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

THE MOSCOE GROUP WELFARE BENEFIT PLAN

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
12/01/2008

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)

THE MOSCOE GROUP

10900 WAYZATA BLVD STE 600
MINNETONKA, MN 55305-5803

10900 WAYZATA BLVD STE 600
MINNETONKA, MN 55305-5803

2b

Employer Identification
Number (EIN)
41-0879573

2c

Plan Sponsor’s telephone
number
952-829-7850

2d

Business code (see
instructions)
541110

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. 05/12/2025 RICHARD BROMS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 05/12/2025 RICHARD BROMS
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 133
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) 133
a(2) Total number of active participants at the end of the plan year ... 63_(2) 127
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 127
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 127
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 4E 4H 4D 4B
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 __3
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

(5) D MEP (Multiple-Employer Retirement Plan Information)
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Part IlI | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woorvvoeereeeeeeenee e [] Yes [¥ No

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

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... |:| 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 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
THE MOSCOE GROUP WELFARE BENEFIT PLAN plan number (PN) > 501

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

THE MOSCOE

GROUP

41-0879573

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
AETNA LIFE INSURANCE CO

(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
06-6033492 16194 0148491 11 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

2375

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

DATTILO CONSULTING, INC.

1711 LAKE DR W
CHANHASSEN, MN 55317

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2375

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

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b D Dental c D 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 loss (large deductible) ] D HMO contract k D PPO contract I D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ........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
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 B No

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 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
THE MOSCOE GROUP WELFARE BENEFIT PLAN plan number (PN) > 501

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

THE MOSCOE

GROUP

41-0879573

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
ALLINA HEALTH AND AETNA INSURANCE

(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
82-2091197 16194 0148491AH 207 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

47323

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

DATTILO CONSULTING, INC.

1711 LAKE DR W
CHANHASSEN, MN 55317

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

47323

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

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f
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Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b D Dental c D 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 loss (large deductible) ] D HMO contract k D PPO contract I D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ........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
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 B No

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 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
THE MOSCOE GROUP WELFARE BENEFIT PLAN plan number (PN) > 501

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

THE MOSCOE GROUP

D Employer Identification Number (EIN)
41-0879573

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

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 G000CGM3 127 01/01/2024 01/01/2025

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

21967

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

DATTILO CONSULTING, INC.

1711 LAKE DR W
CHANHASSEN, MN 55317

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount (d) Purpose

(e) Organization code

21967

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount (d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ........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
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 B No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
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i Information may also be included in the enclosure(s) for your consideration in completing Schedule C of your Form 5500.

*000062* J tKNERE*000194*
ERISA 5500 SCHEDULE A TEAM

vaetna =0
CLEVELAND OH 44181-8091

important Document Enclosed

THE MOSCOE GROUP

CAROL MAQ

10800 WAYZATA BLVD SUITE 600
MINNETONKA MN 55306

Re: Annual Reporting Under Employee Retirement Income Security Act of 1974 (ERISA)
For: THE MOSCOE GROUP
0148491
Policy Period: January 01, 2024 = through December 31, 2024

We have enclosed information for your policy period listed above to help you comblete the Schedule A to ERISA Form
5500 Annual Report. We are providing this information in accordance with U.S. Department of Labor regulations.

Note that compliance with the ERISA requirements for completion of the Annual Report and its filing with the Internal
Revenue Service is the sole responsibility of employers, plan administrators and their professional advisors. Aetna Life
Insurance Co. cannot and does not assume any responsibility for such compliance, but we are pleased to provide
information pertaining to your insurance program as needed to complete the Report.

i This information may consist of one or more of the following: Producer Service Fees, Indirect Compensation (as it

pertains to meals and entertainment) and/or Direct Billed Fees. Information pertaining to Indirect Compensation and
Direct Billed Fees is provided on a calendar year basis, which may not coincide with your plan year.

If you have other benefits plans with Aetna Life Insurance Co., you may receive additional ERISA information td
compiete your Schedule A and Schedule C for those plans under separate cover.

If you have any additional reporting needs, please contact your Aetna Life Insurance Co. account manéger; or call
1-800-818-0691 10 speak with the ERISA support team.

Sincerely,

Aetna Life Insurance Co.

Enclosure

DD130
148491-TP-04022025

April 23, 2025

FOOO0620000080000040004 1 KNERE"O70F
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INSURANCE INFORMATION
AETNA LIFE INSURANCE COMPANY

vaetna

*000062" ) 1KNERE 000 195"

The following information Is intended for your use in
completing Schadule A of Form 5500,

AND AFFILIATES
For Fiscal Plan Year beginning 01/01/2024 and ending  12/31/2024
C. Name of the Plan Sponsor: THE MOSCOE GROUP
PART | information Goncerning Insurance Contract Coverags, Fess, and Commisslons,
1. Coverage: Traditional Prospective
(a) Name of Insurance Carrier: {d) Contract Number | (e) Approximate Numbar of
Aetna Life Insurance Co. or ldentification: persons covered at the end Polley or contract Year
(b) EIN: 06-6033492 0148491 of policy of contract year: () From: @To:
(c) NAIC Code: Sea Aftached Listing 1 01/01/2024 12/31/2024
2. Insurance Fees and commissions paid to agents and hrokers:
Contraot or (a) Name and address of the agents or brokers {b) Amount of (c) & (d) Fees Paid
Identification to whom commisslons or feas were pald. commisslons paid
_ S Amotnt Purpose
0148491
TOTAL
Reported fees and commissions may be attributed to multiple Aetna companies,
Part Il Welfare Benefit Contract Information
If mors than one contract covers the same group of employees of the same employer(s) ar membars of the same employee organization(s), the
Information may be combined for reporting purposes If such contracts are experience-rated as a unit, Where individual contracts are provided, the
entire group of such individual contracts with each carrier may be treated as a unii for purposes of this report.
7. Benefit and contract type (check all applicable boxes _
Health (other than dental o vision) Dantal D Vision D Life Insurance
L Temperary disability (accident and slckness) Long-term disabilit_y D Supplemental unemployment D Prescription drug
Stop Ioss (large deductible) HMO contragt PPO contract Indemnity contract
[:] Accldental Death & Dismemberment E] Short Term Disability
8. Experlence rated contracts.
9. Non experience rated contracts:
(a) Total premiums or subscription charges pald (0 CaMBr........cv = | $76,805.34
{b) If the cartier, service or other organlzation Incutted any specific costs In connection with the acquisition or
retention of the centract or policy, other than reportad in 2 above, report amount ...
Specify hature of costs >
This Information wes generated as of 04/02/2025
Date 04/18/2025 9:19 FINAL RELEASE AETNA LIFE INSURANGE COMPANY AND AFFILIATES
Reglna Pendergrass hersby cestifies that the foregoing statement i
complete and accurate
Registrar
D232

148491-TP-04022025

FOROGB200000800G005000 1KNEREOTOF
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’ a_etna® INSURANCE INFORMATION The fallowing infarmation is intended for your use in
AETNA LIFE INSURANCE COMPANY completing Schedule G of Form 5500,
' AND AFFILIATES

