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

Department of the Treasury

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepa""gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁir;i;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report IZ] a short plan year return/report (less than 12 months)

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

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

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
GCON MANAGEMENT COMPANY, LLC WELFARE BENEFITS PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
05/01/2022

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)

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 20-5994249

GCON MANAGEMENT COMPANY, LLC

1606 W. WHISPERING WIND DRIVE
PHOENIX, AZ 85085

2C Plan Sponsor’s telephone
number
623-581-6300

2d Business code (see
instructions)
236200

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

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN |Filed with authorized/valid electronic signature. 04/18/2025 LISA MURPHY
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 04/18/2025 LISA MURPHY
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 177
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) 177
a(2) Total number of active participants at the end of the plan year ... 63_(2) 172
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 172
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4Q 4F
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 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __3
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

11c Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Insurance Information

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

OMB No. 1210-0110

2024

Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

» Insurance companies are required to provide the information

» File as an attachment to Form 5500.

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

This Form is Open to Public

Inspection
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
GCON MANAGEMENT COMPANY, LLC WELFARE BENEFITS PLAN plan number (PN) > 501

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

GCON MANAGEMENT COMPANY, LLC

20-5994249

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
PRINCIPAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
42-0127290 61271 1041342 172 05/01/2024 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

13211

4551

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

STERN INSURANCE GROUP INC

11445 E VIA LINDA
STE 2-611
SCOTTSDALE, AZ 85258

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

13211

995 | SERVICE FEE

3

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

PARAGON PARTNERS LTD

9420 E DOUBLETREE RANCH RD
STE C 103
SCOTTSDALE, AZ 85258

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3556 | OVERRIDE

3

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
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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
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Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) P CRITICAL ILLNESS, ACCIDENT

d |X Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 197908
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of 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 05/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
GCON MANAGEMENT COMPANY, LLC WELFARE BENEFITS PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
GCON MANAGEMENT COMPANY, LLC

D Employer Identification Number (EIN)
20-5994249

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
HEALTHIEST YOU

(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
30-0947669 00000 HY5769 170 05/01/2024 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

3178 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
STERN INSURANCE GROUP INC 11445 E VIA LINDA
STE 611
SCOTTSDALE, AZ 85259
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
3178 0| N/A 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

(@) 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
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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 [X Other (specify) » TELEHEALTH & WELLNESS MEMBERSHIP

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 21189
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 Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of 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 05/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
GCON MANAGEMENT COMPANY, LLC WELFARE BENEFITS PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
GCON MANAGEMENT COMPANY, LLC

D Employer Identification Number (EIN)
20-5994249

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

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
UNITED HEALTHCARE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
36-2739571 79413 931281 162 05/01/2024 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

17187 68815
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
STERN INSURANCE GROUP INC 11445 E VIA LINDA
STE 2611
SCOTTSDALE, AZ 85259
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0 68815 | FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
PARAGON PARTNERS LTD 9420 E DOUBLETREE RANCH RD
STE C103
SCOTTSDALE, AZ 85258
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
17187 0| N/A 3

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 Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 1244691
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




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

1210-0089
This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Depariment of the Treasury

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
EmD;P:;"ge;}L;{s'-g:gu ) » Complete all entries in accordance with
it oy the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
[ Part1 | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning  05/01/2024 and ending 12/31/2024
A This returnfreport is for: D a multiemployer plan |:| a multiple-employer plan (Filers checking this box must provide participating
) employer information in accordance with the form instructions.)
@ a single-employer plan [:| a DFE (specify)
B This return/report is: |:| the first return/report D the final return/report
|:| an amended return/report @ a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. . ... ....... ... ... it » |:|
D Check box if filing under: D Form 5558 [:| automatic extension D the DFVC program
D special extension (enter description)
E if this is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. ......................... » D
Part Il | Basic Plan Information—enter all requested information
1@ Name of plan 1b Three-digit plan
GCON Management Company, LLC Welfare Benefits Plan number (PN) » | 501
1¢ Effective date of plan
05/01/2022
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 20-5994249
GCON Management Company, LLC 2¢ Plan Sponsor's telephone
number

