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

GLOBAL OVERVIEW WELFARE BENEFITS PLAN

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
01/01/2022

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)

GLOBAL OVERVIEW

10900 WAYZATA BLVD STE 600
MINNETONKA, MN 55305-5803

10900 WAYZATA BLVD STE 600
MINNETONKA, MN 55305-5803

2b

Employer Identification
Number (EIN)
37-1748694

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. 05/13/2025 RICHARD BROMS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 05/13/2025 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 114
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) 114
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 4B 4D 4E 4H
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules 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 __4
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
GLOBAL OVERVIEW WELFARE BENEFITS PLAN plan number (PN) 3 501

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

GLOBAL OVERVIEW

37-1748694

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 60054 0181481 84 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

17963

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

17963

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
GLOBAL OVERVIEW WELFARE BENEFITS PLAN plan number (PN) 3 501

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

GLOBAL OVERVIEW

37-1748694

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 0181481AH 52 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

10034

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

10034

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
GLOBAL OVERVIEW WELFARE BENEFITS PLAN plan number (PN) 3 501

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

GLOBAL OVERVIEW

D Employer Identification Number (EIN)
37-1748694

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
EYEMED VISION CARE

(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
43-0949844 71870 10359181001 71 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

1026

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

1026

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 D Dental c @ 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

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
GLOBAL OVERVIEW WELFARE BENEFITS PLAN plan number (PN) > 501

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

GLOBAL OVERVIEW

37-1748694

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

GUARDIAN
(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
13-5123390 64246 00027760 127 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

8118

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

8118

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 B] Dental c D 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




*000285*JIKNERE*001122*
ERISA 5500 SCHEDULE A TEAM

vaetna i
CLEVELAND OH 44181-8091

March 29, 2025
Important Document Enclosed

GLOBAL OVERVIEW, L.L.C.
MELANIE MYERS

10900 WAYZATA BLVD, STE 600
MINNETONKA MN 55305

Re: Annual Reporting Under Employee Retirement Income Security Act of 1974 (ERISA)
For: GLOBAL OVERVIEW, L.L.C.
0181481
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. 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.

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 Aetna Life Insurance Co., 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 Aetna Life Insurance Co. account manager, or call
1-800-818-0691 to speak with the ERISA support team.

Sincerely,

Aetna Life Insurance Co.

Enclosure

DD130
181481-TP-02272025
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’a,etna® INSURANCE INFORMATION The following information is intended for your use in
AETNA LIFE INSURANCE COMPANY completing 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: GLOBAL OVERVIEW, L.L.C.

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

1. Coverage: Traditional Prospective

(a) Name of Insurance Carrier: (d) Contract Number | (e) Approximate Number of )
Aetna Life Insurance Co. or Identification: persons covered at the end Policy or contract Year

(b) EIN: 06-6033492 0181481 of policy or contract year: (f) From: (9)To:
(c) NAIC Code: See Attached Listing 84 01/01/2024 12/31/2024
2. Insurance Fees and commissions paid to agents and brokers:

Contract or (a) Name and address of the agents or brokers (b) Amount of (c) & (d) Fees Paid

Identification to whom commissions or fees were paid. commissions paid

Amount Purpose
0181481
TOTAL

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

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 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 unit for purposes of this report.

7. Benefit and contract type (check all applicable boxes)

Health (other than dental or vision) I:l Dental I:l Vision I:l Life Insurance
Temporary disability (accident and sickness) I:l Long-term disability I:l Supplemental unemployment I:l Prescription drug
Stop loss (large deductible) I:l HMO contract PPO contract Indemnity contract

I:l Accidental Death & Dismemberment I:l Short Term Disability

8. Experience rated contracts:

9. Non experience rated contracts:

(a) Total premiums or subscription charges paid t0 CAITIEr. .........o..uiii e e e | $579,424.55

(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 2 above, report amount ...
Specify nature of costs -->

This information was generated as of 02/27/2025

Date 03/27/2025 4:15 FINAL RELEASE AETNA LIFE INSURANCE COMPANY AND AFFILIATES
hereby certifies that the foregoing statement is
complete and accurate

Regina Pendergrass

Registrar

DD232
181481-TP-02272025



DD112

NAIC Code Service Area
95094 Aetna Health Inc. (a Georgia Corporation)
95003 Aetna Health Inc. (an Arizona Corporation)
60054 Aetna Life Insurance Company
N/A Aetna Dental of California Inc.
11183 Aetna Dental Inc (a New Jersey Corporation)
95910 Aetna Dental Inc (a Texas Corporation)

*000285*JIKNERE*001123*
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’a,etna® 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

Name of the Plan Sponsor: GLOBAL OVERVIEW, L.L.C.
Contract Number: 0181481
Policy or contract year: January 01, 2024 through December 31, 2024

Part I- Service Provider Information

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

(b) (c) (d) (e) ® (9 (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation paid by receive indirect compensation include| compensation received | provider give you a
organization, or the plan. If none, compensation? eligible indirect by service provider formula instead of an
person known to be a enter -0-. (sources other than compensation for excluding eligible amount or estimated
party-in-interest. plan or plan sponsor) which the plan indirect compensation amount?
received the required| for which you answered
disclosures? "Yes" to element (f). If

none, enter -0-.

Broker Information: DATTILO CONSULTING INC.
1711 Lake Dr West Chanhassen, MN 55317

$17,963.45| [] Yes No | [ Yes No [] Yes No

Broker Information:

DYes DNo DYes I:lNO DYes DNo

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

(b) (c) (d) (e) ® (9 (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation paid by receive indirect compensation include| compensation received | provider give you a
organization, or the plan. If none, compensation? eligible indirect by service provider formula instead of an
person known to be a enter -0-. (sources other than compensation for excluding eligible amount or estimated
party-in-interest. plan or plan sponsor) which the plan indirect compensation amount?
received the required| for which you answered
disclosures? "Yes" to element (f). If
none, enter -0-.

