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

Department of Labor
Employee Benefits Security

Pension Benefit Guaranty Corporation

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

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 03/01/2024 and ending  06/30/2024
A This return/report is for: D a multiemployer plan D a muItipIe-.empongr pllan (Filers checki'ng this box !'nust pr'ovide participating
employer information in accordance with the form instructions.)
a single-employer plan D a DFE (specify)
B This return/report is: the first return/report D the final return/report
D an amended return/report B] a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. . ... ... ... ... .. i 4 |:[
D Check box if filing under: 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
501 HEALTH & WELFARE PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
03/01/2024

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) 87-3867694

ONE OF ONE TECHNOLOGIES, INC.
BRIGHTWILD

506 FLEMING ST.
KEY WEST, FL 33040

2C Plan Sponsor’s telephone
number
305-834-4390

2d Business code (see
instructions)
541511

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. 04/09/2025 ROBERT SPOTTSWOOD
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 102
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) 102
a(2) Total number of active participants at the end of the plan year ... 63_(2) 188
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 188
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 4B 4D 4E 4F 4H 4Q
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 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are 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 __°
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.) ........... |:| 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




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 03/01/2024 and ending  06/30/2024
A Name of plan B Three-digit
501 HEALTH & WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ONE OF ONE TECHNOLOGIES, INC.

Part |

87-3867694

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

BLUE CROSS BLUE SHIELD OF FLORIDA

(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
59-2015694 98167 K1196 86

descending order of the amount paid.

04/01/2024

06/30/2024

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

(a) Total amount of commissions paid

12527

(b) Total amount of fees paid

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
BALDWIN KRYSTYN SHERMAN PARTNERS

4010 W BOY SCOUT BLVD

(b) Amount of sales and base
commissions paid

SUITE 200
TAMPA, FL 33607

(c) Amount

Fees and other commissions paid

12527

(d) Purpose
0 | N/A

(e) Organization code

3

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

(b) Amount of sales and base

commissions paid

(c) Amount

Fees and other commissions paid

(d) Purpose

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

(e) Organization code

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




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 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 @ Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 250535
(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) 250535
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 192912
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 192912
(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) COMMIUSSIONS ......cveeeeivieeetceceeeeeee e teeees et s e seasnesesesenes 9c(D)(A) 12527
(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) 36046
(E) TAXES.. ettt 9c(1)(E) 1535
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F) 7516
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 57624
(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 ........ocveeieteete ettt ettt et et et et et et e e te et e et e et et et eseeasese et e et et ensessenseseetestessensessensereeseeresaetens 9d(2)
(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 0
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

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

» Insurance companies are required to provide the information

Insurance Information

OMB No. 1210-0110

» File as an attachment to Form 5500.

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 03/01/2024 and ending  06/30/2024
A Name of plan B Three-digit
501 HEALTH & WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ONE OF ONE TECHNOLOGIES, INC.

Part |

87-3867694

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

UNITED OF OMAHA LIFE INSURANCE COMPANY

(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 T
policy or contract year (f) Fro (@) To
47-0322111 69868 GLLVOC44W 70 04/01/2024 06/30/2024
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

163

(b) Total amount of fees paid

24

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
THE BALDWIN GROUP SOUTHEAST LLC

(b) Amount of sales and base
commissions paid

4211 WEST BOY SCOUT BLVD
SUITE 800

TAMPA, FL 33607

Fees and other commissions paid

(c) Amount

163

(d) Purpose
0 | N/A

(e) Organization code
3

(a) Name and address of the agent,
WATCHTOWER BENEFITS LLC

broker, or other person to whom commissions or fees were paid
227 W MONROE STREET

(b) Amount of sales and base
commissions paid

SUITE 5200
CHICAGO, IL 60606

Fees and other commissions paid

(c) Amount

(d) Purpose
24

OTHER COMPENSATION

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

(e) Organization code
3

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




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 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) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 1628
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

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

Insurance 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 03/01/2024 and ending  06/30/2024
A Name of plan B Three-digit
501 HEALTH & WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ONE OF ONE TECHNOLOGIES, INC.

Part |

87-3867694

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

UNITED OF OMAHA LIFE INSURANCE COMPANY

(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 T
policy or contract year (f) Fro (@) To
47-0322111 69868 GLTDOC44W 67 04/01/2024 06/30/2024
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

255

(b) Total amount of fees paid

38

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
THE BALDWIN GROUP SOUTHEAST LLC

(b) Amount of sales and base
commissions paid

4211 WEST BOY SCOUT BLVD
SUITE 800

TAMPA, FL 33607

Fees and other commissions paid

(c) Amount

255

(d) Purpose
N/A

(e) Organization code
3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
WATCHTOWER BENEFITS LLC 227 W MONROE STREET

(b) Amount of sales and base
commissions paid

SUITE 5200
CHICAGO, IL 60606

Fees and other commissions paid

(c) Amount

38

(d) Purpose

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

OTHER COMPENSATION

(e) Organization code
3

Schedu

le 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 D Vision
e D Temporary disability (accident and sickness) B] 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 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) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 2549
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

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

Insurance 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 03/01/2024 and ending  06/30/2024
A Name of plan B Three-digit
501 HEALTH & WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ONE OF ONE TECHNOLOGIES, INC.

Part |

87-3867694

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

UNITED OF OMAHA LIFE INSURANCE COMPANY

(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 T
policy or contract year (f) Fro (@) To
47-0322111 69868 GLUGOC44W 188 04/01/2024 06/30/2024
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

201

(b) Total amount of fees paid

30

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
THE BALDWIN GROUP SOUTHEAST LLC

(b) Amount of sales and base
commissions paid

4211 WEST BOY SCOUT BLVD
SUITE 800

TAMPA, FL 33607

Fees and other commissions paid

(c) Amount

201

(d) Purpose
N/A

(e) Organization code
3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
WATCHTOWER BENEFITS LLC 227 W MONROE STREET

(b) Amount of sales and base
commissions paid

SUITE 5200
CHICAGO, IL 60606

Fees and other commissions paid

(c) Amount

30

(d) Purpose

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

OTHER COMPENSATION

(e) Organization code
3

Schedu

le 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 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 B Other (specify) P AD&D

d X 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) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 2007
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

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

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 03/01/2024 and ending  06/30/2024
A Name of plan B Three-digit
501 HEALTH & WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ONE OF ONE TECHNOLOGIES, INC.

Part |

87-3867694

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

UNITED OF OMAHA LIFE INSURANCE COMPANY

(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
47-0322111 69868 GUCO0C44W 10

04/01/2024

06/30/2024

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

36

(b) Total amount of fees paid

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
THE BALDWIN GROUP SOUTHEAST LLC

(b) Amount of sales and base
commissions paid

4211 WEST BOY SCOUT BLVD
SUITE 800

TAMPA, FL 33607

Fees and other commissions paid

(c) Amount

36

(d) Purpose
N/A

(e) Organization code
3

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

227 W MONROE STREET

(b) Amount of sales and base
commissions paid

SUITE 5200
CHICAGO, IL 60606

Fees and other commissions paid

(c) Amount

(d) Purpose

OTHER COMPENSATION

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

(e) Organization code
3

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




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 D Vision
e B 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 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) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 361
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

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

Insurance 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 03/01/2024 and ending  06/30/2024
A Name of plan B Three-digit
501 HEALTH & WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ONE OF ONE TECHNOLOGIES, INC.

Part |

87-3867694

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

UNITED OF OMAHA LIFE INSURANCE COMPANY

(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
47-0322111 69868 GUDBOC44W 76

04/01/2024

06/30/2024

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

997

(b) Total amount of fees paid

3 Persons receiving commissions and fees. (Complete as many

150

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
THE BALDWIN GROUP SOUTHEAST LLC

(b) Amount of sales and base
commissions paid

4211 WEST BOY SCOUT BLVD
SUITE 800

TAMPA, FL 33607

Fees and other commissions paid

(c) Amount

997

(d) Purpose
0 | N/A

(e) Organization code
3

WATCHTOWER BENEFITS LLC

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

227 W MONROE STREET

SUITE 5200
CHICAGO, IL 60606

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

150

(d) Purpose

OTHER COMPENSATION

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

(e) Organization code
3

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 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) 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) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 9969
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

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

Insurance 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 03/01/2024 and ending  06/30/2024
A Name of plan B Three-digit
501 HEALTH & WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ONE OF ONE TECHNOLOGIES, INC.

