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: 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

CREATIVE LABORATORIES WELFARE BENEFIT PLAN

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
01/01/1989

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)

CREATIVE LABORATORIES, LLC

1325 EAGANDALE CT STE 110

EAGAN, MN 55121-1356

1325 EAGANDALE CT STE 110
EAGAN, MN 55121-1356

2b

Employer Identification
Number (EIN)
41-1612159

2c

Plan Sponsor’s telephone
number
651-681-7757

2d

Business code (see
instructions)
325600

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. 05/14/2025 TIMOTHY J CLIFFORD
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 05/14/2025 TIMOTHY J CLIFFORD
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 93
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) 93
a(2) Total number of active participants at the end of the plan year ... 63_(2) 106
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 106
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 106
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 4F 4H
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules 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 __2
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
CREATIVE LABORATORIES WELFARE BENEFIT PLAN plan number (PN) > 501

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

CREATIVE LABORATORIES, LLC

41-1612159

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

HEALTHPARTNERS
®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
41-1683523 44547 40958 83 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

24812

1068

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

GRANT DATTILO

1711 LAKE DRIVE WEST
CHANHASSEN, MN 55317

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

24812

1068

HEALTHPARTNERS AGENCY REWARDS PROGRAM 3
(HARP) BONUS; INDIRECT COMPENSATION

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

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




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




SCHE

(Form 5500)

Department

Internal Revenue Service

DULE A

of the Treasury

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
CREATIVE LABORATORIES WELFARE BENEFIT PLAN plan number (PN) > 501

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

CREATIVE LABORATORIES, LLC

41-1612159

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
THE GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

(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 00540441 106 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

9129

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 CONS

ULTING INC

1711 LAKE DR W
CHANHASSEN, MN 55317

(b) Amount of sales and base

commi

Fees and other commissions paid

ssions paid

(c) Amount

(d) Purpose

(e) Organization code

9129

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part 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 B 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




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

2024 Schedule A/5500 Information

From To

01/01/2024 12/31/2024

Plan Number Plan Name

00540441 CREATIVE LABORATORIES, INC.
Guardian's EIN Guardian's NAIC

13-5123390 64246

Approximate number of employees covered at the end of the plan year
106

Group Insurance coverage(s) included under this plan

® Short Term Disability (Insured)
® Optional Life

® Long Term Disability

* Life

® Dental(Insured)

* AD&D

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 $9,129.64
Total commissions for plan $9,129.64

000B1623-DATTILO CONSULTING INC

1711 LAKE DRIVE WEST CHANHASSEN MN 55317

Group insurance coverages Commissions paid
AD&D $42.69
Dental (Insured) $2,852.37
Life $330.12

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



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

Long Term Disability $2,928.74
Optional Life $1,373.09
Short Term Disability (Insured) $1,602.63
Total commissions for contract $9,129.64

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

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 Gross premium paid
AD&D $426.71
Dental (Insured) $56,824.44
Life $3,301.43
Long Term Disability $20,537.43
Optional Life $10,562.23
Short Term Disability (Insured) $18,035.11
Total premium paid $109,687.35
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/reportsapp/5500Report 2/2



‘0’ HealthPartners:

April 10,2025

Dattilo Consulting, Inc. / Clientserv LLC
Attn: Matt Johnson

Re: Creative Laboratories LLC Information for 5500 Preparation
Dear Benefits Manager:

HealthPartners is providing 5500 information on broker service fees, bonus payments and miscellaneous promotions
compensation. The information is for you to prepare and file your IRS Form 5500 for your group health plan.

The service fees paid by HealthPartners to your broker are shown below. HealthPartners may pay one or more
bonuses to Brokerage Firms that meet certain performance criteria. Payment of a bonus may be based upon one or
more factors including the size of a Brokerage Firm's book of business with HealthPartners, the net growth of that
book of business or facilitation of collaborative partnership activities with the group or other similar metrics.

