Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

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

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

2024

This Form is Open to Public

Inspection

Part |

Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024

and ending  12/31/2024

A This return/report is for:

D a multiemployer plan

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

employer information in accordance with the form instructions.)

D a DFE (specify)
D the final return/report

a single-employer plan

B This return/report is: D the first return/report

D an amended return/report

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

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

D Check box if filing under:

[ ] Form 5558

D special extension (enter description)

D automatic extension

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

METLIFE BASIC LIFE 2024

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
01/01/2023

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

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
YMCA OF METROPOLITAN CHATTANOOGA

301 W6TH ST

CHATTANOOGA, TN 37402-1108

301 W6TH ST
CHATTANOOGA, TN 37402-1108

2b

Employer Identification
Number (EIN)
62-0475699

2c

Plan Sponsor’s telephone
number
423-805-3304

2d

Business code (see
instructions)
713900

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. 04/28/2025 JORDAN PIERCE
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 04/28/2025 JORDAN PIERCE
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 D Same as Plan Sponsor 3b Administrator’s EIN
METROPOLITAN LIFE INSURANCE COMPANY 3C Administrator's telephone
501 US HIGHWAY 22 FL 2 number
BRIDGEWATER, NJ 08807-2441
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 106
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the plan year ... 6a(1) 106
a(2) Total number of active participants at the end of the plan year ... 63_(2) 103
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 103
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f L= I X To I g Tot ol =T Vo TSR PRSPR 6f 103
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 [oZe 00T o] (=1 (=T (T ES3N1 (=Y 1 1) ISP PPN 60(2
g
h Number of participants who terminated employment during the plan year with accrued benefits that were
1855 thAN 100% VESTEA. ......ouieieieieitetiteeet et et et et eetsesetstet et eesesesstesesesess s esesesesescasaseseseseseseee s oe et eteseneasasas st eteserees e aneneneseneanans 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:

4F 4H

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
(@) D R (Retirement Plan Information)

2 D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan

actuary

3) D SB (Single-Employer Defined Benefit Plan Actuarial

Information) - signed by the plan actuary

4 D DCG (Individual Plan Information) — Number Attached
(5) D MEP (Multiple-Employer Retirement Plan Information)

b General Schedules

1) D H (Financial Information)

2) D | (Financial Information — Small Plan)

?3) A (Insurance Information) — Number Attached
4) D C (Service Provider Information)

(5) D D (DFE/Participating Plan Information)

(6) D G (Financial Transaction Schedules)



Form 5500 (2024) Page 3

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

(For

Department of the Treasury
Internal Revenue Service

m 5500)

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

2024

This Form is Open to Public

Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
METLIFE BASIC LIFE 2024 plan number (PN) » 501

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

YMCA OF METROPOLITAN CHATTANOOGA

D Employer Identification Number (EIN)

62-0475699

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
METROPOLITAN 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
13-5581829 65978 TM05941715 103 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

4608

223

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

MCGRIFF INSURANCE SERVICES

PO BOX 896620
CHARLOTTE, NC 28289

(b) Amount of sales and base
commissions paid

Fees and other commissions

paid

(c) Amount

(d) Purpose

(e) Organization code

174
FEES

SUPPLEMENTAL COMPENSATION AND MARKETING

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

CENTERSTONE

INSURANCE AGENCY AND FlI

12404 PARK CENTRAL DRIVE
SUITE 400S
DALLAS, TX 75251

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1152

13 | NON-MONETARY COMPE

NSATION

3

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024

Page2—| 1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
BENEFITMALL HOLDING INC DBA DKG INS

12404 PARK CENTRAL DRIVE
SUITES 400S

DALLAS, TX 75251
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1728 14 | NON-MONETARY COMPENSATION AND MARKETING FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
MCGRIFF INSURANCE SERVICES PO BOX 896620
CHARLOTTE, NC 28289
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1728 22 NON-MONETARY COMPENSATION 3
(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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid
(c) Amount

(e)
Organization
code

(d) Purpose




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) 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) EAMEA (1) # (2) = (3)) covvreveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeseee e eeeeeeeeeeeee e eeseee et ettt et et etes et eeseeas | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 15545
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ......................... 10b 7634

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
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Metropolitan Life Insurance Company
501 U.S8. Highway 22, 2nd Floor - West
Bridgewater, NJ 08807

e

Sales & Broker Compensation Services

April 8, 2025

ATTENTION: TELKY MURPHY

YMCA OF METROPOLITAN CHATTANCOGA
301 W 6TH STREET

CHATTANOOGA, TN 37402

The Employee Retirement Income Security Act of 1974 ("ERISA") requires an annual financial report on
employee welfare benefit plans and pension benefit plans which cover 100 or more participants at the beginning
of the plan year and are subject to ERISA. The administrator of such a plan is required to file an annual report
on LR.S./DOL Form 5500, including the accompanying Schedule A, with the Employee Benefits Security
Administration.