Part |

87-3867694

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

UNITED OF OMAHA LIFE INSURANCE COMPANY

(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 T
policy or contract year (f) Fro (@) To
47-0322111 69868 GUGO0C44W 67 04/01/2024 06/30/2024
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

400

(b) Total amount of fees paid

60

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
THE BALDWIN GROUP SOUTHEAST LLC

(b) Amount of sales and base
commissions paid

4211 WEST BOY SCOUT BLVD
SUITE 800

TAMPA, FL 33607

Fees and other commissions paid

(c) Amount

400

(d) Purpose
N/A

(e) Organization code
3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
WATCHTOWER BENEFITS LLC 227 W MONROE STREET

(b) Amount of sales and base
commissions paid

SUITE 5200
CHICAGO, IL 60606

Fees and other commissions paid

(c) Amount

60

(d) Purpose

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

OTHER COMPENSATION

(e) Organization code
3

Schedu

le 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




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 D Vision
e B 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 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) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 4001
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

(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 03/01/2024 and ending  06/30/2024
A Name of plan B Three-digit
501 HEALTH & WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ONE OF ONE TECHNOLOGIES, INC.

Part |

87-3867694

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

UNITED OF OMAHA LIFE INSURANCE COMPANY

(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
47-0322111 69868 GUPMO0C44W 2

descending order of the amount paid.

04/01/2024

06/30/2024

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

(a) Total amount of commissions paid

40

(b) Total amount of fees paid

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
BALDWIN KRYSTYN SHERMAN PARTNERS

4211 WEST BOY SCOUT BLVD

(b) Amount of sales and base
commissions paid

SUITE 800
TAMPA, FL 33607

(c) Amount

Fees and other commissions paid

40

(d) Purpose
0 | N/A

(e) Organization code

3

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

(b) Amount of sales and base

commissions paid

(c) Amount

Fees and other commissions paid

(d) Purpose

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

(e) Organization code

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




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 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 B Other (specify) » FMLA

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) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 395
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

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

» Insurance companies are required to provide the information

Insurance Information

OMB No. 1210-0110

» File as an attachment to Form 5500.

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 03/01/2024 and ending  06/30/2024
A Name of plan B Three-digit
501 HEALTH & WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ONE OF ONE TECHNOLOGIES, INC.

Part |

87-3867694

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

UNITED OF OMAHA LIFE INSURANCE COMPANY

(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 T
policy or contract year (f) Fro (@) To
47-0322111 69868 GVTLOC44W 23 04/01/2024 06/30/2024
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

140

(b) Total amount of fees paid

14

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
THE BALDWIN GROUP SOUTHEAST LLC

(b) Amount of sales and base
commissions paid

4211 WEST BOY SCOUT BLVD
SUITE 800

TAMPA, FL 33607

Fees and other commissions paid

(c) Amount

140

(d) Purpose
0 | N/A

(e) Organization code
3

(a) Name and address of the agent,
WATCHTOWER BENEFITS LLC

broker, or other person to whom commissions or fees were paid
227 W MONROE STREET

(b) Amount of sales and base
commissions paid

SUITE 5200
CHICAGO, IL 60606

Fees and other commissions paid

(c) Amount

(d) Purpose
14

OTHER COMPENSATION

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

(e) Organization code
3

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




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 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 [X Other (specify) » VOLUNTARY LIFE & AD&D

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) 0
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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 931
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




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

1210-0089
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

Department of the Treasury

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2023
Department of Labor » Complete all entries in accordance with
e the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
I Part | _I Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning  03/01/2024 and ending 06/30/2024
A This return/report is for: D a multiemployer plan I:] a multlple-.empluytfzr pl.an (Filers check!ng this box musi pr.owde participating
employer information in accordance with the form instructions.)
@ a single-employer plan D a DFE (specify)
B This return/report is: @ the first return/report D the final return/report
D an amended return/report @ a short plan year return/report (less than 12 months)
C Ifthe planis a collectively-bargained plan, check here. . ... .. ... . » |:|
D Check box if filing under: |:| Form 5558 |:| automatic extension |:| the DFVC program
D special extension (enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here. . ... .. ....... ... ..... . » D
I Part |l , Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
501 Health & Welfare Plan number (PN) » 501
1c Effective date of plan
03/01/2024
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 87-3867694
One Of One Technologies, Inc. 2c Plan Sponsor’s telephone
Brightwild number
305-834-4390
506 Fleming St. 2d Business code (see
instructions)
Key West FL 33040 Sals L

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 attﬁ{:hments. as we’ll as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN \\)\M \{ | \ y |Robert Spottswood
S ‘ Qg 015
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2023)

v. 2300728



Form 5500 (2023) Page 2

3a

Plan administrator's name and address EI Same as Plan Sponsor

3b Administrator's EIN

number

3¢ Administrator’s telephone

4 |Ifthe 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 ptan number from the last return/repart:
a Sponsor's name
C Plan Name
8§ Total number of participants at the beginning of the plan year 5 I 102
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). S
a(1) Total number of active participants at the beginning of the plan year reeeeste ettt et e enan e e aenbenen 6a(1) 102
a(2) Total number of active participants at the end of the PIan YEar ... 6a(2) 188
b Retired or separated participants receiving BENEItS .............coccviivneriiiininencneseene et s eaas 6b 0
c Other retired or separated participants entitled to future benefits 6¢c 0
d Subtotal. Add lines 6a(2), Bb, NA BC................c.ooooi et en 6d 188
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................ccc... 6e
f Total. Ad lINES 8A ANA B@.............cooviieceicecc et s bbbttt en st s enanas 6f
1 Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6a(1
L N g(1)
2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9(2) comptete this item) 69(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
€SS thaN 100% VESIEA. .......c.oueeiieireisiieeseseeseeseessessssessssssssesssessaseasensesssssenstsstacensnsensenseesensensenseneennsssesensassassernsenseessessone 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 4B 4D 4E 4F 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts {2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
{4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicabte boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) D R (Retirement Plan Information) 1) D H (Financial Information)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ D ! (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) EI A (Insurance Information) — Number Attached _ 9
actuary (4) D C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial 5 D (DFE/Participati .
articipating Pl
Information) - signed by the plan actuary ®) D ( icipating Plan Information)
4) D BCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)
(5) D MEP (Multiple-Employer Retirement Plan Information)



Form 5500 (2023) Page 3

|Partﬂl_| 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.) covvervvvessersssssssssesiceneemnees ] Y€S 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) ........... D Yes D No

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

Receipt Confirmation Code




SCHEDULE A Insurance Information OMB No. 1240-0110

(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Dej t of Labo
Employee aem?g:c‘my Ad:ninislrauon ) File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning  03/01/2024 and ending 06/30/2024
A Name of plan B Three-digit
501 Health & Welfare Plan plan number (PN) > 501

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

One Of

One Technologies, Inc. 87-3867694
Part] T

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

Blue Cross Blue Shield of Florida

(€) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of () From (@) To
policy or contract year

59-2015694 98167 K1196 86 04/01/2024 06/30/2024

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
12,527 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

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

Baldwin Kryst Sherman Partners
4010 W Boy chgt Blvd

Suite 200
Tampa FL 33607
(b) Amount of sates and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose {e) Organization code
n/a
12,527 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
{b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose {e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

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

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




Schedute A (Form 5500) 2023 Page 3

" Partll | Investment and Annuity Contract Information
- = % .. | Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