When a bonus is paid for overall sales performance across a Brokerage Firm's entire book of business with
HealthPartners, the amount attributed to any one group is based upon the total value of that Firm’s bonus divided by
the total number of contracts associated with that firm to arrive at a per contract allocation. That amount is then
multiplied by the number of contracts in each respective group — capped in accordance with the program parameters.
Other programs are based solely on the sales and service activities associated with a specific account. The same
approach is used to allocate the miscellaneous promotions field of small non-material items that are given at broker
training events and gatherings.

As applicable, manufacturer revenue including pharmacy rebates (RX), durable medical equipment rebates (DME)
and medical injectable rebates are disclosed on your attached Information for 5500 Preparation in the Manufacturer
Revenue section. Your plan receives the manufacturer revenue as either an upfront guaranteed credit of 75% of
expected book of business Manufacture Revenue to administrative fees, a credit and settlement to 100% of actual
rebates or 100% pass through of earned and paid rebates. Please contact your Account manager for additional details
if necessary.

Claims Shared Savings Fees (CSSF’s) are not included in the attached 5500 reporting, reference
your Self Insured Billing Statement (SIBS).

This information covers the time period January 1, 2024 to December 31, 2024.

Please see the attachments for details and certification.

Sincerely,

Matricia Claiborne

Pcpl Broker Service Consultant

952-883-5904
matricia.l.claiborne@healthpartners.com



mailto:matricia.l.claiborne@healthpartners.com

REPORT: PBR647 HealthPartners REPORT PAGE: 1
RUN DATE: 04/10/2025 08:15 5500 INFORMATION AHFPRD Production

(prd)

Group Name: CREATIVE LABORATORIES LLC

Group Number: 40958

Coverage/Benefits Provided: MEDICAL

Period Covered: 01/01/2024 through 12/31/2024

NAIC 44547 - HEALTHPARTNERS INSURANCE COMPANY - EIN 41-1683523

MEDICAL
Active Plan Covered  Covered
Group/Site Amount Paid Members  Contracts
CREATIVE LABORATORIES LLC 83 63
PREMIUM $ 609,288.83

MANUFACTURER REVENUE

Rx Revenue Invoiced $ 0.00
DME Revenue Invoiced $ 0.00
Medical Revenue Invoiced $ 0.00

MANUFACTURER REVENUE Total $ 0.00

Manufacturers are invoiced on a quarterly basis. Quarters consist of 3 months ending 3/31, 6/30, 9/30, and 12/31. The
revenue amounts reflect the total of all full quarters that end within requested time period.

Broker Service Fee Paid: $24,812.67
Broker Service Fee Paid For Medical Plan: $24,812.67
Paid To Broker:

DATTILO, GRANT

DATTILO CONSULTING, INC.
1711 LAKE DRIVE WEST
CHANHASSEN, MN 55317

HealthPartners Agency Rewards Program (HARP) Bonus:  $1,060.00
Indirect Compensation: $8.96

file:///C/...CLAIBORNE/Desktop/5500_REPORT_FOR_GRP_40958 20250410_081514%20CACHE%20IR1S%20-%20Final%202024.TXT[4/10/2025 1:58:55 PM]



CERTIFICATION
Information for Schedule A (Form 5500) Attached

HealthPartners, Inc. hereby certifies that the foregoing statement furnished pursuant to
29 CFR 2520.103-5(c) is complete and accurate.

Yot /A

Mohammad T. Suleiman
Senior Vice President Health Solutions



Form 5500

Depariment 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
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.