Vendor Information:

DYes I:lNO DYes DNo DYes O No
This information was generated as of 02/27/2025
Date Prepared: 03/27/2025 4:15 FINAL RELEASE
Prepared by: Regina Pendergrass
Registrar
DD232

181481-TP-02272025
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. ERISA 5500 SCHEDULE A TEAM
AllinaHealth#: | ®aetna° 5 5ox 818091

CLEVELAND OH 44181-8091

March 29, 2025
Important Document Enclosed

GLOBAL OVERVIEW, L.L.C.
MELANIE MYERS

10900 WAYZATA BLVD, STE 600
MINNETONKA MN 55305

Re: Annual Reporting Under Employee Retirement Income Security Act of 1974 (ERISA)
For: GLOBAL OVERVIEW, L.L.C.
0181481AH
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. 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 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 call
1-800-818-0691 to speak with the ERISA support team.

Sincerely,

Allina Health and Aetna Insura

Enclosure

DD130
181481AH-TP-02272025
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AllinaHealth: | waetna’ INSURANCE INFORMATION The following information is intended for your use in

AETNA LIFE INSURANCE COMPANY completing 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: GLOBAL OVERVIEW, L.L.C.

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

1. Coverage: Traditional Prospective

(a) Name of Insurance Carrier: (d) Contract Number | (e) Approximate Number of )
Allina Health and Aetna Insura or Identification: persons covered at the end Policy or contract Year

(b) EIN: 82-2091197 0181481AH of policy or contract year: (f) From: (9)To:
(c) NAIC Code: 16194 52 01/01/2024 12/31/2024
2. Insurance Fees and commissions paid to agents and brokers:

Contract or (a) Name and address of the agents or brokers (b) Amount of (c) & (d) Fees Paid

Identification to whom commissions or fees were paid. commissions paid

Amount Purpose
0181481AH
TOTAL

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

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 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 unit for purposes of this report.

7. Benefit and contract type (check all applicable boxes)

Health (other than dental or vision) I:l Dental I:l Vision I:l Life Insurance
Temporary disability (accident and sickness) I:l Long-term disability I:l Supplemental unemployment I:l Prescription drug
Stop loss (large deductible) I:l HMO contract PPO contract Indemnity contract

I:l Accidental Death & Dismemberment I:l Short Term Disability

8. Experience rated contracts:

9. Non experience rated contracts:

(a) Total premiums or subscription charges paid t0 CAITIEr. .........o..uiii e e e | $309,674.80

(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 2 above, report amount ...
Specify nature of costs -->

This information was generated as of 02/27/2025

Date 03/27/2025 4:16 FINAL RELEASE AETNA LIFE INSURANCE COMPANY AND AFFILIATES
hereby certifies that the foregoing statement is
complete and accurate

Regina Pendergrass

Registrar

DD232
181481AH-TP-02272025
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AllinaHealth: | 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

Name of the Plan Sponsor: GLOBAL OVERVIEW, L.L.C.
Contract Number: 0181481AH
Policy or contract year: January 01, 2024 through December 31, 2024

Part I- Service Provider Information

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

(b) (c) (d) (e) ® (9 (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation paid by receive indirect compensation include| compensation received | provider give you a
organization, or the plan. If none, compensation? eligible indirect by service provider formula instead of an
person known to be a enter -0-. (sources other than compensation for excluding eligible amount or estimated
party-in-interest. plan or plan sponsor) which the plan indirect compensation amount?
received the required| for which you answered
disclosures? "Yes" to element (f). If

none, enter -0-.

Broker Information: DATTILO CONSULTING INC.
1711 Lake Dr West Chanhassen, MN 55317

$10,03453| [ Yes No | [ Yes No [] Yes No

Broker Information:

DYes DNo DYes I:lNO DYes DNo

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

(b) (c) (d) (e) ® (9 (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation paid by receive indirect compensation include| compensation received | provider give you a
organization, or the plan. If none, compensation? eligible indirect by service provider formula instead of an
person known to be a enter -0-. (sources other than compensation for excluding eligible amount or estimated
party-in-interest. plan or plan sponsor) which the plan indirect compensation amount?
received the required| for which you answered
disclosures? "Yes" to element (f). If
none, enter -0-.

Vendor Information:

DYes I:lNO DYes DNo DYes O No
This information was generated as of 02/27/2025
Date Prepared: 03/27/2025 4:16 FINAL RELEASE
Prepared by: Regina Pendergrass
Registrar
DD232

181481AH-TP-02272025






Vision Insurance Information For Form 5500

Information Compiled By: EyeMed Vision Care on behalf of the Fidelity Security Life Insurance Company

Payments Received by carrier from plan or plan sponsor:

Report Start Date

Report End Date
11124 12/31/24

Report Generated: 4/22/25

Approximate number of Approximate number of
subscribers covered at subscribers and
Contract or end of policy or contract dependents covered at end
Name of Plan ID # Enrollment Group year: of policy or contract year: EIN NAIC Amount
GLOBAL OVERVIEW 10359181001 | GLOBAL OVERVIEW 70 107 430949844 | 71870 $6,152.30
GLOBAL OVERVIEW
GLOBAL OVERVIEW COBRA 10359191001 | COBRA 1 1 430949844 | 71870 $77.00
71 108 Total: $6,229.30
Commissions or fees paid by carrier to agents, brokers or other persons:
Payee Name Contract or ID # Address Line 1 City State |Zip Code Amount
Dattilo Consulting, Inc. 10359181001 1711 Lake Drive W Chanhassen MN 55317 $1,018.19
Dattilo Consulting, Inc. 10359191001 1711 Lake Drive W Chanhassen MN 55317 $7.92
Total $1,026.11

Note: Payments and applicable fees or commissions related to the plan or plan sponsor, which are not paid and posted within the date range provided above, are not included in this report. Instead, such payments will be
included in prior or subsequent Schedule A reporting, as appropriate. Payments and applicable fees or commissions may vary from the carrier’s billed amounts.




3/28/25, 8:30 AM Schedule A/5500s Reports - Employer | Guardian

2024 Schedule A/5500 Information

From To

01/01/2024 12/31/2024

Plan Number Plan Name
00027760 GLOBAL OVERVIEW
Guardian's EIN Guardian's NAIC
13-5123390 64246

Approximate number of employees covered at the end of the plan year
127

Group Insurance coverage(s) included under this plan

® Optional Life
® Long Term Disability

® Dental (Insured)

The following figure represents commissions that are to be reported on Schedule A,
Line 3, Element (b):

Total commissions

Contract ID Contract name Commissions paid
000BI623 DATTILO CONSULTING INC $8,118.34
Total commissions for plan $8,118.34

000B1623-DATTILO CONSULTING INC

1711 LAKE DRIVE WEST CHANHASSEN MN 55317

Group insurance coverages Commissions paid
Dental (Insured) $3,478.36
Long Term Disability $3,002.63
Optional Life $1,637.35
Total commissions for contract $8,118.34

The following figure represents fees that are to be reported on Schedule A, Line 3,
Element (c):

https://www.guardiananytime.com/reportsapp/5500Report 1/2



3/28/25, 8:30 AM

Schedule A/5500s Reports - Employer | Guardian

Fees

Contract ID Contract name Amount
000BI623 $0.00
Total fees paid $0.00

However, the compensation above is not charged to your case in calculating new

rates.