A | this report.
4 Cument value of plan’s interest under this contract in the general account at year end.... 4
5 Current value of plan's interest under this contract in separate accounts at year nd................ccooovvveeerererverseninenans 5

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

b Premiums paid to carrier .............. . cerereeeeesaesaeenseasrs s ss st stae 6b

C  Premiums due but unpaid at the end of the YEar..........c..cce et rebees 6¢c

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................ ettt s st s st e et st et e eeeeanenaan

Specify nature of costs P

e Typeofcontract: (1) [ ] individual policies @ [] group deferred annuity
3 [] other (specity) P

f if contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here | 4 []
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 b
b Balance at the end of the previous year

€ Additions: (1) Contributions deposited during the year............cccecvvnivrenene
{2) Dividends and credits............cceeeveeeerereeeereeecnrere s
(3) Interest credited during the year..............cocceoceerivecneninne
(4) Transferred from separate account
(5) Other (SPECfy DEIOW) .....c.cooveeririiiiiieciec sttt
»

(B)Total @AILIONS........cceereeecrerrierecrreeeresreneesinre et st erae e eee e e e annas
d Total of balance and additions (add lines 7b and 7¢(6)). ........cce.eveveerrirrerrereereennns
€ Deductions:

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

(2) Administration charge made by Camier.............cccvreeercerinnncvereeeceeeesenns 7e(2)
(3) Transferred to separate account.................... 7e(3)

{4) Other (specify below) 7e(4)
> — =

(5) TOMAl AEAUCHONS........cieeemrceetirr it te e ten ettt ettt st seesnssesssastssebasestebesbesebenesaebesssnebesensesesesesenssessnsnsanosons
f Balance at the end of the current year (subtract line 7e(5) from line 7d)................................




Schedule A (Form 5500) 2023 Page 4

~Part lll- .| Welfare Benefit Contract Information
: | If more than one contract covers the same group of employees of the same employer(s) or members

of the same employee organizations(s),

the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
| employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benef t and contract type (check all applicable boxes)

a [{] Health (other than dental or vision) b[] Dental c[] vision d[] Life insurance
e [] Temporary disability (accident and sickness)  f [] Long-term disability g [] supptementat unemployment  h [ Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract ID Indemnity contract
m D Other (specify) P
9 Experience-rated contracts: l
a Premiums: (1) Amount received 9a(1) 250,535
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned Premium reserve..........c.ccoceoeeeeeeeennns 9a(3)
(4) Earned (1) + (2) - (3))...crnn....
b Benefit charges (1) Claims Paid..........c.coeeeeverrrrnenceereeeeeseestesseneeeaeseeeees 9b(1)
(2) Increase (decrease) in claim reserves 9b(2) = I :
(3) Incurred claims (3Ad (1) ANA (2)).....ceecereemrrmrerrereerearearerneresrssessesessessessesesesssssssssssssssssessssssssssssesasssssaesassans 8b(3) 192,912
(4) ClAIMS ChAIGEM.........eeeeiceeeceriett ettt te sttt ecaa e ssasasassssssesesssssasssssssssebebesesasessasasasnsssnsasasasanas Sb(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....eoevemeerrevcterieetesisseeeesesseressesssssseesssssssensenesassasanes 9c(1)}{A)
(B) Administrative service or other fees ............c.coceeveereeerrveeiensinns 8c(1)(B)
(C) Other specific aCqUISIion COSES...........oeviveerieeiiieeece e 9¢(1)(C)
(D) Other EXPEnSES ............veemeeerreeeereeesseeen .. | 9¢(1)}(D) 36,046
(E) TAXES....ceverererirnieeesisie st eb e s 9¢(1)(E) 1,535
(F) Charges for risks or other contingencies.. . | 8¢(1)(F) 7,516
(G) Other retention charges e eee s e e eenns 8¢(1)(G) = e
(H) TOAI FREENLION........eceececeeeeeeeee ettt e seste b esssaseaeseesees e sessesensenneneesennostossmnnssresseaeres 9c(1}(H) 57,624
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ Sd(1)
(2) ClAIM TESEIVES ........coveecuemererirerirriseeaesensaseeaerssstssas et sestsssesssssasssssssssssnsnsesaes 9d(2)
(B) ONEI TESEIVES ...t irceiec ittt e s e aen e bens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2).)..............cccccceuveue..n 9¢e
10 Nonexperience-rated contracts: £ R
a Total premiums or subscription charges paid to cafmier ..............cccoceeeeeveeverinnne 10a 0
b Ifthe carier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount.................c..ev..... 10b

Specify nature of costs.

| -PartV:Z| Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............

[]ves [ No

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




SCHEDULE A Insurance Information OMB No. 12100110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Employee mﬁsmgxnl}a:grminisuaﬁm P File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation P Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspaction
For calendar plan year 2023 or fiscal plan year beginning  03/01/2024 andending 06/30/2024
A Name of plan B Three-digit
501 Health & Welfare Plan »

plan number (PN)

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

D Employer Identification Number (EIN)

87-3867694

One Of One Technologies, Inc.

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

United of Omaha Life Insurance Company

(e) Approximate number of Policy or contract year
b) EIN () NAIC D Coptract or ersons covered at end of
(b) code identification number P policy or contract year (f) From (9) To
47-0322111 69868 GLLVO0C44wW 70 04/01/2024 06/30/2024

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

163

24

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

The Baldwin Group Southeast LLC
4211 West Boy Scout Blvd

Suite 800
Tampa FL 33607
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
n/a
163 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Watchtower Benefits LLC
227 W Monroe Street
Suite 5200
Chicago IL 60606
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
other compensation
0 24 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

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

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




Schedule A (Form 5600) 2023 Page 3

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

“Partl] -

= = = | this report.
4 Curment value of plan’s interest under this contract in the general account at year end . 4

5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 10 CAITIET ....cviveieveveerereeie et ettt ae et b bbb s sens bbb s en b st bsensensnsnsasenns 6b
C Premiums due but unpaid at the end of the Year ... e 6c
d |If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount................cociii e

Specify nature of costs P

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

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontractt (1) D deposit administration 2 D immediate participation guarantee
3) D guaranteed investment 4) D other b

b Balance at the end of the previous year

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

(6)Total AItIONS........oooceeceeececerr et et
d Total of balance and additions (add lines 7b and 7¢(6)). ..............
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (specify below)............
>

(5) TOLal ABAUCHIONS. ......c.ceerieeeeeererrericeeeeeseeesreeeesrestesteseeessessssestessensssansentesessasersnssessesessessessesensasessansessessesense
f Balance at the end of the current year (subtract line 7e(5) from line 7d)




Schedule A (Form 5500) 2023 Page 4

‘Part 1ll :| Welfare Benefit Contract Information
: _| If more than one contract covers the same group of employees of the same emp!oyer(s) or members of the same employee organizations(s),
-1 the informaticn 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 D Health (other than dental or vision) b I:I Dental Cc @ Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i [] Stop toss (large deductible) j [] HMO contract k[] PPO contract 1[] indemnity contract
m I:I Other (specify) P
9 Experience-rated contracts:
a Premiums: (1) Amount received ............cooceeveiiinene 9a(1)
(2) Increase (decrease) in amount due but unpaid............ccceceevererreecareane 9a(2)
(3) Increase (decrease) in unearned premium reserve.............occeeenemeecnns 9a(3)
(4) Earned ((1) + (2) - (3))-.coveveveroreesrrresereeseseersseressesenns ceeeresesessrsssenasssenanes ——— T
b Benefit charges (1) Claims paid............cccccoevrerieevererneieereesee e 9b(1)
(2) Increase (decrease) in ClaiM rESEIVES ..........ccccoeecereeeeirverieereeeienenanns 9h(2)
(3) Incurred claims (2dd (1) AN (2))......ccorereererrreeerereeeeeee et 9b(3)
(4) ClAIMS CRAIGEM.......ccevcieieceiriiceetesesess s es et e s saseseaebes e sesesaebebebebebebebebebebes 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS ....voveveriverererirereretereressssssesssesesessssssssesesesesssasssesesenns 9c(1)(A)
(B) Administrative service or other fees ........cocovvvvvivrviniincnveveniinnnnens 9c(1)(B)
(C) Other specific aCqUISIION COSES..........vrvereeereeeeeeeeeeecreeee s 9¢(1)(C)
(D) Other eXpenses ...........cccoeeeeeveeeeeeveceeerenes . 9¢(1)(D)
(E) TAXES ....ouvevereecvnterteraeeseseeseesessssssssessessesssssssassassssssssensssssssmssnces 9c(1)(E)
(F) Charges for risks or other contingencies... 9c(1)(F)
(G) Other retention charges........................... 9c(1)(G)
(H) TOtal retention...........cccceveremerernnerererernniersssesssesssssnsssens Sc(1}(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or I:l credited.) .................. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves.............. 9d(2)
(3) OHREI TESEIVES ...vvvvvriiecirrerieseeseseesssesesssssssasssestsstesstsestassssssesssansasetssasassssetsmassssesssnsassssesesasssnessssssssessssesses 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)............................... 9e
10 Nonexperience-rated contracts: : S
a Total premiums or subscription charges paid t0 CAMIEN ............c.coereeeecrretere et e e et enes 10a 1,628
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. .......................... 10b
Specify nature of costs.