General Information

Name of the Plan Sponsor: THE IVIOSCOE GROUP
Contract Number: 0148491
Policy or contract year: January 01, 2024 through December 31, 2024

Part |- Service Provider Information

2. Information on Other Service Providers Receiving Direct or Indirect Compensation.

-

Broker information: PATTILO CONSULTING INC.
1711 Lake Br West Chanhassen, MN 58317

$2,375.45 | [ ves No | [ ves No [ ves B no

Broker Information:

I:I Yes D No D Yes E:] Mo E] Yes I:] No

Direct Billed Fees (Direct Compensation reported on a Calendar year basis)

Vendor Information:

L [ ves - [lwo [Ives [Jno [ ves I no
This information was genetated as of 04/02/2025 '
Date Prepared: 04/18/2025 9:19 FINAL RELEASE
Prepared by: Regina Pendergrass
Registrar
Db232

148491-TP-04022025

FOOCGS20000060000060004 1 KNERE O70F
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Attt | waetna:  EIZAS00 SOHEDULE A TEY

CLEVELAND OH 44181-8091

000082 JIKNERE* 000191 April 23, 2025
Important Document Enclosed
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THE MOSCCE GROUP

CAROL MAO

10900 WAYZATA BLVD SUITE 600
MINNETONKA MN 55305-5803

Re: Annual Reporting Under Employee Retirement Income Security Act of 1974 (ERISA)
For: THE MOSCOE GROUP '
0148491AH
Policy Period: January 01, 2024  through December 31, 2024

We have enclosed information for your policy period listed above to help you complete the Schedule A to ERISA Form
5500 Annual Report. We are providing this information in accordance with U.S. Depaitment of Labor regulations.

Note that compliance with the ERISA requirements far completion of the Annual Report and its filing with the Internal
Revenue Service is the sole responsibility of employers, plan administrators and their professional advisors, Allina Health
and Aetna Insura cannot and does not assume any responsibility for such compliance, but we are pleased to provide
information pertaining to your insurance program as needed to complete the Report.

Information may also be included in the enclosure(s) for your consideration in completing Schedule C of your Form 5500.
This information may consist of one or more of the following: Producer Service Fees, Indirect Compensation (as it
pertains to meals and entertainment) and/or Direct Billed Fees. Information pertaining to Indirect Compensation and
Direct Billed Fees is provided on a calendar year basis, which may not coincide with your plan year.

If you have other benefits plans with Allina Health and Aetna Insura, you may receive additional ERISA information to
complete your Schedule A and Schedule C for those plans under separate cover.

If you have any additional reporting needs, please contact your Allina Health and Aetna Insura account manager, or cali
1-800-818-0691 to speak with the ERISA support team.

Sincerely,

Allina Health and Aetna Insura

Enclosure

D130
148491AH-TP-04022025

ENONGaEANN0006NGO00 500J IKNERE*O70F
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AllinaHealthd | ®aetna’ INSURANGE INFORMATION The following information Is intended for your use in
AETNA LIFE INSURANCE COMPANY completing Schedule A of Farm 5500.
AND AFFILIATES

For Fiscal Plan Year beginning 01/01/2024 and ending  12/31/2024

C. Name of the Plan Sponsor: THE MOSCOE GROUP
PART | Information Concerning Insurance Contract Coverage, Fees, and Commissions.

1. Coverage: Traditional Prospective

() Name of Insurance Carrier: (d) Contract Number | (¢) Approximate Number of :
Allina Health and Aetna Insura or |dentlfication: persons covared at the end Policy or contract Year
(b) EIN: 822081197 0148491 AH of poliey or contract year: (6 From: (@)To:
(¢} NAIC Code: 16194 207 01/01/2024 1213112024
2. Insurance Fees and commissions paid to agents and brokers:
Contract or (a) Name and address of the agents or brokers (b) Amount of () & (d) Fees Paid
Identification to whom commisslons or fees were paid. commissions paki
Amount Purpose
0148491AH

TOTAL

Reported fess and commissions may be attributed to multiple Aetna companies.

Part 1l Welfare Benefit Contract Information
If more than ane contract covers the same group of employaes of the same employer(s) or members of the same employee organization(s), the

information may be combined for reperting purposes if such contracts are experience-rated as a unit. Where Individual contracts are provided, the
entire group of such individual contracts with each carrier may be freated as a unit for purposes of this report,

7. Beneflt and contract type (check all applicable boxes

Health {cther than dental or vislon) Dental D Vision [T Lite Insurance
Temparary disability (accident and sickness) D Long-term disability D Supplemental unemployment D Prescription drug
Stop loss (Jarge deductible) |:| HMO contract PPO contract D Indemnity contract
Accidental Death & Dismemberment E] Short Term Disability '

8. Experience rated contracts:

9. Non expetience rated contracts:

(a) Total premiums or subscription charges Pald to CarTler. ... e e et eeeaneans I $1,530,142.79

(b} If the carrier, service or other arganization incurred any specific costs in connection with the acquisition ar
retention of the contract or policy, other than repotted in 2 above, report amount

Specify nature of cosls -->

This information was generated as of 04/02/2025

Date (4/18/2025 9,20 FINAL RELEASE AETNA LIFE INSURANCE COMPANY AND AFFILIATES
Regina Pendergrass hereby certifies that the foregoing statement is
complete and accurate

Registrar

DD232
148491 AH-TP-04022025

FOC0062000008000002000) 1 KNEREOTOF
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INSURANCE INFORMATION

AETNA LIFE INSURANCE COMPANY
AND AFFILIATES

000062 JTKNERE*000198*

The follewing information Is Intended f{:r your use in
completing Schedule C of Form 5500,

General Information

Name of the Plan Sponsor: THE MOSCOE GROUP
Contract Number: 0148491AH
Policy or contract year: January 01, 2024 through December 31, 2024

Part |- Service Provider Information

2, Information on Other Service Providers Receiving Direct or Indirect Compensation.

Broler Information: DATTILO CONSULTING INC,

1711 Lake Dr West Chanhassen, MN 55317

$47,323.97

D Yes No

Oves &l no

D Yes No

Broker Information;

D Yes |:| No

D Yes EI No

DYBS E] Na

Direct Billed Fees (Direct Compensation reported on a Calendar year basis)

Vendor Information:

. FOOD0S20000060000030060) 1 KNERE 070

DYes l:l No

D Yes D Ne

[ ves TIno

This information was generated as of 04/02/2025

Date Prepared:
Prepared hy:

DD232

04/18/2025 9:20

FINAL RELEASE

Regina Pendergrass

Registrar

148491AH-TP-04022025



% MutuarOmana

3300 Mutual of Omaha Plaza | Omaha, NE 68175

February 12, 2025

THE MOSCOE GROUP
10900 WAYZATA BLVD STE 600
MINNETONKA, MN 55305

Re: Certified Information for Department of Labor

Form 5500, Schedule A — Group Number(s):

GLLV0OCGM3 GLTDOCGM3 GUDBOCGM3
GVTLOCGM3

Thank you for choosing Mutual of Omaha as your group insurance carrier. We appreciate the
opportunity to service you and your employees. Attached, you'll find the Form 5500, Schedule
A.

