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 ofgmiﬁ{;fr;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 01/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report 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: 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
GERALD CHAMPION REGIONAL MEDICAL CENTER

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
09/01/1988

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) 85-0138775

GERALD CHAMPION REGIONAL MEDICAL CENTER

2669 SCENIC DRIVE
ALAMOGORDO, NM 88310

2C Plan Sponsor’s telephone
number
505-443-7445

2d Business code (see
instructions)
622000

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. 05/20/2025 DIONE CHANEY
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
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 1088
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) 1088
a(2) Total number of active participants at the end of the plan year ... 63_(2) 0
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 0
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 4F 4H 4L 4Q
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 __ 8
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

Employee Retirement

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

Income Security Act of 1974 (ERISA).

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) 3 501

C Plan sponsor’s name as shown on line 2a of Form 5500
GERALD CHAMPION REGIONAL MEDICAL CENTER

85-0138775

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
VISION SERVICE PLAN

(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
36-3560825 32395 30055266 0 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

2804

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

GALLAGHER BENEFIT SERVICES, INC.

PO
CH

BOX 95287
ICAGO, IL 60694

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1874

3

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

ALLIANT INSURANCE SERVICES

PO BOX 8299
PASADENA, CA 91109-8299

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

930

3

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

Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

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




Schedule A (Form 5500) 2024 Page 4

Part 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 @ 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 106480
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)

Department of the Treasury
Internal Revenue Service

OMB No. 1210-0110

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
GERALD CHAMPION REGIONAL MEDICAL CENTER

85-0138775
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

SUN LIFE ASSURANCE COMPANY OF CANADA

(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
38-1082080 80802 926100 0 01/01/2024

12/31/2024

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

(a) Total amount of commissions paid

26616

(b) Total amount of fees paid

3578

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
GALLAGHER BENEFIT SERVICES, INC

2850 GOLF ROAD, 5TH FLOOR
ROLLING MEADOWS, IL 60008

(b) Amount of sales and base

Fees and other commissions paid
commissions paid

(c) Amount
12270

(d) Purpose
3578 | BONUS

(e) Organization code
3

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

3424 PEACHTREE RD NE

STE 1400
ATLANTA, GA 30326

(b) Amount of sales and base

Fees and other commissions paid
commissions paid

(c) Amount

(d) Purpose
14346

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

(e) Organization code
3

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 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 288388
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
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) 3 501

C Plan sponsor’s name as shown on line 2a of Form 5500
GERALD CHAMPION REGIONAL MEDICAL CENTER

D Employer Identification Number (EIN)
85-0138775

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

LIFE INSURANCE COMPANY OF NORTH AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
23-1503749 65498 LK0966456 0 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

0

3535

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

GALLAGHER BENEFIT SERVICES, INC.

2850 GOLF ROAD
GBS FINANCE 5TH FL
ROLLING MEADOWS, IL 60008

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3535

OVERRIDES

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311
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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) B] 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 222970
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
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) 3 501

C Plan sponsor’s name as shown on line 2a of Form 5500
GERALD CHAMPION REGIONAL MEDICAL CENTER

D Employer Identification Number (EIN)
85-0138775

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

LIFE INSURANCE COMPANY OF NORTH AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
23-1503749 65498 FLX0969734 0 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

0

3332

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

GALLAGHER BENEFIT SERVICES, INC.

2850 GOLF ROAD
GBS FINANCE 5TH FL
ROLLING MEADOWS, IL 60008

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3332

OVERRIDES

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311
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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 |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 186157
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
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) 3 501

C Plan sponsor’s name as shown on line 2a of Form 5500
GERALD CHAMPION REGIONAL MEDICAL CENTER

D Employer Identification Number (EIN)
85-0138775

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

LIFE INSURANCE COMPANY OF NORTH AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
23-1503749 65498 LK 0752779 0 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

0

4305

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

GALLAGHER BENEFIT SERVICES, INC.

2850 GOLF ROAD
GBS FINANCE 5TH FL
ROLLING MEADOWS, IL 60008

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

4305

OVERRIDES

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311
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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 B 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 236022
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
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) 3 501

C Plan sponsor’s name as shown on line 2a of Form 5500
GERALD CHAMPION REGIONAL MEDICAL CENTER

D Employer Identification Number (EIN)
85-0138775

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

LIFE INSURANCE COMPANY OF NORTH AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
23-1503749 65498 OK 0971172 0 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

0

360

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

GALLAGHER BENEFIT SERVICES, INC.

2850 GOLF ROAD
GBS FINANCE 5TH FL
ROLLING MEADOWS, IL 60008

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

360

OVERRIDES

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b 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) P BASIC AD&D, VOLUNTARY AD&D

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 16890
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
OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
GERALD CHAMPION REGIONAL MEDICAL CENTER 85-0138775
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
BLUE CROSS BLUE SHIELD OF NEW MEXICO

(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
36-1236610 70670 623149 0 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid (b) Total amount of fees paid

101 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

ALLIANT INSURANCE SERVICES, INC. 2415 E CAMELBACK ROAD
SUITE 420
PHOENIX, AZ 85016

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

commissions paid (c) Amount (d) Purpose (e) Organization code

34 3

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

BCBS-HA GROUP 5701 BALLOON FIESTA PARKWAY NE
ALBUQUERQUE, NM 87113

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
25 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

GALLAGHER BENEFIT SERVICES,INC. 2850 GOLF ROAD
ROLLING MEADOWS, IL 60008

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

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

GALLAGHER BENEFIT SERVICES INC 555S PERRYVILLE ROAD
ROCKFORD, IL 61108

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
21 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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

9 Experience-rated contracts:

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

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
GERALD CHAMPION REGIONAL MEDICAL CENTER 85-0138775
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
ALL ONE HEALTH SOUTH

(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 (g) To
policy or contract year
0000 EAP 1088 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid (b) Total amount of fees paid

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

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

commissions paid (c) Amount (d) Purpose (e) Organization code

(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 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 B Other (specify) P EAP

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 17593
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

This form is required to be filed for employee benefit plans under sections 104

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

OMB Nos. 1210-0110
1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 202 4
Emf’lenggzgt ?stété?rm » Complete all entries in accordance with
: o’kdmmi;r'anon uny the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This return/report s for: |:| a multiemployer plan |:| a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

B] a single-employer plan D a DFE (specify)
B This returnireport is: D the first return/report E{] 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: D Form 5558 I:I automatic extension
D special extension (enter description)

E ifthisisa retroactively adopted plan permitted by SECURE Act section 201, check here. . .................... ...

I Part Il | Basic Plan Information—enter all requested information

1a Name of plan
GERALD CHAMPION REGIONAL MEDICAL CENTER

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
09/01/1988

2a Plan sponsor's name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

GERALD CHAMPION REGIONAT, MEDICAL CENTER

2b

Employer Identification
Number (EIN)
85-0138775

2c

Plan Sponsor’s telephone
number
505-443-7445

2669 SCENIC DRIVE 2d Business code (see
instructions)
622000
ALAMOGORDO NM 88310
Caution: A penalty for the late or incomplete filing of this returni/report will be d unless reasonable cause is established.

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

SIGN Dione Chaney
HERE

Signature of plan administrator Date Enter name of individual signing as plan administrator

. ., 7 4 L
= 7 4
:IECI;'\‘.\E /% %/J( /{ /{,» ‘5/20 /3‘0’-( Kimberly King Webb
N e C

‘{gnature 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 E‘ Same as Plan Sponsor 3b Administrator's EIN

3¢ 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 pian name and the plan number from the last return/report:

@ Sponsor's name 4d PN
C Plan Name

5  Total number of participants at the beginning of the plan year 5 | 1,088

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 PIAN YEAr ...........ccovvov oo 6a(1) 1,088
a(2) Total number of active participants at the end of the PIAN YEAC .........o.ovvcoooeoeeeeeoeeeoeeeeeeeoeeoeeeeeeeeoeoo 6a(2) 0
b Retired or separated participants receiving DENERLS .............ouov.ivivoioee oo 6b 0
[ Other retired or separated participants entitled to FUtUre DENEMIES ..............ooo oo e 6¢c 0
d Subtotal. Add liNes 8a(2), BD, ANU BC. ...........cc.oviireii ittt e, 6d 0
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........o.o.ovovoooooeo 6e
f Total. AdG HNES BA AN B. ...ttt ettt et e e een e r e ernes 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 1)
g COMPIELE TS THEM) ... ettt ettt e et et ee e e e, g(
2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
D(2) GOMPISHE IS /M) oo e 6q(2
199
h Number of participants who terminated employment during the plan year with accrued benefits that were
€58 than 100% VESEEA ... . ittt ettt ee e eeeee e s ees s s oo e s eee e st e oo 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this itemy........ 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 4F 4H 4L 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 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) D R (Retirement Plan Information) 1) D H (Financial Information)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money 2 D | (Finapcial informaton =Small Flan)
Purchase Plan Actuarial Information) - signed by the plan (3) El A (Insurance Information) — Number Attached _ 8
actuary {4) D C (Service Provider Information)

(3) D SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary
(4) D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

(5) [] MEP (Multiple-Employer Retirement Plan Information)

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



Form 5500 (2024) Page 3

[ Part lll —] Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the pian year? (See instructions and 29 CFR
2520.101-2.) oooccecvevcvcnrcrimneneeee. ] 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 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
Intemal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501

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

Gerald Champion Regional Medical Center

D Employer Identification Number (EIN)

85-0138775

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

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

1 Coverage Information:

(a) Name of insurance carrier

VISION SERVICE PLAN

Approximate number of Pglicy or contract year
NAIC (d) Contract or (e)
(b) EIN (© . : . persons covered at end of
code identification number policy or contract year {f) From (9) To
36-3560825 32395 30055266 0 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

2,804

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

GALLAGHER BENEFIT SERVICES, INC.
PO BOX 95287

CHICAGO IL 60694
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organization code

1,874

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

ALLIANT INSURANCE SERVICES
PO BOX 8299

PASADENA CA 91109-8299

Fees and other commissions paid

{b) Amount of sales and base

commissions paid {c) Amount

(d) Purpose

(e) Organization code

930

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

this report.
4 Current value of plan’s interest under this contract in the general account at yearend ..................cococcooveeviivveiecrin. 4
5 Current value of plan’s interest under this contract in separate accounts atyearend...........cccccvevevvveveerecieecenen, 5

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

D Premiums Paid t0 CAIMIET ..........coo.. oo et ee st eee e st ee e e oo ee e s e s oo 6b

C  Premiums due but unpaid at the end OF tNE YEAM...............o.o oot ee e 6¢c

d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, ENtEr @MOUNL. ..............ccoiiiiiiiieee ettt

Specify nature of costs P

€  Type of contract: (1) D individual policies (2) D group deferred annuity
@) [] other (specifyy  »

f if contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: M D deposit administration 2 D immediate participation guarantee
3) D guaranteed investment (4) D other »
b Balance at the end of the PreVIOUS YEAI...............cocorvveervoeriveeeseeeeseeesseeseeeseoeeeeeeeee oo s ee oo | 7b
C  Additions: (1) Contributions deposited during the year ................cocooooe..... 7c(1)

