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
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

2023

This Form is Open to Public

Inspection

Part |

Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning 12/01/2023

and ending

11/30/2024

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 the first return/report

D a DFE (specify)

B This return/report is: D the final 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

D Check box if filing under:

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

[ | Form 5558

|:| automatic extension

D special extension (enter description)

Part I

Basic Plan Information—enter all requested information

1a Name of plan

THE NEW PIONEER HEALTH PLAN

1b

Three-digit plan

number (PN) » 505

1c

Effective date of plan
05/01/2018

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)

THE NEW PIONEER LL

RAY KOROGHLI
3055 VIA SARAFINA DR

HENDERSON, NV 89052-4031

CK?/Eor town, state oré)rovince, country, and ZIP or foreign postal code (if foreign, see instructions)

2200 S CASINO DR
LAUGHLIN, NV 89029

2b

Employer Identification
Number (EIN)
82-2290752

2cC

Plan Sponsor’s telephone
number
800-634-3469

2d

Business code (see
instructions)
713200

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. 05/09/2025 RAY KOROGHLI
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 05/09/2025 RAY KOROGHLI
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 (2023)
v. 230707
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3a Plan administrator's name and address B] 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 ‘ 302
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(l) Total number of active participants at the beginning of the PIan YEAr ..........coociiiiiiiiiiii e 6a(1) 302
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 292
b Retired or separated participants reCeiving DENETIS .........ouiii i 6b 0
C Other retired or separated participants entitled to future DENEfitS...........ccviiiiii e 6C 0
d Subtotal. Add liNes 6a(2), BB, AN BC. ........cc.eeiiiiiiiice et 6d 292
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ococeviiiiiieiiiiecenne. 6e
f o= o (o I g 1=t To B Ty Vo YOS 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 (oo 0] o] (o TN (=) 1 1) O S POPTPO PRSPPSO 9
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 (oo 0] o= (o TN (=) 1 1) S PPOUTPO PR TR PRPPPO 69(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thAN 100Y6 VESTEU ........eveceeieie ettt sttt et sses s ns s et et esses et sns st ens st es st ettt s ense st nsaneans 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 4D 4E 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
4 General assets of the sponsor 4) General assets of the sponsor
10 cCheck 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) D R (Retirement Plan Information) 1) D H (Financial Information)
) ) ) ) 2) D I (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached
actuary 4) D C (Service Provider Information)
3) D SB (Smgle—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 Ill | 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.) woooverneeereerinenenee e [] Yyes [¥ No

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

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

11c Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required to file the 2023 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
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 2023 or fiscal plan year beginning  12/01/2023 and ending  11/30/2024
A Name of plan B Three-digit

THE NEW PIONEER HEALTH PLAN plan number (PN) > 505
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

THE NEW PIONEER LLC 82-2290752

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:

(@) Name of insurance carrier
HEALTH PLAN OF NEVADA/SIERRA HEALTH & LIFE

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
88-0201035 96342 60003217 91 12/01/2023 11/30/2024

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

19404 3638

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

MORRISSEY INSURANCE SERVICES 11920 SOUTHERN HIGHLANDS
LAS VEGAS, NV 89141

Fees and other commissions paid

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

19404 3638 | OVERRIDE 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) 2023

v. 230707
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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

5 Current value of plan’s interest under this contract in separate accounts at year end.............cccccceerevereriereerenerrnnnes 5

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

D Premiums Paid 10 CAMMIET .......c.ccevivieeieeeceeee ettt sttt s st en st s et enen s 6b

C  Premiums due but unpaid at the end Of the YEAI..........ciiiiiiiii s 6¢c

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or PoliCy, ENEr AMOUNL. ........oiiiiiiiiie it 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > 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) |:| guaranteed investment 4 D other P
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens | 7b
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1)
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2)
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3)
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4)
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5)
4
(B)TOtAl AAOIIONS ...ttt e ettt ee s st e e s e e s e ene e et et es e n e s e ees s e e e eteeesannes 7c(6)
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2)
(3) Transferred to separate account . 7e(3)
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4)
4
(5) TOAl EAUCHONS .....eoveeveeceeeeeee e e eses s et ees st eeetess st es e s s e e s en st ses e s s set s nessena et e sntensnensneetansneas e 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans | 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 BI Health (other than dental or vision) b D Dental (o3 D Vision
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) | D HMO contract k D PPO contract

m D Other (specify) P

d D Life insurance

h Ig Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 0
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3) 0
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEENTON ........vee ettt s et s e ee et en e s et en e s e s et et en et e e es et neen 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 485100
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..............c..ccccc..... 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
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). 2023
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 2023 or fiscal plan year beginning  12/01/2023 and ending  11/30/2024
A Name of plan B Three-digit

THE NEW PIONEER HEALTH PLAN plan number (PN) > 505
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

THE NEW PIONEER LLC 82-2290752

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:

(@) Name of insurance carrier
METROPOLITAN LIFE INSURANCE COMAPNAY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
13-5581829 65979 KM05392589 292 12/31/2023 11/30/2024

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

9972 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

MORRISSEY INS SERVICES INC 11920 SOUTHERN HIGHLANDS PKY
SUITE 201
LAS VEGAS, NV 89141

Fees and other commissions paid

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

9972 0| NIA 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) 2023

v. 230707
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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

5 Current value of plan’s interest under this contract in separate accounts at year end.............cccccceerevereriereerenerrnnnes 5