I certify that the attached information for the Form 5500, Schedule A, Part I and Part III, has been
taken from our company records and is correct to the best of my knowledge. Mutual of Omaha is
providing you with the attached information but makes no representation regarding reporting
requirements. Please consult your attorney or other advisor as to your reporting obligations.

For questions, please contact your dedicated Customer Service team or call 1-800-655-5142.

Sincerely,

fﬂ%& St

Nancy A. Sinnett
Vice President
Finance Operations
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SUPPORT FOR FORM 5500, SCHEDULE A, INSURANCE INFORMATION
INFORMATION FOR COMPLETION OF PART 1

THE MOSCOE GROUP
MINNETONKA, MN

Name of Carrier: United of Omaha Life Insurance Company - NAIC Code 69868
EIN Number: 47-0322111
Group Identification G000CGM3 Data for Period:  01-01-2024 to 01-01-2025
Number:
Legacy Group ID: GLLVOCGM3
Type of Contract: NON-RETENTION
Benefits Provided Persons Covered
Vision - Voluntary 66

Amount of Amount of Service

Commission Fees Paid or Other Purpose for Organization
Name of Each Recipient Paid Fees ‘Which Paid Type
DATTILO CONSULTING INC 756 Agent or Broker of Record 3

1711 LAKE DR W
CHANHASSEN, MN 55317

INFORMATION FOR COMPLETION OF PART III

10. Non-experience Rated Contracts:

Premiums . . . ..ot e 7,557

Memo Items: Benefit Charges — Claims Paid ................ 0
Administrative Service Fees .................. 0

Group Office: MINNEAPOLIS



SUPPORT FOR FORM 5500, SCHEDULE A, INSURANCE INFORMATION
INFORMATION FOR COMPLETION OF PART I

THE MOSCOE GROUP
MINNETONKA, MN
Name of Carrier: United of Omaha Life Insurance Company - NAIC Code 69868
EIN Number: 47-0322111
Group Identification G000CGM3 Data for Period:  01-01-2024 to 01-01-2025
Number:
Legacy Group ID: GLTDOCGM3

Type of Contract: NON-RETENTION

Benefits Provided Persons Covered
Long Term Disability Insured 127

Amount of Amount of Service

Commission Fees Paid or Other Purpose for Organization
Name of Each Recipient Paid Fees ‘Which Paid Type
DATTILO CONSULTING INC 5,850 Agent or Broker of Record 3

1711 LAKE DR W
CHANHASSEN, MN 55317

INFORMATION FOR COMPLETION OF PART III

10. Non-experience Rated Contracts:

Premiums . .. ...

Memo Items: Benefit Charges — Claims Paid ................
Administrative Service Fees ..................

Group Office: MINNEAPOLIS

29,252



Name of Carrier:
EIN Number:
Group Identification
Number:

Legacy Group ID:
Type of Contract:

SUPPORT FOR FORM 5500, SCHEDULE A, INSURANCE INFORMATION
INFORMATION FOR COMPLETION OF PART I

THE MOSCOE GROUP
MINNETONKA, MN
United of Omaha Life Insurance Company - NAIC Code 69868
47-0322111
G000CGM3 Data for Period:  01-01-2024 to 01-01-2025
GUDBOCGM3

Benefits Provided Persons Covered
Dental - Voluntary 89

Amount of Amount of Service

Commission Fees Paid or Other Purpose for Organization
Name of Each Recipient Paid Fees ‘Which Paid Type
DATTILO CONSULTING INC 8,883 Agent or Broker of Record 3

1711 LAKE DR W

CHANHASSEN, MN 55317

INFORMATION FOR COMPLETION OF PART III

10. Non-experience Rated Contracts:

Premiums . . . ... . 88,827

Memo Items: Benefit Charges — Claims Paid ................
Administrative Service Fees ..................

Group Office: MINNEAPOLIS



Name of Carrier:
EIN Number:
Group Identification
Number:

Legacy Group ID:
Type of Contract:

SUPPORT FOR FORM 5500, SCHEDULE A, INSURANCE INFORMATION
INFORMATION FOR COMPLETION OF PART I

THE MOSCOE GROUP
MINNETONKA, MN
United of Omaha Life Insurance Company - NAIC Code 69868
47-0322111
G000CGM3 Data for Period:  01-01-2024 to 01-01-2025
GVTLOCGM3

NON-RETENTION

Benefits Provided Persons Covered
Term Life - Voluntary 65

Amount of Amount of Service

Commission Fees Paid or Other Purpose for Organization
Name of Each Recipient Paid Fees ‘Which Paid Type
DATTILO CONSULTING INC 6,478 Agent or Broker of Record 3

1711 LAKE DR W

CHANHASSEN, MN 55317

INFORMATION FOR COMPLETION OF PART III

10. Non-experience Rated Contracts:

Premiums . . . ... . 32,389

Memo Items: Benefit Charges — Claims Paid ................
Administrative Service Fees ..................

Group Office: MINNEAPOLIS



Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110

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). 202 4
. Dlepa”"éem 1?{ Lgb‘” ) » Complete all entries in accordance with
e e = o the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)
B This return/report is: D 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 plan is a collectively-bargained plan, check here. . .. ...........ouuuen.. ..

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

D special extension (enter description)

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

1 Part i | Basic Plan Information—enter all requested information

1a Name of plan
THE MOSCOE GROUP WELFARE BENEFIT PLAN

1b Three-digit plan

number (PN) » | %01

1c Effective date of plan
12/01/2008

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) 41-0879573

THE MOSCOE GROUP

2¢ Plan Sponsor’s telephone
number
952-829-7850

10900 WAYZATA BLVD STE 600 10900 WAYZATA BLVD STE 600 :

MINNETONKA, MN 55305-5803 MINNETONKA, MN 55305-5803 2d Business code (see
instructions)
541110

Caution: A penalty for the late or incomplete filing of this returnireport will be

d 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 /electyrc version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

il W 5/07/ s jctrpxD Brom S

Signature of plan administrator Date

Enter name of mdlwdual signing as plan administrator

sic //’im/z://\%%ﬂpj .5%2/

A 1ctp2D FroM S

Sngnature of employerlplan 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
3¢ Administrator's telephone
number
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, 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 ] 133
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) 133

a(2) Total number of active participants at the end of the Plan YEar ..........cccroirerinncnrie st 6a(2) 127

b Retired or separated participants receiving benefits..........ccccoriiiininiin 6b

c Other retired or separated participants entitled to future bENEfitS ........coer e 6¢c

d Subtofal. Add linesrBa(2); Bh; ANG I8C......nxssurssamsosssnssmsssnssissssa sssssssyssmmass st smres v 20 bup aums s s s siassse e b b e 6d 127

e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........ccovveveiniieil Be

f Total AGTNNGS B0 AN BE: iieiisiimmmssmmunssusserssisnaiisss o 50y asa s o s i sl i e o3 a¥s s oo B o T b o 6f 127