623-581-6300

2d Business code (see
instructions)
236200

1606 W. Whispering Wind Drive

Phoenix AZ 85085

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 /—\w \N\- 04/18/2025 |LISA MURPHY
HERE | \UA()P—\ '

S\ig_réﬂhre of plan admlnlsl}ator (Y Date Enter name of individual signing as plan administrator

—4 4\ . [ P,
gé%hé W UN\\'M\&W.M\ , 04/18/2025 |LISA MURPHY
%Alure of emp!oyerlplanégonsok] /‘\ Date Enter name of individual signing as employer or plan sponsor
T

SIGN
HERE

Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5§500. Form 5500 (2024)

v. 240311



Form 5500 (2024) Page 2
3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator’s telephone
number
4  Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan,  |4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last returnfreport:

& Sponsofs name 4d PN

€ Plan Name
5  Total number of participants at the beginning of the plan year 5 I 177
6  Number of participants as of the end of the plan year unless otherwise stated {welfare plans complete only lines 6a(1), s

6a(2}), 6b, 6¢, and 6d}).
a(1) Total number of active participants at the beginning of the plan year 6a(1) 177
a(2) Total number of active participants at the end of the plan year .. 6a(2) 172
Retired or separated participants receiving benefits........ éb 0

C Other retired or separated participants entitled to future benefits 6¢ 0

d Subtotal. Add lines 8a(2), BB, and BC. ... 6d 172

e Deceased parlicipants whose beneficiaries are receiving or are entitled 1o receive benefits. .....covevrerere e e

f Total. AGE HNES 6 AN BB. ..ot e n et s s ettt st rrenerns st esenniens | BF

(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 {1)
9 COMPIETE BNIS TBIM ... e oottt ceeaen e s er e canr e eren e bbb bAoA E LS E AR E R e R e TR TR TR T T r o g
(2 Number of participants with account balances as of the end of the plan year {only defined contribution plans
g ) COMPIIR TNIS JIBIM) ...ttt s e SR E S e PR R R0 YT T AR YR BT R AT Sen R Sre s b et et et e nr 69(2)
h Number of participants who terminated employmem durmg the plan year with accrued benefits that were
less than 100% vested.. rranan 6h

7 Enter the total number of employers obligated to contnbute to the plan (on!y mulhempioyer p!ans cumplete lhlS |tem) 7

82 I[f 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:

42 483 4D 4E  4Q 4F

9a Plan funding arrangement {check all that apply} 9b Plan benefit arrangement (chack all that apply)
{1} insurance 1) Insurance
{2} Code section 412(e)(3) insurance contracts {2) Code section 412(e){3) insurance contracts
{3) Trust {3) Trust
{4} General assets of the sponsor {4} General assels of the sponsor

10 Check ail applicable boxes in 10a and 10b to indicale which schedules are attached, and, where indicated, enter the number allached. {See instructions)

& Pension Schedules

{1 D R (Retirement Plan information) n
2
(2) D MB (Mulliemployer Defined Benefit Plan and Ceriain Money @
Purchase Plan Actuarial Information) - signed by the plan (3
actua
o @
{3} D SB (Single-Employer Defined Benefit Plan Acluariaf 5)
Information) - signed by the plan acluary
{4) D DCG (individual Plan Information) — Number Attached {6)

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

b General Schedules

D H (Financial information)
I:l I (Financial Information — Smalt Pian)
EI A (Insurance Information) — Number Attached 3

D C {Service Provider Information)
I:] D (DFE/Participating Plan Information)

D G (Financial Transaction Schedules)



Form 5500 (2024) Page 3

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

112 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, 400-2.) sevvrerrevresessssinensssrmennns | Y88 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 i
Insurance Information OB No. 12100110
{Form 5500)
Depariment of the Treasusy This schedule is required to be filed under section 104 of the
Intermnal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
D of Labor
Employee B:r;::étrsn gg‘wﬁtyal\dminislraﬁon » File as an attachment to Form 5500.
Penslon Benefit Guaranty Cotparation » Insurance companies are required lo 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 yearbeginning  05/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GCON Management Company, LLC Welfare Benefits Plan plan number (PN) » 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer identification Number {EiN)
GCON Management Company, ILLC 20-5994249