(2) Dividends and credits............ccccccoeeriiinnnnnnn.
(3) Interest credited during the year

(4) Transferred from separate acCOUNt..............c..c.ovvoviveeeoreeeereereeeereenen, 7c(4)
(5) Other (SPECITY DEIOW) ..o oo oo eeeeeee e 7¢(5)
>

(B)Total additiONS ..........coviiireeeerc ettt

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

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

(2) Administration charge made by Carmier ................ccocooeoieeesececeseeeesnenn 7e(2)

(3) Transferred to SEPArate aCCOUN ... ...........ocuiviieeeeeeeeeeeeeeeer e reeeas 7¢(3)

(4) Other (SPECITY DEIOW) ..........cveoeeeeeeeeee et re e 7¢e{4)

4

(5) TOtAl EAUCHONS ...ttt ettt esa ettt ea e oo eee et eee e se e ee e et e e eeneseen 7e(5)

f  Balance at the end of the current year (subtract ling 7e(5) from line 7d) ...............coo.coveeeereerevresrreomseooseooseoore, ,7 7f
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Part lli | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b I_—_I Dental [+ EI Vision

i D Stop loss (large deductible) j |:| HMO contract k|:| PPO contract

m D Other (specify) P

d D Life insurance

e D Temporary disability (accident and sickness) D L.ong-term disability g |:| Supplemental unemployment  h D Prescription drug
| D Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) AMOUNE TECEIVE ........cvieriieiecceeecece et 9a(1)
(2) Increase (decrease) in amount due but unpaid..................o..coooeeneee.e. 9a(2)
(3) Increase (decrease) in unearned premium reserve ..............cc............. 9a(3)
O R R &) | 9a(4) 0
b Benefit charges (1) CIaIMS PAId.............oooccoeivvrireeeeeieseeeeeeeeeees s 9b(1)
(2) Increase (decrease) in Claim rESEIVES ........ccovvvieviieceeeerceeeeereesee 9b(2)
(3) Incurred claims (A (1) @NA (2)).....c.oeueeeereeeeeeieetie ettt ettt et eee s e eee e erana 9b(3) 0
(4) ClaMS CRAMGEM ..ottt ettt es et ea e es e ettt er e eeeeees e e e et oo eeaest s eeee et et eensereneneean 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(AY COMMISSIONS ...ttt eens 9c(1)(A)
(B) Administrative service or other fees ...........ccococovveoececvcveeeireeen. 9c(1)(B)
(C) Other specific acquisition costs . | 9e(1XC)
(D) OthEr XDENSES ....c..ooooe e 9c(1)(D)
(E) TAXES w.oveoieeoeeeeeoee et 9c(1)E)
(F) Charges for risks or other contingencies............c....cccoveeivvennnns 9c(1)(F)
(G) Oher retention ChANGES ..........oc.eeveereereeereeeeeeeeeeeeeees oo, 9c(1)(G)
(H) TOta FOIBNHON ..ottt ettt ettt et s e es e vesneneeerne 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) 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)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ................c.c.c.c....... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMIET .............c.oooiiiii et e ee e 10a 106,480
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.

| Partiv I Provision of Information

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

D Yes @ No

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




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
intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor R
Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information

- This Form is Open to Public
pursuant to ERISA section 103(a)(2).

Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Gerald Champion Regicnal Medical Center 85-0138775

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 I and Il can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier

SUN LIFE ASSURANCE COMPANY OF CANADA

Approximate number of Policy or contract year
(c) NAIC (d) Contract or ©)
(b) EIN code identification number peISofs covered at.end of (f) From (g) To
policy or contract year
38-1082080 80802 926100 0 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid {b) Total amount of fees paid
26,616 3,578

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
GALLAGHER BENEFIT SERVICES, INC
2850 GOLF ROAD, 5TH FLOOR

ROLLING MEADOWS IL 60008
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
BONUS
12,270 3,578 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ALLIANT INSURANCE SERVICES INC
3424 PEACHTREE RD NE

STE 1400
ATLANTA GA 30326
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {e) Organization code
14,346 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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end .... 4
5 _Current value of plan’s interest under this contract in separate acCOUNtS at YEar eNd...........cc.oovvveceecreersrreessenennnne 5

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

b Premiums paid to carrier ..o 6b
C  Premiums due but unpaid at the end of the year 6¢c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enfer @amOUNt. ............ccceieeiiiiie e
Specify nature of costs P
e 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 > 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
) D guaranteed investment 4) D other »
b Balance at the end of the PreVIOUS YEAI............ivioreiiie oot eeeeeee oo eeeeeeeeeee e eeee e eennee. | 7b
€ Additions: (1) Contributions deposited during the year 7c(1)
(2) DIVIENS AN CREAIS .......oeeveeeeee et e e e ees e esese s eseesees 7¢(2)
(3) Interest credited dUring the Year ..................ccooooevvvvercieeeeeeee e 7¢(3)
(4) Transferred from separate aCCOUNL.............cco.overeieeeeereeereseerereeeenerees 7c(4)
(5) Other (specify below) 7¢(5)
>
(B)TOMAI AATIIONS ... oo eee ettt eee e e e s st s e es et en e eeseenerenn 7¢(6)

d Total of balance and additions (add lINES 7B aNG 7C(B)). -.....v.vvovvevereeeerreeeerereoeeeseeeeeeeeeeeeeeeseeeeseesesesesesreesenns [ 7d

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

(2) Administration charge made by Carmier ..............cccovveveeervevrecneeeeeeesee s 7¢(2)

(3) Transferred to SEPArate ACCOUNL...........ovvuiveeeiereeeeseeeeeeeeeeeeeeeeeeeeereeeseeneens 7¢(3)

{4) Other (SPECfY DEIOW) .......ov.oeovr oo 7e(4)

>

(5) TOtal AEAUCHONS ...........oveeeee e s . .. 1¢(b)

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




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b Igl Dental c D Vision

i D Stop loss (large deductible) i |:| HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
1 D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNt r€CEIVED ...........ccevevvveceeeeceee e 9a(1)
(2) Increase (decrease) in amount due but Unpaid.............cccecoerviiiriinanas 9a(2)
(3) Increase (decrease) in unearned premium reServe ............................. 9a(3)
Y=t R R v R ) N | 9a(4) 0
b Benefit charges (1) Claims Paid...........cccccooeerevrivrrneeensiicieseeeee e 9b(1)
(2) Increase (decrease) in ClaiM rESEIVES ...........coovevevireeiiviee s 9b(2)
(3) Incurred claims (add (1) @NA (2)).....cc. oottt et naen 9h(3) 0
(4) ClAIMS CHAMGEA .....vieeiee ettt ettt ettt e et e e et ete st e e et eas s eee e inenes s 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .vvvivieveeiitiitee ettt ettt 9c(1)(A)
(B) Administrative service or other fees.............c.ccoeeeviveeveveeeecee 9c(1)(B)
(C) Other specific acquisition costs .. | 9¢(1)(C)
(D) OUNET BXPENSES ... eee e e seesese e seeere s 9¢(1)(D)
(E) TAXES cooovoeeeeeeeeee oot ee e e ees et es et eness s s aneneen 9c(1)(E)
(F) Charges for risks or other contingencies................cc.ooocvvrirennen. 9c(1)(F)
(G) Other retention CNATGES .............oovvcoorveeeoreeeeeeeeeeeeeeseee s eeseseeene 9¢(1)(G)
(H) TOUAI FEEENTION ...ttt ettt et bbbt eb et ene s neen s e ane et teeersennen 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).................. 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 refroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .............coceevevenene... 9e
10 Nonexperience-rated contracts:
a Total premiums or SUDSCIPtioN Charges Paid t0 CAMMIEN .............o.ovuovveveeeeeeireeeiiese s, 10a 288,388
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount........................... 10b

Specify nature of costs.

| PartIV | Provision of Information

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

D Yes

No

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501
C Plan sponsor’'s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Gerald Champion Regional Medical Center 85-0138775

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

1 Coverage Information:

(a) Name of insurance carrier

LIFE INSURANCE COMPANY OF NORTH AMERICA

(e) Approximate number of Policy or contract year
(¢} NAIC (d) Contract or
{b) EIN . i persons covered at end of
code identification number policy or contract year (f) From (g) To
23-1503749 65498 LK0966456 0 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.
(a) Total amount of commissions paid {b) Total amount of fees paid
0 3,535

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
GALLAGHER BENEFIT SERVICES, INC.

2850 GOLF ROAD
GBS FINANCE 5TH FL

ROLLING MEADOWS 1L 60008
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
OVERRIDES
3,535 3

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

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

v. 240311



Schedule A (Form 5500) 2024 Page 2 —

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

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

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

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

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

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

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

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

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end 4
5 Current value of plan’s interest under this contract in separate accounts at YEAI €N ..o 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premitms Pait 10 CAFTEN ............cooiiveieeeeeeries oo eee e ns e ee e e s s e es e eease e s eee e seees e 6b
C  Premiums due but unpaid at the end of the year 6¢c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter @aMOUNL. ..ot ee e
Specify nature of costs P
e 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 > 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 YN .......o.oovvioce oot reererenens [ 7b
€ Additions: (1) Contributions deposited during the year .............................. 7c(1)
(2) Dividends and Credits...............o.ooooooriee et 7¢(2)
(3) Interest credited dUrNG the YEar ...........co.ocueieveeeieeee e, 7¢c(3)
(4) Transferred from separate aCCOUNt.............co.oecevvivroreeeeeerereeeeee e, 7c(4)
(5) Other (specify below)
>

(6)Total additions...........ccooeeivi e

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

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CarTier ...........c..coc.co.ovveeveieeeoi e 7e(2)
(3) Transferred to separate account.
(4) Other (specify DelOW) ..o
4

(5) TOAI ABAUCHONS ...ttt ettt ee et s er s et s es e e s et et ee e 7¢(5)

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




Schedule A (Form 5500) 2024

Page 4

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

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental
e D Temporary disability (accident and sickness) @ Long-term disability
i D Stop loss (large deductible) j D HMO contract

m |:| Other (specify) P

c |:| Vision
[s] |:| Supplemental unemployment  h D Prescription drug
k I:l PPO contract

d D Life insurance

| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNt reCeived ..........ccoveviviveviiee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............................coeo.. 9a(2)
(3) Increase (decrease) in unearned premium reserve ...................cc........ 9a(3)
O L LR T ) W | 9a(4) 0
b Benefit charges (1) Claims paid............coocooooioeeeioeeeeeeeeeeee e 9b(1)
(2) Increase (decrease) in Claim resServes ...............occocoevevevieieees e 9b(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) ClaimS CRAGEA .....coiiirtie ettt ettt et e et ee e et ee e e e et ae e ee e et nesreteetet et e 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ...eveeecetit ettt ee e aeean 9c(1)(A)
(B) Administrative service or other fees ...........vevveeeeeeeeeeeeeeeens 9¢c(1)}B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) Other EXPENSES .....ccooviiiiriiticeeete e ee e e e rsa s 9¢(1)(D)
(E) TAXES -ttt ettt et eee et ee e et aae 9c(1)(E)
(F) Charges for risks or other contingencies..............ccovvevreeeeeernenne. 9c(1)(F)
(G) Other retention Charges ..........ccoceovrveiriieieiesece e 9c(1KG)
(H) TOtal reENEION ...ttt ettt st n bt ettt nes e 9c{1)}H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)....cccccocnene 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 line 9¢(2).) ............c...c.c..c....... 9e
10 Nonexperience-rated contracts:
a Total premiums or SUBSCTPtON charges PaId t0 CAITIET ..........ccoieeeeeeeeeree e eeeeeeeeeseeeseeseeeeeeeeeseeee e ee e eereesennens 10a 222,970
b if the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount........................... 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 it the answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE A Insurance Information
OMB No. 1210-0110
{Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Gerald Champion Regional Medical Center 85-0138775

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 11l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

LIFE INSURANCE COMPANY OF NORTH AMERICA

Approximate number of Policy or contract year
(€) NAIC (d) Contract or ©)
{(b) EIN ) . 5 persons covered at end of
code identification number policy or contract year (f) From (g) To
23-1503749 65498 FLX0969734 0 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in
descending order of the amount paid.
(a) Total amount of commissions paid (b) Total amount of fees paid
0 3,332

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
GALLAGHER BENEFIT SERVICES, INC.