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

D Premiums Paid 10 CAMMIET .......c.ccevivieeieeeceeee ettt sttt s st en st s et enen s 6b

C  Premiums due but unpaid at the end Of the YEAI..........ciiiiiiiii s 6¢c

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or PoliCy, ENEr AMOUNL. ........oiiiiiiiiie it 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > 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) |:| guaranteed investment 4 D other P
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens | 7b
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1)
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2)
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3)
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4)
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5)
4
(B)TOtAl AAOIIONS ...ttt e ettt ee s st e e s e e s e ene e et et es e n e s e ees s e e e eteeesannes 7c(6)
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2)
(3) Transferred to separate account . 7e(3)
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4)
4
(5) TOAl EAUCHONS .....eoveeveeceeeeeee e e eses s et ees st eeetess st es e s s e e s en st ses e s s set s nessena et e sntensnensneetansneas e 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans | 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 ]E Dental (o3 @ Vision
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) | D HMO contract k D PPO contract

m B Other (specify) P AD&D

d B Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 0
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3) 0
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEENTON ........vee ettt s et s e ee et en e s et en e s e s et et en et e e es et neen 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 93384
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..............c..ccccc..... 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
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

2023

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning  12/01/2023 and ending  11/30/2024
A Name of plan B Three-digit
THE NEW PIONEER HEALTH PLAN plan number (PN) > 505

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

THE NEW PIONEER LLC

82-2290752

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:

(@) Name of insurance carrier
MANHATTAN LIFE

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
42-0884060 61883 890798 55 12/01/2023 11/30/2024

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

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

PATRIOT GROWTH INSURANCE SERVICES

501 OFFICE CENTER DR
STE 215
FT WASHINGTON, PA 19034

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2635

0| N/A

3

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

MORRISSEY INSURANCE SERVICES

11920 SOUTHERN HIGHLANDS PKWY

STE 201
LAS VEGAS, NV 89141

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

257

o| N/A

3

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

Schedule A (Form 5500) 2023
v. 230707
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2023 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

5 Current value of plan’s interest under this contract in separate accounts at year end.............cccccceerevereriereerenerrnnnes 5

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

D Premiums Paid 10 CAMMIET .......c.ccevivieeieeeceeee ettt sttt s st en st s et enen s 6b

C  Premiums due but unpaid at the end Of the YEAI..........ciiiiiiiii s 6¢c

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or PoliCy, ENEr AMOUNL. ........oiiiiiiiiie it 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > 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) |:| guaranteed investment 4 D other P
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens | 7b
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1)
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2)
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3)
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4)
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5)
4
(B)TOtAl AAOIIONS ...ttt e ettt ee s st e e s e e s e ene e et et es e n e s e ees s e e e eteeesannes 7c(6)
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2)
(3) Transferred to separate account . 7e(3)
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4)
4
(5) TOAl EAUCHONS .....eoveeveeceeeeeee e e eses s et ees st eeetess st es e s s e e s en st ses e s s set s nessena et e sntensnensneetansneas e 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans | 7f




Schedule A (Form 5500) 2023 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 (o3 D Vision d D Life insurance
e |:| Temporary disability (accident and sickness)  f 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) » ACCIDENT, CRITICAL ILLNESS/CANCER

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 0
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3) 0
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEENTON ........vee ettt s et s e ee et en e s et en e s e s et et en et e e es et neen 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 9763
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..............c..ccccc..... 10b

Specify nature of costs.

Part IV

Provision of Information

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

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2023

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning  12/01/2023 and ending  11/30/2024
A Name of plan B Three-digit
THE NEW PIONEER HEALTH PLAN plan number (PN) > 505

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

THE NEW PIO

NEER LLC

82-2290752

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:

(@) Name of insurance carrier
TRANSAMERICA LIFE INSURANCE COMAPNY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
39-0989781 86231 ER00035832 0 12/01/2023 11/30/2024

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

4695

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

VOLUNTARY BENEFIT SPECIALISTS

289 FARRIS AVE
STEB
LAS VEGAS, NV 89183

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3425

0| N/A

3

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

BROWN & BROWN INSURANCE

300 N BEACH ST
DAYTONA BEACH, FL 32114

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

704

o| N/A

3

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

Schedule A (Form 5500) 2023
v. 230707



Schedule A (Form 5500) 2023 Page2—| 1

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

JEFF E SAMMONS 2305 W HORIZON RIDGE PKWY
UNIT 4023
HENDERSON, NV 89052

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
492 0 | N/A 3

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

MICHAEL D PERNA 289 FARRIS AVE.
STEB
LAS VEGAS, NV 89183

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
53 0 | N/A 3

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

LMG CONSULTING LLC PO BOX 36775
LAS VEGAS, NV 89133

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
21 0 [N/A 3

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

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

(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) 2023 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

5 Current value of plan’s interest under this contract in separate accounts at year end.............cccccceerevereriereerenerrnnnes 5

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

D Premiums Paid 10 CAMMIET .......c.ccevivieeieeeceeee ettt sttt s st en st s et enen s 6b

C  Premiums due but unpaid at the end Of the YEAI..........ciiiiiiiii s 6¢c

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or PoliCy, ENEr AMOUNL. ........oiiiiiiiiie it 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > 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) |:| guaranteed investment 4 D other P
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens | 7b
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1)
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2)
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3)
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4)
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5)
4
(B)TOtAl AAOIIONS ...ttt e ettt ee s st e e s e e s e ene e et et es e n e s e ees s e e e eteeesannes 7c(6)
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2)
(3) Transferred to separate account . 7e(3)
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4)
4
(5) TOAl EAUCHONS .....eoveeveeceeeeeee e e eses s et ees st eeetess st es e s s e e s en st ses e s s set s nessena et e sntensnensneetansneas e 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans | 7f




Schedule A (Form 5500) 2023 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 (o3 D Vision
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) | D HMO contract k D PPO contract

m [X Other (specify) » GROUP DISABILITY, CANCER

d B Life insurance
h D Prescription drug

I B Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEM ......c.eiveuiiieiireeiiieiee et 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 0
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3) 0
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G)
(H) TOLAI FEEENTON ........vee ettt s et s e ee et en e s et en e s e s et et en et e e es et neen 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a 26163
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..............c..ccccc..... 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?.............