Part | Information Concerning Insurance Coniract Coverage, Fees, and Commissions Provide information for each confract
on a separate Schedule A, Individual contracls grouped as a unitin Parts |l and Hi can be reported on a single Schedule A,

1 Coverage Information:

{a) Name of insurance carrier

PRINCIPAL LIFE INSURANCE COMPANY

Approximate number of Policy or contract year
() NAIC {d) Contract or )
b) EIN . A " d at end of
®) code identification number peprts);)igj gg\ég;?ragl 333: {f) From {n To
42-0127290 61271 1041342 i72 05/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the tetal 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
13,211 4,551

3 Persons receiving commissions and fees. {Complete as many entries as needed to report alf persons),

(a) Name and address of lhe agent, broker, or other person to whom cominissions or fees were paid
STERN INSURANCE GROUP INC
11445 E VIA LINDA
STE 2-611
SCOTTSDALE AZ 85258

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

13,211 995 3

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

PARAGON PARTNERS LTD
9420 E DOUBLETREE RANCH RD

STE C 103
SCOTTSDALE AZ 85258
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d)} Purpose (e} Organization code
Override
0 3,556 3
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 =~

{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 Qrganization
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 (e} Amount {d) Purpose codo

{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 pald {e}
{b) Amount of sales and base Organization
commissicns pald {c) Amount {d} Purpose code

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

Fees and other commissions paid (e}
{b) Amount of sales and base Crganizalion
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 confracts with each carrier may be treated as a unit for purposes of

this report.
4 Curient value of plan’s interest under this contract in the general account al Year 8ng .......covnevernirssrssessseeroesnen: 4
5 Current value of plan's interest under this contract in separate accounts at year end......coueiessrivssressrsenrinne, 5

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

D Premiums pald 10 CAITIEF oo ettt st re et 6b
C  Premiums due but unpaid at the end of I Year. ... 6¢c
d  1fthe carrier, service, or other organization Incurred any specHic costs in connection with the acquisition or &d

retention of the contract of policy, BNLET BMOUNL. ... ... e e s b st re s s baas st b e st

Specify nature of costs P

e Typeof contract: (1) D individual policies £2) D group defarred annuity
@) [ ] other (specity) P

f  If contract purchased, in whole or in part, fo 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 parlicipation guarantee
{3) D guarantesd investment (4) |:| other P
b Balance at the end of the previous year............ . e EeLresEeeeeeeeesiEEesEIEEETIETE ety e sy vean | 7b
C Additions: (1) Contributions deposited during the year ..........ccuunneann. 7c{1)
(2) DivIends And CTEGIS .....c.vivvcvivesecisies it ssessrssrrssss s ssssrassserssosmserssrases 7c{2}
(3) Interest credited during the year ....... 7¢(3)
{4) Transferred from SEPaFate ACCOUN.............ccveeemeecrirermseveenresssarensesessrsonees 7c{4)
{5) Other (SPEGHY BEIOW) ..ovvvoereeoee oo eeeeeeeesssee e sesiosessssssnsssssisseens |1 CLDY
»
(B)TOLRE AAGHEONS..........oeosoeeeeeoe oot eeie et esensb et ees bbb ks bbb kbbb b e AR e s e 7¢(6) 0
d Total of balance and additions (add fines 7b and 7¢(6)). ... 7d
€ Deductions:
{1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2} Administration charge Made DY CAIMET ..cv.vververvenis i srerseseismaseees 7e(2)
(3) Transferred {0 SEPATrate ACCOUNL ... merroressresinirsesrssssnsssnssrsssmssoemsnnes | 1G]
{4} Other {specify below) Te(4)
» o
[5) TOAN BBAUCHONS ......_oeivemeioiteceietsitsrissrssss s s ss s eas b saseh sasEsa s sa R s e s ser e ares s 8 a8 a T abmetnaneana st aemin bt ses st st snas 7e(5)
f Balance at the end of the current year {subtract ling 7e{5) from ine 7d) .....ccocoveivererssminerrssssess s | 7f




