dividends or retroactive rate refunds due, (De net include amount entered in Tine 9¢{2).)....c.cccevevvevvieeeeennec. 9e
10 Nonexperience-rated contracts:
@ Tolal premiums or subscriplion charges paid t0 CAMIEN ... . cvee ety e 10a
b If the carrier, service, or ather organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part 1, line 2 above, report amount. ........oceeeeiiiien.

Specify nature of costs.

10b

| Partlv | Provision of Information

41 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