B Yes

I:INO

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




R

Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110
This forrn Is required lo be fited for employee benefit plans under sections 104
Department of the Treasury and 4055 of the Employee Ratirement Income Security Act of 1674 (ERISA) and
\itema! Revenue Ssnice sactions 6057(b) and 6058(a) of the internal Revenue Gode (the Code). 2023
Deparimant of Labar » Complete all entries in accordance with
ity the Instructions to the Form 5500,
Penslon Benafit Guaranty Corporation This Foerm Is Open to Public
— _ __Inspection
| ‘Parti | Annual Report Identification Information
For calendar plan year 2023 or flscal plan yearbeginning  12/01 /2023 andending 11/30/2024
A This retarnireport s for: D a multtemployer plan D & multiple-employer plan (Filars checking this box must provide participating
employer nformation in accordance with the form Instructions.)
E a single~employer plan I:l aDFE {(specify) ____
B This returnireport is: [] the fiest returnireport [] the final retum/report
D an amended returnirepart D a short plan year return/report (less than 12 months)
C litheplanisa collectively-bargained plan, chatk Bere, . .. .. vt ie st riiiar e is s teire e srssnnnarsss ceon » |:|
D Check box if filing under: D Form 5558 D automaltic extension |:| the DFVC program
D special extenston (enter deseription)
E irthis is a retroactively adopted plan penmitted by SECURE Act section 201, check here. . . . . he e raea e iena e » D
L.Partli_| Baslc Plan Information—enter all requested information
1a Name of plan . b Three-digit plar:
THE NEW PIONEER HEALTH PLAN number (PN} »_ | 505
4¢ Eifective date of plan
05/01/2018
2a Plan sponsor's name {employer, if for a single-employer plan) 2h Employer Identification
Malling address (include room, apt., suite no. and street, or P.Q. Box) Number {EIN})
Chty or town, slate or province, country, and ZIP or foréign postal cade {if foraign, see instructions) §2-2280752
THE NEW PIONEER LLC 2¢ Plan Sponsar’s telephone
number
RAY KOROGHLI 800-634-3469
3055 VIA SARAFINA DR 2200 S CASINO DR 2d Business code (see
instructions)
713200
HENDERSON NV 82052-4031 LAUGHLIN NV 8902% — —T

Caution: A penalty for the late or incomplete filing of this returnireport will be assessed unless reasonable cause Is established.

Under penalties of perjury-and other perjaities set forth: in the instructions, | deciare that | have examined this refurnfreport, including accompanying schedules,
statements and attachments, afivell as|the electronic version of this retusnfreport, and to the best of my knowledge and belief, it is true, correct, and complets.

fﬁg’é 05/09/2025 |[RAY KOROGHLE
: P Date Enter name of individual slgning as plan administrator
:IE%IE 05/09/2025 |RAY KOROGHLI
] o Elgnature of ﬁgloyeriplan spoensor Date Enter name of individual slaning as employer ar plan sponsor
StoN
'HERE -
Signature of BFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 6500. Form 5500 {2023

v, 2360728



Farm 5500 (2023) ' Page 2

6a(2), 6b, 6c, and 6d).

3a Plan administrator's name and address EI Same as Flan 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 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 Spansor's hame 4d PN

C Plan Name
5§  Total number of participants at the beginning of the plan year 302
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),

a(1) Total number of active participants at the beginning of the plan year ... 6a{1) 302
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 292
Retired or separated participants receiving benefits ... s | 6B 0
c Other retired or separated participants entitled to future benefits ... | BG 0
d Subtotal. Add lines 6a(2}, 6b, and éc 6d 292
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ......................... | Be
f Total. AddliNes B 8N Be. ... et eenes s esnen e tene s nenstesnnneneens | BF
1 Mumber of participants with account balances as of the beginning of the ptan year (only defined contribution plans 6all
g(1) COMPlEe this HBIM)...... o e ot b et ar s 9(1)
2 Number of participants with account balances as of the end of the plan yvear (only defined confribution plans
g( ) COMPIELE S BN .. e et e e e e e s e e s e b g e et e e s b eaee e s sast s e amste s s easarantensebneren 69(2)
h Number of paricipants who terminated employment during the plan year with accrued benefits that were
less than 100% vested... 6h
7 Enter the total number of employers obllgated to conlrlbute to the plan (only multlemployer plans complete thls ltem) 7

8a |fthe 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 Characterisiics Codes in the instructions:

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

10 Check all épplicab]e boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

a Pensicn Schedules

b General Schedules

(1) |:| R (Retirement Plan Information) (1) |:| H {Financial Information)
2 I (Financial Information — Small Plan
{2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money @ |:| ( ation — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3} El A (Insurance Information) — Number Attached _ 4
actuary (4} D C (Service Provider Information)
(3) |:| SB (Sin_gle—Ern_ployer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)
Informatton) - signed by the plan actuary
(4) |:| DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)
(5 |:| MEP (Multiple-Employer Retirement Plan Information}
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Part Il | Form M-1 Compliance Information {to be completed by welfare henefit plans)

114 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.) covvvvvssercsmmmmsresenssiesrenrenies || 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 |:| No

11 ¢ Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required to file the 2023 Form M-1 annual repori, 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 Condirmation Code will subject the Farm 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
(Form 5500)

OMB Ne. 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). 2023
Department of Lab
Employee B:r?:ﬁt: ggeﬁrityaAzrministraﬁun ) File as an attachment to Form 5500,
Pension Bensfit Guaranty Corporation P Insurance companies are required to provide the infarmation This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2023 or fiscal plan year beginning 12/01/2023 and ending 11/30/2024
A Name of plan B Three-digit

THE NEW PIONEER HEALTH PLAN plan number (PN) » 505
€ Plan sponsor’s name as shown on line 2a of Form 5500 D Employer ldentification Number (EIN)

THE NEW PICONEER LLC 82-2290752

< Part| Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each coniract
i on & separate Schedule A. Individual contracts grouped as a unit in Parts Il and IIl can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

HEALTH PLAN OF NEVADA/SIERRA HEALTH & LIFE

{¢) NAIC (d) Contract or {e} Approximate number of Policy or contract year
{b) EIN . LT persons covered at end of
code identification number policy or contract year {f) From {g) To
88-0201035 96342 60003217 o1 12/01/2023 11/30/2024

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
19,404 3,638

3 Persons receiving commissions and faes. {Camplete 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

MORRISSEY INSURANCE SERVICES
11920 SQUTHERN HIGHLANDS

LAS VEGAS NV 89141
(b} Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d} Purpose {e) Organization code
OVERRIDE
159,404 3,638 3

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

{b) Amount of sales and base Fees and other commissions paid
commissions paid (¢} Amount (d} Purpose {e} Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v, 230728
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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 (e) Amount {d) Purpose code

{a) Name and address of the agent, broker, or ather 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 ather person lo whorn commissions or fees were paid

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

(a) Name and address of the agent, broker, or other person to whom commissions or fees wera 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 Qrganization
commissions paid (c) Amount (d) Purpose code




Schedule A {Form 5500) 2023 Page 3

Part I | 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 VEAF BN 4
5 Current value of plan’s interest under this contract in separate accounts at Year N .o 5

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

D Premiums Paid 10 CAITIET ..cco.vviveitee e vteeeceeeeeeteete e ceaeeeeaee et eee e see st b ros st oeeeee ettt ren e eee e e seenee 6b

€  Premiums due but unpaid at the end of the year... . 6c

d  Ifthe carrier, service, or other organization |ncurred any spemf c costs in connectaon W|th the acqmsutlon or 6d
retention of the contract or policy, @NEr AMOUNL ... .o enae e

Specify nature of casts P

e Type of coniract: (1) D individual policies {2) [l group deferred annuity
3) [] other (specifyy P

f  If contraci purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|
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 |:| immediate participation guarantee
3 D guaranteed investment (4} |:| other P
b Balance at the end of the PreViOUS YBAI ... .ot sases st s s st s | 7b
C  Additions: (1) Contributions deposited during the year.............cccoeeeveviennn. 7c(1)
(2) Dividends and Credits...........coocoooeveiriieniiieeeeeessse s 7c(2)
(3) Interast credited during the year...... SSVPTIUIORROROI I 4 +1 1)
(4) Transferred from separate account ... veeseeereeeee. | 1G(4)
(5) Other (Specify DEIOW) ...ocoovvveievniicie e eneeeenne. | 16{D)
Y
(6)Total additions... ) OO ROUOUOUOVY £ + (]
d Total of balance and addlttons (add ||nes 7b and 7c(6)) i 7d

e Deductions:

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

(2) Administration charge made BY GaTIET.......covienieiseee oo 7e(2)

(3) Transferred (0 SEPArate ACCOUME ... iisiiissessisseeeemeeesesee e e 7e(3)

(4) ONET (SPEEIFY DEIOW) ...er oo eeeeee e ceceeeesseeseeeseseseessenss e 7e(d)

3

(5) Total deductions... OO OO OOOORPY £ 1 (-} |

f Balanceaitheendofthecurrentyear(subtractImeTe(S)fromImer) | 7f




Schedule A (Form 5500) 2023

Page 4

Part lll | Welfare Benefit Contract Information

If mare 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 Benef t and contract type {check all applicable boxes)

a |}_—(| Health (other than dental or vision) b D Dental
e D Temporary disability (accident and sickness} T D Long-term disability
D Stop loss (large deductible) j |:| HMO contract

m |:| Other (specify) »