(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
g COMPIETE S MY wunisniscammsmsnssmsnmnmvusssssssassssssssnsvassnatos seassssms €55 55Fasas GasRamadueanss sessiTs s CIARR s Fom S eSS U A s s NS R b e s 9
() Number of participants with account balances as of the end of the plan year (only defined contribution plans
g COMPIEtE this! MY «.cuoinsiacasssissmmsusnsnnmennsssssssssnsissssssinssaainishoiesiosss snatosssssads vsess sasabishouirehss sdsepsusbssestasovsntsslsibpobatsppsessssisn 60(2
°g
h Number of participants who terminated employment during the plan year with accrued benefits that were
T R L0 1 LT L 6h

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

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

b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4E 4H 4D 4B

9a Plan funding arrangement (check all that apply)

Insurance
Code section 412(e)(3) insurance contracts
Trust

9b Plan benefit arrangement (check all that apply)

)
)
(3)
(4)

Insurance
. Code section 412(e)(3) insurance contracts

H Trust

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

(1)
2)

@)

4)
5

[
O

R (Retirement Plan Information)

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

SB (Single-Employer Defined Benefit Plan Actuarial
information) - signed by the plan actuary

DCG (Individual Plan Information) — Number Attached

MEP (Multiple-Employer Retirement Plan Information)

b General Schedules

Q)
()
@)
)
(8)
(6)

[] H (Financial information)

D I (Financial Information — Small Plan)

A (Insurance Information) — Number Attached 3
l:[ C (Service Provider Information)

[] D (DFE/Participating Plan Information)

D G (Financial Transaction Schedules)



Form 5500 (2024) Page 3

| Part lll | 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.) cevverermsmmeeesesserereceeeee || Yes X No

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

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... D Yes D No

11¢ 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
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
THE MOSCOE GROUP WELFARE BENEFIT PLAN plan number (PN) > 501

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

THE MOSCOE GROUP

D Employer Identification Number (EIN)
41-0879573

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 |l and 1l can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier
AETNA LIFE INSURANCE CO

(€) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN ; T persons covered at end of
code identification number policy or contract year (f) From (g) To
06-6033492 16194 0148491 11 01/01/2024 12/31/12024

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

2375

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

DATTILO CONSULTING, INC.

1711 LAKE DR W
CHANHASSEN, MN 55317

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose (e) Organization code

2375

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) 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 poncin

(a) Name and address of the agent, broker, or other person o 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 e




Schedule A (Form 5500) 2024

Page 3

Partli | 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 ........ccouevererenreereisierininseeennn, 4
5 Current value of plan’s interest under this contract in separate accounts atyear end.......c..ueeeeeveeiiieieeeeeeeeeeeeann, 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paitl 10 CAITIET .........co.....oeeeoeeeeeeeeeseeeeeesseeess e ee e ee oo oo e 6b
C  Premiums due but unpaid at the NA OF the YEAT ............eo.vieieceeeeeeeee oo ee e eeees 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 policy, ENEr @MOUNL. ......u.ceiuiueuiieeceee et ee e e ee e et
Specify nature of costs P
e Type of contract: (1) D individual policies 2) D group deferred annuity
@3) [] other (specify) »
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > 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 P
b Balance at the end of the previous T | 7b
C  Additions: (1) Contributions deposited during the year 7¢(1)
(2) Dividends and credits................... 7¢(2)
(3) Interest credited during the year 7¢(3)
(4) Transferred from Separate aCCOUNt ...............ccceveveeeeeereersseeeeeseesseseenesas 7c(4)
(5) Other (SPECIfY DEIOW) .......cveeececseececececeeeere et s e s e e 7¢(5)
14
(B)TOTAl AAUIIONS ..ottt e e sttt ee s e s e esese et eeen et seseeses s e e en e eseeee e eeee s 7¢(6)
d Total of balance and additions (2dd NS 7B aNd TE(B)). ........eveeeeremeereeeeeeeeeeeeeeemeeeoeseeeeeeeeeeee oo, | 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 aCCOUNL ..........coceveeeeevereeesesere e s e e eene e ens
(4) Other (specify below)
>
(o) MFLe1F 1R =T [VTod1a) o SRR o O o O 7¢(5)
f Balance at the end of the current year (subtract line 7e(5) from line 7d)...............cceevueeveeveeeeereeeeaeeeereeenrnn 7f
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Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a Health (other than dental or vision) b D Dental c D 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 D Stop loss (large deductible) j [l HMO contract kD PPO contract ID Indemnity contract

m [ ] Other (specify) »

9 Experience-rated contracts:

@ Premiums: (1) AMOUNE FECRIVEM .......ceoveeiieriiarnriinr e enas 9a(1)
(2) Increase (decrease) in amount due but UNpaid ........cc.ceeeineinreeeenencas 9a(2)
(3) Increase (decrease) in unearned PremMium rESEIVE ..........coveeeeeereennne 9a(3)
(4) EAINEA (1) + (2) = (3)) +revvveveveeverrseseeeseeseeesmesesesssessesssessssssssssseeeseessessssssesssssssssssssass s e | 9a(4)

b Benefit charges (1) Claims Paid........oucoveeereeereeceerieesieeee e 9b(1)
(2) Increase (decrease) in Claim reServes. ........ccoeveceereeeeenienens " 9b(2)
(3) Incurred claims (Add (1) NG (2)) ...cveevrrererreiererre s sereseeeesseeseses e e st re st sremars s asssbeas st st st s sasnesnananaas 9b(3)
(A) ClAIMS CRAIGBO...isessossssrossisssos s sssieiassusses (558t i o ssaass s i o sws oo sy U o s s s o i i3 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
(B COMMISSIONS cuscessssmmmmssmmssmmmmii i s 9c(1)(A)
(B) Admiinistrative service or other fees .......c...oereeenereeercrerevesncnnens 9¢c(1)(B)
(C) Other Specific ACUISIION COSS ......v.veveeecvereeeeereeneeeeeneensserseesans 9¢(1)(C)
(D)OINET CYXDBISES .uvuconsssssssussssnsssssssssssissssasssssmsnssssnssheasisnssssmsssasians 9¢(1)(D)
(E) TAXES - emeereeeereeereeressesesseseseseseessesese s s seesessnesesesesssnsssesasesasesanenas 9¢(1)(E)
(F) Charges for risks or other contingencies ............owverreeerreresessennn. 9c(1)(F)

(G) Other retention charges.........ccooeeieeiirnecncccceeen, . [ 9c(1)(G)
(H) TOtAl FEEMEION. ....cevvrteieretetesce et sa et cs s bt n e se s en bt s ss et sa s sn s e | 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)......ccccevcuennn 9¢c(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) Other reserves 9d(3)
@ Dividends or retroactive rate refunds due. (Do not include amount entered in line 96(2).)......cccccoiciiinninnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CamIEr.........ccei it 10a

b [fthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or palicy, other than reported in Part I, line 2 above, report amount. ........ccooiiniiiiniiins 10b

Specify nature of costs.