Schedule A (Form 5500) 2024 Page 4

Part Il

Woeifare 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 conteact type {check all applicable boxes)

a D Heailth (other than dental or vision) b [Y::I Dental CEI Vision d @ Life insurance
e @ Temporary disability (accident and sickness) f BI Long-term disability g D Supplemental unemployment h D Prescription drug
i D Stop loss {large deductible} j |:| HMO contract k@ PPO contract ED Indemnity contract

m [x] Other (specify) PCRITICAL ILLNESS, ACCIDENT

9 Experience-rated contracts:

& Premiums: (1} AMOUNL TECEIVET ...o.oieeen e 9a(1)
(2) Increase {decrease) in amount due but UNPAId......cccoorrreereierceeiienene 9a(2)
{3} Increase (decrease) in unearned premium Teserve ... 9a(3) :
(4) BAINEd (1) # (2) = (3] eereeeeeeeeeeeerreeooeeeeeeomeeeeseeveeemsoemmmmsmmsesseseeressemoereeeeeesseeemsms et st 98(4) 0
b Benefit charges (1) CIAIMS PAI.. crvvrrerrireivmsisserssersesieesnss s acseasessssanssenes 9b(1) B
{2) Increase (decrease) in Claim rESEIVES ......c.occiimciemiinnsines 9h(2)
(3) Incurred claims (20d (1) AN (21 reeeiiininiieerrre s es e e 9b(3}) G
(4) Claims charged 9b(4)
€ Remainder of premium: {1) Retention charges {on an accrual basis) --
{A) COMIMISSIONS covvuiviveverrererirenrereeesessrssssesesesssesmssmsasressresssesesesscmesecs 9c(1)(A)
(B} Administrative service of Other 1885 ... reoivensreessesesneeeens 9c{1)(B)
{C) Other spacific ACqUISTION COBLS _..........eeveeeerecereeee e sesaene ge(1)(C)
(D) OLNEr @XPANSES .....evevoeeeeeeseeeeeeeras e rossens et b osnnase Sc{1)(D)
(Y TAXES oooooeeeeeeeeeeeereeseeesmeees s s sss s e sensss s s e snnans 8c{1)(E)
(i) Charges for risks or other contingencies... .. | 8e{1)(F)
{G) OthEr TEtention GRETGES .. .....vvrvrsierisssererrseormseesseesamssesnssesseniennes 9c{1)(G)
(H) TOUAI FRIBNION ....vooervevrserersetivserssernassinsesesesmrassessasssessesmssonssemsatrss coeosssssassstasesaressssssabastssntas s semsssemassessense 9c{1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited. ) oo 9¢(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 ling 9¢{2).) ..o, e

10 Nonexperience-rated contracts:

@ Tolal premiums or subscription charges paid 10 CAMIEI. ... e semstsimsb ettt 10a 197,908

b I 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, repert amount........cce 10b

Specify nature of cosls.,

| Partiv

| Provision of Information

11 Did the insurance company fail to provide any informalion necessary to complete Schedute A?............. D Yes @ No

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




SCHEDULE A
(Form 5500)

Deparlment of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Secusity Administration

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.

OMB No. 1210-0110

2024

Penslon 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  05/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GCON Management Company, LLC Welfare Benefits Plan plan number (PN) » 501

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

GCON Management Company,

LLC

20-5994249

D Employer Identification Number (EiN)

Partl

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 lil can be reported on a singfe Schedule A.

1 Coverage Information:

{a) Name of insurance carier

HEALTHIEST YOU

Approximate number of Policy or contract year
(¢} NAIC (d) Contract or {e}
{b) EIN . 4 ; persons coverad at end of
code identification number policy or contract year {f} From {g) To
30-0947669 00000 HY5769 170 05/01/2024 12/31/2024

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

{a) Total amount of commissions paid

{b) Total amount of fees paid

3,178

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

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

STERN INSURANCE GRCUFP INC
11445 E VIA LINDA

STE 611
SCOTTSDALE AZ 85259
(b) Amount of sales and base F-ees and other commissions paid
commissions paid {c) Amount {d) Purpose (e} Organization code

3,178

N/A

0

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

{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,

Sched

ule A (Form 5500) 2024
v. 240341



Schedule A (Form 5500) 2024 Page2—| |

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

Fees and other cornmissions paid (e)
(b) Amount of sales and base Qrganization
commissions paid {c) Amount {d) Purpose codo

{a} Name and address of the agent, broker, or other persen to whom comimissions 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 Crganization
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 Qrganization
commissions paid {c} Amount (d} Purpose code

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

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




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 centracts with each carrier may be treated as a unit for purposes of
this repott.