Recipient of One Time Reimbursement

Amount Paid

Total Fees Paid

Group insurance coverages

Dental (Insured)

Long Term Disability

Optional Life

Gross premium paid

$43,479.43

$21,127.95

$12,595.05

Total premium paid

Premium due (unpaid) at the end of the year

$77,202.43

$0.00

The following figure represents indirect Compensation to be reported on Schedule

C,Part 1,3, Elements(a &c)

Contract Identification (a) Name and Address of Recipient of Indirect Compensation (a) Amount (¢)

Total Indirect Compensation Paid:

The following figure represents indirect Compensation information to be reported
on Schedule C, Part 1,3, Elements(b. d & e)

Service Code (b) Name and Address (d)

https://www.guardiananytime.com/reportsapp/5500Report

Indirect Compensation (e)

212



Department of the Treasury

Form 5500

Internal Revenue Service

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

OMB Nos. 1210-0110
1210-0089

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

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 2 mektismployer pian

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

employer information in accordance with the form instructions.)

a single-employer plan
D the first return/report
D an amended return/report

D a DFE (specify) ___

B This return/report is: [I the final return/report

C Ifthe plan is a collectively-bargained plan, check NEre. . . ... ... ovtee ettt e

[ ] Form 5558
D special extension (enter description)

D Check box if filing under: |:| automatic extension

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

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

Part Il I Basic Plan Information—enter all requested information

1a Name of plan
GLOBAL OVERVIEW WELFARE BENEFITS PLAN

1b

Three-digit plan

number (PN) » i

1c

Effective date of plan
01/01/2022

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)
GLOBAL OVERVIEW

10900 WAYZATA BLVD STE 600
MINNETONKA, MN 55305-5803

10900 WAYZATA BLVD STE 600
MINNETONKA, MN 55305-5803

2b

Employer Identification
Number (EIN)
37-1748694

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 returnireport will be as

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,

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

statements and attachments, as well as th/eel

f : 2/
SIGN _
HERE 424 21,

. ALing

: [//;%é S| AvchpRD BRoOMs

Enter name of individual signing as plan administrator

P

= 7
Signature of plan administrator,

N7 Lans ) /o | Crenszd Bonds

SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator’s telephone
number
4 I 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 | 114
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 DIGI VAT curvsusssnssssanesshadsinsissssrsents ssvadusonssntinnsnsasusssion fssassis 63(1) 114

a(2) Total number of active participants at the €nd 0f the PIAN YEAT ...........ecueeueceeeeeeeeeeeeeseeeeae e eeseseeessee e saesessses s sees s 6a(2) 127

b Retired or separated participants reCeiving DENEMILS. ........cviueierieieeiieec ettt see s 6b

c Other retired or separated participants entitled to future benefits 6¢Cc

d Subtotal. Add [INES Ba(2), 8D, NG BC..........ccceuiueeriuerieiiie ettt et ees st s ee e sere e s ee s s et st eteeees e seseeesessesneseeeeeseme e e s s essessrans 6d 127

e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........ueeereeeeeereereeceresen. 6e

f e c TR ENa Lo B TTT=0 o i T e T e 6f 127

(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
g o)y 4]01 L) (015 -1 () S S PRER S  SPU o  S S1 g
2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
g COMPIELETNIS IO, .oususmiissmusmisineins i sonssuninsamestssanassst sbisdts sbe invassikissasi sk ivabonsii rvol hns s ik nraiheciisine 4 sonts wrptiess b itas ssib aeans _6_9(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1658 than 100% VESLEA........cecceiie et stssist e sssscsceesses s ses e ssssssssss st sesshsesch st et se e st ase st seesenseseeseneseenssenennseees 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 Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

4A 4B 4D 4E 4H

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
3) Trust (3) Trust
(4) General assets of the sponsor (4) i General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) ]:] R (Retirement Plan Information) (1) D H (Financial Information)
{2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ D b (FonEab Ieehaton = Sehall, Fisi)
Purchase Plan Actuarial Information) - signed by the plan (3) A (Insurance Information) — Number Attached __4
geluary @[] c (Senice Provider Information)

{3) D SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

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

{4) [:] DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

{5) D MEP (Multiple-Employer Retirement Plan Information)



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.) ceceeeersmmmmmessssssnccceees L] 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.) .......... []Yes [] 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 Insurance Information

OMB No. 1210-0110
(Form 5500)
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? ggcﬁrityaAggqinistration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation b 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 y
GLOBAL OVERVIEW WELFARE BENEFITS PLAN plan number (PN) b 501

C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

GLOBAL OVERVIEW 37-1748694
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

() NAIC (d) Contract or (e) Approximate number of Policy or coniract year
(b) EIN ; 4 : persons covered at end of
code identification number policy or contract year (f) From (g) To
82-2091197 16194 0181481AH 52 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
10034

(b) Total amount of fees paid

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

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
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
10034 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 prie