Your Metropolitan Life Insurance Company {("MetLife") employee welfare benefit plan may be subject to
ERISA's annual reporting requirements and MetLife is therefore providing you with the information needed to
complete Schedule A of Form 5500, The atiached report is not an actual Schedule A form and should not be
attached to the Form 5500 for regulatory filing. The information should be forwarded to the person who will be
completing your annual filing, The information is taken from the data MetLife maintains within its normal
business records and is, to the best of MetLife's knowledge and belief, complete and accurate,

Part I, Section 2 of this report lists the compensation paid to intermediaries related to your plan. Intermediaries
may include brokers, consultants, agents and third-party administrators. There are several categories of
compensation that may be paid to an intermediary. For your reference, the categories of compensation arve
listed below,

e Base Commissions - Base commissions are generally paid to an intermediary on a monthly basis and are
usually calculated as a percentage of premium. Base commissions are typically factored into the cost of the
customer's plan,

¢  Supplemental Compensation - Supplemental compensation may be paid to qualifying intermediaries based
on an infermediary’s new business or total inforce premium for a specified year. It is not MetLife's practice
to specifically factor supplemental comipensation into the cost of customer's plan.  Supplemental
compensation is factored into the price structure of MetLife's institutional business products.

e Fees - Fees may include payments made to intermediaries for services such as administration,
communication, enrollment, billing, eligibility, recordkeeping, printing and mailing. Fees may be directly
charged to the customer's plan.

o Award - If your intermediary received an award (such as travel or a gift) from Metlife, MetLife allocated the
value of the award to all plans that were considered in the qualification criteria proportionately.

Note, the non-monetary compensation amount included in the Schedule A, Fees Paid section of the enclosed
veport is based on the calendar year tracking of all individual gifts ox items of non-monetary compensation such
as dinners, tickets for shows or other entertainment events, membership dues, hotels, equal to or greater than
$10, that are given to or provided directly or indirectly to brokers, producers, and other insurance
intermediaries and/or their spouses, companions or family members. This information is tracked and
aggregated at the brokerage firm or company level. The total value is divided by the total number of active
contracts or policies in place with that firm for that year except for items relating divectly to a specific customer
or customers (which are reported to the specific customer(s)). This allocation is reported on the Schedule A
reports for all ERISA customers who are part of a given broker firm's book of business.

Before submitting the Schedule A with your annual report to the Employee Benefits Security Administration, in
addition to the information MetLife has provided, you should enter in the Schedule the appropriate name of the
plan, three-digit plan number and employer identification number in the appropriate spaces immediately
preceding Part 1.

fof2




You may also wish to consult with your counsel concerning any need for attaching an opinion by an
independent qualified public accountant.

This letter, together with your copy of the complete annual report should be retained for at least the 6-year
period required by ERISA.

* The Gross Dealer Concession is based on premiums received and represents the total compensation and fees
paid by the Insurance Company to the selling firm for the coverage used to fund the plan. Your representative(s)
received payments subject to selling agreements that they have with the selling firm. The remaining
compensation is used by the distributor or selling firm to pay other expenses, including Management
Compensation, Conference expenses, etc. The Gross Dealer Concession includes the Commission Paid which is
listed separately. The Metropolitan Life Insurance Company attests that the foregoing statement is complete
and accurate to the best of its knowledge, information, and belief.

If you have any questions please contact your MetLife Account Representative:
AMANDA MCLELLAND, (813) 673-3901 or 800-ASK-4-MET and MetLife will assist you in obtaining this
information.

MetLife appreciates your business.

20f2
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Officlal Use Only

SCHEDULE A i
(Form 5500) Insurance Information OMB No. 1210-0110
D’efa“mleé“ of the grea?ury This schedule is required to be fllag under section 104 of the
riomal Revenus Serve? Employee Retirement income Security Act of 1974. 2024
Emptoyes g;f:é}?g:zzfilf:?\%rminlslfalfon B File as an attachment to Ferm 5500
_ ¥ Insurance companies are required to provide Ihis Information | This Form Is Open to
Pansion Benefil Guararly Corporation pursuant fo ERISA section 103(a)(2). Public lnspection.

For calendar pfan year 2024 of fiscal plan year beginning 04/01/2024 , and ending 12/31/2024

A Name of plan B Three digit
plan pumber ¥

C Plan sponsot's name as shown on line 2a of Form 5500 D Employer idenlification Number

YMCA OF METROPOLITAN CHATTANOOGA

Part| | Information Concerning Insurance Contract Coverage, Fees, and Commissions

Provide information for each conlract on a separate Schedule A. Individual contracts grouped as a unit can be reported
on a single Schedule A

1 Coverage:

(a)} Name of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

{e) Approximale number of persons Pollcy or contract year
NAIC d) Contracl
(b) EIN (cr);ode !de(n t?ﬁcact’i'; ;ar?uronrber covered at end ;); E|l:u;3|lc‘,r or contract o From oo
13-5581829 | 65978 | TM05941715 103 01/01/2024 | 12/31/2024

2 Insurance fees and commissions pald to agents, brokers and other persons. Enter the lolal fees and tolal commissions below and fist
agents, brokers and other persons individually In dessending order of the amotuint paid irt the llems on the following page(s) In Pari 1,