|=PartiV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No
12 Ifthe answer to line 11 is “Yes,” specify the information not provided. »




SCHEDULE A Insurance Information OME No. 1210:0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
De of Labor
Employes Benefts Security Administration D File as an attachment to Form 5500.
Pension Benefit Guaranty Carporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning  03/01/2024 andending  06/30/2024
A Name of plan B Three-digit
501 Health & Welfare Plan plan number (PN) >
C Plan sponsor's name as shown on line 2a of Form 5500. D Employer Identification Number (EIN)
One Of One Technologies, Inc. 87-3867694

ST

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

United of Omaha Life Insurance Company

imate number of Palicy or contract year
c) NAIC (d) Contract or (8) Approxima
(b) EIN ( () persons covered at end of
code identification number policy or contract year () From (g) To
47-0322111 69868 GLTDOC44W 67 04/01/2024 06/30/2024

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
255 38

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

The Baldwin Group Southeast LLC
4211 West Boy Scout Blvd

Suite 800
Tampa FL 33607
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (o) Organization code
n/a
255 0 3

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Watchtower Benefits LLC
227 W Monroe Street

Suite 5200
Chicago IL 60606
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (o) Organization code
other compensation
0 . 38 3
For Paperwork Reduction Act Notice, see the Instructions for Form §500. Schedule A (Form 5500) 2023

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (o)
(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 (o)
(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 ()]
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2023 Page 3

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 atyearend..................cooovoviiiicinnnnn, 4

8§ Current value of plan’s interest under this contract in separate accounts atyearend.............coccoovovocececrecenceerenennnnee. 5

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

D Premiums Paitl 10 CAITIEN ........o..oceeeeeeeeeereee ettt eeca et et ees et tses e s e ees s ss bbb e e b e bbb bbbt bbb et 6b

C Premiums due but unpaid at the end Of the YEaT ...t senr e enes 6c

d Ifthe camier, service, or other crganization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOouUNt.............c..ccoiiiiii e

Specify nature of costs P

e Typeofcontract: (1) [] individual policies @ [] 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 > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (W) D deposit administration 2 D immediate participation guarantee
(3) |:| guaranteed investment (4) D other b

b Balance at the end of the previous year.................c..cowuvvreverenn....

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

(B)TOAI BUUIIONS.....c...ecviiiiitiiiiiiini ettt s e s e st sse et st e be e e b besnsbene e s b ebssbebebe b ebanebis
d Total of balance and additions (add lines 7b and 7c(6)) .......................................................
€ Deductions: 5
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)

(2) Administration charge made by carier......................... 7e(2)
(3) Transferred to SEPArate ACCOUNL............cc.orvreeereeemenrereeeeeeeeeeesstseresssenens 7e(3)
(4) Other (SPECHY DEIOW) ........veveeeeeeeececeeeeeceeeeeeeec et sses st sasene _Te(4)
(5) Total deductions................coeiccececcee e

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




Schedule A (Form 5500) 2023

Page 4

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 D Health (other than dental or vision) b D Dental

e I:I Temporary disability (accident and sickness)  f @ Long-term disability

i D Stop loss (large deductible) j D HMO contract
m D Other (specify) »

c D Vision d |:| Life insurance

g l:l Supplemental unemployment  h D Prescription drug

k D PPO contract | D Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) AMOUNt receiVed ...........ccccvrireriririnreccetieeeeeese et enene 9a(1)
(2) Increase (decrease) in amount due but Unpaid...........ccceeverereererrnrnens 9a(2)
(3) Increase (decrease) in unearned Premium reServe............ccoceeeerreeecns |__9a(3)
(8) EANEA (1) + (2) = (B))-wvmmmevemmmerereeeeessoreeeeesseeesemssoeeesseesseessseessesmeseseeenessseamassssensessesssnmssssseaessnsees [ sa(4)
b Benefit charges (1) Claims paid......... ceveeree ettt 9h(1)
(2) Increase (decrease) in claim reserves 9b(2) : :
(3) Incurred claims (3dd (1) AN (2))....ecvemrreeeerrrerneeeeree e ereseseseseseesenes 9b(3) 0
(4) ClaimS CRATGRA........c.oveueureeiieeerieeee et ee st eas et sa st aranses st sssasesessnanrns 9b{4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS .....cvvvererenereriririreicreriereeereesisit bbb b ereressberesenes 9c(1)(A)
(B) Administrative service or other fees.............cooovevvvvrreeevenne 8c(1)(B)
(C) Other specific acqUISIIoN COSES..............cc.oveeeveceeeerceeeensseeneans 9¢c(1)(C)
(D) OthEr EXPENSES .......cooveveeereerrseeressreees . 9c(1)(D)
(E) TAXES ..overerererereneriterireeessisserese st ss s sbssssssssssssossssassossasastasessans Sc(1)(E)
(F) Charges for risks or other contingencies. 9¢(1)(F)
(G) Other retention Charges..............o...rveevereeeeeseeeseeesssssssssessnens 8c(1}(G) Sio o heo gl 2
(H) TOMAITRIBNHON..........eeeeeeee ettt sass s sessesssssaeesne et e eseessoeseneseesensarssestssesesenssassans 9c{1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) ClRIM FESEIVES ......coeeuveuierereeeereseeensreseessssassssessentorsssessessassessssessesessessesteseasassessssessanesssssesessessosssserssssssessanes 9d(2)
(B) OUhBI TESEIVES ........ceceeveeccnieeeteaeeseessenesseseasteesssre e raesaeresessssebesssbesanssbesess shssensmssssnsnnemsasessasseeeneereneseanens 9d(3)
€ Dividends or retroactive rate refunds due (Do not include amount entered in line 8¢{2).)............................... 9e
10 Nonexperience-rated contracts: S R :
a Total premiums or subscription charges paid t0 CAMIE ..........cccocovverirervnrenineersntireees e eeeeee s sesesaes 10a 2,549
b ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. .......................... 10b
Specify nature of costs.
|- PartiV :| Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes @ No

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




SCHEDULE A Insurance Information OMB No. 12100110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Empioyee m gx:nmmmmn ) File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation P Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning  03/01/2024 andending  06/30/2024
A Name of plan B Three-digit
501 Health & Welfare Plan plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer !dentification Number (EIN)
One Of One Technologies, Inc. 87-3867694

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts |l and Ill can be reported on a single Schedule A.