(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 (¢) Amount (d) Purpose vy

(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 (¢) 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 yearend ....... 4
5 Current value of plan’s interest under this contract in separate accounts at year end............ccueeeeeeeeeceveeercneireerneiennas 5
6 Contracts With Allocated Funds:
a State the basis of premium rates »
D Premiums PAIE 10 CAITIET ......co.ueeeceiceeeeeeeeeeeee oo eee e eeeeee e eeseeeeseeesesest et esesseeeseseseeesee e eeesseseeesenseeseeees 6b
C  Premiums due but unpaid at the end OF the VBN ..........c.cueeeee ettt s se st ss e e es 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 @MOUNL. ..........c.ccoiiiiiiieeecereeeece et e e eaessae st s be e eeesneeas
Specify nature of costs P
€ Type of contract: (1) [] individual policies 2) D group deferred annuity
(3) D other (specify) b
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » I___]
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 €nd 0f the PrEVIOUS YEAT ..........cuoveveeoeoeoeeeeeeeeeeeeeeeeeeeeeeeeeeereeeeeeeeesees s eneseeeeenreesesnerereseasresesenees I 7b
C  Additions: (1) Contributions deposited during the Year ..........ecceeecreeene.. 7c(1)
(2) Dividends and CredItS.............covvrveeereeereereecee e sees s sssssseenen 7¢(2)
(3) Interest credited during the Year..........c.cceeecereeeceeirceieee e 7¢(3)
(4) Transferred from SEPArate @CCOUNL ............oveveerrrereseressressseseeseesesssseens 7c(4)
(5) Other (SPECIfY DEIOW) .........c.eceeeeieeeeeeeeeeceseseeeereeeseeeseeesess e encasa s 7¢(5)
>
(BYTOTAL HATIIOMS .oocvsomvscmmnrn iy mion s smmesss s oo oo 55 20 SRS o R o SISV S50 o g S SEEeBs 7¢(6)
d Total of balance and additions (add liNES 7B @NA TC(B)). ....rvv.vermeeeeeeeceeceeeeeeeeeeeeeesene st eeeseeee s e emereeseseeereenesennee l 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢(2)
(3) Transferred t0 SEPArate ACCOUNL ...........evoveveceeeeeeeeiceeesseenececeeeeeseesaneenns 7¢(3)
(4) Other (SPECITY DEIOW) .........cueeeierieecsceereeeeeeeseeseeeesssscasecrseenesee s eseeeneennen 7e(4)
»
LG TILe e [0 (U 11o] Y- TR 7¢(5)
f Balance at the end of the current year (subtract line 7e(5) from HiNE 7d).........cc.oeerreereereressisrcrieieseses s | 7f




Schedule A (Form 5500) 2024 Page 4

Part il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) »

9 Experience-rated contracts:

A Premiums: (1) AMOUNt rECEIVEM ......cccoveccierrrcieirseere e s naas 9a(1)
(2) Increase (decrease) in amount due but unpaid ...........cceccoereerrcenrneneee. 9a(2)
(3) Increase (decrease) in unearned pPremium reSErVe ........oovveereeeeeennen. 9a(3)

O LT N (L R T T ) | 9a(4)
b Benefit charges (1) Claims Pait............o.ovreereeeeeeveereseeeseeseeseceseeseeseesane 9b(1)
(2) Increase (decrease) in Claim reServes.........uoeveerieceeseeesesseese e 9b(2)

(3) Incurred claims (2dd (1) BN (2))...cveieieeeeieecece et sr e e e ee et eee e et eee e e stasee st esessesennssaseneassseasasensenenn 9b(3)
(37101 1< 1 01 e o (o T R U e S SO 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMISSIONS «..cucuerreiatrinrstesesessssssessenmssesesesrssssssrssesssesseenesmmensene 9c(1)(A)
(B) Administrative service or other fees ........cooovivee e eeeseeeenneennens 9¢c(1)(B)
(C) Other SPecific aCUISIION COSIS..vvuvrremeeeerrereeereeesereee e eeee e 9¢(1)(C)
(D) OHET EXPENSES ....cevvrvsreererseeeeseeeeeeseeseesseseeeseeeeseeseesesesseseseesesesen 9¢c(1)(D)
()] T OXE S revsrsssosis e oo T iy eSS oo B £ 9c(1)(E)
(F) Charges for risks or other Contingencies ...........rvevvvverreereeseerenn. 9c(1)(F)
(G) Other retention ChArGES .......ve.veeeeeveeereereeseeseeseesseesesessesseeseeseons 9c(1)(G)
(H1)! TOtall ETEIHION, :cvussmusssunmuiisonisston o siss dosiiebonsinsaigboipss e s dubeeie e TR s e it A S R s B e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)....ccccceernenn 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 96(2).).......c.ccccvuvurueen..... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription Charges Paid t0 CAITIET ............oceueueeereeeeeeeeereeeeerereeseesensessesesesesesesesesrseseseses 10a

b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, repart amount. ..uoveeeeecceeirennen... 10b

Specify nature of costs.

| PartlvV | Provision of Information

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

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




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
Depart t of Labor .
Employee B:r?:ﬁt:gzcgrityaAdministration ) 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

GLOBAL OVERVIEW WELFARE BENEFITS PLAN plan number (PN) > 501

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

D Employer Identification Number (EIN)
37-1748694

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 lll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
EYEMED VISION CARE

(e) Approximate number of Policy or contract year
(b) EIN (e} NAIC (d) Contract or persons covered at end of
code identification number policy or contract year (f) From (g) To
43-0949844 71870 10359181001 71 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

1026

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

1026

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 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 QOrganization
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 year end .......cccoevverevererivinienresrnan 4
5 Current value of plan’s interest under this contract in separate accounts at year end............ccceeveevreeiieeeeeeireeenienaans 5

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

D Premiums Paid 10 CAITIET .........oo......ooooooeeeeeee oo eeeeeeeee oo eeeeee oo oo oo eeeeeeeee oo 6b
C  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, ENEN AMOUNL. ......veu.ieceece et et e s e seeee e
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
@) [] other (specify) P
f Ifcontract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration 2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end of the previous year............................. : | 7b
C  Additions: (1) Contributions deposited during the year
(2) Dividends and CreditS..........uviiueeeeceeeeeeeeceereiie e eesesesesse s eseeeeeeesensenas
(3) Interest credited dUring the YEar.........ccccueveeveeeveiiiiiseee e e e eeereeas
(4) Transferred from separate account ..........c.couveveeeeveeeieecivecieeeeeeeereeen
(5) Other (specify below)
>
(B)TOE] AOAONS csvosesesmimmminmmn iomisstisstossnaimmmitetons oo bt s oo et s oot s S e B S s s et 7¢(6)
d Total of balance and additions (add lINES 7B ANA 7C(B)). «....vvmveeeerreeeeeeeeeeeeesseesseeseeeseesseeseeeseeeeeseeeeee oo e I 7d

€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made BY CaITIEr ............ocvoueeereereereessesressressss s 7¢(2)

(3) Transferred to SEParate @CCOUNL ........cceveeerreecrereeeeeeere st rnens 7¢(3)
(4) Other (specify below)
>




Schedule A (Form 5500) 2024 Page 4

Part il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [ ] Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMount reCEIVED .......ccviriicieciieree et

(2) Increase (decrease) in amount due but unpaid ...........c..ccceevevereeneeneee.