2850 GOLF ROAD
GBS FINANCE 5TH FL

ROLLING MEADOWS IL 60008
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {e) Organization code
OVERRIDES
0 3,332 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
9
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 ...........co.cooveveveevesveresrcsisneans 4
5 Current value of plan’s interest under this contract in separate accounts at year end............cocoooiooioiiiiiiiesccienis 5

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

b  Premiums paid to carrier .......................c........ 6b
C  Premiums due but unpaid at the end of the year 6¢c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, @nter @aMOUNL. ............c.ociiiiiiiii e
Specify nature of costs  »
e Type of contract: (1) |:| 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 » |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration 2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end of the Pr&VIOUS YOI ..............co.ioiii oot eeeeeeeseseeseneee s ! 7b
C  Additions: (1) Contributions deposited during the year 7¢(1)
(2) DIvIdeNds and Credits ...........co.ovuiuiuecesiieeeceees e eeeseser e 7¢(2)
(3) Interest credited dUNNG the YEAT ..........c.oovveiviieeecieeeeeeeee e 7c(3)
(4) Transferred from separate aCCOUNt.............cccoovevivreeeieiiiseisseneeeeiene 7c(4)
(5) Other (SPECITY DEIOW) .........oviieeeeceeeieceeee s 7¢(5)
>
(B)TOMAI AAGIIIONS ........ceuioeer ettt ettt s e ettt ee b 7¢(6)
d Total of balance and additions (add liN@S 7B @Nd 7C(6)). .-.......ovivvevermeeeeeeeeee e eeseenee e sreneenee | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier .............ccocovoiveoioeeeerese e, 7e(2)
(3) Transferred to separate aCCOUNt ..............o.cooorimioeeeeeeeeeeeeeeeeeeeeeeeeen. 7e(3)
(4) Other (SPECITY BEIOW) ........c.ecourietiiieeeesieieeesesesieceesestesiseseseeeseess s 7e(4)
>
(5) TOtaAl AEAUCHONS ..ottt eer s .. _1e(5)
f Balance at the end of the current year (subtract line 7€(5) from ine 7d) .........co.ooeovvvreioceeeeeeeeeee e | 7f




Schedule A (Form 5500) 2024 Page 4

Part lil | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) b

9 Experience-rated contracts:

& Premiums: (1) AMOUNt FECEIVEM .........coevrveerieieiriniecinrceeie e erc s 9a(1)
(2) Increase (decrease) in amount due but unpaid.............ccecvevierennen. 9a(2)
(3) Increase (decrease) in unearned premium reServe ...........cccecveveeeene 9a(3)
(4) BEAMNEA ({1 £ (2) = (B)) - rvevrrrrurreeaeserteeaesserestetessstestesessabesssseesesesaasaseses s sbe b er e s ssasbebeessbaasstessabaetesetssteseesbarere s | 9a(4) 0
b Benefit charges (1) Claims paid..............ccoooooeoooroeieeeeeee e 9b(1)
(2) Increase (decrease) in Claim reServes .............ccocoooveeeveveeieceeieeeeeennn, 9b(2)
(3) Incurred claims (AAd (1) BN (2))..c.c.eveeeeeeeeeeeeee ettt ettt et ee et e st e e e e st et es e e s e eseanae s enesenes s eres 9b(3) 0
(4) ClaiMS CAMGEA .......oveiiiitcteecie et ee sttt ae et tsenem st e s et et eae e s s seseansessamss et esesnseessesseseseseseseens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMIMUSSIONS ....vovivviveeesie ettt et ee e ee s 9c(1XA)
(B) Administrative service or other fees..............cccceeveeevvrceeeievevsnnes 9¢(1)(B)
(C) Other SPecific ACAUISTEION COSES ... vv vveeeeeeeeereereeeeeeeeeseeeeeeesree 9c(1)(C)
(D) OUNET BXPEIISES ...vvv.vvoeeveeeeoeevereeeeeeeeeeeeeeeereeseeeeeeeeeeeeeeeseeeseeseee 9c(1)(D)
(E) TAXES .vivvoviierieeeie ettt te ettt e et et eeee e e teeae e seeeaaeeeeeteenaans 9c(1)E)
(F) Charges for risks or other contingencies.............ccccooocuevreveruerenne 9c(1)(F)
(G) Other retention charges..............cocoociviiiineccc e 9c(1XG)
(H) Total retention 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) CIAIM TESEIVES .....ooovvviririvetiitiee et sssscsesesetese et s temetes et er s ens e mtesseeseesbetessrasesarsesesaeesetessmemssenaeasanseensnsamensneesanas 9d(2)
(3) ONEI TESEIVES .......ecv ettt ettt et et e e e et e et e rnee e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .........ccecoeeveenene..e. 9e
10 Nonexperience-rated contracts:
a Total premiums Or SUbSCHPHON Charges Paid t0 CAMTIET ............c.ooiveieeeeeeeeee e eeee e ee et 10a 186,157
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 A7............

D Yes

[gINo

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration P 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 pian year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Gerald Champion Regional Medical Center 85-0138775

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

1 Coverage Information:

(a) Name of insurance carrier

LIFE INSURANCE COMPANY OF NORTH AMERICA

Approximate number of Policy or contract year
(c) NAIC (d) Contract or )
(b) EIN . S persons covered at end of
code identification number policy o contract year {f) From (g9) To
23-1503749 65498 LK 0752779 0 01/01/2024 12/31/2024

2 |nsurance 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
0 4,305

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

GALLAGHER BENEFIT SERVICES, INC.
2850 GOLF ROAD
GBS FINANCE 5TH FL

ROLLING MEADOWS IL 60008
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organization code
OVERRIDES
4,305 3

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

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

v. 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at YeAr €Nd ...oiiiiiiiiiiieie e 4
5 Current value of plan’s interest under this contract in separate accounts at Year end.....ccoeeneiiieiiie e 5

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

D Premiums Paid 10 CAITIET ............c..veoeoeeoeeeoeoeeeeeee ettt eeee e ee e e er e 6b

C  Premiums due but unpaid at the end of the Year ..o e 6¢c

d  ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, Nter @MOUNL. .............coiciiiiiet ettt

Specify nature of costs P

e Type of contract: (1) |:| 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 14 D
7 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 0f the PrevioUS YEAI..........oii oo oo eeeese oot resseeseeesees | 7b
C  Additions: (1) Contributions deposited during the year ............................. 7¢c(1)

(2) Dividends and CrTItS ............co.ovv.vvveerereesieee s oo 7¢(2)

(3) Interest credited dUTNG the YEAr ...........ccvveeereiieeeeeeeeeeeeeeeee e 7¢(3)

(4) Transferred from SEPArate ACCOUNL.............c..cccvueveveeeeerieeeeeeeeeseeeneeee 7c(4)

(5) Other (SPECITY DEIOW) ..o oo 7c¢(5)

>

(B)Total additiONS ..ottt e e

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

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier ..............cco.oooeeeeireereoeeeeeeeeeee. 7¢e(2)
(3) Transferred to separate account
(4) Other (specCify DEIOW) ..o,
>

(5) TOAI DEAUCHONS ...ttt ettt sa s sasa s ns st s st en s st se st et en e seeee e 7e(5)

f Balance at the end of the current year (subtract line 7€(5) from iN€ 7d) .................cocoveorerereeeereereeerierereseeea, I 7f




Schedule A (Form 5500) 2024

Page 4

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

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental
e EI Temporary disability (accident and sickness) D Long-term disability
i D Stop loss (large deductible) j D HMO contract

m D Other (specify) P

[ D Vision
g D Supplemental unemployment  h D Prescription drug
k D PPO contract

d D Life insurance

| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE TECEIVEM .......ovevriierieieeeiiieiie et 9a(1)
(2) Increase (decrease) in amount due but unpaid...................cococoeeree... 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..............ccovvveeennnas 9a(3)
O R R e T ¢ N | 9a(4) 0
b Benefit charges (1) CIaIms PaId.............cocooeeververeeeeerees e 9b(1)
(2) Increase (decrease) in ClAIM IESEIVES ...........c.ecouvrecveveeemeeeiririeiceas 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3) 0
(4) ClaIMS CRAIGEA ...ttt ettt ettt et e et et et e te st b e ee e ee e et ean e eeeeaeeanen 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ...everetiirncrttieeeire et ceeeeere et eae e e s eaenntasesenesnenas 9c(1)(A)
(B) Administrative service or other fees ..........o.ovvvveverieceeeceeeeeeen 9c(1XB)
(C) Other specific acquisition COSES ..............cooovoooeoreeeeeeeeee. 9¢c(1)(C)
(D) ONEI EXPENSES .....o.eviveiieeiceieeeeeeee et en e eneen s 9c(1)(D)
(E) TAXES .o e s s es s e s ees s 9c(1XE)
(F) Charges for risks or other contingencies. ..............ccccoccovvrvvunenra, 9c(1K(F)
(G) Other retention ChaIgES .............ccovvvcorieesrererressrcessreseressereseeen 9c(1}(G)
(H) TORAI FRIENHON ..ottt ettt et ee et ee et ee e eeae st arees 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 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 line 9¢(2).) ............ccceuennee.... 9¢
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIE...............cocoov oot enen st 10a 236,022
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.c............ 10b
Specify nature of costs.
| Partlv | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. I:l Yes BI No

12 If the answer to line 11 is “Yes,” specify the information 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). 2024
Department of Labor R
Employee Benefits Security Administration ) File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Gerald Champion Regional Medical Center 85-0138775

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 [l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

LIFE INSURANCE COMPANY OF NORTH AMERICA

Approximate number of Policy or contract year
(¢) NAIC (d) Contract or @
(b) EIN code identification number persons covered at end of (f) From {g) To
policy or contract year
23-1503749 65498 OK 0971172 0] 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.
{a) Total amount of commissions paid (b) Total amount of fees paid
0 360