Partl

1 Coverage Information:

(a) Name of insurance carrier

United of Omaha Life Insurance Company

{e) Approximate number of Policy or contract year
b) EIN () NAIC _ (d) Contract or rsons covered at end of
(b) code identification number pep olicy or contract year (f) From {g) To
47-0322111 69868 GLUGOC44W 188 04/01/2024 06/30/2024

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
201 30

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

The Baldwin Group Southeast LLC
4211 West Boy Scout Blvd

Suite 800
Tampa FL 33607
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (o) Organization code
n/a

201 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Watchtower Benefits LLC

227 W Monroe Street

Suite 5200

Chicago IL 60606

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

0 30 3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023
v. 230728




Schedule A (Form 5500) 2023 Page 2 —| |

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

Fees and other commissions paid (o)
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 (o)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and base Organization

commissions paid (c) Amount (d) Purpose

code
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Ll

Investment and Annuity Contract Information

| this report.

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

4 Current value of plan’s interest under this contract in the general account at year end . 4
5 Current value of plan’s interest under this contract in separate accounts at year €nd.................eeeeeveveeeeevervnreennes ]
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b Premiums paid to carrier............ 6b
C Premiums due but unpaid at the end of the year 6¢c
d Ifthe camier, service, or other organization incurred any spec:f ic costs in connection with the aoqunsmon or 6d
retention of the contract or policy, enter amount... RN 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 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract: (1) D deposit administration 2) D immediate participation guarantee
(3) D guaranteed investment (4) D other b
DB Balance at the @nd Of the PrEVIOUS YEAT...............eeeereeeveoreeeeeeseeeesresseesseerseeseessesssesssessssesssssesseesesees e seeesenseenns | 7b
C  Additions: (1) Contributions deposited during the year..............cc..ccorurenen,

d Total of balance and additions (add lines 7b and 7€(6)). ..........ooccveevrevrreerereerersrresnnnns

(2) Dividends and Credits............c...ccovvernnrerinnsnenese s
(3) Interest credited during the year......................

(4) Transferred from separate account
(5) Other (specify below) ............
»

(6)Total additions.............cceceeeeeeivcierrreereeeer e,

e Deductions:

f

(1) Disbursed from fund to pay benefits or purchase annuities during year
(2) Administration charge made by carmier............ccoeeeeeeeccnevnnne

(3) Transferred to separate account......................

(4) Other (specify below)
>

(5) Total deductions...........c..cccevrerevenerracrnseareanne
Balance at the end of the current year (subtract line 7e(5) from line 7d)

7e(1)

7e(2)

7e(3)

Te(4) |
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| 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 D Health (other than dental or vision) b D Dental c I:I Vision d [X| Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g I:I Supplemental unemployment  h I:I Prescription drug
i D Stop loss (large deductible) j D HMO contract kD PPO contract ID Indemnity contract

m [X| Other (specify) PAD&D

9 Experience-rated contracts:

a Premiums: (1) AMOUNt r@CRIVEM .............cceerevururirieriereeeteseee e seererenens 9a(1)
(2) Increase (decrease) in amount due but unpaid.................cceeeeeeemen.... 9a(2)
(3) Increase (decrease) in unearned premium reServe............ooveeeeeennn.n. 9a(3)

(4) EAMEd (1) + (2) = (B))-rrrurmerereereeeeeoeeeeeeeeeesessessessseeesssseseesseseessesesssseesesseeennmeeneeeessa R -
b Benefit charges (1) ClaiMS PAId...........everevereereeereeereeeessseesesessesseessnsnns 9h(1)
(2) Increase (decrease) in Claim reserves ..............ooeeeeeeemerereeereeeesneennns 9b(2)

(3) Incurred claims (A (1) AN (2)).......ocveerieeireeeeeteee ettt e eeeve e s esese e e ene e re st esesesesns 9b(3)

(4) Claims charged..........ccocveeenmmrieeerrernseererereneeeeseesenes ettt rens 9b(4)

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

(A) COMMISSIONS ......coeeeeeenrenecrerinnnn, 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISItION COSLS...........c.vevereeceeeeceeerrerseer s 9¢(1)(C)
(D) Other expenses 9c(1)(D)
(E) Taxes..... 9c(1)(E)
(F) Charges for risks or other contingencies .. | 9c(1)(F)
(G) Other retention ChArgeSs..................cvveeveeeeeeeesserrerereseeeeesssesseen 9¢(1)(G) ;
(H) Total retention 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were I:I paid in cash, or D credited.) .................. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) ClAIMI TESEIVES ......cvvvrrererererete ettt sttt e s e e e eenesesessasaeaeaeeeneeessanes 9d(2)
(3) OFNET FESEIVES .......vueeeeieccnecce it tstetetetese et s s sttt bbbt st s est s s seeseesesssessassesnnssssssssesessasmseseeeeeesesssens 9d(3)
€ _Dividends or retroactive rate refunds due. (Do not include amount entered in line 8¢(2).)..............ouee........... 9
10 Nonexperience-rated contracts: : SlEEET AN
a Total premiums or subscription charges paid to camier................ocococcueveveerrereenenne 10a 2,007
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. .......................... 10b
Specify nature of costs.
[EPartIV=] Provision of Information

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

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




SCHEDULE A Insurance Information OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
tntemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Employee Bt St Actrinieation b File as an attachment to Form 5500,
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning  03/01/2024 andending  06/30/2024
A Name of plan B Three-digit
501 Health & Welfare Plan plan number (PN) > 501
C Pian sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
One Of One Technologies, Inc. 87-3867694

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 _Coverage Information:

(a) Name of insurance carrier

United of Omaha Life Insurance Company

(e) Approximate number of Policy or contract year
b) EIN (e) NAIC _ (d) Contractor ersons covered at end of
(b) code identification number P policy or contract year () From (g) To
47-0322111 69868 GUC0C44W 10 04/01/2024 06/30/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin 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
36 S

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

The Baldwin Group Southeast LLC
4211 West Boy Scout Blvd

Suite 800
Tampa FL 33607
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
n/a

36 0 3

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Watchtower Benefits LLC
227 W Monroe Street

Suite 5200
Chicago IL 60606
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
other compensation
0 S 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

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

Fees and other commissions paid (o)
b) Amount of sales and base Organization
® commissions paid (€) 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 (o)
{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 (o)
{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 (o)
(b) Amount of sales and base Organization
commissions paid (c) Amount {d) Pumpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (o)
(b) Amount of sales and base Organization

commigsions paid

(c) Amount

(d) Purpose

code
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-_| 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..........o..ooocovviinsinsiiinsiisininen: 4
5 Current value of plan’s interest under this contract in separate accounts at year nd....................c..cc.veevecverenirerenn, 5
6 Contracts With Allocated Funds:

a State the basis of premium rates P

b Premiums paid to carrier ................ . 6b
C  Premiums due but unpaid at the end of the YA .oenirireierisrentsissestsstetesteaeseesnesraeseeaens 6¢

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

Specify nature of costs P

€ Type of contract: (1) I:l individual policies 2 I:l group deferred annuity
(3) [] other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract (1) D deposit administration 2) D immediate participation guarantee
(3) D guaranteed investment (4) D other b

b Balance at the end of the previous year

C Additions: (1) Contributions deposited during the year

(2) Dividends and credits.....
(3) Interest credited during the year..............ccccernene..
(4) Transferred from separate account
(5) Other (specify belOW) ......c.ccoeeveeireceeicrerennns
4

(B)TOAI AAUIONS...........coeneeeeceeceneects e sss s seae st seseesaeemse et seeseessassasssnsans 7¢(6) 0
d Total of balance and additions (add lines 7b and 7¢(6)). .................
© Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carmier............cocoeeereeeerrerinnnnn, 7e(2)
(3) Transferred to separate account......
(4) Other (specify below) 7e(4)
’ .