[ Part IV I Provision of Information

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

12 ifthe answerto line 11 is “Yes,” specify the information not provided. »




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Lab
Employee Beer?:fit;n gl;cﬁrityaAg;ninistraﬁon » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
THE MOSCOE GROUP WELFARE BENEFIT PLAN plan number (PN) » 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
THE MOSCOE GROUP 41-0879573

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 |l and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
ALLINA HEALTH AND AETNA INSURANCE

(€) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN : ! : persons covered at end of
code identification number policy or contract year (f) From (g) To
82-2091197 16194 0148491AH 207 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

47323

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

DATTILO CONSULTING, INC. 1711 LAKEDR W
CHANHASSEN, MN 55317

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

47323 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) 2024

v. 240311



Schedule A (Form 5500) 2024 Page 2 —‘ 1 l

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at yearend ......cccoooviviciiiiiniinic i 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
B PrEmnilme Paitl L0 IBAITIET ..o sousnssnssssensssisnsissss sssssssssssisssisisssisnts s cdas oo ms reirsos iy se oo R soes oot s 6b
€ Premiums due but unpaid at the end of the year .... 6¢c

d [fthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amMOUNt. .........cuii i

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 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) I:] guaranteed investment 4) D other »
b Balanice atthe ond Of tHe DIEVIOUS VAL ..........sssssesesssnsserssstasssisssesenssonsianss seasssast SEssiH s vsnsvuge st nas brasas yesbivindsish I 7b
C Additions: (1) Contributions deposited during the Year ...........c.ccceceuecenenee. 7c(1)

(2) Dividends and Credifs.......cussiummusiusessesmarnsnassissianisassinsssansensainassasnssas
(3) Interest credited during the Year..........coeeeniniiniiiii e
(4) Transferred from separate account

(5) Other (specify BEIOW) ....iuiiiiiiieiiiienine e

>

BV T Ol BTHIONS ooscitistn sty s cbpsorosssssest s AR T o A PO AR A ST AR e v A R 7¢(6)
d Total of balance and additions (add liNes 7b AN 7GC(B)). «-.ccrerrererrurrmreremrerecasimanrsrsssesses sttt I 7d

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

(2) Administration charge made by CaMmer........cocecmisiinciireisicassescaenees 7¢(2)
(3) Transferred t0 SEParate ACCOUN .......verrsrereereesresreeseresisesscssesisssessessaesans 7¢(3)
(4) OB (SDBCHY DEIOWS ccvsuscisisssssuivissmmssunssmsssssssssspmsassssssisss ossassabinseies 7e(4)
>

(5) Total deductions

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




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a Health (other than dental or vision) b D Dental C D 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 D Stop loss (large deductible) i D HMO contract k D PPO contract i D Indemnity contract

m [ ] Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNt FECEIVET ...vuerireiiseeeeiierereieise st nse s secaes 9a(1)
(2) Increase (decrease) in amount due but unpaid .........c.cccocvievenicicsinanens 9a(2)
(3) Increase (decrease) in unearned Premium reSerVe ... eeeoecscnnens 9a(3)
(4) Earned (1) + (2) - (3)) +.vovnn... . | 9a(4)
b Benefit charges (1) Claims Paid..........ccov.cueueeeeeereeerreressseessenenens 9b(1)
(2) Increase (decrease) in Claim rESEIVES.......cccceieciivininriereeeesresesesennns 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) Claims charged 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
() COMMISSIONS . cissossssmssncssassmmsssssssssissisissssnss s R ot 9c(1)(A)
(B) Administrative service or other fEeS ........ooerrerernnrerrenssesessenneas 9¢(1)(B)
(C) Other specific acquisition COSES.....cccvviiiiiiir s 9¢c(1)XC)
(D) Other expenses .. 9c(1)(D)
() TIBNES . caicssn sumsicuss st oo s R A S S S AR SRS S 9c(1)(E)
(F) Charges for risks or other contingencies 9c(1)(F)
(G) Other retention ChATGES ........cv.vvveceereeeeeesssesssenseesssessesssessssessceens 9¢c(1)(G)
() T OVl COtOION. .o cusmumamsnssssussvusmsasssssessssssesspssssass ssessy st sn e iemss vt EesiThLRUNHTIS so s siissiees . | 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)....ccoceeennnnnn 9¢c(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) Other reserves 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..cccoeeeiiininen.. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid £0 CaITIer.......corueoeire e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. .ouuccniinennne 10b

Specify nature of costs.

[ Part IV [ Provision of Information

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

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




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).

b File as

» Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

2024

an attachment to Form 5500.

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 )
THE MOSCOE GROUP WELFARE BENEFIT PLAN plan number (PN) > 501

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

THE MOSCOE GROUP

D Employer Identification Number (EIN)
41-0879573

Part |

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

1 Coverage Information:

(@) Name of insurance carrier

UNITED OF OMAHA LIFE INSURANCE COMPANY

{e) Approximate number of Policy or contract year
(b) EIN (c) NAIC (d) Contract or persons covered at end of
code identification number policy or contract year (f) From (g) To
47-0322111 69868 G000CGM3 127 01/01/2024 01/01/2025

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

21967

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

DATTILO CONSULTING, INC.

171

1 LAKE DR W

CHANHASSEN. MN 55317

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(¢) Amount

(d) Purpose (e) Organization code

21967

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

{¢) Amount

(d) Purpose (e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1 !

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at YEeAr 8Nd .uvviniiiiiieien e 4
5 Current value of plan’s interest under this contract in separate accounts at year end........ccoceeveeeveeeeieeereeiecereeiinnn, 5
6 Contracts With Allocated Funds:
a State the basis of premium rates »
b Premiums paid t0 CAMTIET ..........c.oueeeieeceeeee e ees e es s nnenae 6b
€ Premiums due but unpaid at the end of the year 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, ENIET @MOUNL. ........ccc i er s e e se st e sassaebesraaban

Specify nature of costs P

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

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 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 YEAT .........ovecvueerecsiceses e e sseseseesssessesssesssessesssesssssssssseessesss e eeseseseeseessneseres | 7b
C  Additions: (1) Contributions deposited during the year ............ccccvcuvueennen. 7c(1)
(2) Dividends and Credits................euevreerereeererececeessisesseesseesssssessssessessenne 7¢(2)
(3) Interest credited during the vear....... e | T6(3)
(4) Transferred from SEPArate aCCOUNt ...........ceecueeeeerereeeseereeseee e s ssansenes 7c(4)
(5) Other (SPECITY DEIOW) .........cueeeeieeeereeeeeeeeeieeeie s eesessassssssesesssessesesnanans 7¢(5)
»
(BT olal dddilonS s cummrn s san s sp e s e e S B s e 7¢(6)
d Total of balance and additions (add liN€s 7b ANA 7C(B)). ........vvrrmrreereeeerereeeeseeesesseeeeseess e seesessseseeesseeeseeeseeenees l 7d