(3) Increase (decrease) in unearned premium reserve

(@) EAMEd (1) + (2) = (3)) reveveeeereeremreeresseeeemesseseseenseerenn 9a(4)

b Benefit charges (1) Claims paid
(2) Increase (decrease) in claim reServes............cccveeeeeeeeeeereeseeeseenenns

(3) Incurred claims (2dd (1) N (2))...veeeerieeeireiecrrerineitarieres e resss e sesesas e sesaesesessesenas 9b(3)
(&) Claims CRANGE v vcianeinsssss sussossasmisssoessssasssssaissssbvmsstshiphasisdansasass s oosanss osiossndensih s senssssssersnssanssens snssen sessinnssn 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
A} COMMISSIONS 2ot st e st et de s o 9¢c(1)(A)
(B) Administrative service or other fees .........occovevereecereresseesecaeerenns 9c(1)(B)
(C) Other SPECific ACUISIION COSES ........rveeveeereererererseseesesseseeesreenenns 9c(1)(C)
(D) OtEr EXPENSES .....ocveeereceerectece e ssseess s sesnssesssssassssssssssesens 9¢(1)(D)
(B TAXES:sumves svssensestonsbistuiassin s it vityessoses ol sash nis s v asagantossisssess 9c(1)}(E)
(F) Charges for risks or other contingencies .. 9c(1)(F)
(G) Other retention charges 9¢c(1)(G)
(H) TOLAL TRUBIION, v vivsisuiiaginasssissussassanasassotsssssso ssisinbossnaiiussssssesissssanansdissnssass st ssussxesan sassass sss auaassansssnesnss s 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)....c.cecereene. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClaTMTOSOIVEE ixssisssnsmsssssisssiniias s vaesismssstesisss ot st bovacssbichsas soevesoosre s EIRR oSt Ed0s: s S B o St 9d(2)
() D BT O BETNIES s swsiiosomsss oa s 804y 4 S A 4R 0 AR VA S D AN B S s s i 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).....cc.cccceeeuveveencnnee. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAMIET ........ccceeeueieeeeceeeeee et ee et e e e e e e 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. ........cocvivvnnvinisnns 10b

Specify nature of costs.

| PartIV | Provision of Information

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

12 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

Insu

This schedule is required to be filed under section 104 of the

rance Information
OMB No. 1210-0110

Employee Retirement Income Security Act of 1974 (ERISA). 2024

» File as an attachment to Form 5500.

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

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
GLOBAL OVERVIEW WELFARE BENEFITS PLAN plan number (PN) > 501

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

GLOBAL OVERVIEW

D Employer Identification Number (EIN)
37-1748694

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

(e) Approximate number of Policy or contract year
(b) EIN (¢) NAIC (d) Contract or persons covered at end of
code identification number policy or contract year (f) From (g) To
06-6033492 60054 0181481 84 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

17963

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

17963

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

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

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

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

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

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

(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

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 8NA .eviveeirieeeeceeeete e ete e 4
5 Current value of plan’s interest under this contract in separate accounts at year end..............coovveevevveeeeeeererriennnn, 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums paid 1 CAITIET ..............eeooeeceooeeeeeeeee e 6b
C  Premiums due but unpaid at the €Nd Of the YEAI ............ccueeeereeeeeeee e 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, ENLEr AMOUNL. .............cuees e e
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 > 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
b Balance at the end Of the PrEVIOUS YT ............ereeeeseeeeeeeeeeeeeeeeseeeeessseeeeeeeseseeeeeeessseeeeeeeeeeeeeeeeoeeeeeeeoeeeeeees oo | 7b
C  Additions: (1) Contributions deposited during the Year ..........coeeeeveeeeunnnn. 7c(1)
(2) Dividends and CreditS..........cceceveereeeeeeeeeeeeeeeeeeeeeeeeeeeteeseseseee s 7¢(2)
(3) Interest credited dUMNG the YEaT.........cveeeveeeeeeeeeeeereeeeee e e eeeseseo 7¢(3)
(4) Transferred from separate aCCOUNt .............ceceeereveereeresreecsseresessessrerns 7¢(4)
(5) Other (SPECify DEIOW) ........ceveierreeeeeeecee et e e ee s erereren 7¢(5)
>
(6)Total additions

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

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

(2) Administration charge made by Carmier.............coworueevevereereeeeserees oo, 7¢(2)

(3) Transferred {0 SEPATAte ACCOUNE ...........eeveeereereeeeeeeeeeeee e eseeees s, 7¢e(3)

(4) Other (SPECIfY BEIOW) .....cvevvieceeer ettt sttt et ee e 7¢e(4)

»

(B); Tiotal Ll O OITOHOTIS 510 sssmeimsnssssnsnsasssssmasssssinssss sssumsysssi suesasees coe v iasdomelona s SV e 54 Pt 535558 e e 7¢(5)




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 |A| Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h |:| 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 reCeived ...........cuecerireireieercrece et 9a(1)
(2) Increase (decrease) in amount due but UnPaid ..........cccooecevrereeeecnnen. 9a(2)
(3) Increase (decrease) in unearned pPremium reserve ........oeeeeeeeennn.. 9a(3)

(@) EAMEd (1) + (2) = (3)) cvveverveeeeeemeeseeemeereeseessssesesssssseessessssssessesseeeseens 9a(4)

b Benefit charges (1) CIAIMS PAI. ... ...oveeverereeeeeeeeeeeee oo e eeeeeeeeeeseeseseeee
(2) Increase (decrease) in claim reserves...