(5) Total deductions
f Balance at the end of the current year (subtract line 7¢(5) from line 7d)
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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 D Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e @ Temporary disability (accident and sickness) f D Long-term disability 9 D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k|:| PPO contract ID Indemnity contract

m [] Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received 9a(1)
(2) Increase (decrease) in amount due but unpaid...............ocoeoeeveuvrnnnn.... 9a(2)
(3) Increase (decrease) in unearned Premium reSeIVe. ..........ooeeeeeevvrvenn, 9a(3)
(4) Earned (1) + (2) - B).r-eeeeerrreeeeeeeerreen, ettt eeeeeeeeeeeeeeceesesseses | 9a(4)
b Benefit charges (1) Claims paid.............coo............ 8h(1)
(2) Increase (decrease) in ClAIM reSEIVES ............coueuemeeveereereerennn. 9b(2)
(3) Incurred claims (dd (1) @Nd (2)).-c.vvervrreremeremereeeereteeieeee et ee e 9b(3)
(4) ClAIMS CRAIGEM........coeeecececmceririritstets sttt eae e s eeseeseseessse e ses e s eeeeese e e s s et s e 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMUSSIONS .......c.cecucrrrrrrrirereiete s reretst st st s ee et eeessesesenenans 9c(1)(A)
(B) Administrative service or other fees . 9c(1)}(B)
(C) Other specific acqQUISIION COSES...................eoverereeeeerrrersress e 9¢(1)(C)
(D) Other expenses ........... 9¢c(1)(D)
(B) TAXES ....oucceeceeceucceeeensransasesessteseseesemssssesssesseessesneseseenssssasssesesees 9c(1)(E)
(F) Charges for risks or other contingencies 9c(1)(F)
(G) Other retention Charges..................oo.oveeveereeeeemevesesssessssoress e 8¢c(1)(G)
(H) Total retention................. . . cerrrnsnsiensineneneenenenenss | SC(1}(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .................. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) CIAIM TBSBIVES ......o..oove ettt sttt aeseeeee e eess s s s eee e s et et ee e eeeeeeseeseesens 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9C(2).) e 9¢e
10 Nonexperience-rated contracts: e o
a Total premiums or subscription charges paid t0 CAITIET .............couevreveereeeeeeee oo, 10a 361
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.

dart IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............ D Yes E No
12 Ifthe answer to line 11 is “Yes,” specify the information not provided. »




SCHEDULE A Insurance Information OMB No. 1240-0110

(Form §500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Employos Bansfis Securty Adminisiraion D File as an attachment to Form 5500.
Pension Beneflt Guaranty Corporation P Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning  03/01/2024 and ending 06/30/2024
A Name of plan B Threedigit
501 Health & Welfare Plan plan number (PN) > 501

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
One Of One Technologies, Inc. 87-3867694

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

_| on aseparate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.
1_Coverage Information:

{a) Name of insurance carrier

United of Omaha Life Insurance Company

imate number of Policy or contract year
(€) NAIC (d) Contract or (6) Approxima
(b) EIN i persons covered at end of
code identification number policy or contract year (f) From (@ To
47-0322111 69868 GUDBOC44W 76 04/01/2024 06/30/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin 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
997 150

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
The Baldwin Group Southeast LLC
4211 West Boy Scout Blvd

Suite 800
Tampa FL 33607
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
n/a
997 0 3

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Watchtower Benefits LLC
227 W Monroe Street

Suite 5200
Chicago IL 60606
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
other compensation
0 150 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

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

Fees and other commissions paid (o)
b) Amount of sales and base Organization
®) commissions paid (€) 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 (o)
(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 (o)
(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 (o)
(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
(c) Amount

commissions paid

(d) Purpose

code
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1 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.....................ccooovevveverecececncnnnnn, 4
5 Current value of plan’s interest under this contract in separate accounts at year end ]
6 Contracts With Allocated Funds:

a State the basis of premium rates »

D Premiums Paid t0 CAITIEN ............vueeeeeeeeeeneeereve ettt st sse s is e seseseeses s ee s st sssseeseseeseeeesessessssssessasees 6b
€ Premiums due but unpaid at the end of the year (4
d Ifthe carier, service, or other organization incurred any specific costs in connection with the acquisition or 6d

retention of the contract or policy, enter amount......
Specify nature of costs P

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

f I contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1 |:| deposit administration (2) D immediate participation guarantee
3) D guaranteed investment 4) D other »

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

C  Additions: (1) Contributions deposited during the year............cc.cocceevreeenne. | 76{1)
(2) Dividends and credits 7¢(2)
(3) Interest credited AUFNG te YEaT.............coceeeeeviiirerireeseeee oo seeessesenne 7¢(3)
(4) Transferred from separate account .. | Tc(4)
(5) Other (SpPecify BeIOW) ...........coveueeeererereeerrenn, . 7¢(5)
N .
{B)TOLAl BAGIIONS........vvvvereorereereesiese ettt bt sesese st eneneneeeen .. _7c(6) 0

d Total of balance and additions (add lines 7b and 7¢(6)).
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year
(2) Administration charge made by carier.............ccoeoeeeceecevererereerrrreennen.
(3) Transferred to separate aCCOUNL .........cccoeeeeeceecrreierererniise e
(4) Other (Specify BEIOW) ..ottt
>

(5) Total ARAUCHIONS.....c.cvveveiririiiniriceerce s bbb
f Balance at the end of the current year (subtract line 7e(5) from line 7d)
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“Partill

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 D Health (other than dental or vision) b Ig Dental c I:I Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment h D Prescription drug
i D Stop loss (large deductible) j D HMO contract kD PPO contract Il:l Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a8 Premiums: (1) AMOUNt FECEIVET .........cccouerrrirerereereteeeeeree et aere e 9a(1)
(2) Increase (decrease) in amount due but unpaid...............cccevereeiinirenn. 9a(2)
(3) Increase (decrease) in unearned Premium reServe. ..............cocovvvvveenene 9a(3)
(4) EAMEU (1) + (2) = (3)).ovvvvvvvveveoereeeeeeeeeeeeeeeeeeeeeeeeeeeeeseeeeessesessesssessseseeeseeeeseeeeseeeeeeeeessss R T
b Benefit charges (1) ClaIMS Paid...........cc...overveeeiereerereeeeesseeeeeeesereseesenns 9b(1)
(2) Increase (decrease) in Claim reServes .............coovvvvrveieeeeeeeeeersnreseenns 8b(2)
(3) Incurred claims (BAd (1) N (2))......vrveeereeeeeeeeeeeeereeeeeeessereessesseeeeseseeeeeesesessens 9b(3)
(4) Claims Charged..............ccccoiirecicncreree e seseeseaeesese st benas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) CommisSIions .................. rereeeeteseseserenererras 9c(1)(A)
(B) Administrative service or other fees 9¢c(1)(B)
(C) Other specific acquisition costs..............c..ccoo.u..... 9¢c(1}(C)
(D) OthEr @XPENSES .........orveeerreereerensresnerseesssssssssssssssssssessssesnseennns | 9C{IHD)
() TAXES ....ooeeeevereereneseesreeseesssisessessssssasseesenmneeseesesseseersseeressensasesanesenn 9¢c(1)(E)
(F) Charges for risks or other contingencies................ocvevreerenene. c(1)(F)
(G) Other retention Charges................coov.eveeernneersesseesssessereesseseen 9c(1)(G)
(H) TOAI TEEBNLON. ..........coeeiriceeneeece ettt sttt s rsse s s sesse bbb b e et a s asms e s ssassss et esse s anes 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or|:| credited.) ......cveneeen. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 8d(1)
(2) ClAIM TESEIVES ......vecvreereriereneeriitetensetesseesssesesesssesssbesesassesssssseseesesesseseeseessaees 9d(2)
(3) ONEE FESEIVES ....ovecerrrrreeirrereriirietiieresiia st etee s eereberesbebabesberasssesssenseenean 9d(3)
€ Dividends or retroactive rate refunds due. (Do notinclude amount entered in line 9¢(2).)...............cccue.n........ 9¢
10 Nonexperience-rated contracts: R EEEL
a Total premiums or subscription charges pPait t0 CAMMIET .........couveereerreeeeeeeeeeeeeeee ettt ese s e eeeeeaeseeeneens 10a 9,969
b Ifthe carier, 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.
[-PartIV:z| Provision of Information -
11 _Did the insurance company fail to provide any information necessary to complete Schedule A?.............. D Yes E No