c D Vision

k |:| PPO contract

d|[] tife insurance

g D Supplemental uremployment  h Bl Prescription drug

1 |:| Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received .. 9a(1)
{2) Increase (decrease) in amount due but unpald 9a(2}
{3) Increase {decrease) in unearned Premium reSErVEe. ..o cveeeeevenee. %a(3}
O R P T ) s | 9a@) 0
b Benefit charges (1) Claims paid.............cocoooiooieieee e 9b(1)
(2) Increase (decrease) in claiim reSaIVes ..............ccceee e 9b(2)
(3) Incurred ¢laims (Add (1) @00 (2))...ocerii et ettt et e et emr e et e e emeneenee 9b(3} 0
{45 CEAIMS CRATGRM....cui e s e b e bt st e e e e e e es et ennemmem e eenseamnsne e eaeeramnmnnaes 9h{4)
¢ Remainder of premium: {1) Retention charges {on an accrual basis) --
(A) Commissions .. 9c{1)¥A)
(B) Admlnlstratl\.re service or other fees 9c(1XB)
(C) Other specific acqUISIION COSIS. ..o | SC{1HC)
{D) Other expenses . SOOI I~ i § [ (5}
{E) TAXES ..o st e 9c(1)(E)
{F) Charges for risks or other contingencies .......................... 9c{1){F)
{G) Other retention CRATGES.........o.cvoeceeereerresneesreoeeeeeeeereesrreeeeneeenes | SC(IHG)
(H) TOTAI TRIENTOR. ...ttt s bems st et st s a e e es st e s sasssesassatobats st saese s st 9c{1)(H) 0
(2) Dividends or retroactive rate refunds. {These amounts were |:| paid in cash, or |:| credited.) ... 9¢(2)
d Stalus of policyholder reserves at end of year: {1} Amount held to provide benefits afler retirement............... 9d(1)
{2) ClAIM TESBIVES ... v eeecet et ettt e cena e e s et es s b8 s st eaa b e are s st ene et ae s eae s sens e e s semmnsaeeeneeeenae s e s emnanes 9d(2)
(3) Other reserves ...........ceeeeeeenen. veeren 9d(3})
€ Dividends or retroactive rate refunds due. (Do not include amount erfered in ling 96{2})...ooeiiieeeicicinne Se
10 Nonexperience-rated contracts: : -
a Total premiums or subscription charges PAIA 10 GAITIE ..uiri it eeeeeeeseseeenenes s esere s eee e seses e eseoen 10a 485,100
b Ifthe carrier, service, or other arganization incurred any specific costs in connection with the acquisition or
retention of the contract or pelicy, other than reported in Part 1, line 2 above, report amount..............cccc.......... 10b
Specify nature of costs.
| PartIv_| Provision of Information
11 Did the ingurance company fail to provide any information necessary to complete Schedule A?............ |:| Yes EI No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Laber
Employee Benefits Sacurity Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

} File as an attachment to Form 5500.

» Insurance companies are required to provide the information

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

OMB No.1210-0110

2023

This Form is Open to Public

Inspection
For calendar plan year 2023 or fiscal plan year beginning 12/01/2023 and ending 11/30/2024
A Name of plan B Thres-digit
TEE NEW PIONEER HEALTH PLAN plan number (PN) » 505
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number {EIN)
THE NEW PIONEER LLC 82-2290752
Partl | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
B : on a separate Schedule A Individual contracts grouped as a unit in Parts |l and lll can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

Metropolitan life insurance comapnay

(c) NAIC (d) Contract or {e} Approximate number of Policy or contract year
{b) EIN . / ) persons covered at end of
code identification number policy or cortract year () From (g) To
13-5581829 65979 KM05392589 292 12/31/2023 11/30/2024

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 commissicns paid

{b} Total amount of fees paid

9,972

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

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

MORRISSEY INS SERVICES INC
11220 SOUTHERN HIGHLANDS PKY

SUITE 201
LAS VEGAS NV 89141
{b) Amount of sales and base Fees and other commissions paid
commissions paid () Amguni {d) Purpose {e} Organization code
N/A
9,972 0 3

(a) Name and address of the ageni, 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) 2023
v. 230728
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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 (¢} Amount (d} Purpose code

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

Fess and other commissions paid (¢}
{b) Amount of sales and base Organization
commissions paid (¢} Armiount (d) Purpose code

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

Feas and olher commissions paid ()
- (b)y 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 (¢} Amount {d} Purpose code




Schedule A (Form 5500) 2023 Page 3

-~ Partll | nvestment 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 confract in the general account at year end............occovvrirerervirienn, 4
§ Current value of plan’s interest under this contract in separate 26CoUNts at VBRI BN0.....c.oviiiioss e rmissrieranes 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.. 6c

d Ifthe camrier, service, or other organization |ncurred any speclf c cosls in connectlon W|th the aoqutsmon or 6d
retention of the contract or policy, enter amount...

Specify nature of costs  »

€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3 [] other (specify) ¥

f  If confract 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 |:| deposit administration 2) I:I immediate participaticn guarantee
@ |:| guaranteed investment (4) |:| other P
b  Balance at the end of the provious year................ l 7b
C  Additions: {1) Contributions deposited durlng the L 7c(1)
(2) DVIAENS ANA CPEOILS .......cv. oeeeeceeeeeeeeetee s ceeaee e eeaeeae et sme e eamesnans 7c¢(2)
(3) Interest credited during the Year............oovivrreerrmieen, | 1C3)
(4) Transferred from separate account ... | 1GE4)
7c{5)

(5) Other (Specify BEIOW) ...ocvviiiiee e e
4

(B)Total AddfIONS .....vvrevre -

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

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carmer_................coeeoeeeeeeeesceeeene. | 1812}
(3) Transferred to separate account..
(4) Cther (specify below)
4

(5) TOMAI GBAUCHONS. ........cooeevceeee et aees s emeas e e e saee e saea s s s s emsnnnss st smsnn s snse s sntsens s sss s 7e(5)

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




Schedule A (Form 5500) 2023

Page 4

Partill .