(3) Incurred claims (add (1) AN (2))..eeveereeerieeeee e e eeeeen 9b(3)
(4) ClaimS CRATGEA.... ... iocensssssiivvsssmummsasssssvossssssassssisissstsisssosesastsnsnssensssssss ssossssyobstsn sioss omsmsssorstassseneesestsesmsmssrs 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMUSSIONS ..vrevreererertrieeeceeceeeetesaecae e e e e eeeesereseneneeneeeseeeneeen 9c(1)(A)
(B) Administrative service or other fees ......oo.ooeveveiveceeeeeseeeeeeeeeenes 9¢c(1)(B)
(C) Other SpeGific ACqUISIION COSIS we.vrveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeesenan 9c(1)(C)
(D) Other EXPENSES ....cevvevieeceeeetecte e ceeete e et s sta st et e e e eereseee e e e eeneaes 9¢(1)(D)
(B) TaNES . cuuysssesassavssnummions ke dhondtinyosaisussass hsbeb s sveibessa sessssdassssnsnis 9¢(1)(E)
(F) Charges for risks or other CONNGENGIES .........vverevereverereeseeseesreen. 9c(1)(F)
(G) Other retention charges...........oovveveen..... et 9¢c(1)(G)
(H) T otal rOtONION. «.ivesncingsey nsmssnosssassonsntisn oseit i b iniesssaiiostis sessadsssssssss ess e asArSimmasvesesssonsv siss uinssn 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)...cccceerennnens 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).)..........oeoocvuveeucn.... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription Charges Paid £0 CAITIET ... ..eeveee oo 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. ....co.covcereerrensens 10b

Specify nature of costs.

| PartIlV | Provision of Information

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

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




SCHEDULE A Insurance Information

OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor

Employee Benefits Security Administration

) File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

» Insurance companies are required to provide the information

- This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit )
GLOBAL OVERVIEW WELFARE BENEFITS PLAN plan number (PN) b 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
GLOBAL OVERVIEW 37-1748694
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 1l and Il can be reported on a single Schedule A.
1 Coverage Information:

(a) Name of insurance carrier

GUARDIAN
(¢) NAIC (d) Contract or {(e) Approximate number of Policy or contract year
(b) EIN : St persons covered at end of
code identification number nolicy o contract year (f) From (9) To
13-5123390 64246 00027760 127 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
8118

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

1711 LAKE DR W
CHANHASSEN, MN 55317

DATTILO CONSULTING, INC.

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

8118

(d) Purpose (e) Organization code

3

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

(b) Amount of sales and base 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 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
®) (c) Amount (d) Purpose gcode

commissions paid

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

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

commissions paid

(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 year end 4
5 Current value of plan’s interest under this contract in separate accounts at YEAr €NG.....coiviveeerereeeeeeieeeeeeeeeeeeseeanns 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Pait 10 CAITIET ..........vvvooeroeseeeereeeeeeeeeeeeeessee e eee e eeeeeeeeeeoeeeee 6b
€ Premiums due but unpaid at the end 0f the YEAT ...............oeeveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeoeeoeeeeeeeeeeoeeoeeeoeeoeee 6¢
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or Policy, ENEr AMOUNE. ..........veeee et et e
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(@) [] other (specify) »
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration 2) D immediate participation guarantee
3) D guaranteed investment (4) D other »
b Balance at the end of the previous year................ooooo.ooovoeervonnnnn..... l 7b
C  Additions: (1) Contributions deposited during the year
(2) Dividends and CrediS...........evcureereeceeeeeseeeeseeeeeeeeree st sees e s es e
(3) Interest credited dUrng the Year.............ccouveeeeereeercseeeeeeree oo
(4) Transferred from separate aCCOUNt ...........ccoveveeeereececrieceeeeseseeseee s
() Other (SPECify BEIOW)........ccoeiiirerrirreeeeiece e,
4
(B TOTal BAAMIONS ccoosnsosmscsssmmsiusasustns omss sesivienssdstssicsss ovsiiv s s oad sovess i s RS Bt vnss b s S s s s 7¢(6)
d Total of balance and additions (add NS 7B ANd TE(B)). «.e.veerevemreeeeoemeeee e oo e 7d

€ Deductions:

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

(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (specify below)
4




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b (4| Dental c D Vision d [X| Life insurance
e D Temporary disability (accident and sickness) f Long-term disability g D 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:

@ Premiums: (1) AMount reCeived ...........cccuieeererernreneern s 9a(1)
(2) Increase (decrease) in amount due but unpaid ...........ccceeeevereeeeenenne 9a(2)
(3) Increase (decrease) in unearned premium reserve ..............o.oeeeeeueee. 9a(3)

(4) Eamned (1) + (2) = (3)) orrevveerenn.

b Benefit charges (1) Claims paid

(2) Increase (decrease) in ClAIM rESEIVES. .......cvoveeeereeeeerresrereeeeeeseeraeesinnns 9b(2)
(3) Incurred claims: (Add (1) A0 (2)) s sarss ommisms i s sesmes o oo s s s s oste s s va ki 9b(3)
() ClAIMS COATGEH v sssvvssissisnsasvinisass s e s s s ms s avs s 5oV s s o N AT S irosichannvin snoniAns oo ringnsmbasi 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) —
() (O SSIONS et sosmonmmassmes s e ome s s S e S S E s 9c(1)(A)
(B) Administrative service or other fEeS ......ccvvrereeeseeeesressssseecaeesenes 9c(1)(B)
(C) Other SpPeGific ACUISIION COSES ......vuvreeeereeeereerereseerseeeseseseeseeesens 9¢(1)(C)
(D) Other expenses 9¢(1)(D)
(B} T XSt cussuossovanssnsssmomumsnss somsssssamsss vivskasiossiooansa s Sovsaimnianinassssaenia 9¢(1)(E)
(F) Charges for risks or other CONtiNGENCIES ..........cv.evevvreereeeeeerseneenne 9c(1)(F)
(G) Other retention ChATGES .........e.eeeereeeereeereeereseesesseessessesseesseeesees 9¢(1)(G)
oo =] =T o] T TR Y 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)....c.cocerrnnn 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2 Gl SETVES ovssaesvesvsitressuvetnssnse sit0ets dB0s om S s SO it i oo i e Lo a oo s st 9d(2)
(3) CINBTTESBIVES .. oo, o isvcs,oihasssminsansduessssivsemsess 98 sive oooios feives coob svcemsass Tabantos o i e e mestb s s St et s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)....ccoveevevvvuvecrrennne. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAIMIEr..........cceverircieee e eesaiens T 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. .....coccceriererinnsnn. 10b

Specify nature of costs.

| PartIV | Provision of Information

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

12 ifthe answer to line 11 is “Yes,” specify the information not provided. »
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ERISA 5500 SCHEDULE A TEAM

vaetna 5
CLEVELAND OH 44181-8091

March 29, 2025
Important Document Enclosed

GLOBAL OVERVIEW, L.L.C.
MELANIE MYERS

10900 WAYZATA BLVD, STE 600
MINNETONKA MN 55305

Re: Annual Reporting Under Employee Retirement Income Security Act of 1974 (ERISA)
For: GLOBAL OVERVIEW, L.L.C.
0181481
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. 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.