€ Deductions:

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

(2) Administration charge made by Carmer..........oovecuieueeecreeceees e erecnaes 7e(2)

(3) Transferred to SEPArate BCCOUNT ... .uovvereeeeeereeseeectererseeseeeeeeeeeeeeereeeeens 7¢(3)

(4) OthEr (SPECIY DBIOW). cc.cccuiuireiaseiirerisiinssssrasasnisssisisosssisasasivess sssmssnasinesi on 7e(4)

4

(5) TOLAI AEAUCHONS ..ot teeseteeeae s s eeseeaeeassesesses s sssas st ees s sessaseseas s esest st sn s et s et et ene st en s ansnsenseeneeensanenns 7¢e(5)

f Balance at the end of the current year (subtract line 7€(5) from N 7d).............coovvevreereermemrereeeceeerereereereennen I 7f




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMOUNt FECEIVEM ...vrieereeieceeereeeei et sessssssiaes 9a(1)
(2) Increase (decrease) in amount due but unpaid ...... 9a(2)
(3) Increase (decrease) in unearned Premium rESEIVE .........cvvereereeeeesneens 9a(3)
(4) EAMEA (1) + (2) - (B)) +vvvvveveveeeememeseeammammssesesessssssssesessessesesssesseeesessseseessesessessssessmsssmssesarss s | 9a(4)
b Benefit charges (1) Claims Paid.........cececoruererereereerereessessesesesesesesesesennes 9b(1)
(2) Increase (decrease) in Claim rESEIVES.........ceceerereererererereres s 9b(2)
(8) Incuried BlAimnS: (AA (1) BT (2] oo veeccmecerisisisaniusinanaionssonssinsasssis soissasessssinssos vATH 554 484R9 48R som s e ominsh S RFSRENAFE 9h(3)
{4) CIRITS CRATGET .. oo v stosieatissainnsiivs e susian ot asdomsia e msnb s iFasins o mes 28BS e AR A RS PR RSO SR8 9h(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) —
() COMIMISEIONG s cerssosuivisisiussssssnsinessmmesssens sssearsbasiunissasiborinseansnsonios 9¢c(1)(A)
(B) Administrative service or other fees ..........ocvrvercnnrcnmnrcnesenecncns 9c(1)(B)
(C) Other Specific aCqUISIION COSES .....vuvreerreeeemseereseeeresseresesessenens 9¢c(1)(C)
(D) Other EXPENSES ..v.vuvverereeerseeereereeseseeesrecanes e | 9€(1XD)
() TaNEE s covesvuntonss ekt 0 o e it e ana s i sk 4 s bt aied 9c(1)(E)
(F) Charges for risks or other CONtingencies ............o.eeerrereeeseereenens 9¢c(1)(F)
(G) Other retention CRAMGES .............eveeeeeeeeeesreeeneeereessesssesseserasessesees 9¢(1)(G)
(L T Ot TOEEIEION: st ctinn it sentmisawsas ks iuness vosisi bS48 e 45545 645 G50 SRR VH A O3 SO B RSB TR 5507 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were [:I paid in cash, or D credited.).......ocenen. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) Claii TBSBTVES .coussseissusssisismtosvssssse isobeoiibsmiaih e maiass dratssvasas S iss aegsisidoysdeh haitins sradssiin o sEvsstn it ST 9d(2)
(3) DINETTOSBIVES wuvveisssssmsisitnonilessiseetsetos gt vesish od sty oishs s S8t ra ey e S U o o Eobanosim sbe st bintalsibeiad 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in lin€ 96(2).)..ccccceceeeciiriciinnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEN ............coceicrereeeer s 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ....coeeocriinincinne 10b

Specify nature of costs.

| PartlV | Provision of Information

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

412 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
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Important Document Enclosed
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THE MOSCOE GROUP

CAROL MAD

10900 WAYZATA BLVD SUITE 600
MINNETONKA MN 55305-5803

l!"l|‘|-l|||l"|'l|'l"'|'ll||'I'I“'|||"'"||"I"""ll“'lﬂ”

Re: Annual Reporting Under Employee Retirement Income Security Act of 1974 (ERISA)
For: THE MOSCOE GROUP
0148491AH

Policy Period: January 01, 2024  through Dece_mber 31,2024

We have enclosed information for your policy period listed above to help you complete the Schedule A to ERISA Form
5500 Annual Report. We are providing this information in accordance with U.S. Department of Labor regulations.

Note that compliance with the ERISA requirements for completion of the Annual Report and its filing with the Internal
Revenue Service is the sole responsibility of employers, plan administrators and their professional advisors, Allina Health
and Aetna Insura cannot and does not assume any responsibility for such compliance, but we are pleased to provide
information pertaining to your insurance program as needed to complete the Report.

Information may also be included in the enclosure(s) for your consideration in completing Schedule C of your Form 5500,
This information may consist of one or more of the following: Producer Service Fees, Indirect Gompensation (as it
pertains to meals and entertainment) and/or Direct Billed Fees. Information pertaining to Indirect Compensation and
Direct Billed Fees is provided on a calendar year basis, which may not coincide with your plan year.

If you have other benefits plans with Allina Health and Aetna Insura, you may receive additional ERISA information to

~ complete your Schedule A and Schedule C for those plans under separate cover.

If you have any additional reporting needs, please contact your Allina Health and Aetna Insura account manager, or cali
1-800-818-0691 to speak with the ERISA suppert team.

Sincerely,

Allina Health and Aetna Insura

Enclosure

DD130
148491AH-TP-04022025

FOOONSAN0GN060000M G00J IKNERE*070F
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AlinaHealthd | ¥aetna’ INSURANGE INFORMATION

“000052*J 1KNERE 000192

_ _ The following information Is intended for your use fn
AETNA LIFE INSURANCE COMPANY completing Schiedule A of Form 5500,
AND AFFILIATES .

For Fiscal Plan Year beginning 01401/2024 and ending  12/31/2024

C. Namae of the Plan Spbnsor: THE MOSCOE GROUP

PART | Information Concerning Insurance Contract Coverage, Fees, and Commissions.