4 Current value of plan’s interest under this contract in the general account at year end .. VP, 4
§ Current value of plan’s interest under this contract in separate accounts al Year 8A.........cv e sresesecanyeens 5
6 Contracts With Allocated Funds:
a State the basis of premium rates »
b Premiums paid to carrier . 6b
C  Premiums due but unpald at Ehe end of the year. 6¢c
d I the cariier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, 8Nter amOUN!. ...

Specify nature of costs P

e Typeofcontract: (1) D individual policies (2 |:| group deferred anhuity
{3) D other (specify)

f I contract purchased, in whele or in pari, to distribute benefits from a terminating plan, check here 4 I:I
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) |:| other P

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

C  Additions: (1) Contributions deposited during the year
(2) Dividends and cregifS......couiiiniim e
(3) Interest credited during the year .
(4) Transferred from separate account
(5) Other {8pecfy DEIOW) oot

4
(BYTOIAT AETIHONS ......ocoeeeesresseeeeeeseesssseseesesassebs bt es s ed st b8 mr s i s s 8RR S0t e o 7¢{6) 0
¢ Total of batance and additions (add lines b and Te{B)). .—....wovvercereeeccrriricecenie et cceseenes s e e | 7d

@ Deductions:

(1) Disbursed from fund to pay bensfits or purchase annuities during year | 7@e(1)

(2) Administration charge Made DY GAITIET ...........eeeeeeeeeneenmeemeeeenssemsernsrens Te(2)

(3) Transferred {0 SEPArate BCCOUNT ... rrrorrrrssssessemesresemeememsenteessessians 7e(3)

(4) Other (BPECIEY BEIOW) .........coveeeever e ceeereos e senssssssresssssssss s ssreos Tel4)

, :

{5) Total deductions... OO -1 (<) ]

f Balance at the end of the currenl year (subtracl nne 7e(5) from ima 7d) .............................................................. I Tf




Schedule A {Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

If more than one conlract covers the same group of employees of the same emplayer(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 individuat
employees, the entire graup of such individual contracis with each carrier may be treated as a unit for purposes of this report.