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 Aetna Life Insurance Co., 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 Aetna Life Insurance Co. account manager, or call
1-800-818-0691 to speak with the ERISA support team.

Sincerely,

Aetna Life Insurance Co.

Enclosure

DD130
181481-TP-02272025
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' a_etna® INSURANGE INFORMATION The following information is intended for your use in
AETNA LIFE INSURANCE COMPANY completing 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: GLOBAL OVERVIEW, L.L.C.

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

1. Coverage: Traditional Prospective

(a) Name of Insurance Carrier: (d) Contract Number | (e) Approximate Number of :
Aetna Life Insurance Co. or ldentification: persons covered at the end Policy or contract Year

(b) EIN: 06-6033492 0181481 ofpolieyoreadmdtysar. oo (g)To:
(c) NAIC Code: See Attached Listing 84 01/01/2024 12/31/2024
2. Insurance Fees and commissions paid to agents and brokers:

Contract or (a) Name and address of the agents or brokers (b) Amount of (c) & (d) Fees Paid

Identification to whom commissions or fees were paid. commissions paid

Amount Purpose
0181481
TOTAL

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

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 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 unit for purposes of this report.

7. Benefit and contract type (check all applicable boxes)

Health (other than dental or vision) D Dental D Vision D Life Insurance
Temporary disability (accident and sickness) D Long-term disability D Supplemental unemployment D Prescription drug
Stop loss (large deductible) L__l HMO contract PPO contract Indemnity contract

[ Accidental Death & Dismemberment [ short Term Disability

8. Experience rated contracts:

9. Non experience rated contracts:

(a) Total premiums or subscription harges Paid t0 CAMIE.........ov.....oowvueoeeeeeese e eees oo eeeoeeoeoeoeeooeoeeeseeeeeeeeeeeooeeee L $579,424.55]

(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 2 above, report amount ..o
Specify nature of costs  -->

This information was generated as of 02/27/2025

Date 03/27/2025 4:15 FINAL RELEASE AETNA LIFE INSURANCE COMPANY AND AFFILIATES
hereby certifies that the foregoing statement is
complete and accurate

Regina Pendergrass

Registrar

DD232
181481-TP-02272025



DD112

NAIC Code Service Area
95094 Aetna Health Inc. (a Georgia Corporation)
95003 Aetna Health Inc. (an Arizona Corporation)
60054 Aetna Life Insurance Company
N/A Aetna Dental of California Inc.
11183 Aetna Dental Inc (a New Jersey Corporation)
95910 Aetna Dental Inc (a Texas Corporation)

*000285*J1KNERE*001123*
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'aetna@; 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

Name of the Plan Sponsor: GLOBAL OVERVIEW, L.L.C.
Contract Number: 0181481

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.

(b) ©) @ B) ® © D)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation paid by receive indirect compensation include| compensation received | provider give you a

organization, or the plan. If none, compensation? eligible indirect by service provider | formula instead of an
person known to be a| enter -0-. (sources other than compensation for excluding eligible amount or estimated
party-in-interest. plan or plan sponsor) which the plan indirect compensation amount?
received the required | for which you answered
disclosures? "Yes" to element (f). If
none, enter -0-.
Broker Information: DATTILO CONSULTING INC.
1711 Lake Dr West Chanhassen, MN 55317
$17,963.45| [ ves No L1 vYes No [ ves No
Broker Information:
DYes I:INO DYes DNo DYes DNO
Direct Billed Fees (Direct Compensation reported on a Calendar year basis)

() © @ @) M @ R
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee| compensation paid by receive indirect compensation include| compensation received | provider give you a

organization, or the plan. If none, compensation? eligible indirect by service provider | formula instead of an
person known to be a enter -0-. (sources other than compensation for excluding eligible amount or estimated
party-in-interest. plan or plan sponsor) which the plan indirect compensation amount?
received the required| for which you answered
disclosures? "Yes" to element (f). If
none, enter -0-.
Vendor Information:
L ves 0o O ves Ono O ves ONo
This information was generated as of 02/27/2025
Date Prepared: 03/27/2025 4:15 FINAL RELEASE
Prepared by: Regina Pendergrass
Registrar
DD232

181481-TP-02272025






Vision Insurance Information For Form 5500

Information Compiled By: EyeMed Vision Care on behalf of the Fidelity Security Life Insurance Company

Payments Received by carrier from plan or plan sponsor:

Report Start Date
111124

)

Report End Date
12/31/24

Report Generated: 4/22/25

Approximate number of Approximate number of
subscribers covered at subscribers and
Contract or end of policy or contract dependents covered at end
Name of Plan ID# Enrollment Group year: of policy or contract year: EIN NAIC Amount
GLOBAL OVERVIEW 10359181001 | GLOBAL OVERVIEW 70 107 430949844 | 71870 $6,152.30
GLOBAL OVERVIEW
GLOBAL OVERVIEW COBRA 10359181001 | COBRA 1 1 430949844 | 71870 $77.00
K4l 108 [Total: $6,229.30
Commissions or fees paid by carrier to agents, brokers or other persons:
Payee Name Contract or ID # Address Line 1 City State |Zip Code Amount f
Dattilo Consulting, Inc. 10359181001 | 1711 Lake Drive W Chanhassen MN 56317 $1,018.19
Dattilo Consuiting, Inc. 10359191001 1711 Lake Drive W Chanhassen MN 55317 $7.92
[Total] $1,026.11 |

Nole: Payments and applicable fees or commissions related to the plan or plan sponsor, which are not paid and posted within the date range provided above, are not included in this report. Instead, such payments will be

included in prior or

le A reporting, as

Payments and applicable fees or commissions may vary from the carrier's billed amounts.
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" : ERISA 5500 SCHEDULE A TEAM
Alllna Healthﬁﬁ | 'aetna” PO BOX 818091

CLEVELAND OH 44181-8091

March 29, 2025
Important Document Enclosed

GLOBAL OVERVIEW, L.L.C.
MELANIE MYERS

10900 WAYZATA BLVD, STE 600
MINNETONKA MN 55305

Re: Annual Reporting Under Employee Retirement Income Security Act of 1974 (ERISA)
For: GLOBAL OVERVIEW, L.L.C.
0181481AH
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. 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 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 call

1-800-818-0691 to speak with the ERISA support team.
Sincerely,

Allina Health and Aetna Insura

Enclosure

DD130
181481AH-TP-02272025
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AllinaHealth¥: | ®aetna’ INSURANCE INFORMATION The following information is intended for your use in
AETNA LIFE INSURANCE COMPANY completing 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: GLOBAL OVERVIEW, L.L.C.