Welfare Benefit Contract Information

If mare than cne contract covers the same group of employees of the same employer(s) or members of the same employee erganizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employzes, the entire group of such individual cantracts 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)
e D Temporary disability (accident and sickness)
[] stop loss (large deductible)
m [] Other (specify) PAD&D

b @ Dental
f D Long-term disability
j |:| HMO contract

[ @ Vision

k |:| PPO contract

d @ Life insurance
g |:| Supplemental unemployment b |:| Prescription drug

| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received .. 9a(1)
(2) Increase (decrease) in amount due but unpald .................................... 9a(2)
(3} Increase (decrease) in unearnad premium reserve. ... ..o eeeeeeeee. Sa(3)
= L R (R R v B =) N .| 9a(4) 0
b Benefit charges (1) Claims paid...........cccoovviureeen.... 8Sb(1}) o
(2) Increase (decrease) in claim reserves ... ..oeeeee... 9b(2}
(3) Incurred ¢lAIMS (AU (1) AN (2] crvreie et ee e et eememnm e e e nen et neaeaeasenn 9h(3) 0
{4) Claims charged... . 9h{4)
€ Remainder of premium: (1) Retentlon charges (on an accrual ba5|s) -
(A) Commissions .. . 9c(1}A)
(B) Adm|n|stra1|ve service or other fees .............................................. Sc{1)(B)
(C) Other specific acquisition GostS..........cveveriir oo | 96(1)(C)
(D) ONEF @XPEMSES weveeev..ceoeeeoeeeeeee ettt eeeeee e reseeees 9e(1)}D)
(E) TAXES oevvevcrrereier et e s 9c(1)E)
{F} Charges for risks or cther contingencies .. 9e(1)F)
{G) Other retention Charges ... | SE(1HG)
(H) Total retention... . 9c(1)}{H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| pald in cash, or|:| credited. ) 9¢c(2)
d Status of policyholder reservas ai 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 retroactwe rate refunds due (Do not |nc|ude amount entered in llne 9(:(2)) 9e
10 Nonexperience-rated contracts: .
a Total premiums or subscription charges Paid t0 CAIMIET .....vceerieeeeee e bbb 10a 93,384
b Ifthe carrier, service, or ather organization incurred any specific costs in connection with the acquisition or
retention of the coniract or policy, other than reperted in Part |, line 2 above, report amount. ........ccceooeueeee 10b

Specify nature of costs.

| Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A7 .............

I:I Yes

@No

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




SCHEDULE A
(Form 5500)

Bepartment of the Treasury
Internal Revenue Service

Department of Labor
Employes 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.

OMB No. 1210-0110

2023

» Insurance companies are requirad to provide the information

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning 12/01/2023 and ending 11/30/2024
A Name of plan B Three-digit
THE NEW . PIONEER HEALTE PLAN plan number (PN) > 505
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number {EIN)
THE NEW PICNEER LLC 82-2290752
Partl Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A Individual contracis grouped as a unit in Parts I and IIl can be reported on a single Schedule A.

1 Coverage Information:

{a} Name of insurance carrier

MANHATTAN LIFE

(6) NAIC (d) Contract or {e) Approximate number of Policy or contract year
(b} EIN . / ; persons covered at end of
code identification number policy or contract year {f) From (g} To
42-08840C60 61883 890798 55 1z2/01/2023 11/30/2024

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 commissicns paid

{b) Total amount of fees paid

2,892

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

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

PATRIOT GROWTH INSURANCE SERVICES

501 QFFICE CENTER DR
STE 215

FT WASHINGTON PA 19034
(b) Amount of sales and base Fees and other commigsions paid
commissions paid (c) Amount {d) Purpose {e) Organization code
N/A
2,635 G

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

MORRISSEY INSURANCE SERVICES
11520 SOUTHERN HIGHLANDS PKWY

STE 201
LAS VEGAS NV 889141
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code
N/A
257 0 3

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

Schedule A (Form 5500) 2023
v. 230728
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{a} Name and address of the agent, broker, or other person lo whom commissions or fees were paid

Fees and other commissicns paid {e)
{b) Amount of sales and base Organization
commissions paid {c) Amaunt {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 cther person io 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 ather 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 gther commissions paid {e)
{k) Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose code




Schedule A (Form 5500} 2023

Page 3

Pa’ﬁt'_ll “’| Investment and Annuity Contract Information

this report.

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

4 Current value of plan's inferest under this contract in the general account at year end... 4
§ Current value of plan’s interest under this confract in separate accounts at year end..................ovcineconsissovonsnen 5
6 Contracts With Allocated Funds:
a  State the basis of premiumrates P
b Premiums paid to carrier . 6b
€ Premiums due but unpald at the end ofthe year... ) 6c
d Ifthe carrier, service, or other organization |ncurred any specn" c costs in connection with the acqmsmon or &d
retention of the contract or pelicy, enter amount...
Specify nature of costs 4
e  Type of contract: (1) |:| individual policies 2) |:| group deferred annuity
(3} D other (specify) P
f  If contract purchased, in whole ar in part, to distribute benefits from a terminating plan, check here » [I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: ()] |:| deposit administration {2) |:| immediate participation guarantes
3 I:I guaranteed investment {4) |:| other P
b Balance at the end of the previous year ... .. T B 4
€ Additions: (1) Contributions deposited durmg the year... e I -4 }
(2) Dividends and credlts 7¢{2)
(3} Interest credited during the YEaT......coccecv v srssssesscecse e | 1G{3)
(4) Transferred from separate ACCOUNE......c.....ovvisecsssresvssnccsrsrsnnenenenns. | 1C{4)
(5) Other (specify below) 7¢(5)
4
(6)Total additions... " - ... _1¢(6)
d Total of balance and addltlons (add Ilnes 7b and 7c(6)) ................................ | 7d
€ Deductions:
{1) Disbursed from fund o pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CamIer............oeeeeeieee oo 7e(2)
(3) Transferred to separate account.......... 7¢(3)
(4) Cther (specify below) 7e(4)
b T
{5) Total deductions... ) SO URUUTPUOPROOY - -1 |
f Balance atihe end of the current year (subtract Ilne 7e(5) from I|ne 7d) | 7f
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“Partil