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
GALLAGHER BENEFIT SERVICES, INC.
2850 GOLF ROAD
GBS FINANCE 5TH FL

ROLLING MEADOWS IL 60008
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
OVERRIDES
360 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 e

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end 4
5 Current value of plan’s interest under this contract in separate accounts at year end..............cc.ccoccoocovreveeeerrrereeen. 5
6 Contracts With Allocated Funds:
@ State the basis of premium rates P
D Premiums DaId £0 CAITIET ... et ee e e et re e ee e 6b
C  Premiums due but unpaid at the end of the year 6¢c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOouUNt. ... e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) |:| group deferred annuity
@3) [] other (specify) P
f  if contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: [©) |:| deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other »
b Balance at the eNd 0f the PIEVIOUS YEAI.........cc........covweivieeeeeeeeieesereeeeeeeerenerereeesesseeeeseeseeeseessessseseeesesessesesmeseers- | 7b
C  Additions: (1) Contributions deposited during the year ................c...cc....... 7c¢c(1)
(2) Dividends and Credits ..............o.ooveeeueeeicececeeeeeeeee oo 7¢{2)
(3) Interest credited dUring the YEar ..........coc.oveeoreeeee oo eeeereeeeres e 7c{3)
(4) Transferred from SEParate @CCOUNT.............c..vovecereireeeeeeeeeeeeeeeeeer e 7c(4)
(5) Other (specify below)

4

(6)Total additions ........ccocvvvveeeiiecreeiieceeee e

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

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier .............ccoccooeeeereeeeeeeeereeeeen, 7e(2)
(3) Transferred to separate account....
(4) Other (specify below)
4

(5) TOAI ABUUCHONS ...t ee e e ee e em e et ee s e s et e eere e eeeseeaene 7e(5)

f Balance at the end of the current year (subtract line 7e(5) fromline 7d) ..................ococooiiiiiiiiiii e | 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 |:| Dental c |:| Vision 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) j [] HMO contract k|:| PPO contract ID Indemnity contract

m [X] Other (specify) PBASIC AD&D, VOLUNTARY AD&D

9 Experience-rated contracts:

a Premiums: (1) AMOUNt rECEIVET .......o.cvrerieriiiiiiiieie e 9a(1)
(2) Increase (decrease) in amount due but unpaid......... 9a(2)
(3) Increase (decrease) in unearned Premium rESENVe ...........ccccoevveuenrnine 9a(3)
(4) EAMNEA (1) + (2) = (3))--reseemereesereeeseesesseesseesessesssssesesrses oo eee oo eeeesseeeeeeseeeeseeseeeeeeeeececereeeseeeseerceree | sa(4) 0
b Benefit charges (1) Claims paid.............cocoooov oo, 9b(1)
(2) Increase (decrease) in ClaiM rESEIVES ..........cc.oeeveeeeveieeeeeecre e, 9b(2)
(3) Incurred claims (add (1) and (2)) S B 9b(3) 0
(4) ClAIMS CHAMGET ... iiieeiieeieeee ettt ettt et st e et es b ebe st eseetes s ensessssebese et e et eeentarsaeesasnnees 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....vvierrieeieiietcreeite ettt seeee e esseae s eseeaes 9c(1A)
(B) Administrative service or other fees .........cccovvvvveveeecniieiicnn s 9c(1)(B)
(C) Other Specific aCQUISHION COSES ........ve.vvveerrereerreeeeererereeseeeeeeseeeees 9c(1)}C)
(D) Ot @XPENSES ... oo eeeeeee e eeeere e eeeeee e 9c(1}D)
(E) TBXES oottt eeeees e 9c(1XE)
(F) Charges for risks or other contingencies...............oc.ovveeervevvenennnns 9c(1)(F)
(G) Other retention ChargES ..........cocovvvvveveeie s eseeeseesses e 9c(1)(G)
(H) TOAI TEIENEION ...ttt et bttt as et ber e et setnense et et saesessemssrsnansaseeas 9c(1)}(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .ccooeernnnns 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)

€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ............c.ccccoeeene. 9e

10 Nonexperience-rated contracts:

a Total premiums or subscription charges paid t0 CaMer..........c.coeii et 10a 16,890

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

Specify nature of costs.

l Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. I:l Yes EI No

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




SCHEDULE A Insurance Information
(Form 5500)

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

Department of Labor

Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501

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

Gerald Champion Regional Medical Center

D Employer Identification Number (EIN)

85-0138775

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

BLUE CROSS BLUE SHIELD OF NEW MEXICO

Approximate number of Policy or contract year
(¢) NAIC (d) Contract or @
(b) EIN . . - persons covered at end of
code identification number policy or contract year (f) From (9) To
36-1236610 70670 623149 0 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

101

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

ALLIANT INSURANCE SERVICES, INC.
2415 E CAMELBACK ROAD

SUITE 420
PHOENIX AZ 85016
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
34 3

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

commissions or fees were paid

BCBS-HA GROUP
5701 BALLOON FIESTA PARKWAY NE

ALBUQUERQUE NM 87113
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code
25 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

GALLAGHER BENEFIT SERVICES, INC.
2850 GOLF ROAD

ROLLING MEADOWS IL 60008
Fees and other commissions paid (e)
(b} Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
21 3

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

GALLAGHER BENEFIT SERVICES INC
55558 PERRYVILLE ROAD

ROCKFORD IL 61108
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose ool
21 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

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

Fees and other commissions paid (e)

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at yearend .....................cccccoccoooevvevin..... 4
5 Current value of plan’s interest under this contract in separate accounts at year eNd. ... 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid t0 CAMTIET ..o e ettt ee e eee et e et eeseeme et vt ares 6b
C  Premiums due but unpaid at the €nd OF the YEAI..............cocmiiieeiee ettt 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, @nter amMOUNL. ...t s
Specify nature of costs P
e Type of contract: (1) D individual policies 2) |:| group deferred annuity
@) [] other (specify)  »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: M D deposit administration (2 D immediate participation guarantee
3 |:] guaranteed investment 4) D other b
b Balance at the end of the PreViOUS YEaM . ...t | 7b
C  Additions: (1) Contributions deposited during the year ................................ 7c(1)
(2) Dividends and Credits .............o.ooooorioreee ettt 7¢(2)
(3) Interest credited during the year ... .1 7¢(3)
(4) Transferred from SEParate @CCOUNL. ...............ocereeeeeeeeeeerereeeeesereceeneeens 7c(4)
(5) Other (SPECIFY DIOW) .......ov oottt eee e 7¢(5)
>
(BYTOLAl AAGIIONS .........c..ooeeeeceeee ettt er e 7¢(6)
d Total of balance and additions (8dd iNES 7B NG 7C(B)). ... oveoe oot reeeeeeeeeeeeseeeeen | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier ..................ccccoooiioeeeeoeeer. 7¢(2)
(3) Transferred to separate aCCOUNL..............ooooveeeeveeiseeeee oo 7¢(3)
(4) Other (SPECIfY DEIOW) ..o oo 7¢e(4)
>
(5) TOMAI AEAUCKIONS .....cvovoveeve et s ens et ees sttt s s ee s eeee e seeeeee oo 7¢(5)
f Balance at the end of the current year (subtract line 7e(5) from lin€ 7d) ..o, I 7f




Schedule A (Form 5500) 2024 Page 4

Part lil | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [ ] Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMount reCeived ...........coeovviviiiececeeee e 9a(1)
(2) Increase (decrease) in amount due but unpaid.................ccccovreeeenn.. 9a(2)
(3) Increase (decrease) in unearned premium reserve 9a(3)
(4) EArNEd ({1) + (2) = (). ci vttt e st et eene et et seense e enenenenseeeseeeeeeseensnseesend | 9a(4)
b Benefit charges (1) ClaIMS PAId............ovvevveeeeeeeeeeeeeeeeeeeeeeersro 9h(1)
(2) Increase (decrease) in ClAIM MESEIVES .............ccoccoevveeieeeeeeeeeee e 9b(2)
(3) Incurred claims (BAd (1) AN (2))...eviviii ettt ettt ee e 9b(3)
(4) Claims charged 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ....vvieeeieieieieiieeiee et aen 9¢(1)(A)
(B} Administrative service or other fees .............oeeeeuveveeeereeeeeee 9c(1)}(B)
(C) Other specific aCqUISIION COSES .....vvvervveer oo, 9c(1)(C)
(D) OthEE @XPENSES ... eereeee oo eee e eseeeees oo 9¢(1)(D)
(E) TAXES ..ottt ettt 9c(1ME)
(F) Charges for risks or other contingencies... . 1 9¢(1)(F)
(G) Other retention CRATGES .............oc..eveveeerersereeeeeeeeeeeeeeesreeresreeesse 9c(1XG)
(H) TOLAI FBENEION ...ttt sttt eeee et es et en e eneeeeee et ereneesaeenen 9c(1)XH)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)......ccooonns 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount heid to provide benefits after retirement.............. 9d(1)
(2) ClAIM TESEIVES ...ttt ettt ee ettt ee ettt e e e et e e oot e et ee e e es e et e e et e s e e ees s s 9d(2)
(3) OtNEI FESEIVES ...ttt ettt ettt sttt ee e s et e et et eeee e e e e et e e e et etetenes e s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2).) ...........c.....c.cocorvun.. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAMIEI ...........c.oiuieiiieeececeeee et er e reeeeeeenen 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount........................... 10b

Specify nature of costs.

| PartIv | Provision of Information

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

D Yes |}_—§| No

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
{Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
GERALD CHAMPION REGIONAL MEDICAL CENTER 85-0138775
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts |l and !l can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

ALL ONE HEALTH SOUTH

(¢) NAIC (d) Contract or {e) Approximate number of Policy or contract year
(b) EIN . Ay persons covered at end of
code identification number policy or contract year (f) From (g) To
0000 EAP 1,088 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid {b) Total amount of fees paid

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

(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

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

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

v. 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

Fees and other commissions paid (e}

(b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose code
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Partll | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan's interest under this contract in the general account at year end 4
5 Current value of plan’s interest under this contract in separate accounts at year end................ccoooooooriioiiririeiericirian 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid 10 CAITIET ..ot eee et ev et 6b
C  Premiums due but unpaid at the end of the year 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amoUNt. ..ot
Specify nature of costs P
e 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 > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration 2 D immediate participation guarantee
3) D guaranteed investment (4) D other »
b Balance at the end of the PrEVIOUS YEAI.........covevieeeieeeeeeeee ettt ettt s vt s sasssests e st st srast b esasssatsnsraas | 7b
C  Additions: (1) Contributions deposited during the year ................ccco.c.o...... 7¢(1)
(2) Dividends and Credits.............cccooevreerueveceiieceee e 7¢(2)
(3) Interest credited during the YEar .............ccoeeeveveeureeeceeer e 7c(3)
(4) Transferred from separate aCCOUNt..............co.ovoveuimeciveeeeeeeeeeeeeen. 7c(4)
(5) Other (specify below)
4
(B)TOAI @ATHIONS .......o..oeoeovoee oottt te e sa s ees st e s s e en s ass s s s s e ssemsesasna s sens s 7¢c(6)
d Total of balance and additions (add iNes 7b @nd 7E(B)). .........ovrvvveerrrriieeseeseeensens et et ea bbb rassen s reses [ 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier ................ococoooioeeeieeeeeeeeee. 7¢e(2)
(3) Transferred to separate aCCOUNt ..............ocooooieo oo eeeeeeev e 7¢(3)
(4) Other (SPECITY DEIOW) ......covvvivrieeeieeinirieesisreesere s esscasesnaessessesense s seaneee e 7e(4)
>
(5) TOLAl ARAUCHONS ........o.oeee ettt as et ms st sns b st 7¢(5)
f Balance at the end of the current year (subtract line 7e(5) from lin@ 7d) ...............ooooviromiooiieeeeeeeeeeee, I 7f
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Part lil | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [x] Other (specify) PEAP

