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

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepa""gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁir;i;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 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 D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)

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

D Check box if filing under: 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
BANKGUAM HOLDING COMPANY SECTION 125 CAFETERIA PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
01/01/2010

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) 90-0600144

BANKGUAM HOLDING COMPANY

111 CHALAN SANTO PAPA
HAGATNA, GU 96910

2C Plan Sponsor’s telephone
number
671-477-5220

2d Business code (see
instructions)
522110

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. 05/31/2025 THERESA C. OBISPO
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 05/31/2025 MARIA EUGENIA H. LEON GUERRERO
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 539
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) 539
a(2) Total number of active participants at the end of the plan year ... 63_(2) 538
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 538
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 4S
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __3
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A Insurance Information OMB No. 12100110
(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

BANKGUAM HOLDING COMPANY SECTION 125 CAFETERIA PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

BANKGUAM HOLDING COMPANY 90-0600144

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

AFLAC
(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
82-2723296 60380 PD114 143 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 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

Fees and other commissions paid

(b) Amount of sales and base

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

Fees and other commissions paid
(c) Amount (d) Purpose (e) Organization code

(b) Amount of sales and base
commissions paid

Schedule A (Form 5500) 2024

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X Other (specify) » SUPPLEMENTAL HEALTH INSURANCE

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 .....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 208280
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
BANKGUAM HOLDING COMPANY SECTION 125 CAFETERIA PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
BANKGUAM HOLDING COMPANY 90-0600144
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
METROPOLITAN LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
13-5581829 65978 5710867 828 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 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

(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




Schedule A (Form 5500) 2024 Page 3

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

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

m B Other (specify) P AD&D

d |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)
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 .....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 1272495
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 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

OMB No. 1210-0110

» 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

BANKGUAM HOLDING COMPANY SECTION 125 CAFETERIA PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

BANKGUAM HOLDING COMPANY 90-0600144

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
CALVO'S INSURANCE C/O TOKIO MARINE PACIFIC INSURANCE LTD.

(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
66-0571597 11216 1627 - 1640 425 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 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

(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 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
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Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b B] Dental c @ Vision
e 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 @ 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)
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 .....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 3438947
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 e S
This form is required to be filed for employee benefit plans under sections 104 i
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA} and
o f the T
.Zf’:r“nf;"é‘éi’e,‘,ui sr::?:ery sections 6057{b} and 6058(a} of the Internal Revenue Code (the Code). 202 4
. D;Paf“gﬁn' "‘I '-;"0' ] » Complete all entries in accordance with
el the instructions to the Form 5500.
Pension Benafit 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 12/31/72024
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 )
E a single-employer plan D a DFE {specify)
B This returnfreport is: |:| the first return/report D the final return/report
D an amended returnfrepor D a short plan year return/report {less than 12 months)
C Ifthe plan is a collectively-bargained plan, check BeIE. . ... ..t it e et e » BI
D Check box if filing under: |:| Form 5558 I:I automatic extension D the OFVC program
I___l special extension {enter description}
E I this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . ... .... . ................ » D
I Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
BankGuam Holding Company number (PN) » 501
Section 125 Cafeteria Plan 1¢ Effective date of plan
01/01/2010
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer |dentification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN}
of town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 90-0600144

Bangﬁuam Holding Compan
g pany 2c Plan Sponsor's telephone

number

(671)477-5220
111 Chalan Santo Papa 2d Business code (see

instructi
Hagatna GU 96910 ggéuliogs)

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 a‘s‘_t_ge electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete,

I-SIIIEGRTE 5/2,} THERESA C. OBISPO
ate / Enter name of individual signing as plan administrator

SIGN . /2/2 (" MARIA EUGENIA H. LEON GUERRERO
HERE — =

Signafure of employeriplan 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 5‘:_- Same as Plan Sponsor 3b Administrator's EIN
3c Administrator's telephone
number
4 Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last returnireport filed for this plan, |4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last returnireport:
a Sponsor's name 4d PN
€ Plan Name
5  Total number of participants at the beginning of the plan year _ 5 [ 530
6  Number of participants as of the end of the plan year unless otherwise slated {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) 539
a(2) Total number of active participants at the end of the PIEN YEAT ... 6a(2) 538
b Retired or separated participants receiving benefits ... 6b 0
c Other retired or separated participants entitled to future benefits ... et | GG 0
d Subtotal. Add lines Ba(2), 6b, and BC. ... 6d 538
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... | B0
f Total. Add lines 6d and Ge. . ceeeeerssirierernserinieosenen | BF
( 1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
Lot T o1 R LT =131 OO OO OO OO U OORURON g
2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
9(2) complete this item)... . S 69(2!
e
h Number of partlc;lpants who lermlnaled employment durmg the plan year wuth accrued benef ts that were
less than 100% vested... v |_BH
7  Enter the total number of employers obllgated to contrlbute to lhe plan (only multlemployer plans complele thls |tem) ........ 7