OMB Nos. 1210-0110
1210-0089

2024

This Form is Open to Public
Inspection

| Partl |Annua| 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 & meiamplayer plan

a single-employer plan
B This return/report is: the first return/report

D an amended return/report

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

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

C If the plan is a collectivel

D Check box if filing under:

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

y-bargained plan, eheck NeMe... . vve vuuis wsisies s sin samiein siemmas semse sism s oo ssioins sen » D
[] Form 5558

D special extension (enter description)

D automatic extension

Partll | Basic Plan

Information—enter all requested information

1a Name of plan

CREATIVE LABORATORIES WELFARE BENEFIT PLAN

ib

Three-digit plan
number (PN) »

501

1c

Effective date of plan
01/01/1989

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)
CREATIVE LABORATORIES, LLC

1325 EAGANDALE CT STE 110

EAGAN, MN 55121-1356

2b

Employer Identification
Number (EIN)
41-1612159

2c

Plan Sponsor’s telephone
number
651-681-7757

1325 EAGANDALE CT STE 110

EAGAN, MN 55121-1356 2d

Business code (see
instructions)
325600

Caution: A penalty for the late or incomplete filing of this return/report will be assessed uniess reasonable cause is established.

Under penalties of perjury and other penalties set fcorih in the instructions, | declare that | have examined this return/report, including accompanying schedules,

statements and attachments, as welles the ele

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

- 2 , :‘)

}LZ!/W/ Slie/as | Trmems = CLEmRD

Signature o lan admipistrator Date Enter name of individual signing as plan administrator

) p— h\ ° - e
/. Sofas | Tmorws I ClirFor
Pl A

Signature of erggﬁ{oy,erfplan 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  ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last retum/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last retum/report:
a Sponsor's name 4d PN
C Plan Name
5 Total number of participants at the beginning of the plan year 5 | 93
6  Number of participants as of the end of the plan year unless otherwise stated {welfare plans complete orly lines 6a(1),
6a(2), 6b, 6¢c,and6d).
a(1) Total number of active participants at the beginning of the plan year ..................... ST 6a(1) 93
a(2) Total number of active participants at the end of the plan year 6a(2) 106
b Retired or separated participants receiving benefits 6b
[ Other retired or separated participants entitled to future benefits 6¢c
d Subtotal. Add lines 6a(2), 6b, and 6c.......... 6d 106
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. 6e
f  Total. Add lines 6d and 6e. of 106
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
complete this item) LereerterereisaessereRTe LTt er e eyt e R reeR T ae s St e e R e SR b N SR es R A Rea SereaRas s s HasE s e RTe nesane s se e e Rt e sa s Re e bas bR e g
(2) Number of participants with account balances as of the end of the plan year (only deﬁned contribution plans
complete this item) 6g(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
10SS thAN 100% VESIEG. ...uuueiussissioisseseisisseisisisssssssassssassssssesssssssssssebssnsssastsbesessenss tansasssnssbassassiss st sasesssanesssssasasseasessssen 6h
7  Enter the total number of employers obligated to contribute to the plan (only mult:employer 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 4F 4H

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check ali that apply)
(1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 Check all 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 ! (Financial Information - Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3 E| A (Insurance Information) — Number Attached __ 2
actuary (4) D C (Service Provider Information)

(3) |:| 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) |:| MEP (Multiple-Employer Retirement Plan Information)



Form 5500 (2024) Page 3

[ Part il | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) wovurnremnnrssesenrenaeserenseenniens L] 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.) ........... Oves [J 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 Insurance Information

OMS Na. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenus Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
g:::;:;n Secutty Adnmi ation > 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
CREATIVE LABORATORIES WELFARE BENEFIT PLAN plan number (PN) » 501

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

D Employer Identification Number (EIN)
CREATIVE LABORATORIES, LLC

41-1612159

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

1 Coverage Information:

(a) Name of insurance carrier

HEALTHPARTNERS
(b) EIN B i etontion rumtes (:Lrgg:gﬂxﬁ,n;n;ﬁr;f ® Fr:::"cy . Contracuea(f ) To
policy or contract year g
41-1683523 44547 40958 83 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

24812 1068
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 commissicns or fees were paid
GRANT DATTILO 1711 LAKE DRIVE WEST
CHANHASSEN, MN 55317
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount {(d) Purpose (e) Organization code
24812 1068 |[HEALTHPARTNERS AGENCY REWARDS PROGRAM 3
(HARP) BONUS; INDIRECT COMPENSATION
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose {e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page 2 -| 1 |