8 Benefit and coniract lype (check ail applicable boxes)

a |:| Health (other than dental or vision) h D Dental c D Vision d I_—_l Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability [4] D Supplemental unemployment  h |:| Prescription drug
i D Stop loss {large deductible) i D HMO contract k |:| PPO confract | D indemnity contract
m [¢| Other (specify) »TELEHEALTH & WELLNESS MEMBERSHIP
9 Experience-rated contracts:
a Premiums: (1) AMOUNt18CaIVET ... e e 9af1)
{2) Increase (decrease) in amount due but unpaid........ccoorerrerrrmmireenes 9a({2)
{3) Increase (decrease) in unearned premium FESEIVE ....ooererreccnnas 9a(3)
(4) EAINEA ((1) # {2) = {3))reoeresereeessemoeoeeseeseceeessseseeerseeesssseses oo esoos s eesrees e ase e ses oo st | 9afa) 0
b Benefit charges (1) Claims paid.....cccooue.. - Sh(1) ’ ' '
(2) Increase (decrease) in Claim FESEIVES ...........ccevurereeeemsersemerssensssaeceeses 8h(2)
{3) Incurred ctaims (@dd {1) 800 (2))..ccviiiiiiii e sane e e et en et eneen 9b(3) 0
(4) CIAIMS CRAFGED ... oeeeeei e eeeie et et et be st es e bt sas s b oS bt eat s e a e eA s s amri s b ams £ eees e e e rmar e e ae s s e s ermeaeararen 9b(d)
C Remainder of premium; (1} Retention charges (on an accrual basis) --
(A) COMMISSIONS .ovoveeeirrrceceececrereenes 9c(1}{A)
(B) Administrative service or other fees Ac(1}{B)
(C) Other specific acquisition costs ... 9c{1}{C)
(D) OIRET EXPENSES (crivrrcecreceemecrrceetrer e reeeemseenseseserscseesenesbesnas 9c(1)(D)
() TAXES vt eeemsees eceretessesesse s sea reseas e et seraenas 9c(1)(E)
(F} Charges for risks or other contingencies... .. | Sc{1)(F)
{G) Other retention Charges ... e 9¢(1)(G)
{H) TOtAL FEEMHON. ...coiitiecceeiierint ettt e sas s sns s e e s e s ss e caa s e a8 a6 s 01 bem s enmrE et e et bbb rcsasarmr s e en 9ci1)(H) 0
(2) Dividends or relroactive rate refunds. {These amounts were D paid in cash, or D credited.} ..o 9c(2)
¢ Status of policyholder reserves at end of year: (1} Amount held to provide benefits after retirement ............... ad(1)
(2) CEAIM TESBIVES .roeeeeemeeseveeeeemeiees sttt e setsbssesmsebessssres et e et b et e b et s e s e R ArE s o8 a4 AeaL e R e R e s e b et s ampee et e s e r e R ermsmemrabasecbas 9d(2)
{3) OIRBY TESEIVES .....veicteretirenrerisastrsaresess s senassanenssereinansserrnssreresesssrasensmssessbet shetastss s st easnsm s i e besaba s i sanma s sesassane ad(3)
€ Dividends of retroactive rate refunds due. (Do not include amount entered in line 9¢{2).} ... Se
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAMHEE ...........cc.iereeecrieeree e smraseees s seses s sesne et asis 10a 21,189
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............cccooeeeeene. 10b
Specify nature of costs.
| Part IV ! Provision of Information
11 Did the insurance company fail to provide any informalion necessary 1o complete Schedule A?............. D Yes E No

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




SCHEDULE A i
Insurance Information OME No. 12100110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internat Revenus Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
of Labor
Emplayee ggf‘l):ﬁisnmg?wﬂba}\dnﬁnismﬁon b File as an attachment to Form §500.
Pension Benefit Guasanty Carporation } Insurance companies are required 1o provide the Information This Form is Open to Public
purstiant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  05/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GCCON Management Company, LLC Welfare Benefits Plan plan number {PN) 3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer identification Number {EN}
GCON Management Companvy, LLC 2059984249

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unitin Parts 1 and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

UNITED HEALTHCARE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
{b) EIN T g persons covered at end of
code tdentification number policy or contract year (f} From {g) To
36-2739571 79413 931281 162 05/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the tofal fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.
{a} Totai amount of commissions paid {b) Total amount of fees paid
17,187 £8,815

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

STERN INSURANCE GRQUP INC
11445 E VIA LINDA

STE 2611
SCOTTSDALE AZ 85259
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d} Purpose {e} Organization code
FEES
0 68,815 3

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
PARAGON PARTNERS TL.TD
9420 E DOUBLETREE RANCH RD

STE €103
SCOTTSDALE A% 85258
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {dl) Purpose (e) Crganization code
N/A
17,187 0 3
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 —

{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
gommissions pald (¢} Amount {d) Purpose codo

{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 pald {c} Amount {d) Putpose code

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

Fees and other commissions paid {e)
(b) Amount of sales and base Qrganization
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 Organizalion
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 individua! contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this reponi.
4 Current value of plan's interest under this contract in the general account at year end ..., 4
5 Current value of plan’s interest under this contract in separate accounts at Year end....u e s ieeenses 5

6 Contracts With Alfocated Funds:
a  Stale the basis of premium rates

B)  Premiums Pait 10 CAIMTIBE ..viiiiesessosssssisssssssss s sor rosessersoesesssessseess st e semsessease et secas ot casassasseaanee s ssaniss i abisabasass 6b