Totais *

Tolal amount of commisslons pald Total Fees Pald [ amount

4,608 223

For Paperwork Reduciion Act Notice and OMB Controt Numbers, see the instructions for Ferm 5500, V7.2 Scheduls A (Form 5500) 2024







Page 2

i Schedule A (Form 5500) 2024

Part I

I

Ofiicial Use Only

(a} Name and address of the agents, brokers or other persons to whom commissions or fees were paid
Name: MCGRIFF INSURANCE SERVICES INC

Address: PO BOX 836620

Clly: CHARLOTTE ST:NC ZIP: 28288-6620

% Gominisslons Paid Fees Pald Crganizallon
g Coverage Amount | Purpose Coverage Amount | Purpose code
9
§ Long Term : Non-vionetary
g Disabillty 1,166 | Base Commisslons Mulliple 22 Compensallon 03
o &
a Temporary - :
g Disabllity 562 | Base Commlssions
1,728 | Sub-total 22 Sub-total

(a) Name and address of the agents, brokers or other persons to whom commissions or fees were paid

Name: BENEFITMALL HOLBING INC D/B/A DKG INS & FIN SERVICES INC

s

Address: 12404 PARK CENTRAL DR STE 4008 City: DALLAS ST:TX ZIP; 75251-1800
Commissions Pald Fees Paid Organization

Coverage Amount | Purpose Coverage Amount | Purpose code
Long Term i Non-Monetary

Disabilily 1,.:166 Base Commissions - Multipte 13 Compensation 03
Tempotary o )

Disability 562 | Base Commissions B Muitipte 1 Markeling Fees

1,728 Sub-total 14 Sub-totat

e i

{a) Name and address of ihe agents, brokers or olher persons to whom cominisslons or fees were paid

Name: CENTERSTONE INSURANCE AGENCY AND FINANCIAL SERVICES

e

Address: 12404 PARK CENTRAL DR STE 400S Cily: DALLAS ST:TX ZIP: 75251-1814
Commissions Pald Fees Pald Organization

Goverage Amount ! Purpose Coverage Amount | Purpose code
Long Term Non-Monetary

Disabilily 777 | Base Commissions Multiple i3 Compensation 03
Temporary

Disabllity 375 | Base Commisslons

5’:
Suhb-total 13 Sub-total

(a) Name and address of the agents, brokers or other persons to whom commissions or fees were pald

Name: MCGRIFF INSURANCE SERVICES INC
Address: PO BOX 896620

Clty: CHARLOTTE

ST:NC ZIP: 28289-6620

Commilissions Pald - Fees Paid Organization
Coverage Amount | Purpose Coverage Amount | Purpose code
| Long Term 116 Supplemental 03
| Disabllilty Compensalion
Femporary 54 Supplemental
Disabliity Compensation
0 | Sub-total 170 Sub-total
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{a) Name and address of the agenls, brokers or other persons to whom commisslons or fees were pald

MName: MCGRIFF INSURANCE SERVICES INC
Address; PO BOX 836620

Cily, CHARLOTTE ST:NC ZIP: 28289-6620

Commissions Pald Fees Paid Organlzation
Coverage Amount | Purpose Coverage Amount Purpose code
Multiple 4 Markeling Fees 03
0 | Sub-total 4 Sub-total
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I Schedule A (Form 5500) 2024 Page 4

Official Use Only

| Part || i 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 organization{s), lhe Information may be combined for reporting purposes if such contracts are
experience-raled as a unit. Where individual confracts are provided, the enlire group of such individual contracts with
each carrier may be treated as a unil for purposes of this repori.

8  Benelit and conlract lype {check all applicable boxes)

a Healih (olher than dentaf or vislon) b Denlal [ Vislon d Life Insurance
e | X Temporary disability {accident & fl X Long-term g Supplementat I Prescription
sickness) disability unempioymentl drug
) indemnity

i Slop Loss {large deduclible) I HMO confract k PPO contract I contraci

m Other {specify) B

¢ Experience-rated contracts N/A

10 Nonexperience-rated contracts | Coverage Amount
Long Term Disability 16,5456
Temporary Disability 7,634

a Total premiums ot subsciiption charges pald to carrier. 23,179

b I the carrler, service, or other organization Incurred any specific costs in connection with the acquisition

or relenlion of the contract or policy, other than reported in Part |, item 2 above, repori amount

Specify nature of costs below P

Footnote(s}

The commissions and fees reported on page 2 have been aggregated at a tofal coverage level.The approximate number of
persons covered as shown on the first page of the Schedule A is Metlife's estimated view of participanis, spouses and
dependents at the end of the policy peried. This estimation should be used for reporting purposes only.

If the plan named in item A on the first page of Schedule A (the "Plan"} retains the services of a broker, consultant, agent or
third-party administrator (each an “Intermediary”) for the Plan, Meillfe may In addition to paying base commission provide
additional compensation to the Intermediary under varicous preferred broker and other compensation programs and expense
reimbursement. Under such programs, an Intermedlary may gualify for additional compensation that may or may net be direclly
charged to the Plan. Such compensation may not be included In the amount listed in Item 2 on the first page of Schedule A.
Please contact MetLife If you wouid llke additional Information or details,