Ba If the plan provides pension benefits. enter the applicable pension feature codes fram 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:

43 4B 4D 4E 4F 4H 4S

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 coniracts
(3) Trust (3} Trust
(4) General assets of the sponsor (4} General assets of the sponsor
10 Check all épplicable 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 Schedutes
n D R (Retirement Plan Information) (1) D H (Financial Information)
{2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ l:l G M LS U D) .
Purchase Plan Actuarial Information) - signed by the plan (3) A (Insurance Information) — Number Attached ;
00 4) D C (Service Provider Information)

(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5)
Information) - signed by the plan actuary
{4) D DCG (Individual Plan Information) ~ Number Attached (6)

{5) |:| MEP {Multiple-Employer Retirement Plan information)

D D (DFE/Participating Plan information)

|:| G (Financial Transaction Schedules})



Form 5500 (2024) Page 3

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

11a iIf the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See mstructlons and 29 CFR
2520.101-2) .. i etz | | Y5 No

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

11b Is the plan currently in compliance with the Form M-1 filing reqwrements? (See instructions and 29 CFR 2520.101-2.) .......... [ Yes [] No

11¢ Enter the Receipt Confirmation Code for the 2024 Form M-1 annual repon If the ptan 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

Depariment of Labor
Employee Benefils Security Adminsiration

Insurance Information

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

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

Pangion Bensfit Guaranty Corporaiinn » Insurance companies are required to provide the information Inspection
pursuant to ERISA section 103(a){(2).

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
Ban k(?uam Holding Corppany plan number (PN) P 501
Section 125 Cafeteria Plan
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
BankGuam Holding Company

90-0600144

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

1 Coverage information:

{a) Name of insurance carrier

AFLAC
(e} Approximate number of Policy or contract year
{c) NAIC (d} Contract or "
(b) EIN code identification number peprz?ig;a g?:g;et?ag: ye:: ro (i From {g) To
82-2723296 60380 PD114 143 01/01/2024 12/31/2024

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

descending order ¢f the amount paid.

{a) Total amount of commissions paid

(b} Total amount of fees paid

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 persen to whom commissions or fees were paid

Fees and other commissions paid

{b) Amount of sales and base
commissicns paid

{¢) Amount

(d) Purpose

(e) Organization code

{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 Crganization
commissions paid {c) Amount _ (d)Purpose code

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

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

(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 i)
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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 ..o 4
5 Current value of plan’s interest under this conlract in separate accounts at year end 5
6 Contracts With Allocated Funds:
@ State the basis of premium rates P
B Premiums Paid 10 CaIFIEI ........oiiiiiiiiiiri et osversss e ve s s e ee st et et h ettt e e e et 6b
€ Premiums due but unpaid at the end 0f e YBAT ... ...c.......vurvreerecee s ee e reee sttt s reseresenrseresissins 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, BNEr AMOUNL. ... ..ot s

Specify nature of costs P

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

f  I1f contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 l:]

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: i D deposit administration (2) I:l immediate participation guarantee

{3) D guaranteed investment 4) D other P

_ b Balance at the end of the Previous ¥Bar............cooooicoiiiiiict e e s :

¢ Additions: (1) Contributions deposited during the year ..o, 7¢(1)
{2) Dividends and Credits..........cocovveeeiveeeeereeeseeeeeeeeseseesineiassensssscsenisnenes |1 C{2)
(3) Interest credited during the year................ SOOI I 4+ <) |
(4) Transferred from separate aCCOUNt.............ooivcvereererenseecee e 7c(4)
(5) Other (SPEGIFY DEIOW) ........cooiv.iiiiireeveeeit e et 7¢(5)
4

(6)Total additions ...,

d Total of balance and additions {add lines Tb and Tc(B)). . ... T e T e N R L L | 7d
@ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
{2) Administration charge made by GamH&r. ... Te{2)
{3) Transferred to separate account ... ... 7el(3)
{4) Other (Specify BEIOW) ...t Tel4d)
4