(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 b Organization
(b) Amoun ase (c) Amount (d) Purpose rgcode

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 () Amount (d) Purpose code

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

(b) Am sal b Fees and other commissions paid (e)
ount of sales and base Organization
commissions paid (c) Amount (d) Purpose 9 code




Schedule A (Form 5500) 2024 Page 3

Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the general account at Year nd ..........ccoeeesieereererersasssarasrsasasee 4
5 Current value of plan’s interest under this contract in separate accounts at year end.... 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b Premiums paid to carrier " 6b
C  Premiums due but unpaid at the end of the Year .............cccniimicisnnniiecnniniieeie s ss st ress snes 6c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount.
Specify nature of costs P
e Type of contract: (1) |:| individual policies (2) D group deferred annuity
(3) D other (specify) P
f

if contract purchased, in whole or In part, to distribute benefits from a terminating plan, check here 14 |:|

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type of contract: (1) |:| deposit administration (2) D immediate participation guarantee
3) D guaranteed investment 4 D other »
b Balance at the end of the previous year ....... . | 7b
C Additions: (1) Contributions deposited during the Year ...............eereveeeersenes 7c(1)
(2) Dividends and credits..... | 76(2)
(3) Interest credited during the year. 7c(3)
(4) Transferred from SEPArate CCOUNL ...........ve.eeeeereevseeeessriesresesrersasssssssess 7c(4)
(5) Other (specify below) . | 7¢(5)
>
(B)TOLA! AATIIONS .....vvvveereseeressessesecssssssssssensssssssssssmssssessssasssssmsssssassasssssssesensssessasassaseesanesenes . _1¢(6)
d Total of balance and additions (add lines 7b and 7¢(6)). . [ 7d
e Deductions: : o
(1) Disbursed from fund to pay benefits or purchase annuities during year | 7€(1)
(2) Administration charge made by carrier 7e(2)
(3) Transferred to separate account . 7¢(3)
(4) Other (specify below). 7e(4)
»
(5) Total dEUUCHONS ...vvvenvrvevesnecerseessssnesessesesarenns . 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from line 7d) [ 7t




Schedule A (Form 5500) 2024

Page 4

Part lil. | 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 ail applicable boxes)
a [ Heatth (other than dental or vision) b [] Dental

e D Temporary disability (accident and sickness) f D Long-term disability

i [] Stop loss (large deductibte) j [] HMO contract
m D Other (specify) P

[ D Vision

k[] PPO contract

d[] Life insurance

g D Supplemental unemployment  h D Prescription drug

| |:| Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ettt et et s bbbt e e a e senenes 9a(1)
(2) Increase (decrease) in amount due but UNpPaid ...........coceeuieeuierercnrnnne 9a(2)
(3) Increase (decrease) in uneamed Premium reSeIVe ... .uieeessasersrennss 9a(3)
(8) EBMED ({1) + (2) - (3)) evvrrverervererssmssssnnssmssssssssssssssssassssssssssssssssssssessseseesamsnas s | 9a(d)
b Benefit charges (1) ClAIMS PAIG.......covrvererenrissremsesmrrssmssseesiecssessessesens 9b(1)
(2) Increase (decrease) In ClaiM rESEIVES..........urrvirerensiiseisnerirsssrannes 9b(2)
(3) Incurred claims (add (1) and (2)) 9h(3)
(4) ClAIMS ChEIGEA......ceoeeeerrmcemeserreissise st bs st s ass e bR s s b s et st st b s b s e R e st 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) Commissions 9c(1)(A)
(B) Administrative service or other fees 9¢(1)(B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) Other expenses 9¢c(1)(D)
(E) TBXES...oovvrerrrereermeessrensssesssasssssnsessssesssssesssesssssssssensssssanssseseasens 9¢c(1)(E)
(F) Charges for risks of Other CONtINGBNEIES ........v..ervuemsressesseoreseeees 9c(1)(F)
(G) Other retention charges...... 9c(1)(G)
(H) TOtal fREBNLON. ......ceoeerereeeeeireecemcre et et st sesssssne s soessnrs s sasnasassonns 9¢(1)}(H)
(2) Dividends or retroactive rate refunds. (These amounts were [:| paid in cash, or D credited.).....ccceuenuenne 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) Claim reserves..... . rreererenerererenens 9d(2)
(3) ONEI TBSBIVES c.cvevevurremsmnrirreosssestserensasssrssssssssisssssensssssssssssisssessssssnisassrsns - 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 8c(2). ) .............................. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid f0 CAIME.........ccocciiiieiimrirnrnreee et esane 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ........c.ccceevenierens 10b