9 Experience-rated contracts:

a Premiums: (1) AMOUNE TECEIVED ........c..cooveeveceeeeceeecerieeeeens st 9a(1)
(2) Increase (decrease) in amount due but unpaid...........c.ocoovevvveereiennne. 9a(2)
(3) Increase (decrease) in unearned premium reserve ................occoeee.. 9a(3)
(4) EAINEA (1) F (2) = (3] ervverroeriveeremesemseseseeessesesessessesems et ssessseeesessaeeses s seeesses s seeees st sm st | 9a(4) 0
b Benefit charges (1) Claims paid.............ccovvrveeveieimeeceecereeieeeeeseeeeee e 9ob(1)
(2) Increase (decrease) in Claim rESEIVES .........ccoveueeeieereneceee e sries 9b(2)
(3) Incurred claims (add (1) and (2)).... N 9b(3) 0
(4) ClAIMS CRAMGEE ....oeevi ettt ettt ettt see bt et ekt e st n et bttt et ettt eeen 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A)Y COMMUSSIONS ...ttt sn et ss st evene 9c(1)(A)
(B) Administrative service or other fees.........cocvocvivvreicii e 9c(1)(B)
(C) Other specific acquisition costs . .. | 9c(1)(C)
(D) OtNET EXPENSES ....ov.ooeoeoeeeeeeeoeeeeeee oo resee e 9c(1)XD)
(E) TAXES ..o ee oo 9c(1)E)
(F) Charges for risks or other contingencies. ............cccccoe.covrerenren. 9¢(1)(F)
(G) Oher retention ChAIGES ............vvrrveeeeveesreeomereeeeeee e 9c(1)(G)
(H) TORI TEENEON ... v e eee et eests ettt ee e s et st ees et et seseeeresesbcna ke bbb aee bt b anen et s s em s e et nesnee 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.) ... 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)
(B) OUNET TESEIVES ... eeeeeee ettt ettt et et ettt et e et b b ea s coeh A e b e b eb e bt e o5t em et e b et £ et et e e bttt ere e 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .........coocooeiins 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAIMIET ...........oocii ettt 10a 17,593
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount.......................... 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

,}__(lNo

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




Form 5500 Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

OMB Nos. 1210-0110
1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 202 4
Emf’lenggzgt ?stété?rm » Complete all entries in accordance with
: o’kdmmi;r'anon uny the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This return/report s for: |:| a multiemployer plan |:| a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

B] a single-employer plan D a DFE (specify)
B This returnireport is: D the first return/report E{] 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: D Form 5558 I:I automatic extension
D special extension (enter description)

E ifthisisa retroactively adopted plan permitted by SECURE Act section 201, check here. . .................... ...

I Part Il | Basic Plan Information—enter all requested information

1a Name of plan
GERALD CHAMPION REGIONAL MEDICAL CENTER

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
09/01/1988

2a Plan sponsor's name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

GERALD CHAMPION REGIONAT, MEDICAL CENTER

2b

Employer Identification
Number (EIN)
85-0138775

2c

Plan Sponsor’s telephone
number
505-443-7445

2669 SCENIC DRIVE 2d Business code (see
instructions)
622000
ALAMOGORDO NM 88310
Caution: A penalty for the late or incomplete filing of this returni/report will be d unless reasonable cause is established.

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

SIGN Dione Chaney
HERE

Signature of plan administrator Date Enter name of individual signing as plan administrator

. ., 7 4 L
= 7 4
:IECI;'\‘.\E /% %/J( /{ /{,» ‘5/20 /3‘0’-( Kimberly King Webb
N e C

‘{gnature 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
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3a Plan administrator's name and address E‘ Same as Plan Sponsor 3b Administrator's EIN

3¢ 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 pian name and the plan number from the last return/report:

@ Sponsor's name 4d PN
C Plan Name

5  Total number of participants at the beginning of the plan year 5 | 1,088

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 PIAN YEAr ...........ccovvov oo 6a(1) 1,088
a(2) Total number of active participants at the end of the PIAN YEAC .........o.ovvcoooeoeeeeeoeeeoeeeeeeeoeeoeeeeeeeeoeoo 6a(2) 0
b Retired or separated participants receiving DENERLS .............ouov.ivivoioee oo 6b 0
[ Other retired or separated participants entitled to FUtUre DENEMIES ..............ooo oo e 6¢c 0
d Subtotal. Add liNes 8a(2), BD, ANU BC. ...........cc.oviireii ittt e, 6d 0
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........o.o.ovovoooooeo 6e
f Total. AdG HNES BA AN B. ...ttt ettt et e e een e r e ernes 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 1)
g COMPIELE TS THEM) ... ettt ettt e et et ee e e e, g(
2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
D(2) GOMPISHE IS /M) oo e 6q(2
199
h Number of participants who terminated employment during the plan year with accrued benefits that were
€58 than 100% VESEEA ... . ittt ettt ee e eeeee e s ees s s oo e s eee e st e oo 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this itemy........ 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 4F 4H 4L 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 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) D R (Retirement Plan Information) 1) D H (Financial Information)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money 2 D | (Finapcial informaton =Small Flan)
Purchase Plan Actuarial Information) - signed by the plan (3) El A (Insurance Information) — Number Attached _ 8
actuary {4) D C (Service Provider Information)

(3) D SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary
(4) D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

(5) [] MEP (Multiple-Employer Retirement Plan Information)

(5) D D (DFE/Participating Plan nformation)
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[ Part lll —] Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the pian year? (See instructions and 29 CFR
2520.101-2.) oooccecvevcvcnrcrimneneeee. ] 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 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
Intemal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501

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

Gerald Champion Regional Medical Center

D Employer Identification Number (EIN)

85-0138775

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

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

1 Coverage Information:

(a) Name of insurance carrier

VISION SERVICE PLAN

Approximate number of Pglicy or contract year
NAIC (d) Contract or (e)
(b) EIN (© . : . persons covered at end of
code identification number policy or contract year {f) From (9) To
36-3560825 32395 30055266 0 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

2,804

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

GALLAGHER BENEFIT SERVICES, INC.
PO BOX 95287

CHICAGO IL 60694
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organization code

1,874

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

ALLIANT INSURANCE SERVICES
PO BOX 8299

PASADENA CA 91109-8299

Fees and other commissions paid

{b) Amount of sales and base

commissions paid {c) Amount

(d) Purpose

(e) Organization code

930

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

this report.
4 Current value of plan’s interest under this contract in the general account at yearend ..................cococcooveeviivveiecrin. 4
5 Current value of plan’s interest under this contract in separate accounts atyearend...........cccccvevevvveveerecieecenen, 5

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

D Premiums Paid t0 CAIMIET ..........coo.. oo et ee st eee e st ee e e oo ee e s e s oo 6b

C  Premiums due but unpaid at the end OF tNE YEAM...............o.o oot ee e 6¢c

d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, ENtEr @MOUNL. ..............ccoiiiiiiiieee ettt

Specify nature of costs P

€  Type of contract: (1) D individual policies (2) D group deferred annuity
@) [] other (specifyy  »

f if contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: M D deposit administration 2 D immediate participation guarantee
3) D guaranteed investment (4) D other »
b Balance at the end of the PreVIOUS YEAI...............cocorvveervoeriveeeseeeeseeesseeseeeseoeeeeeeeee oo s ee oo | 7b
C  Additions: (1) Contributions deposited during the year ................cocooooe..... 7c(1)

(2) Dividends and credits............ccccccoeeriiinnnnnnn.
(3) Interest credited during the year

(4) Transferred from separate acCOUNt..............c..c.ovvoviveeeoreeeereereeeereenen, 7c(4)
(5) Other (SPECITY DEIOW) ..o oo oo eeeeeee e 7¢(5)
>

(B)Total additiONS ..........coviiireeeerc ettt

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

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

(2) Administration charge made by Carmier ................ccocooeoieeesececeseeeesnenn 7e(2)

(3) Transferred to SEPArate aCCOUN ... ...........ocuiviieeeeeeeeeeeeeeeer e reeeas 7¢(3)

(4) Other (SPECITY DEIOW) ..........cveoeeeeeeeeee et re e 7¢e{4)

4

(5) TOtAl EAUCHONS ...ttt ettt esa ettt ea e oo eee et eee e se e ee e et e e eeneseen 7e(5)

f  Balance at the end of the current year (subtract ling 7e(5) from line 7d) ...............coo.coveeeereerevresrreomseooseooseoore, ,7 7f




Schedule A (Form 5500) 2024 Page 4

Part lli | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b I_—_I Dental [+ EI Vision

i D Stop loss (large deductible) j |:| HMO contract k|:| PPO contract

m D Other (specify) P

d D Life insurance

e D Temporary disability (accident and sickness) D L.ong-term disability g |:| Supplemental unemployment  h D Prescription drug
| D Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) AMOUNE TECEIVE ........cvieriieiecceeecece et 9a(1)
(2) Increase (decrease) in amount due but unpaid..................o..coooeeneee.e. 9a(2)
(3) Increase (decrease) in unearned premium reserve ..............cc............. 9a(3)
O R R &) | 9a(4) 0
b Benefit charges (1) CIaIMS PAId.............oooccoeivvrireeeeeieseeeeeeeeeees s 9b(1)
(2) Increase (decrease) in Claim rESEIVES ........ccovvvieviieceeeerceeeeereesee 9b(2)
(3) Incurred claims (A (1) @NA (2)).....c.oeueeeereeeeeeieetie ettt ettt et eee s e eee e erana 9b(3) 0
(4) ClaMS CRAMGEM ..ottt ettt es et ea e es e ettt er e eeeeees e e e et oo eeaest s eeee et et eensereneneean 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(AY COMMISSIONS ...ttt eens 9c(1)(A)
(B) Administrative service or other fees ...........ccococovveoececvcveeeireeen. 9c(1)(B)
(C) Other specific acquisition costs . | 9e(1XC)
(D) OthEr XDENSES ....c..ooooe e 9c(1)(D)
(E) TAXES w.oveoieeoeeeeeoee et 9c(1)E)
(F) Charges for risks or other contingencies............c....cccoveeivvennnns 9c(1)(F)
(G) Oher retention ChANGES ..........oc.eeveereereeereeeeeeeeeeeeeees oo, 9c(1)(G)
(H) TOta FOIBNHON ..ottt ettt ettt et s e es e vesneneeerne 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) 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)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ................c.c.c.c....... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMIET .............c.oooiiiii et e ee e 10a 106,480
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.

| Partiv I Provision of Information

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

D Yes @ No

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




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
intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor R
Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information

- This Form is Open to Public
pursuant to ERISA section 103(a)(2).

Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Gerald Champion Regicnal Medical Center 85-0138775

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 I and Il can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier

SUN LIFE ASSURANCE COMPANY OF CANADA

Approximate number of Policy or contract year
(c) NAIC (d) Contract or ©)
(b) EIN code identification number peISofs covered at.end of (f) From (g) To
policy or contract year
38-1082080 80802 926100 0 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid {b) Total amount of fees paid
26,616 3,578

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
GALLAGHER BENEFIT SERVICES, INC
2850 GOLF ROAD, 5TH FLOOR

ROLLING MEADOWS IL 60008
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
BONUS
12,270 3,578 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ALLIANT INSURANCE SERVICES INC
3424 PEACHTREE RD NE

STE 1400
ATLANTA GA 30326
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {e) Organization code
14,346 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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end .... 4
5 _Current value of plan’s interest under this contract in separate acCOUNtS at YEar eNd...........cc.oovvveceecreersrreessenennnne 5

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

b Premiums paid to carrier ..o 6b
C  Premiums due but unpaid at the end of the year 6¢c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enfer @amOUNt. ............ccceieeiiiiie e
Specify nature of costs P
e 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 > 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
) D guaranteed investment 4) D other »
b Balance at the end of the PreVIOUS YEAI............ivioreiiie oot eeeeeee oo eeeeeeeeeee e eeee e eennee. | 7b
€ Additions: (1) Contributions deposited during the year 7c(1)
(2) DIVIENS AN CREAIS .......oeeveeeeee et e e e ees e esese s eseesees 7¢(2)
(3) Interest credited dUring the Year ..................ccooooevvvvercieeeeeeee e 7¢(3)
(4) Transferred from separate aCCOUNL.............cco.overeieeeeereeereseerereeeenerees 7c(4)
(5) Other (specify below) 7¢(5)
>
(B)TOMAI AATIIONS ... oo eee ettt eee e e e s st s e es et en e eeseenerenn 7¢(6)

d Total of balance and additions (add lINES 7B aNG 7C(B)). -.....v.vvovvevereeeerreeeerereoeeeseeeeeeeeeeeeeeeseeeeseesesesesesreesenns [ 7d

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

(2) Administration charge made by Carmier ..............cccovveveeervevrecneeeeeeesee s 7¢(2)

(3) Transferred to SEPArate ACCOUNL...........ovvuiveeeiereeeeseeeeeeeeeeeeeeeeeeeeereeeseeneens 7¢(3)

{4) Other (SPECfY DEIOW) .......ov.oeovr oo 7e(4)

>

(5) TOtal AEAUCHONS ...........oveeeee e s . .. 1¢(b)

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




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)
a D Health (other than dental or vision) b Igl Dental c D Vision

i D Stop loss (large deductible) i |:| HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
1 D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNt r€CEIVED ...........ccevevvveceeeeceee e 9a(1)
(2) Increase (decrease) in amount due but Unpaid.............cccecoerviiiriinanas 9a(2)
(3) Increase (decrease) in unearned premium reServe ............................. 9a(3)
Y=t R R v R ) N | 9a(4) 0
b Benefit charges (1) Claims Paid...........cccccooeerevrivrrneeensiicieseeeee e 9b(1)
(2) Increase (decrease) in ClaiM rESEIVES ...........coovevevireeiiviee s 9b(2)
(3) Incurred claims (add (1) @NA (2)).....cc. oottt et naen 9h(3) 0
(4) ClAIMS CHAMGEA .....vieeiee ettt ettt ettt e et e e et ete st e e et eas s eee e inenes s 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .vvvivieveeiitiitee ettt ettt 9c(1)(A)
(B) Administrative service or other fees.............c.ccoeeeviveeveveeeecee 9c(1)(B)
(C) Other specific acquisition costs .. | 9¢(1)(C)
(D) OUNET BXPENSES ... eee e e seesese e seeere s 9¢(1)(D)
(E) TAXES cooovoeeeeeeeeee oot ee e e ees et es et eness s s aneneen 9c(1)(E)
(F) Charges for risks or other contingencies................cc.ooocvvrirennen. 9c(1)(F)
(G) Other retention CNATGES .............oovvcoorveeeoreeeeeeeeeeeeeeseee s eeseseeene 9¢(1)(G)
(H) TOUAI FEEENTION ...ttt ettt et bbbt eb et ene s neen s e ane et teeersennen 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).................. 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 refroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .............coceevevenene... 9e
10 Nonexperience-rated contracts:
a Total premiums or SUDSCIPtioN Charges Paid t0 CAMMIEN .............o.ovuovveveeeeeeireeeiiese s, 10a 288,388
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount........................... 10b

Specify nature of costs.

| PartIV | Provision of Information

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

D Yes

No

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501
C Plan sponsor’'s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Gerald Champion Regional Medical Center 85-0138775

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

1 Coverage Information:

(a) Name of insurance carrier

LIFE INSURANCE COMPANY OF NORTH AMERICA

(e) Approximate number of Policy or contract year
(¢} NAIC (d) Contract or
{b) EIN . i persons covered at end of
code identification number policy or contract year (f) From (g) To
23-1503749 65498 LK0966456 0 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.
(a) Total amount of commissions paid {b) Total amount of fees paid
0 3,535

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
GALLAGHER BENEFIT SERVICES, INC.

2850 GOLF ROAD
GBS FINANCE 5TH FL

ROLLING MEADOWS 1L 60008
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
OVERRIDES
3,535 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 (¢) Amount (d) Purpose code

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end 4
5 Current value of plan’s interest under this contract in separate accounts at YEAI €N ..o 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premitms Pait 10 CAFTEN ............cooiiveieeeeeeries oo eee e ns e ee e e s s e es e eease e s eee e seees e 6b
C  Premiums due but unpaid at the end of the year 6¢c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter @aMOUNL. ..ot ee e
Specify nature of costs P
e 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 > 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 YN .......o.oovvioce oot reererenens [ 7b
€ Additions: (1) Contributions deposited during the year .............................. 7c(1)
(2) Dividends and Credits...............o.ooooooriee et 7¢(2)
(3) Interest credited dUrNG the YEar ...........co.ocueieveeeieeee e, 7¢c(3)
(4) Transferred from separate aCCOUNt.............co.oecevvivroreeeeeerereeeeee e, 7c(4)
(5) Other (specify below)
>

(6)Total additions...........ccooeeivi e

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

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CarTier ...........c..coc.co.ovveeveieeeoi e 7e(2)
(3) Transferred to separate account.
(4) Other (specify DelOW) ..o
4

(5) TOAI ABAUCHONS ...ttt ettt ee et s er s et s es e e s et et ee e 7¢(5)

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




Schedule A (Form 5500) 2024

Page 4

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

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental
e D Temporary disability (accident and sickness) @ Long-term disability
i D Stop loss (large deductible) j D HMO contract

m |:| Other (specify) P

c |:| Vision
[s] |:| Supplemental unemployment  h D Prescription drug
k I:l PPO contract

d D Life insurance

| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNt reCeived ..........ccoveviviveviiee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............................coeo.. 9a(2)
(3) Increase (decrease) in unearned premium reserve ...................cc........ 9a(3)
O L LR T ) W | 9a(4) 0
b Benefit charges (1) Claims paid............coocooooioeeeioeeeeeeeeeeee e 9b(1)
(2) Increase (decrease) in Claim resServes ...............occocoevevevieieees e 9b(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) ClaimS CRAGEA .....coiiirtie ettt ettt et e et ee e et ee e e e et ae e ee e et nesreteetet et e 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ...eveeecetit ettt ee e aeean 9c(1)(A)
(B) Administrative service or other fees ...........vevveeeeeeeeeeeeeeeens 9¢c(1)}B)
(C) Other specific acquisition costs 9¢(1)(C)
(D) Other EXPENSES .....ccooviiiiriiticeeete e ee e e e rsa s 9¢(1)(D)
(E) TAXES -ttt ettt et eee et ee e et aae 9c(1)(E)
(F) Charges for risks or other contingencies..............ccovvevreeeeeernenne. 9c(1)(F)
(G) Other retention Charges ..........ccoceovrveiriieieiesece e 9c(1KG)
(H) TOtal reENEION ...ttt ettt st n bt ettt nes e 9c{1)}H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)....cccccocnene 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 line 9¢(2).) ............c...c.c..c....... 9e
10 Nonexperience-rated contracts:
a Total premiums or SUBSCTPtON charges PaId t0 CAITIET ..........ccoieeeeeeeeeree e eeeeeeeeeseeeseeseeeeeeeeeseeee e ee e eereesennens 10a 222,970
b if the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount........................... 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 it the answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE A Insurance Information
OMB No. 1210-0110
{Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Gerald Champion Regional Medical Center 85-0138775

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 11l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

LIFE INSURANCE COMPANY OF NORTH AMERICA

Approximate number of Policy or contract year
(€) NAIC (d) Contract or ©)
{(b) EIN ) . 5 persons covered at end of
code identification number policy or contract year (f) From (g) To
23-1503749 65498 FLX0969734 0 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in
descending order of the amount paid.
(a) Total amount of commissions paid (b) Total amount of fees paid
0 3,332

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
GALLAGHER BENEFIT SERVICES, INC.

2850 GOLF ROAD
GBS FINANCE 5TH FL

ROLLING MEADOWS IL 60008
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {e) Organization code
OVERRIDES
0 3,332 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
9
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 ...........co.cooveveveevesveresrcsisneans 4
5 Current value of plan’s interest under this contract in separate accounts at year end............cocoooiooioiiiiiiiesccienis 5

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

b  Premiums paid to carrier .......................c........ 6b
C  Premiums due but unpaid at the end of the year 6¢c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, @nter @aMOUNL. ............c.ociiiiiiiii e
Specify nature of costs  »
e Type of contract: (1) |:| 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 » |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration 2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end of the Pr&VIOUS YOI ..............co.ioiii oot eeeeeeeseseeseneee s ! 7b
C  Additions: (1) Contributions deposited during the year 7¢(1)
(2) DIvIdeNds and Credits ...........co.ovuiuiuecesiieeeceees e eeeseser e 7¢(2)
(3) Interest credited dUNNG the YEAT ..........c.oovveiviieeecieeeeeeeee e 7c(3)
(4) Transferred from separate aCCOUNt.............cccoovevivreeeieiiiseisseneeeeiene 7c(4)
(5) Other (SPECITY DEIOW) .........oviieeeeceeeieceeee s 7¢(5)
>
(B)TOMAI AAGIIIONS ........ceuioeer ettt ettt s e ettt ee b 7¢(6)
d Total of balance and additions (add liN@S 7B @Nd 7C(6)). .-.......ovivvevermeeeeeeeeee e eeseenee e sreneenee | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier .............ccocovoiveoioeeeerese e, 7e(2)
(3) Transferred to separate aCCOUNt ..............o.cooorimioeeeeeeeeeeeeeeeeeeeeeeeeen. 7e(3)
(4) Other (SPECITY BEIOW) ........c.ecourietiiieeeesieieeesesesieceesestesiseseseeeseess s 7e(4)
>
(5) TOtaAl AEAUCHONS ..ottt eer s .. _1e(5)
f Balance at the end of the current year (subtract line 7€(5) from ine 7d) .........co.ooeovvvreioceeeeeeeeeee e | 7f