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




SCHEDULE A Insurance Information OMB No. 1210:0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Ermployo aetts ooy Atinisralion D File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning 03/01/2024 and ending 06/30/2024
A Name of plan B Three-digit
501 Health & Welfare Plan plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
One Of One Technologies, Inc. 87-3867654

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 lll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

United of Omaha Life Insurance Company

imate number of Policy or contract year
c) NAIC (d) Contract or (0) Approxima
(b) EIN { iy St persons covered at end of
code identification number policy or contract year (f) From {g) To
47-0322111 69868 GUGOC44W 67 04/01/2024 06/30/2024

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
400 60

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

The Baldwin Group Southeast LLC
4211 West Boy Scout Blvd

Suite 800
Tampa FL 33607
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
n/a
400 0 3

(a) Name and address of the agent. broker, or other person to whom commissions or fees were paid
Watchtower Benefits LLC
227 W Monroe Street
Suite 5200
Chicago IL 60606

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

0 60 3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5§500) 2023
v. 230728




Schedule A (Form 5500) 2023 Page 2 -| |

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

Fees and other commissions paid (o)
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 (o)
(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 (o)
{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 gcode

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

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




Schedule A (Form 5500) 2023 Page 3

:Partll | Investment and Annuity Contract Information
:..-| Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
i — | this report.
4 Curmrent value of plan’s interest under this contract in the general account at year end..............ooiiiiceieicecincieiscsianas 4
5 Current value of plan's interest under this contract in separate accounts at year end . 5

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

D Premiums PaIA 10 CAITIEN ............oovveciveceeeceeretee et eeesseesessesseeseesesesessessssss s s e s ee oo 6b

€  Premiums due but unpaid at the end Of the YEAT........c.c.eueveeeeeeeeeccee oo a e eseeee s e e enesenas 6¢c

d Ifthe carier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or palicy, enter amount.................. e e r et a e b e annean

Specify nature of costs P

e Typeof contract: (1) [] individual policies @ [] group deferred annuity
@) [] other (specify) »

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds {Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) |:| guaranteed investment 4 D other »

b Balance at the end of the previous year.................
€ Additions: (1) Contributions deposited during the year
(2) Dividends and credits..............ceerereueermreervercsernene
(3) Interest credited during the year........................
(4) Transferred from separate account
(5) Other (specify below) ..............ccoeveveercreecncnne,
>

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

(1) Disbursed from fund to pay benefits or purchase annuities during year

(2) Administration charge made by carrier.

(3) Transferred to separate acCoUNt..............ceveveuieeeeeeeeiiecieeeteesee e

(4) Other (SPECIfY BEIOW) ......covereeemeceeeeeetiisr et e ere e s eesen e

>

(5) Total dedUCHIoNS.........cccccececeteieriririrrrneere e eseee e
f Balance at the end of the current year (subtract line 7e(5) from line 7d)
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Partill | Welfare Benefit Contract Information

E >4 If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
~ 7] 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 d D Life insurance
e [ Temporary disability (accident and sickness)  f [] Long-term disabitity g [] supptemental unemployment h [] Prescription drug
i |_—_| Stop loss (large deductible) i I:l HMO contract k|:| PPO contract ID Indemnity contract

m I:l Other (specify) P

9 Experience-rated contracts:
@ Premiums: (1) AMOUNt rECEIVEA ...t enanas 9a(1)
(2) Increase (decrease) in amount due but unpaid " 9a(2)
(3) Increase (decrease) in unearned premium reserve...............cocouvvevenn. 9a(3)
(4) Earned (1) + (2) - (3))-...orn...... | 9a(a)
b Benefit charges (1) Claims paid. 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) Claims charged..........cccocoovvvueueennnne, 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basns) --
(A) COMMISSIONS .......oocvvvirireeirireiser et sesesesesesesessesssoseseeesens Sc(1)(A)
(B) Administrative service or other fees........... 8c(1)}(B)
(C) Other specific aCqUISItION COSIS.............veeeeeeeemreeeereereeaees 9¢(1)(C)
(D) Other eXPenSes ..............ovvvveneveneereeeeseeeereeenns 9¢(1)(D)
(B) TAXES c.uvcveveereecereeeeeeeeeeaesessesensseassesesssssesseeseessesseeseessssseassssesasses 9¢(1)(E)
(F) Charges for risks or other contingeNCIEs .................rvveerrveerrren, 9c(1)(F)
(G) Other retention Charges................coveveueveeeresereseeoeserseeeseeseesssens 9¢(1)(G) - :
(H) TORAI FREBNION. ...ttt sttt st st e e s e s esaasennas 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) ClAIM FESEIVES .....coveveueereereeeereiirnteeieeretesetesesesiseetesestesesssesaeneesssneseensssosssssessssasesseessesaseesssssasesensssessssssessens 9d(2)
(3) ONEI TESEIVES ......cceeceeeeeeeecrtrririeeressessessesesssesssteteasesessesessesesesesssossnsasessesemensnsotserentasesentasesssseesessasesanens 9d(3)
€ Dividends or retroactive rate refunds due (Do not include amount entered in line 8¢(2).)............................... 9¢
10 Nonexperience-rated contracts: i i U idsE
a Total premiums or subscription charges paid t0 Camier ............cvevveveereemeeeeeeiierenins 10a 4,001
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

=PartIV=| Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No
12 Ifthe answer to line 11 is “Yes,” specify the information not provided. b




SCHEDULE A Insurance Information OMB No. 1240-0110
(Form 5§500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Servico Employee Retirement Income Security Act of 1974 (ERISA). 2023
Employee é’:.;’;’f‘.‘(;“ 3223',1;“)';.‘?',“-.,.;5.@0" D File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning  03/01/2024 andending  06/30/2024
A Name of plan B Three-digit
501 Health & Welfare Plan plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
One Of One Technologies, Inc. 87-3867694

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 I and Iil can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carmier

United of Omaha Life Insurance Company

(b) EIN () NAIC _(d) Contract or ‘3&;?55‘21335"5’233’? oley or cqnirad year
code identification number policy or contract year () From (9) To
47-0322111 69868 GUPM0C44W 2 04/01/2024 06/30/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin 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
40 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Baldwin styn Sherman Partners
4211 West Boy Scout Blvd
Suite 800
Tampa FL 33607
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (8) Organization code
n/a
40 0 3

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form §500. Schedule A (Form 5500) 2023

v. 230728
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Page2-[ |

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

commissions paid

(c) Amount

(d) Purpose

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

code




Schedule A (Form 5500) 2023 Page 3

Investment and Annuity Contract Information

oo ] this report.

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

4 Current value of plan's interest under this contract in the general accountat year end..............ocococoeennincecnniciennns 4
§ Cument value of plan’s interest under this contract in separate acCOUNtS at Year €nd....................o..ovvevreeereeererrervonn, 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAITIET ...............o..ooeoeeeeeeees oo eeeeeee s eesseesessses s ssess e es s seeesees s sssseses 6b
€ Premiums due but unpaid at the end of the Year.............c.coccecevveeuerererrnnreneeeens 6c
d Iithe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, ENtEr @MOUNL...............c.ceeeeeeere et eeeeeeessseseesess e s s eeanseaen

Specify nature of costs P

@ Type of contract: (1) D individual policies @) D group deferred annuity
3) [] other (specify) P

f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > I:I

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontractt (1) D deposit administration (2) D immediate participation guarantee

(3) [] guaranteed investment @ [] other »

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

C  Additions: (1) Contributions deposited during the year.

(2) Dividends and Credits.........cceveeeereeereniivcneeniiceeeeceeeee e

(3) Interest credited during the year.

(4) Transferred from separate account............................

(5) Other (SPeCify DRIOW) .......ccceevereereeeeieieceeectee ettt sn e
>

(6)Total additions
d Total of balance and additions (add lines 7b and 7¢(6)). oo,

€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year

(2) Administration charge made by carrier.