Specify nature of costs.

| PartivV | Provision of Information

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

|:| Yes

X No

12 If the 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
g:::ﬂng Soc otL,a?or b File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation P Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a}(2). Inspection

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit

CREATIVE LABORATORIES WELFARE BENEFIT PLAN

plan number (PN) » 501

C Plan sponsor's name as shown on line 2a of Form 5500
CREATIVE LABORATORIES, LLC

D Employer Identification Number (EIN)
41-1612159

Parti 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
THE GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN A persons covered at end of
code identification number policy or contract year () From (g) To
13-5123380 64246 00540441 106 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

9129

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

9129

3

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount {d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page 2 —| 1 |

(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 () 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 (¢) 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 Cument value of plan's interest under this contract in separate accounts at Year end.........ccvevecveeiienieecnsnniessniianns 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums paid to CAMIEr .......cccouvuvreriecrrermsecercrecsasiininccssinssesssnes et sieestaeb b s re s sraereresbananen 6b
C Premiums due but unpaid at the €nd Of the YEAT ............ccecniiiininiieiire sttt sessrnsss s sessees 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 aMOUNL. .......cvveiiiciiiiniis e ssesas st sn o
Specify nature of costs P
e Type of contract: (1) [l individual policies (2) D group deferred annuity
@3) [] other (specify) ¥
f  if contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » |:]

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Typeofcontract: (1) D deposit administration (2) D immediate participation guarantee
3) |:| guaranteed investment 4) I:I other b
b Balance at the end of the previous year . . . | 7b
€ Additions: (1) Contributions deposited during the Year ...........ce.eereeeecsnecns 7c(1)
(2) Dividends and credits..... . 7¢(2)
(3) Interest credited dURNG the YEar............ccccreeierriserseesssserasmressssersersesssnes 7¢c(3)
(4) Transferred from SEPArate ACCOUNE .............sueerrreessressssrrsssmsmsesmmsessessesess 7¢c(4)
(5) Other (specify below)..... . 7¢(5)
4
(6)Total additions ...... eeerer et asb b bs s se AR RS ER s s A A se R enk e et s e e e rens 7¢(6)
d Total of balance and additions (add lines 7b and 7c(6)) ..... [ 7d
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier..... 7e(2)
(3) Transferred to separate account 7e(3)
(4) OtNEr (SPECHY BRIOWY...vveuvvseceerrenerssarrressereessee s saseamscesssesssessasssassssseses Te(d) |
» e CEna
(5) Total deductions ...... .. _1€(5)