1. Coverage: Traditional Prospective

(ay Name of Ihsurance Carrler: {d) Contract Number | (2) Approximate Number of '
Allina Health and Aetna-Insura or Identlflcation: persons covered at the end Policy or confract Year

(b EIN: 82-2001197 0148491AH of policy or contract year: . [ grom: (@)To:

(o) NAIC Code! 16184 207 01/01/2024 1273112024

2. Insurance Fees and cammissions paid fo agents and brokers:
Contraet or "1 (a) Name and address of the agents or brokers (b) Amount of (€} & (d) Fees Pald
Identification to whom commlsslons or faes were pald, commissions pald - Purpose

0148491AH

Env [1,707] 20f6

TOTAL
Reported fess and commissions may be atiributed to multiple Aetna companies.
Part [ll Welfare Benefit Contract Information
If more than che contract covers the same group of employess of the same employer(s) or members of the same employee organization(s), the
information may be combined for reporting purposes if such confracts are experience-rated as a unit. Where individual contracts are provided, the
entire group of such individual coniracts with each carrier may be freated as a unit for purposes of this report.
7. Beneflt and contract type {oheok afi applicable boxes
. Heaith {other than dental or vilon) Dental D Vision D Life Insurance
E] Temporary disability (accident and sickness) D Long-term digability El Supplemental unemployment D Prescription drug
Stop loss (Jarge deductible) |:| HMO contract D PPO contract D Indemnity contract
[:l Accidental Death & Dismemberment D Short Term Disability '
8. Experience rated contracts:
9, Non experience rated contracts: _
(a) Total premiums or subscription charges Pald £0 GAIMTIEY ... e s l $1,530,142.79
(h) If the carrier, service or other organization Incurred any specific costs in connection with the acquisition or
retention of the contract or pollay, other than reported in 2 above, report amount .. : st
Specify nature of costs -->
This information was generated as of 04/02/2025
Date 04/18/2025 9:20 FINAL RELEASE AETNA LIFE INSURANCE COMPANY AND AFFILIATES
! hereby certifies that the foregoing statement is
il o e complete and accurate
Registrar
DD232

148491AH-TP-04022025

FOM0052000008000002000J1 KNERE*070F
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AllnaHesaltht: | waetna® INSURANCE INFORMATION The following Information Is Intended for your use in
AETNA LIFE INSURANCE COMPANY completing Schedule C of Form 5500.
AND AFFILIATES

General Information

Contract Number: 0148491AM
Policy or contract year: January 01, 2024 through

Name of the Plan Sponsor: THE MOSCOE GROUP

December 31, 2024

| Part |- Service Provider Information

2. Information on Other Service Providers Receiving Direct or indirect Compensation,

Brokér Information: DATTILO CONSULTING INC,

1711 Lake Dr West Chanhassen, MN 55317

$47,32397 | [T ves

No D Yes , No

D'Yes- No

Broker Information:

D Yes

DNo DYes DNo

E]Yes E] No

Direct Billed Fees (Direct Compensation reported on a Calendar year basis)

Vendor Information:

. FRo0es200000B000002000) 1 KNERE*070F

Ives [Cno | Oves o Cves Ino
This information was generated as of 04/02/2025 ’
Date Prepared: 04/1812025 9:20 FINAL RELEASE
Prepared hy; Regina Pendergrass
Registrar
DD232

148491AH-TP-04022025



6}‘ MutuarrOmana

3300 Mutual of Omaha Plaza | Omaha. NE 68175

February 12, 2025

THE MOSCOE GROUP
10900 WAYZATA BLVD STE 600
MINNETONKA, MN 55305

Re: Certified Information for Department of Labor

Form 5500, Schedule A — Group Number(s):

GLLVOCGM3 GLTDOCGM3 GUDBOCGM3
GVTLOCGM3

Thank you for choosing Mutual of Omaha as your group insurance carrier. We appreciate the
opportunity to service you and your employees. Attached, you'll find the Form 5500, Schedule
A.

I certify that the attached information for the Form 5500, Schedule A, Part I and Part ITI, has been
taken from our company records and is correct to the best of my knowledge. Mutual of Omaha is
providing you with the attached information but makes no representation regarding reporting
requirements. Please consult your attorney or other advisor as to your reporting obligations.

For questions, please contact your dedicated Customer Service team or call 1-800-655-5142.

Sincerely,

u/)%& Swtt

Nancy A. Sinnett
Vice President
Finance Operations
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SUPPORT FOR FORM 5500, SCHEDULE A, INSURANCE INFORMATION
INFORMATION FOR COMPLETION OF PART I

THE MOSCOE GROUP
MINNETONKA, MN
Name of Carrier: United of Omaha Life Insurance Company - NAIC Code 69868
EIN Number: 47-0322111
Group ldentification GO00CGM3 Data for Period:  01-01-2024 to 01-01-2025
Number:
Legacy Group ID: GLLVOCGM3
Type of Contract: NON-RETENTION
Benefits Provided Persons Covered
Vision - Voluntary 66
Amount of Amount of Service

Commission Fees Paid or Other Purpose for Organization
Name of Each Recipient Paid Fees Which Paid Type
DATTILO CONSULTING INC 756 Agent or Broker of Record 3
1711 LAKEDR W

CHANHASSEN, MN 55317

INFORMATION FOR COMPLETION OF PART IIt

10. Non-experience Rated Contracts:

Premiums

Memo Items: Benefit Charges — Claims Paid
Administrative Service Fees

Group Office: MINNEAPOLIS

.............. 7,557



SUPPORT FOR FORM 5500, SCHEDULE A, INSURANCE INFORMATION
INFORMATION FOR COMPLETION OF PART I

THE MOSCOE GROUP
MINNETONKA, MN

Name of Carrier: United of Omaha Life Insurance Company - NAIC Code 69868
EIN Number: 47-0322111
Group Identification G000CGM3 Data for Period:  01-01-2024 to 01-01-2025
Number:
Legacy Group ID: GLTDOCGM3
Type of Contract: NON-RETENTION
Benefits Provided Persons Covered
Long Term Disability Insured 127

Amount of Amount of Service

Commission Fees Paid or Other Purpose for Organization

Name of Each Recipient Paid Fees Which Paid Type
DATTILO CONSULTING INC 5,850 Agent or Broker of Record 3

1711 LAKEDR W
CHANHASSEN, MN 55317

INFORMATION FOR COMPLETION OF PART I

10. Non-experience Rated Contracts:

PIOmIUMS s uionvmiesis son s b ot ous e 05595 05 5 5% 5sbosmbnt srbdebsstsns

Memo Items: Benefit Charges— Claims Paid ................
Administrative Service Fees ..................

Group Office: MINNEAPOLIS

29,252



SUPPORT FOR FORM 5500, SCHEDULE A, INSURANCE INFORMATION
INFORMATION FOR COMPLETION OF PART I

THE MOSCOE GROUP
MINNETONKA, MN

Name of Carrier: United of Omaha Life Insurance Company - NAIC Code 69868
EIN Number: 47-0322111
Group Identification G000CGM3 Data for Period:  01-01-2024 to 01-01-2025
Number:
Legacy Group ID: GUDBOCGM3
Type of Contract:
Benefits Provided Persons Covered
Dental - Voluntary 89

Amount of Amount of Service

Commission Fees Paid or Other Purpose for Organization

Name of Each Recipient Paid Fees ‘Which Paid Type
DATTILO CONSULTING INC 8,883 Agent or Broker of Record 3

1711 LAKE DR W
CHANHASSEN, MN 55317

INFORMATION FOR COMPLETION OF PART III

10. Non-experience Rated Contracts:

PECITIDIE 5 o0 5 5505 5 565 6 s S o SR AR B o S0 R 15 o B s

Memo Items: Benefit Charges —Claims Paid ................
Administrative Service Fees ..................