Welfare Benefit Contract Information

If more than gne 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
employges, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benef t and contract type {check all applicable boxes)

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

m [x] Other (specify) PACCIDENT, CRITICAL ILLNESS/CANCER

9 Experience-rated contracts:
a Premiums: (1) Amount received .. 9a(1)
(2) Increase (decrease) in amount due but unpald 9a(2)
(3} Increase (decrease) in unearnad premium reServe.............c.oovvveveeeeee. 9a(3)
Yt N 7 T £ ) s 98(4) 0
b Benefit charges (1) Claims paid..........cccooovernmersissemereoseneecoseeeecenne | 9b(1) D
(2) Increase (decrease) in ClaiMm rESEIVES ............ccoeeviveeeii e 9h(2} L
{3) Incurred claims (A0 (1) AN {2)) oo ettt eesasaes et eeeaees e aee e reneeen 9h(3) 0
{(4) Claims charged ... 9b{4)
¢ Remainder of premium: (1) Retentlon charges (on an accrual basis) --
{A) Commissions .. OO I | [ £V ]
(B} Admlmstratlve service or other fees e | 9C(1YB)
(C) Other specific acquisition costs 9¢{1)(C)
(D) Other EXPENSES .....ooovocves v eemeeeeescseenrerenreenneeeeee | DE{THD)
{E) Taxes.. cereerremnmmenmesrenmssennsssnine . | SC(TXE}
(F) Charges for nsks or other contlngenmes e | Bc(1){(F)
{G) Other retention charges 9c(1)(G)
(H) Total retention... - ceeeeeneineeeeee | 9C{1X{H} 0
(2) Dividends or retroactive rate refunds. (These amounts were D pard in cash, or I:l credited. ) .................. 9¢(2)
d Status of policyhalder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) ClaIM TESEBIVES ... iiseeeeireeetee e eceem e eae s eaee s et e eeeaeeee e e esassmron e eaasstshe et eteem e s s eeeermeeeeseenemneeeesssatenn 9d(2)
(3) Other reserves . 9d{3}
e Dividends or retroactlve rate refunds due (Do not |nc|ude amourt entered in Ilne 90(2) ) Se
10 Nonexperience-rated contracts: . -
a Total premiums or subscription charges Paid to CAITIEN .......... oo e reennraen 10a 9,763
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reperted in Part I, line 2 above, report amount. ........ccoveveeen.n... 10b
Specify nature of costs.
| PartIv | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ D Yes @ No

12 Ifthe answer to line 11 is "Yes,” specify the infarmation not provided.




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). 2023
Department of Labor .
Employse Beneflls Security Administration » File as an attachment to Form 5500.
Pensicn Benefil 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 2023 or fiscal plan year beginning  12/01/2023 and ending 11/30/2024
A Name of plan B Three-digit
THE NEW PIONEER HEALTH PLAN plan number (PN) » 505
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
THE NEW PIONEER LLC 82-2290752
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 [l and lil can be reported on a single Schedule A.

1 Coverage Information;

{a} Name of insurance carrier

TRANSAMERICA LIFE INSURANCE COMAPNY

(€) NAIC (d) Contract or {e) Approximate number of Policy or contract year
{b} EIN . A persons covered at end of
code identification number poficy or contract year {f) From {g) To
39-0989781 86231 ERO0035832 0 12/01/2023 11/30/2024

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

{a) Total amount of commissions paid {h} Total amount of fees paid

4,695 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 ofher person te whom commissions or fees were paid

VOLUNTARY BENEFIT SPECTIALISTS
289 FARRIS AVE

STE B
LAS VEGAS NV 89183
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c} Amount {d) Purpose {e} Organization code
N/A
3,425 0 3

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

BROWN & BROWN INSURANCE
300 N BEACH ST

DAYTCNA BEACH FLL 32114
{b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount {d) Purpose {e) Organization code
N/A
704 0 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230728
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{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

JEFF E SAMMONS
2305 W HORIZON RIDGE PKWY

UNIT 4023
HENDERSON NV 89052
Fees and other commissions paid {e}
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
N/R
452 o] 3
(2) Name and address of the agent, broker, or other person to whom commissions or fees were paid
MICHAEL D PERNA
289 FARRIS AVE.
5TE B
LAS VEGAS NV 89183
Fees and other commissions paid (e}
{b} Amount of sales and base Qrganization
commissions paid (€) Amount (d) Purpose code
N/A
53 0 3
(a} Name and address of the agent, broker, or other perscn to wharn commissions or fees were paid
LMG CONSULTING LLC
PC BOX 36775
LAS VEGAS NV 89133
Fees and other commissions paid (e}
{b) Ameunt of sales and base Organization
commissions paid {c) Amount (d} Purpose code
/A
21 0 3
(a) Name and address of the ageni, 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 Qrganization
commissions paid (¢) Amount {d) Purpose code
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Partll | Investment and Annuity Contract Information
Whaere 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 enNd............c.oveeeeeeeeeimiensiesenenaes 4
5 Current value of plan’s interest under this contract in separate accounts at Year nd. ... seiere e 5

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

b Premiums paid to carrier .. 6b

G Premiums due but unpald at the end ofthe year... . 6¢c

d Ifthe camier, service, or other organization mcurred any speclf [ costs in conﬂectlon Wlth the acqms:hon or 6d
retention of the contract or policy, enter amount...