f

Balance at the end of the current year (subtract line 7e(5) from line 7d). . | TF
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Part lil | 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 X Dental c ] Vision d [X Life insurance
e B Temporary disability (accident and sickness)  f EI Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract l|:| Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNL FECEIVED ..........cvuirniccnsiismiinsaniesrssiississsisesasesaares 9a(1)
(2) Increase (decrease) in amount due but URPaId ..........ccceeerurmiecmruenenns 9a(2)
(3) Increase (decrease) in unearned Premium reéServe .........owvereesscaeees 9a(3)
(4) EAMEA (1) # (2) - (3)) ceverererevevserssssnmsnnnssssssssssssessssssssnesssesesesssssmsssssssssssssssssassssass | 9a(4)
b Benefit charges (1) ClaIMS PaId........cc..rueeuermrcnrecerersesnessrseasessessesessmcnasss 9b(1)
(2) Increase (decrease) in claim reserves .| 9b(2)
(3) Incurred claims (2dd (1) BN (2)).....rrececerremrercmcrerererenircrencssssisesesensarissssssssasesesessssssssssesasassssassssssssonsnse 9b(3)
(4) Claims charged..... rremeeeeserisas e se s stensrsans . trereessasaenearenearae e neseneentensats 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) Commissions. e | 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(C)
(D) Other expenses e | 9¢(1)(D)
(E) Taxes 9¢(1)(E)
(F) Charges for risks or other contingencies . | 9¢(1M(F)
(G) Other retention charges 9¢(1)(G)
(H) Total retention e eeeteieee e bebebesere bttt seneasenenea st s eaeanatas 9¢c(1)}(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)....cceerenenen 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM MESBIVES ...cucevecusrererereceerereressesmressserscsseasaseesesssbsssssmssssssststsessssaressssns 9d(2)
(3) Other reserves 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 8¢(2).)........cccsueeeruninrrnsanne e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Cammer...... ... e ssessess 10a
b Ifthe carrer, service, or other organization incurred any specific costs in cannection with the acquisition or
retention of the contract or policy, other than reported in Part |, fine 2 above, report amount. .........c.ceeverveunene 10b
Specify nature of costs.

[ .PartIV | Provision of Information

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

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




‘0’ HealthPartners:

April 10, 2025

Dattilo Consulting, Inc. / Clientserv LLC
Attn: Matt Johnson

Re: Creative Laboratories LLC Information for 5500 Preparation
Dear Benefits Manager:

HealthPartners is providing 5500 information on broker service fees, bonus payments and miscellaneous promotions
compensation. The information is for you to prepare and file your IRS Form 5500 for your group health plan.

The service fees paid by HealthPartners to your broker are shown below. HealthPartners may pay one or more
bonuses to Brokerage Firms that meet certain performance criteria. Payment of a bonus may be based upon one or
more factors including the size of a Brokerage Firm's book of business with HealthPartners, the net growth of that
book of business or facilitation of collaborative partnership activities with the group or other similar metrics.

When a bonus is paid for overall sales performance across a Brokerage Firm's cntire book of business with
HealthPartners, the amount attributed to any one group is based upon the total value of that Firm’s bonus divided by
the total number of contracts associated with that firm to arrive at a per contract allocation. That amount is then
multiplied by the number of contracts in each respective group — capped in accordance with the program parameters.
Other programs are based solely on the sales and service activities associated with a specific account. The same
approach is used to allocate the miscellaneous promotions field of small non-material items that are given at broker
training events and gatherings.

As applicable, manufacturer revenue including pharmacy rebates (RX), durable medical equipment rebates (DME)
and medical injectable rebates are disclosed on your attached Information for 5500 Preparation in the Manufacturer
Revenue section. Your plan receives the manufacturer revenue as either an upfront guaranteed credit of 75% of
expected book of business Manufacture Revenue to administrative fees, a credit and settlement to 100% of actual
rebates or 100% pass through of earned and paid rebates. Please contact your Account manager for additional details
if necessary.

Claims Shared Savings Fees (CSSF’s) are not included in the attached 5500 reporting, reference
your Self Insured Billing Statement (SIBS).

This information covers the time period January 1, 2024 to December 31, 2024.
Please see the attachments for details and certification.