Group Office: MINNEAPOLIS

.............. 88,827



Name of Carrier:
EIN Number:
Group Identification
Number:

Legacy Group ID:
Type of Contract:

Benefits Provided

SUPPORT FOR FORM 5500, SCHEDULE A, INSURANCE INFORMATION
INFORMATION FOR COMPLETION OF PART 1

THE MOSCOE GROUP

MINNETONKA, MN

United of Omaha Life Insurance Company - NAIC Code 69868

47-0322111
G000CGM3

GVTLOCGM3
NON-RETENTION

Persons Covered

Term Life - Voluntary

65

Data for Period:  01-01-2024 to 01-01-2025

Name of Each Recipient

Amount of
Commission
Paid

Amount of Service
Fees Paid or Other Purpose for
Fees Which Paid

Organization
Type

DATTILO CONSULTING INC

1711 LAKE DR W

CHANHASSEN, MN 55317

6,478

Agent or Broker of Record

3

INFORMATION FOR COMPLETION OF PART IIT

10. Non-experience Rated Contracts:
PECIIINS G & oot iosiionosionmsss s il 66 L o R R s B pen e sy s e el 32,389

Memo Items: Benefit Charges — Claims Paid ................
Administrative Service Fees ..................

Group Office: MINNEAPOLIS
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ERISA 5500 SCHEDULE A TEAM

vaetna
CLEVELAND OH 44181-8091

. April 23, 2025
important Document Enclosed

THE MOSCOE GROUP

CAROL MAC

10900 WAYZATA BLVD SUITE 800
MINNETONKA MN 55308

Re: Annual Reporting Under Employee Retirement Income Security Act of 1974 (ERISA)
For: THE MOSCOE GROUP
0148491 '
Policy Period: January 01, 2024 . through December 31, 2024

We have 'enblosed information for your pelicy period listed above to help you complete the Schedule A to ERISA Form
5500 Annual Report. We are providing this information in accordance with U.S. Department of Labor regulations. '

Note that compliance with the ERISA requirements for completion of the Annual Report and its filing with the Internal
Revenue Service is the sole responsibility of employers, plan administrators and their professional advisors. Aetna Life
Insurance Co. cannot and does not assume any responsibiity for such compliance, but we are pleased to provide
informaticn pertaining to your insurance program as needed to complete the Report.

Information niay also be included in the enclosure(s) for your consideration in completing Sehedule C of your Form 5500,

¢ . This information may consist of one or more of the following: Producer Service Fees, Indirect Compensation (as it

~ pertains to meals and entertainment) and/or Direct Billed Fees. Information pertaining to Indirect Compensation and

Direct Billed Fees is provided on a calendar year basis, which may not coincide with your plan year.

If you have other benefits plans with Aetna Life Insurance Co., you may receive additional ERISA information td
complete your Schedule A and Schedule C for those plans under separate cover.

If you have any additional reporting needs, please contact your Astna Life Insurance Co. account manager‘ or call
1-800-818-0691t0 speak with the ERISA support feam.

Sincerely,

Astna Life Insurance Co.

Enclosure

DBD130 ’
148491-TP-04022025

FO000s20000060000040004 tKNERE*Q70F
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i *000082* J{KNERE*000485*
’ a.etn a® i:;l:ﬁ‘qf:s ::;gsx:;éogommm The following information Is intended for your use in
complsting Schedule A of Form 5500,
: AND AFFILIATES :
For Fiscal Plan Year beginning 01/01/2024 and ending  12/31/2024
C. Name of the Plan Sponsor: THE MOSCOE GROUP
PART | _tnformation Goncerning Insurance Contract Goverage, Fees, and Commissions,
1. Coverage: Traditional Prospective N
(2) Name of Insuranee Cartler: {d) Contraet Number | (e) Approximate Number of
- Astna Life Insurance Co, or Identification: parsons covered gt the snd Polley or confract Year
(b) EIN: 06-60:33492 | 0148401 of palicy or contract year: @Fom: | (@To:
() NAIC Gode: See Attached Listing ; : S 01/01/2024 ’ 12/31/2024
2. Insurance Fees and commissions paid to agents and brokers: o
Contract or (a) Name and address of the agents or brokers {b) Amount of ) - (0) & (d) Fees Paid
Identification to whom commisslons or fees wera pald, commisslon.s pald Amoenk Purpose
0148401 ' ’

TOTAL

Repoited fees and commissions may be attributed to multiple Aetna companies,

Pért I Weifare Benefit Contract Information

If more then one contract covers the same group of employses of the same employer(s) ar members of the same employee organlzation(s), the
Infarmation may be combined for reporting purposes If such contracts are experience-rated as a unit. Where individual contracts are provided, the
entire group of such individual contracts with each cartier may bo treated as a unit for purposes of this report.

7. Benefit and contract type (check all appliceble boxes

Health (other than dental o vision) Dental D Vision D Life Insuranae

| | Temporary disabllity (accident and sickness) Long-term disability D Supplemental unemployment - D Prescription drug
Stop loss (large deductible} HMO contract PPO contract : ' ‘Indemnity contract
|| Accldental Death & Dismemberment Short Term Disability "

8. Experlence rated gontracts;

9. Non experience rated contracts:

{8) Total premiums or subscription charges paid to COMTIBE 15 oxiriaiisomscusnsserssmssss oy ooty csiss s SR st SR b st L : .'576.805.34]

{b) If the carrier, service or other organization incutred any spesific costs In connection with the aoquisitian or
retention of the centract or policy, other than reported in 2 above, Feport AMOUNL ... oo,
Specify nature of costs -~

This Information was generated as of 04/02/2025

Date 04/18/2025 9:19 FINAL RELEASE AETNA LIFE INSURANCE COMPANY AND AFFILIATES
- hereby certifles that the foregoing statement Is
Regina Pendergrass complste and accurate '
Registrar
DD232

148491-TP-04022025
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’ aetn a@ INSURANGE INFORMATION
: AETNA LIFE INSURANGCE COMPANY

AND AFFILIATES

0000824 1KNERE*000196*

The following information is intanded for your use in
completing Scheduls C of Form 5500,

General Information

Name of the Plan Sponsor: THE MOSCOE GROUP
Coniract Number: 0148491 S

Policy or contract year: January 01, 2024  through December 31, 2024

[ ‘ Part |- Service Provider Information

2. Information on Other Service Providers Receiving Direct or Indirect Compensation.

Broker Information: DATTILO CONSULTING INC.
1711 Lake Dr West Chanhassen, MN 55317 _
$2375.45 | [Jves o | [Dves o ves B o
Broker Information: '
DYes [:.]No_ DYes EINO E.IYes E]No
Direct Billed Fees (Direct Compensation reported on a Calenday, s

Vendor Information:

Cves Ono | Cves o Oves [Ino
This information was generated as of 04/02/2025
Date Prepared: 04182025 9:19 FINAL RELEASE
Prepared by: Regina Pendergrass
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