(5) Total deductions: Shmitan it ey in il B ot i St e s e T e S n e Te(5
f Balance at the end of the current year (subtract line Te(5) from line 7d).......... AT ; S R e A 7f
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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 coniracts 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 D Vision d D Life insurance
e D Temporary disability (accident and sickness) f |:| Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) j D HMO contract k |:| PPO contract ||:| Indemnity contract

mE] Other (specify) PSupplemental Health Insurance

9 Experience-rated contracts:

a Premiums. (1) Amount recaived ... 9a(1)
(2) Increase (decrease) in amount due but unpaid ... 9a(2)
(3) Increase (decrease) in unearned premium reserve............ - 9a(3)
(4) EArNEd {{1) + (2) = (3)) wvtorireree oo oo sttt ettt ees st e e et 9a(4)
b Benefit charges (1) Claims Paid.. ..o e ob(1)
(2) Increase (decrease) in Claim rESeVeS. ... ... oo 9b{2)
(3) Incurred claims {add {1) and {2)) 9b(3)
(4) ClAIMS ChANGR itivsisitie orvrersrmiboti e e oo oeusnn J0E3 1o+ e o5 mbry Cnmi S i Y aa e g S 9b(4)
€ Remainder of premium: {1} Retention charges {on an accrual basis} —
(A COMMISSIONS ...t seeme oottt st et ies e eans st 9c{1}(A)
{B) Administrative service or otherfees ... 9¢{1}(B)
{C) Other Specific ACUISIION GOSES. .. .....ivoveiioeeeiereeeee e 9c(1)(C)
{D) OET @XPENSES .......co.cevririrrmssssrsssmssrsssssiessssseossssssssessssarsseassrenns 9c(1)(D)
{E) TaXe S iEiiaiiiii oo son OaU e oo nr el o SR 0 e L0 9c{1)(E)
{F) Charges for risks or other contingencies ... ................. 9c(1)(F)
(G) Other retention charges....... ... ... g sz s OC(1)G)
(H) Total retention:s iz . ... S ihdmat L SRR, L R D T B A SR TR i 9c(1)(H)
(2) Dividends or retroactive rate refunds  (These amounts were |:| paid in cash, or |:| credited.).................. 9¢{2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement... ... 9d(1}
(2) ClAIM TESBIVES ......o.ooiieeee oo oo oot eme oo oo ee e e ee e e et e s b et e st e et b e e et e e e em e e eemsee e e ee e ee b ettt 9d(2}
(3) Ot NEE FESEIVES .viievivie e e eeet e ettt a st et ekt eae ke eateeem e s e b et es et e s am b et e em st e et b st e st et eataebeemteate s emn et 9d(3}
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2).).....................oeeee 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid L0 CArfEr.........ccocvivevirievrr v : 10a 208, 280
b i the carrier, service, or other organization incurred any specific cosls 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?

[] ves

No

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




SCHEDULE A
{(Form 5500)

Deparment of the Treasury
Inlernal Revenue Service

Department of Labor
Employee Benefits Secunty Adminisiration

Pension Benefil Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500,

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

This Form is Open to Public
Inspection

For calendar plan year 2024 or fiscal plan year beginning

01/01/2024 and ending

12/31/2024

A Name of plan
BankGuam Holding Company

Section 125 Cafeteria Plan

B Three-digit
plan number (PN)

b 501

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

BankGuam Heolding Company

90-0600144

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 |l and IH can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

Approximate number of Policy or contract year
() NAIC {d) Contract or (e}
{b) EIN . f . persons covered at end of
code identification number policy or contract year {f) From {g) To
13-5581829 ©5978 5710867 B28 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 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

Feaes and other commissions paid

{b) Amount of sales and base
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

Fees and other commissions paid

{b) Amount of sales and base
commissions paid

{¢) Amount (d) Purpose

{e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form §500.
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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 QOrganization
commissions paid {c} Amount - _ {d) Purpose code

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

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

(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 Qrganization
commissions paid {c} Amount (d) Purpose code

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

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

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

Fees and other commissions paid (@)

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




Schedule A (Form 5500) 2024 Page 3

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

_this report._ .

4 Current value of plan's interest under this contract in the general account at yearend ... 4
5 Current value of plan's interest under this contract in separate accounts at yearend..... .. .. ... 5 L
6 Contracts With Aliocated Funds

a State the basis of premium rates F

b Premiums paid to carrier ... S . |_6b -

€ Premiums due but unpaid at the end of the WBar. ... ... ... : 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, @RMEr BMIDUML. ... e e .