Sincerely,

Matricia Claiborne

Pcpl Broker Service Consultant

952-883-5904
matricia.l.claibomnet@heaithpartners.com




REPORT: PBR647 HealthPartners REPORT PAGE: 1
RUN DATE: 04/10/2025 08:15 5500 INFORMATION AHFPRD Production

(prd)

Group Name: CREATIVE LABORATORIES LLC

Group Number: 40958

Coverage/Benefits Provided: MEDICAL

Period Covered: 01/01/2024 through 12/31/2024

NAIC 44547 - HEALTHPARTNERS INSURANCE COMPANY - EIN 41-1683523

MEDICAL
Active Plan Covered  Covered
Group/Site Amount Paid Members  Contracts
CREATIVE LABORATORIES LLC 83 63
PREMIUM $ 609,288.83

MANUFACTURER REVENUE

Rx Revenue Invoiced S 0.00
DME Revenue Invoiced $ 0.00
Medical Revenue Invoiced $ 0.00

MANUFACTURER REVENUE Total $ 0.00

Manufacturers are invoiced on a quarterly basis. Quarters consist of 3 months ending 3/31, 6/30, 9/30, and 12/31. The
revenue amounts reflect the total of all full quarters that end within requested time period.

Broker Service Fee Paid: $24,812.67
Broker Service Fee Paid For Medical Plan: $24,812.67
Paid To Broker:

DATTILO, GRANT

DATTILO CONSULTING, INC.
1711 LAKE DRIVE WEST
CHANHASSEN, MN 55317

HealthPartners Agency Rewards Program (HARP) Bonus:  $1,060.00
Indirect Compensation: $8.96

file:///C/...CLAIBORNE/Desktop/5560_REPORT_FOR_GRP_40958_20250410_081514%20CACHE%20IRIS%20-%20Final%202024.TXT[4/10/2025 1:58:55 PM]



CERTIFICATION
Information for Schedule A (Form 5500) Attached

HealthPartners, Inc. hereby certifies that the foregoing statement furnished pursuant to
29 CFR 2520,103-5(c) is complete and accurate.

Mohammad T. Suleiman
Senior Vice President Health Solutions



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

2024 Schedule A/5500 Information

From To

01/01/2024 12/31/2024

Plan Number Plan Name

00540441 CREATIVE LABORATORIES, INC.
Guardian's EIN Guardian's NAIC

13-5123390 64246

Approximate number of employees covered at the end of the plan year
106

Group Insurance coverage(s) included under this plan

¢ Short Term Disability (Insured)
* Optional Life

* Long Term Disability

o Life

® Dental (Insured)

* AD&D

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

Total commissions

Contract D Contract name Commissions paid
. 000BI623 DATTILO CONSULTING INC $9,120.64
i Total commissions for plan $9,129.64

000BI623-DATTILO CONSULTING INC

1711 LAKE DRIVE WEST CHANHASSEN MN 55317

Group insurance coverages Commissions paid |
AD&D $42.69
Dental (Insured) $2,852.37

|
Life §330.12

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



3128725, 8:28 AM Schedule A/65008 Reports - Employer | Guardian

» Long Term Disability $2,92%.74
Optional Lifc $1.373.04
Short Term Disability tInsured) $1.602.63
Total commissions for contract §9,129.64

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

Fees

i
i Contract ID Coontract name  Amount
¢ 0001623 $0.00
1
Tota! foes pald $0.00

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

rates.

Recipient of One Time R:imhumnn;r;; wAmaunt P;ul "

Total Feos Pald !

1;'.;rmlpmsur;nu- coveml;l; “ Gross premium paid

‘ AD&D $426.71

! Dental (Insured) $56,824.44

| Life $3.301.43

Long Term Disability $20537.43

: Optional Life $10,562.23
Short Term Disability (Insured) 3i8,035.11
Total premium pald $109,687.35

: Premlum due (unpald) 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 [dentification (a) Name and Add, of Recipi

of tndi Comp fon (3) A )

TotalIndircct Compensation Pzid: !

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

—

; Service Code (b) Name avd Address (d) ladirect Compeansation (¢) r

i

hitps:/iwerw. guardi i portsapp/S500Rep