Specify nature of costs P

e Type of contract: (1) [I individual policies (2) D group deferred annuity
(3) [] other (specify) P

f  If contract purchased, in whole or in part, o 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) |:| deposit administration (2) !:[ immediate participation guarantee
(3) |:| guaranteed invesiment 4) [I ather P
b Balance at the end of the PrevitUS VBRI i i s erraseme s st [ 7b
€ Additions: (1) Contributions deposited during the year.............ce 7c{1)
(2) Dividends and CreditS.....coccuvrrririesrssisssessinnnrs e ssesessesseens 7c¢{2)
(3) Interest credited dUrNG e YEE ... ceiereee e es e ssmrenens 7c(3)
(4) Transferred from separate ACCOUNT ...\ oo e 7c{d)
(5) Oer (SPEGITY DEIOW) ..eec......ceeceeceeeees e eeeeeeeeeseeeeeeeensesenersessessinnneree | T GAD)
4
(6)Total additions... U ORORO OO 4 + (-1
d Total of balance and addmons (add Ilnes 7h and 'Ic(G}) ...................................................... 7d
€ Deductions:
(1) Disbursed from fund to pay benefils or purchase annuities during year 7Te(1)
(2) Administration charge made by Camier........o.coo.coveeeereereeeees oo | 1€{2)
(3) Transferred to 88PArAIE ACCOUM ..........ocveeeeeeeesvereeeerseesrseeassnernsennenens | 1E(3)
{4) Other (SPECfy DEIOW) ....vv.evvveereeeeeeseeeemene e |1 €{)
»
(5) Total deductions... PR RORORORY -1 (-] ) 0

f Balance at the end of the current yaar (subtract Ime 79(5) from line 7d) S N 1 0
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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 reparting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individuat contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable hoxes)

a |:| Health (other than dental or vision) b |:| Dental
e D Temporary disability (accident and sickness)
i |:| Stop loss {large deductible)

m [x] Other (specify) PGROUP DISABILITY, CANCER

f [} Long-term disability
i |:| HMO eontract

[ D Vision

k |:| PPO contract

d @ Life Insurance

g D Supplemental unemployment  h |:| Prescription drug

1| Indemnity contract

9 Experience-rated contracts;
a Premiums: (1) Amount received .........ccccoeeev i 9a(1)
{2) Increase (decrease) in amount due but unpaid.............oocoovvieeeeee. 9a(2)
(3) Increase (decrease) in unearned premium reserve.. , 9a{3)
{4) EAMNEA (1) + (21 = (8] s eereeeeeeeee oo e e N 0
b Benefit charges (1) Claims Pait.........c..cvv.veeeceeeeeeceeeveeeees e 9hb(1}
(2) Increase (decrease} in Claim MSEIVES ......c.cviveeeeeeeeeeeeee s e ieeenas Sh(2) L
(3} Incurred claims (A (1) AN (2))- . oot e eee e ee e eeeeeenes et es s e e neeen 9b(3) 0
(4) ClaIMS CRAIGEU 1 v ittt et ettt e e eeee e e emeeeeee et et et e s eme s s eeeeemeseeseeeerese st o s esies Sh(4}
¢ Remainder of premium: (1} Retention charges {on an accrual basis) --
(A) COMMISSIONS ..ot 9c{1)}{A)
(B) Administrative service or other fees............ 9¢{1)}(B}
(C) Other specific acquisition costs.. 9c(1)(C)
(D) OHNET BXPENSES ...ovvvcvceceeceeceeee e sreeersmsreneesrerseesesressrennriennns | SC{THD)
(E) TERES cooemeooeoeet oo nssire e 9e(1}E)
(F) Charges for risks or other contingencies...........ccccc.oco oo, 9c{1)(F)
(G) Other retention charges............cccceeeee... 9c(1)(G)
{H) Total retention. .........ccooviiiieeeeee e .. | 9c(1}XH) 0
(2) Dividends or retroactive rate refunds. {These amounts were D paid in cash, orD credited.) ..o 9¢(2)
d  Status of palicyholder reserves at end of year: (1) Amount held to provide benefits after retirement.............. 9d(1)
(2) Claim reSBIVES .iiiiiieeeeee et eeeee e 9d{2)
{3) OINBI TEEEIVES ... ettt eeeees e e eeae e e r e e S48 et semene et et e st aeeeeesteesenten e 8d(3)
€ DBividends or retroactive rate refunds due. (Do not include amount entered in ine 96{2).)...co.c.covvvrrveomnrenn..... e
10 Nonexperience-rated contracts: B .
a Total premiums or subscription charges paid 10 CAMMEN ........oiv et e e 10a 26,163
b Ifthe carrier, service, or other crganization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reparted in Part |, line 2 above, report amount. .....o...ve........ 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?............

12 Ifthe answer to line 11 is "Yes,” specify the information net provided. PMEMBERS COVERED