Schedule A (Form 5500) 2024 Page 4

Part lil | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) b

9 Experience-rated contracts:

& Premiums: (1) AMOUNt FECEIVEM .........coevrveerieieiriniecinrceeie e erc s 9a(1)
(2) Increase (decrease) in amount due but unpaid.............ccecvevierennen. 9a(2)
(3) Increase (decrease) in unearned premium reServe ...........cccecveveeeene 9a(3)
(4) BEAMNEA ({1 £ (2) = (B)) - rvevrrrrurreeaeserteeaesserestetessstestesessabesssseesesesaasaseses s sbe b er e s ssasbebeessbaasstessabaetesetssteseesbarere s | 9a(4) 0
b Benefit charges (1) Claims paid..............ccoooooeoooroeieeeeeee e 9b(1)
(2) Increase (decrease) in Claim reServes .............ccocoooveeeveveeieceeieeeeeennn, 9b(2)
(3) Incurred claims (AAd (1) BN (2))..c.c.eveeeeeeeeeeeeee ettt ettt et ee et e st e e e e st et es e e s e eseanae s enesenes s eres 9b(3) 0
(4) ClaiMS CAMGEA .......oveiiiitcteecie et ee sttt ae et tsenem st e s et et eae e s s seseansessamss et esesnseessesseseseseseseens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMIMUSSIONS ....vovivviveeesie ettt et ee e ee s 9c(1XA)
(B) Administrative service or other fees..............cccceeveeevvrceeeievevsnnes 9¢(1)(B)
(C) Other SPecific ACAUISTEION COSES ... vv vveeeeeeeeereereeeeeeeeeseeeeeeesree 9c(1)(C)
(D) OUNET BXPEIISES ...vvv.vvoeeveeeeoeevereeeeeeeeeeeeeeeereeseeeeeeeeeeeeeeeseeeseeseee 9c(1)(D)
(E) TAXES .vivvoviierieeeie ettt te ettt e et et eeee e e teeae e seeeaaeeeeeteenaans 9c(1)E)
(F) Charges for risks or other contingencies.............ccccooocuevreveruerenne 9c(1)(F)
(G) Other retention charges..............cocoociviiiineccc e 9c(1XG)
(H) Total retention 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) CIAIM TESEIVES .....ooovvviririvetiitiee et sssscsesesetese et s temetes et er s ens e mtesseeseesbetessrasesarsesesaeesetessmemssenaeasanseensnsamensneesanas 9d(2)
(3) ONEI TESEIVES .......ecv ettt ettt et et e e e et e et e rnee e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .........ccecoeeveenene..e. 9e
10 Nonexperience-rated contracts:
a Total premiums Or SUbSCHPHON Charges Paid t0 CAMTIET ............c.ooiveieeeeeeeeee e eeee e ee et 10a 186,157
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 A7............

D Yes

[gINo

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration P 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 pian year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Gerald Champion Regional Medical Center 85-0138775

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

1 Coverage Information:

(a) Name of insurance carrier

LIFE INSURANCE COMPANY OF NORTH AMERICA

Approximate number of Policy or contract year
(c) NAIC (d) Contract or )
(b) EIN . S persons covered at end of
code identification number policy o contract year {f) From (g9) To
23-1503749 65498 LK 0752779 0 01/01/2024 12/31/2024

2 |nsurance 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
0 4,305

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

GALLAGHER BENEFIT SERVICES, INC.
2850 GOLF ROAD
GBS FINANCE 5TH FL

ROLLING MEADOWS IL 60008
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organization code
OVERRIDES
4,305 3

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

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

v. 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at YeAr €Nd ...oiiiiiiiiiiieie e 4
5 Current value of plan’s interest under this contract in separate accounts at Year end.....ccoeeneiiieiiie e 5

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

D Premiums Paid 10 CAITIET ............c..veoeoeeoeeeoeoeeeeeee ettt eeee e ee e e er e 6b

C  Premiums due but unpaid at the end of the Year ..o e 6¢c

d  ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, Nter @MOUNL. .............coiciiiiiet ettt

Specify nature of costs P

e Type of contract: (1) |:| 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 14 D
7 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 0f the PrevioUS YEAI..........oii oo oo eeeese oot resseeseeesees | 7b
C  Additions: (1) Contributions deposited during the year ............................. 7¢c(1)

(2) Dividends and CrTItS ............co.ovv.vvveerereesieee s oo 7¢(2)

(3) Interest credited dUTNG the YEAr ...........ccvveeereiieeeeeeeeeeeeeeeee e 7¢(3)

(4) Transferred from SEPArate ACCOUNL.............c..cccvueveveeeeerieeeeeeeeeseeeneeee 7c(4)

(5) Other (SPECITY DEIOW) ..o oo 7c¢(5)

>

(B)Total additiONS ..ottt e e

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

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier ..............cco.oooeeeeireereoeeeeeeeeeee. 7¢e(2)
(3) Transferred to separate account
(4) Other (specCify DEIOW) ..o,
>

(5) TOAI DEAUCHONS ...ttt ettt sa s sasa s ns st s st en s st se st et en e seeee e 7e(5)

f Balance at the end of the current year (subtract line 7€(5) from iN€ 7d) .................cocoveorerereeeereereeerierereseeea, I 7f




Schedule A (Form 5500) 2024

Page 4

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

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental
e EI Temporary disability (accident and sickness) D Long-term disability
i D Stop loss (large deductible) j D HMO contract

m D Other (specify) P

[ D Vision
g D Supplemental unemployment  h D Prescription drug
k D PPO contract

d D Life insurance

| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE TECEIVEM .......ovevriierieieeeiiieiie et 9a(1)
(2) Increase (decrease) in amount due but unpaid...................cococoeeree... 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..............ccovvveeennnas 9a(3)
O R R e T ¢ N | 9a(4) 0
b Benefit charges (1) CIaIms PaId.............cocooeeververeeeeerees e 9b(1)
(2) Increase (decrease) in ClAIM IESEIVES ...........c.ecouvrecveveeemeeeiririeiceas 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3) 0
(4) ClaIMS CRAIGEA ...ttt ettt ettt et e et et et e te st b e ee e ee e et ean e eeeeaeeanen 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ...everetiirncrttieeeire et ceeeeere et eae e e s eaenntasesenesnenas 9c(1)(A)
(B) Administrative service or other fees ..........o.ovvvveverieceeeceeeeeeen 9c(1XB)
(C) Other specific acquisition COSES ..............cooovoooeoreeeeeeeeee. 9¢c(1)(C)
(D) ONEI EXPENSES .....o.eviveiieeiceieeeeeeee et en e eneen s 9c(1)(D)
(E) TAXES .o e s s es s e s ees s 9c(1XE)
(F) Charges for risks or other contingencies. ..............ccccoccovvrvvunenra, 9c(1K(F)
(G) Other retention ChaIgES .............ccovvvcorieesrererressrcessreseressereseeen 9c(1}(G)
(H) TORAI FRIENHON ..ottt ettt et ee et ee et ee e eeae st arees 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 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 line 9¢(2).) ............ccceuennee.... 9¢
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIE...............cocoov oot enen st 10a 236,022
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.c............ 10b
Specify nature of costs.
| Partlv | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. I:l Yes BI No

12 If the answer to line 11 is “Yes,” specify the information 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). 2024
Department of Labor R
Employee Benefits Security Administration ) File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Gerald Champion Regional Medical Center 85-0138775

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 [l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

LIFE INSURANCE COMPANY OF NORTH AMERICA

Approximate number of Policy or contract year
(¢) NAIC (d) Contract or @
(b) EIN code identification number persons covered at end of (f) From {g) To
policy or contract year
23-1503749 65498 OK 0971172 0] 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.
{a) Total amount of commissions paid (b) Total amount of fees paid
0 360

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
GALLAGHER BENEFIT SERVICES, INC.
2850 GOLF ROAD
GBS FINANCE 5TH FL

ROLLING MEADOWS IL 60008
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
OVERRIDES
360 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 e

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end 4
5 Current value of plan’s interest under this contract in separate accounts at year end..............cc.ccoccoocovreveeeerrrereeen. 5
6 Contracts With Allocated Funds:
@ State the basis of premium rates P
D Premiums DaId £0 CAITIET ... et ee e e et re e ee e 6b
C  Premiums due but unpaid at the end of the year 6¢c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOouUNt. ... e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) |:| group deferred annuity
@3) [] other (specify) P
f  if contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: [©) |:| deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other »
b Balance at the eNd 0f the PIEVIOUS YEAI.........cc........covweivieeeeeeeeieesereeeeeeeerenerereeesesseeeeseeseeeseessessseseeesesessesesmeseers- | 7b
C  Additions: (1) Contributions deposited during the year ................c...cc....... 7c¢c(1)
(2) Dividends and Credits ..............o.ooveeeueeeicececeeeeeeeee oo 7¢{2)
(3) Interest credited dUring the YEar ..........coc.oveeoreeeee oo eeeereeeeres e 7c{3)
(4) Transferred from SEParate @CCOUNT.............c..vovecereireeeeeeeeeeeeeeeeeer e 7c(4)
(5) Other (specify below)

4

(6)Total additions ........ccocvvvveeeiiecreeiieceeee e

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

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier .............ccoccooeeeereeeeeeeeereeeeen, 7e(2)
(3) Transferred to separate account....
(4) Other (specify below)
4

(5) TOAI ABUUCHONS ...t ee e e ee e em e et ee s e s et e eere e eeeseeaene 7e(5)

f Balance at the end of the current year (subtract line 7e(5) fromline 7d) ..................ococooiiiiiiiiiii e | 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 |:| Dental c |:| Vision 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) j [] HMO contract k|:| PPO contract ID Indemnity contract

m [X] Other (specify) PBASIC AD&D, VOLUNTARY AD&D

9 Experience-rated contracts:

a Premiums: (1) AMOUNt rECEIVET .......o.cvrerieriiiiiiiieie e 9a(1)
(2) Increase (decrease) in amount due but unpaid......... 9a(2)
(3) Increase (decrease) in unearned Premium rESENVe ...........ccccoevveuenrnine 9a(3)
(4) EAMNEA (1) + (2) = (3))--reseemereesereeeseesesseesseesessesssssesesrses oo eee oo eeeesseeeeeeseeeeseeseeeeeeeeececereeeseeeseerceree | sa(4) 0
b Benefit charges (1) Claims paid.............cocoooov oo, 9b(1)
(2) Increase (decrease) in ClaiM rESEIVES ..........cc.oeeveeeeveieeeeeecre e, 9b(2)
(3) Incurred claims (add (1) and (2)) S B 9b(3) 0
(4) ClAIMS CHAMGET ... iiieeiieeieeee ettt ettt et st e et es b ebe st eseetes s ensessssebese et e et eeentarsaeesasnnees 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....vvierrieeieiietcreeite ettt seeee e esseae s eseeaes 9c(1A)
(B) Administrative service or other fees .........cccovvvvveveeecniieiicnn s 9c(1)(B)
(C) Other Specific aCQUISHION COSES ........ve.vvveerrereerreeeeererereeseeeeeeseeeees 9c(1)}C)
(D) Ot @XPENSES ... oo eeeeeee e eeeere e eeeeee e 9c(1}D)
(E) TBXES oottt eeeees e 9c(1XE)
(F) Charges for risks or other contingencies...............oc.ovveeervevvenennnns 9c(1)(F)
(G) Other retention ChargES ..........cocovvvvveveeie s eseeeseesses e 9c(1)(G)
(H) TOAI TEIENEION ...ttt et bttt as et ber e et setnense et et saesessemssrsnansaseeas 9c(1)}(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .ccooeernnnns 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)