(3) Transferred to Separate @CCOUNL.............c.covereeevrisrerieineeeeeeeeeeeeeeeeeenseiens

(4) Other (SPECITY BEIOW) .....c.c.eeeiiriiiiieieeee bbb e e

14

(5) Total deductions............cceeeeeerrenriereeeecrenrereseeie e
f Balance at the end of the current year (subtract line 7e{5) from line 7d)
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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 D Health (other than dental or vision) bD Dental c D Vision d |:| Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k|:| PPO contract Il_—_l Indemnity contract

m [] Other (specify) PFMLA

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECRIVED .........c..oovvereriririirirereeese e neneeseseesonens 9a(1)
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned premium reserve...............c..co.cevevene. 9a(3)
(4) Earned ((1) + (2) - (3))-vveeeveeeeeevrreeeseeeeeseeeosseeeeeseeeesseses e ene e ceecennee |
b Benefit charges (1) Claims Paid...............coo.cvveeeeverieioirereeeeses e 9b(1)
(2) Increase (decrease) in ClAIM reSeIVES ..........cccceveveeeevereiniseciseseeieeenns 9b(2) ; )
(3) Incurred claims (dd (1) @NA (2)).........oovrirreeeeeece ettt e e e s e e s e e 8h(3) 0
(4) Claims charged .. Ceeteereetteteetetere et sb b sseseasberesrebent 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....covererererreinisiriiseeeemerereseassesetereteseeneeenmseesesssasesssns 9c(1)(A)
(B) Administrative service or other fees.........cccccvvvreeereeereeireveeeeinennn. 9c(1)}(B)
(C) Other specific acqUISIION COSES...............covvvvrrreee e 9c(1){C)
(D) OthEr EXPENSES ........ceoeeeveriarisreeeeeeeeeeeeseseeseeseessessesess s eseesens 3c(1)(D)
(E) TAXES 1.vuvvverenrvereerreeeneeressssssesssssasssssssssnsrssesssssssssssaseaseessesseesessees 9c(1)(E)
{F) Charges for risks or other CONtiNGENCIES .............ooeeveeeeveverserenenn. 9c(1)(F)
(G) Other retention charges.... 9c(1)(G) e
(H) Total retention............ooiiveeeeieeeieee st s et e st 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ...ttt st ts e st se sttt s s s s b s s sesesasesemeeesesemenessssasasensesesesesesenesssssssoeeesesssens 9d(2)
(3) ORI FESEIVES ......cuivitiiccecrircrecerr sttt e e sss bttt ses et seeseeses et st st nsesesasesaseesesse s st sss s eseeeeeenon 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)...............coon........ Se
10 Nonexperience-rated contracts: . o
a Total premiums or subscription charges Paid 0 CAITIEN ................c.ouivieeieieeceeeeeeeees et e s sees 10a 395
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.

Provision of Information
41 Did the insurance company fail to provide any information necessary to complete Schedule A?............ D Yes @ No

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




SCHEDULE A Insurance Information OMB No. 12160110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Employes Besefts Secut Administraton b File as an attachment to Form 5500,
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning 03/01/2024 andending 06/30/2024
A Name of plan B Three-digit
501 Health & Welfare Plan plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5§500 D Employer Identification Number (EIN)
One Of One Technologies, Inc. 87-3867694

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 II! can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

United of Omaha Life Insurance Company

) Bl (€) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of

code identification number policy or contract year () From (g9) To
47-0322111 69868 GVTLOC44W 23 04/01/2024 06/30/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin 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
140 14

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

The Baldwin Group Southeast LLC
4211 West Boy Scout Blvd

Suite 800
Tampa FL 33607
(b) Amount of sates and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
n/a

140 0] 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Watchtower Benefits LLC
227 W Monroe Street

Suite 5200
Chicago IL 60606
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
other compensation
0 14 3
For Paperwork Roduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

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

commissions paid (c) Amount (d) Purpose

Fees and other commissions paid (o)
{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 (o)
{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 (o)
{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 (5]
(b) Amount of sales and base Organization

code




Schedule A (Form 5500) 2023 Page 3

| Investment and Annuity Contract Information

: \alhere 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
5 Current value of plan's interest under this contract in separate accounts at year end..... 5
6 Contracts With Allocated Funds:

@ State the basis of premium rates P

D Premiums Pait 10 CAMHEN ..o eeees e e seee s eeeeee e e e eeeeee e eee e eeeeeeees 6b

€ Premiums due but unpaid at the end Of the YEAT..............ceecucieereeeiiiiteceeeeceeeeeeeeesee et eeeeesessessesaeses e 6c

d Ifthe carrier, service, or other organization incurred any specific oosls in connection with the acquisition or 6d
retention of the contract or policy, enter amount...........cccccceovrrennann, et

Specify nature of costs P

€ Type of contract: (1) |:| 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: (@) D deposit administration (2) D immediate participation guarantee
3 D guaranteed investment 4) D other »
b Balance at the end of the previous year......................

C Additions: (1) Contributions deposited during the year
(2) Dividends and credits
(3) Interest credited during the year.
(4) Transferred from separate account....
(5) Other (SPeCify BEIOW) .....ccvereienieriiriinieiitiieeeee e
>

(6)Total additions............coceeirirreriiiene et

d Total of balance and additions (add lines 7b and 7¢(6)). .........coooevvrvernnn.

@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year
(2) Administration charge made by Cafmier..............cccceceerrrreeereeeireeeeeeenes
(3) Transferred to separate account
(4) Other (specify below)
»

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




Schedule A (Form 5500) 2023 Page 4

| 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 I:l Health (other than dental or vision) b U Dental c |:| Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability 9 D Supplemental unemployment h |:| Prescription drug
i D Stop loss (large deductible) j D HMO contract kl:] PPO contract ID Indemnity contract

m [x] Other (specify) Pvoluntary life & AD&D

9 Experience-rated contracts:

a Premiums: (1) AMOUNE T@CEIVEM .....c.cvvvrevirerceeeeeteee ettt eseevesesstsnene 9a(1)

{(2) Increase (decrease) in amount due but unpaid.............cccceceveeivirriiinen. 9a(2)

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

O (L R v T ) N I
b Benefit charges (1) Claims paid... 9b(1)

(2) Increase (decrease) in Claim reserves ...........oeeeueeeevceveeeeeneean. Sh(2)

(3) Incurred claims (A (1) ANA (2)).......ccevrrrereerecrre et aeseeaesteeessseeesesessessessessssensensesens

(4) ClAIMS CRAIGEU........ccerveeeirieceeeie ettt s s s st sbese bt st s eme et e eeeeeeeeeseesseetessssssessssseesessesosesessns
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) Commissions 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific acquisition costs crrrnriensiienees. | 3C(1)(C)
(D) Other eXpenses ............oeervvennene. 8c(1)(D)
(E) Taxes....c.cccoceereuennne 8¢(1)(E)
(F) Charges for risks or other contingencies 9c(1)(F)
(G) Other retention charges 9c(1)(G) . e
(H) Total retention.............ccoeevvvrmennne.... Heteaeue et et te e R oY e R b et s s ee s e menerentetete e enereateeneraeaserenene 9c(1)}(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .................. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIMTESEIVES ...........cvieiriiiieccetisieie bbbt s st as s s bbb ss b st s eeaeeee e eseseene et et e et essennsseees 9d(2)
(B) OENET FESEIVES ...ttt rs sttt et b bttt s e s e esesesetese e s e e e seeeeeesaseseserasesens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 8¢(2).)............c.cccouuu.... Se
10 Nonexperience-rated contracts: = s
a Total premiums or subscription charges paid to carrier 10a 931
b Ifthe carier, 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.

dartIV-:| Provision of Information
11 _Did the insurance company fail to provide any information necessary to complete Schedule A?.............. D Yes @ No
12 If the answer to line 11 is “Yes,” specify the information not provided. P