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

1. Coverage: Traditional Prospective

(@) Name of Insurance Carrier: (d) Contract Number | (e) Approximate Number of ]
Allina Health and Aetna Insura or Identification: persons covered at the end Policy or contract Year
(b) EIN: 82-2091197 0181481AH of policy or contractyear: | . p oy (g)To:
(c) NAIC Code: 16194 52 01/01/2024 12/31/2024
2. Insurance Fees and commissions paid to agents and brokers:
Contract or (a) Name and address of the agents or brokers (b) Amount of (c) & (d) Fees Paid
Identification to whom commissions or fees were paid. commissions paid Pr— Purpose
0181481AH
TOTAL

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

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 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 unit for purposes of this report.

7. Benefit and contract type (check all applicable boxes)

Health (other than dental or vision) I:l Dental |:| Vision D Life Insurance
Temporary disability (accident and sickness) D Long-term disability D Supplemental unemployment D Prescription drug
Stop loss (large deductible) HMO contract PPO contract Indemnity contract

E] Accidental Death & Dismemberment D Short Term Disability

8. Experience rated contracts:

9. Non experience rated contracts:

(a) Total premiums or subscription charges paid t0 CANIE..........cccccurrieieerere st se et e evasesenes l $309,674.80

(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 2 above, report amount ............ccceeeeeeirerennessrece e
Specify nature of costs -->

This information was generated as of 02/27/2025

Date 03/27/2025 4:16 FINAL RELEASE AETNA LIFE INSURANCE COMPANY AND AFFILIATES
hereby certifies that the foregoing statement is
complete and accurate

Regina Pendergrass

Registrar

DD232
181481AH-TP-02272025






AllinaHealth#¥: | ®aetna’

INSURANCE INFORMATION
AETNA LIFE INSURANCE COMPANY

AND AFFILIATES

*000285*JIKNERE*001121*

The following information is intended for your use in
completing Schedule C of Form 5500.

General Information

Name of the Plan Sponsor: GLOBAL OVERVIEW, L.L.C.
Contract Number: 0181481AH
Policy or contract year: January 01, 2024

through December 31, 2024

[

Part I- Service Provider Information

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be a

(d)

Enter direct
compensation paid by
the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation?

(sources other than

U]

Did indirect
compensation include
eligible indirect
compensation for

(o)

Enter total indirect
compensation received
by service provider
excluding eligible

(h)

Did the service
provider give you a
formula instead of an
amount or estimated

party-in-interest. plan or plan sponsor) which the plan indirect compensation amount?
received the required| for which you answered
disclosures? "Yes" to element (f). If
none, enter -0-.
Broker Information: DATTILO CONSULTING INC.
1711 Lake Dr West Chanhassen, MN 55317
$10,034.53| [] Yes No | O ves No O ves Mo
Broker Information:
DYes DNo DYes DNO DYes DNO

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be a

(d)

Enter direct
compensation paid by
the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation?

(sources other than

®
Did indirect
compensation include
eligible indirect
compensation for

9)

Enter total indirect
compensation received
by service provider
excluding eligible

(h)

Did the service
provider give you a
formula instead of an
amount or estimated

party-in-interest. plan or plan sponsor) which the plan indirect compensation amount?
received the required | for which you answered
disclosures? "Yes" to element (f). If
none, enter -0-.
Vendor Information:
O ves o [ ves o O Yes O No
This information was generated as of 02/27/2025
Date Prepared: 03/27/2025 4:16 FINAL RELEASE
Prepared by: Regina Pendergrass
Registrar
DD232
181481AH-TP-02272025







3/28/25, 8:30 AM

Schedule A/5500s Reports - Employer | Guardian

2024 Schedule A/5500 Information

From To

01/01/2024 12/31/2024

Plan Number Plan Name
00027760 GLOBAL OVERVIEW
Guardian's EIN Guardian's NAIC
13-5123390 64246

Approximate number of employees covered at the end of the plan year
127

Group Insurance coverage(s) included under this plan
® Optional Life
® Long Term Disability

e Dental (Insured)

The following figure represents commissions that are to be reported on Schedule A,
Line 3, Element (b):

Total commissions

Contract ID Contract name Commissions paid
000B1623 DATTILO CONSULTING INC $8.118.34
Total commissions for plan $8,118.34

000BI1623-DATTILO CONSULTING INC

1711 LAKE DRIVE WEST CHANHASSEN MN 55317

Group insurance coverages Commissions paid
[E— e
Long Term Disability $3.002.63
Optional Life $1,637.35
Total commissions for contract $8,118.34

The following figure represents fees that are to be reported on Schedule A, Line 3,
Element (c):

https://www.guardiananytime.com/reportsapp/5500Report

112



3/28/25, 8:30 AM

Contract ID Contract name Amount
000BI1623 $0.00
Total fees paid $0.00

However, the compensation above is not charged to your case in calculating new

rates.

Recipient of One Time Reimbursement

Schedule A/5500s Reports - Employer | Guardian

Amount Paid

Total Fees Paid

Group insurance coverages

Gross premiam paid

Dental (Insured) $43.479.43
Long Term Disability $21,127.95
Optional Life $12,595.05
Total premium paid $77,202.43
Premium due {unpaid) at the end of the year $0.00

The following figure represents indirect Compensation to be reported on Schedule
C, Part 1,3, Elements(a &c)

Contract Identification (a) Name and Address of Recipient of Indirect Compensation (a) Amount (¢)

Total Indirect Compensation Paid:

The following figure represents indirect Compensation information to be reported
on Schedule C, Part 1,3, Elements(b. d & e)

Service Code (b) Name and Address (d) Indirect Compensation (e)

https://www.guardiananytime.com/reporisapp/5500Report