€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ............c.ccccoeeene. 9e

10 Nonexperience-rated contracts:

a Total premiums or subscription charges paid t0 CaMer..........c.coeii et 10a 16,890

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

Specify nature of costs.

l Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. I:l Yes EI No

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




SCHEDULE A Insurance Information
(Form 5500)

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

Department of Labor

Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501

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

Gerald Champion Regional Medical Center

D Employer Identification Number (EIN)

85-0138775

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

BLUE CROSS BLUE SHIELD OF NEW MEXICO

Approximate number of Policy or contract year
(¢) NAIC (d) Contract or @
(b) EIN . . - persons covered at end of
code identification number policy or contract year (f) From (9) To
36-1236610 70670 623149 0 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

101

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

ALLIANT INSURANCE SERVICES, INC.
2415 E CAMELBACK ROAD

SUITE 420
PHOENIX AZ 85016
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
34 3

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

commissions or fees were paid

BCBS-HA GROUP
5701 BALLOON FIESTA PARKWAY NE

ALBUQUERQUE NM 87113
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code
25 3

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

Schedule A (Form 5500) 2024
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

GALLAGHER BENEFIT SERVICES, INC.
2850 GOLF ROAD

ROLLING MEADOWS IL 60008
Fees and other commissions paid (e)
(b} Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
21 3

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

GALLAGHER BENEFIT SERVICES INC
55558 PERRYVILLE ROAD

ROCKFORD IL 61108
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose ool
21 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

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

Fees and other commissions paid (e)

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at yearend .....................cccccoccoooevvevin..... 4
5 Current value of plan’s interest under this contract in separate accounts at year eNd. ... 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid t0 CAMTIET ..o e ettt ee e eee et e et eeseeme et vt ares 6b
C  Premiums due but unpaid at the €nd OF the YEAI..............cocmiiieeiee ettt 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, @nter amMOUNL. ...t s
Specify nature of costs P
e Type of contract: (1) D individual policies 2) |:| group deferred annuity
@) [] other (specify)  »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: M D deposit administration (2 D immediate participation guarantee
3 |:] guaranteed investment 4) D other b
b Balance at the end of the PreViOUS YEaM . ...t | 7b
C  Additions: (1) Contributions deposited during the year ................................ 7c(1)
(2) Dividends and Credits .............o.ooooorioreee ettt 7¢(2)
(3) Interest credited during the year ... .1 7¢(3)
(4) Transferred from SEParate @CCOUNL. ...............ocereeeeeeeeeeerereeeeesereceeneeens 7c(4)
(5) Other (SPECIFY DIOW) .......ov oottt eee e 7¢(5)
>
(BYTOLAl AAGIIONS .........c..ooeeeeceeee ettt er e 7¢(6)
d Total of balance and additions (8dd iNES 7B NG 7C(B)). ... oveoe oot reeeeeeeeeeeeseeeeen | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier ..................ccccoooiioeeeeoeeer. 7¢(2)
(3) Transferred to separate aCCOUNL..............ooooveeeeveeiseeeee oo 7¢(3)
(4) Other (SPECIfY DEIOW) ..o oo 7¢e(4)
>
(5) TOMAI AEAUCKIONS .....cvovoveeve et s ens et ees sttt s s ee s eeee e seeeeee oo 7¢(5)
f Balance at the end of the current year (subtract line 7e(5) from lin€ 7d) ..o, I 7f
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Part lil | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [ ] Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMount reCeived ...........coeovviviiiececeeee e 9a(1)
(2) Increase (decrease) in amount due but unpaid.................ccccovreeeenn.. 9a(2)
(3) Increase (decrease) in unearned premium reserve 9a(3)
(4) EArNEd ({1) + (2) = (). ci vttt e st et eene et et seense e enenenenseeeseeeeeeseensnseesend | 9a(4)
b Benefit charges (1) ClaIMS PAId............ovvevveeeeeeeeeeeeeeeeeeeeeeersro 9h(1)
(2) Increase (decrease) in ClAIM MESEIVES .............ccoccoevveeieeeeeeeeeee e 9b(2)
(3) Incurred claims (BAd (1) AN (2))...eviviii ettt ettt ee e 9b(3)
(4) Claims charged 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ....vvieeeieieieieiieeiee et aen 9¢(1)(A)
(B} Administrative service or other fees .............oeeeeuveveeeereeeeeee 9c(1)}(B)
(C) Other specific aCqUISIION COSES .....vvvervveer oo, 9c(1)(C)
(D) OthEE @XPENSES ... eereeee oo eee e eseeeees oo 9¢(1)(D)
(E) TAXES ..ottt ettt 9c(1ME)
(F) Charges for risks or other contingencies... . 1 9¢(1)(F)
(G) Other retention CRATGES .............oc..eveveeerersereeeeeeeeeeeeeeesreeresreeesse 9c(1XG)
(H) TOLAI FBENEION ...ttt sttt eeee et es et en e eneeeeee et ereneesaeenen 9c(1)XH)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)......ccooonns 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount heid to provide benefits after retirement.............. 9d(1)
(2) ClAIM TESEIVES ...ttt ettt ee ettt ee ettt e e e et e e oot e et ee e e es e et e e et e s e e ees s s 9d(2)
(3) OtNEI FESEIVES ...ttt ettt ettt sttt ee e s et e et et eeee e e e e et e e e et etetenes e s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2).) ...........c.....c.cocorvun.. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAMIEI ...........c.oiuieiiieeececeeee et er e reeeeeeenen 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount........................... 10b

Specify nature of costs.

| PartIv | Provision of Information

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

D Yes |}_—§| No

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
{Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
GERALD CHAMPION REGIONAL MEDICAL CENTER plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
GERALD CHAMPION REGIONAL MEDICAL CENTER 85-0138775
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts |l and !l can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

ALL ONE HEALTH SOUTH

(¢) NAIC (d) Contract or {e) Approximate number of Policy or contract year
(b) EIN . Ay persons covered at end of
code identification number policy or contract year (f) From (g) To
0000 EAP 1,088 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid {b) Total amount of fees paid

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

(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

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

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

v. 240311



Schedule A (Form 5500) 2024 Page 2 —

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

this report.
4 Current value of plan's interest under this contract in the general account at year end 4
5 Current value of plan’s interest under this contract in separate accounts at year end................ccoooooooriioiiririeiericirian 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid 10 CAITIET ..ot eee et ev et 6b
C  Premiums due but unpaid at the end of the year 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amoUNt. ..ot
Specify nature of costs P
e 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 > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration 2 D immediate participation guarantee
3) D guaranteed investment (4) D other »
b Balance at the end of the PrEVIOUS YEAI.........covevieeeieeeeeeeee ettt ettt s vt s sasssests e st st srast b esasssatsnsraas | 7b
C  Additions: (1) Contributions deposited during the year ................ccco.c.o...... 7¢(1)
(2) Dividends and Credits.............cccooevreerueveceiieceee e 7¢(2)
(3) Interest credited during the YEar .............ccoeeeveveeureeeceeer e 7c(3)
(4) Transferred from separate aCCOUNt..............co.ovoveuimeciveeeeeeeeeeeeeen. 7c(4)
(5) Other (specify below)
4
(B)TOAI @ATHIONS .......o..oeoeovoee oottt te e sa s ees st e s s e en s ass s s s s e ssemsesasna s sens s 7¢c(6)
d Total of balance and additions (add iNes 7b @nd 7E(B)). .........ovrvvveerrrriieeseeseeensens et et ea bbb rassen s reses [ 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier ................ococoooioeeeieeeeeeeeee. 7¢e(2)
(3) Transferred to separate aCCOUNt ..............ocooooieo oo eeeeeeev e 7¢(3)
(4) Other (SPECITY DEIOW) ......covvvivrieeeieeinirieesisreesere s esscasesnaessessesense s seaneee e 7e(4)
>
(5) TOLAl ARAUCHONS ........o.oeee ettt as et ms st sns b st 7¢(5)
f Balance at the end of the current year (subtract line 7e(5) from lin@ 7d) ...............ooooviromiooiieeeeeeeeeeee, I 7f




Schedule A (Form 5500) 2024 Page 4

Part lil | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [x] Other (specify) PEAP

9 Experience-rated contracts:

a Premiums: (1) AMOUNE TECEIVED ........c..cooveeveceeeeceeecerieeeeens st 9a(1)
(2) Increase (decrease) in amount due but unpaid...........c.ocoovevvveereiennne. 9a(2)
(3) Increase (decrease) in unearned premium reserve ................occoeee.. 9a(3)
(4) EAINEA (1) F (2) = (3] ervverroeriveeremesemseseseeessesesessessesems et ssessseeesessaeeses s seeesses s seeees st sm st | 9a(4) 0
b Benefit charges (1) Claims paid.............ccovvrveeveieimeeceecereeieeeeeseeeeee e 9ob(1)
(2) Increase (decrease) in Claim rESEIVES .........ccoveueeeieereneceee e sries 9b(2)
(3) Incurred claims (add (1) and (2)).... N 9b(3) 0
(4) ClAIMS CRAMGEE ....oeevi ettt ettt ettt see bt et ekt e st n et bttt et ettt eeen 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A)Y COMMUSSIONS ...ttt sn et ss st evene 9c(1)(A)
(B) Administrative service or other fees.........cocvocvivvreicii e 9c(1)(B)
(C) Other specific acquisition costs . .. | 9c(1)(C)
(D) OtNET EXPENSES ....ov.ooeoeoeeeeeeeoeeeeeee oo resee e 9c(1)XD)
(E) TAXES ..o ee oo 9c(1)E)
(F) Charges for risks or other contingencies. ............cccccoe.covrerenren. 9¢(1)(F)
(G) Oher retention ChAIGES ............vvrrveeeeveesreeomereeeeeee e 9c(1)(G)
(H) TORI TEENEON ... v e eee et eests ettt ee e s et st ees et et seseeeresesbcna ke bbb aee bt b anen et s s em s e et nesnee 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.) ... 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)
(B) OUNET TESEIVES ... eeeeeee ettt ettt et et ettt et e et b b ea s coeh A e b e b eb e bt e o5t em et e b et £ et et e e bttt ere e 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .........coocooeiins 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAIMIET ...........oocii ettt 10a 17,593
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount.......................... 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

,}__(lNo

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