¢ Premiums due but unpaid af the end 0F the YEAN.......ccmvrrrerreee e 6c

d | the carrier, service, or other organization incurred any specific costs in connection with the acquisition or &d
retention of the contract or policy, enter amount. ... BTV UP U PPP

Specify nature of costs P

€  Type of contract: (1) I:l 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
T Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: Q) D deposit administration (2 D immediate participation guarantee
{3) D guaranteed investment (4} D other »

b Balance at the end of 18 PEVIOUS VAT ... ..oeeeieee oo b kssibsss it s b sssasebsrr st s nsssense e

C  Additions: (1) Contlributions deposited during the year
{2) Dividends and credits.............
(3) Interest credited dusing the year ...
(4) Transferred from separate 86COURL ...t
(5) Other {specify BElOW) ..o
>

{B)Total additionNS . ...ucvcersvrrrerrr e

o

t Total of balance and additions {(add lines 7b and 7c{(6}).

€@ 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) Other (specify below)..... 7el{d)
, -
(5) TOMAE ABAUCHIONS .....vv1vrsessereeeeeessamersescesessere s e cessenes e rasestree e b a1 et P4 R PP L5 Tseeanssssbrn s sm s e seasnn s s Te(5)

f Balance at the end of the current year (sublract line 7e(5)} from ling 7d) ..o I 7f




Schedule A (Form 5500) 2024 Page 4

Part i

Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer{s) or members of the same employee organizations(s),
the information may be combined for reporling purposes if such contracls 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 EI 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 |:| Prescription drug
D Stop loss (large deductible) j |:| HMO contract k l:l PPO contract I D Indemnity contracl
m D Other (specify) P
9 Experience-rated contracts:
a Premiuvms: (1) Amount received ..
{2} Increase (decrease) in amount due but unpazd
(3} Increase (decrease) in unearned premium reServe ...
{4) EArned {{1) + (2) « (3] oo reeeeeeercrrirssrnessesnsesssesrassssesssasrresssense s sessnsans 9a(4) C
b Benefit charges (1) CIAIMS PAIL.......cooeerrrrrerrcrecreeesreeeee s sesracens
{2) Increase (decrease] in Claim rE€SEIVES ... enrees
{3) Incurred claims (add {1} and (2}).... . 9h(3} ¢
{4) CHaIMS CRAMGRT 1veevvrrereievrrrere e rsee e rtecec e eares s reeseseeas 9b(4)
C Remainder of premium: {1) Retention charges (on an accrual basis} -
(A) Commissions ............. eeeeeneeeninesinsnssssnssnssssnssnenenene | 9C{1}{A}
(B) Admimstratwe service or o!her !ees .............................................. 9c{1B)
(C) Other specific ACQUISIHON COBES .....vvereeeeeeereree e bosenans 9¢(1}{C)
{D} OIhEF BXPENSES ..ottt e 9¢(1}D)
[E) TAXES ..o este ettt sb st rns s ss st snae s rnr s rssasaranes 9c(1)(E)
(F) Charges for risks or other contingencies. ... 9c(1}(F)
{G) Other retention ChAIGES ......coc.cvee e ees e essrnmrares 9¢(1)(G)
{H) TOIBI TEIBNHOM ..v.voveevicteimess et esasres st se st b es st es s s b e snees e mene s ne st s bbb nbasrs b asne 00 9c{1)(H) 0
(2} Dividends or relroaclive rate refunds. {These amounts were D paid in cash, or B credited.). e 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d{1)
(2) CIAIM TESBIVES ...vvevvresereirissrarstsessssiossetorescas et et sseatsess s saseas e s reresssescensessinessesenststsseeseraredurientraiss et 9d(2)
(3) Cther reserves.. 9d(3)
€ Dividends or retroactwe rate refunds due (Do not mclude amount entered in Itne 90{2) ) 9¢
10 Nonexperience-rated contracts:
@ Total premiums of subscriplion charges paid (0 CAMET .......co..wrwmrreesserrmrmss s eensssssrmsareeca e 10a 1,244,691
b If the camier, 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. .......cinnn 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 @ No

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