Specify nature of costs P

e Typeofcontract (1) [ ] individual policies (2) [] group deferred annuity
(3) [] other {specify) P

f If contract purchased, in whole or in part, to dlstrlbula benaﬂ.s from a terminating plan c.hadl ham L D

7 Contracts With Unallocated Funds (Do not mluda p-orunns of lhe&a contracts maintained in separala accounts)
a Type of contract {1) [:] deposit administration 2) D immediate participation guarantee
(3) [] quaranteed investment (4) [] other »
b Balance at the end of the previous year................... R U A W N P e O o Pk | 7b
€ Additions: (1) Contributions deposited uurr.g the war i £ T2(1)
(2) Dividends and credits.._.......__.............. BT 7¢(2)
(3) Interest credited during INE VBB, ..o s, | 7e(3)
{4) Transferred from separate account ... ... ..., 7c(4)
£5) OB [SPECHY BRI <...... oo o iusens ains ioemss cobis s baki s e easd s Eem e s 7¢{5)
|
(6)Total additions ........... . S BT oo e e i RSl 7c(6) |
d Total of balance and additions (add lines ThandTn[ﬁ}I S e T gl o M 7d
& Deductions:
{1} Disbursed from fund to pay benefits or purchase annuities during year 7e{1)
{2} Adminustration charge made by CaMIBI.............o oo, 7e{2)
{3) Transferred to separate account ... 7e(3)
{4} Other (SPeEify DEIOW) ... oot et 7e{4)
b
O Tt e DN o i aoe e b v Fo e s i e L S i e e S Te(5)
f__ Balance at the end of the current year (subtract line Te{8) from line 7d)......... ... ]| o
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Part Il Welfare Benefit Contract Information

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

i U Stop loss (large deductible) i |:| HMO contract kD PPQ contract

m E] Other (specify) PAD&D

d El Life insurance
e El Temporary disability (accident and sickness) El Long-term disability g [] Supplemental unemployment  h |:| Prescription drug
ID Indemnity contract

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.

9 Experience-rated contracts:

a Premiums: (1) AMOUNL FECEIVED ...............coooiiriiiie it 9a(1)
(2) Increase (decrease) in amount due but unpaid ...............c..ccoooeiienn 9a(2)
(3) Increase (decrease) in unearned pPremium reserve ..o eeeene. 9a(3)
(8) EANEA (1) + (2) = (BN corrovveeeeeeeee oo ees e eerrer s eeane s e, | 9a(4}
b Benefit charges (1) Claims paid......... ....cc.ccooooie e e 9b(1)
(2) Increase (decrease) in Claim reSEIVES...........oc.oovveeereeeeeeeeeeeee e 9b(2)
(3} Incurred claims (add (1) and (2)).... 9b{3)
{4 ClAIMS CBIOE oy e eeee et et st e eeeteeeece s in e sesaanbanss sbsteansarassssssonessss b sssneuitnesemeos nan mude s nusHamamereom Sb{4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
{A) COMUTISSIONS ...ooooee oo ee e e e et e e st s et srarrn e Sc(1){(A)
(B) Administrative service or other fees ...............cccoeevevrievcieccrienenns 9c(1}{B)
(C) Other specific acquisition CoStS................c.... o 9c(1}(C)
(D) Other BXPENSES ........c.oevvieeeiiiiieeeeteeer e eeeeeeea st s s s eaeseenas e e 9¢(1}(D)
(S LI P Ty e s U SO S 1= 4 9c{1}(E)
(F) Charges for risks or other contingencies ....... ........... .coccociornnerns 9c(1}(F)
(G) Other retention charges L . 9¢{1)(G)
(H) TOLAI FBEBINEION . ...ttt cra st e e et sreces v e aeams e eme st name e et e e 0 s e 9c{1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were I:l paid in cash, orD credited }................ 9c(2}
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ... ..., 9d{1)
(2) CHAIM TRSBIVES .......ooeneieiieeeeee it eeee et eeeens et eesees et eeseeessesesbbasssst st b e sasbeabee ntbes bt abeansnsarbensreen 9d{2)
(3) Other reserves ... 9d{3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).). ... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CArmer........ ..o s 10a 1,272,435
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 A7 ...

D Yes

@No

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




SCHEDULE A
(Form 5500)

Depariment of the Treasury
Internal Revenue Service

Dapartment of Labor
Employae Benefits Sacuritly Adminmstralion

Insurance Information

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

» File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit, Guaranty Corporation » Insurance companies are required o provide the information inspection
pursuant to ERISA section 103(a)(2)
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
BankGuam Holding Company plan number (PN) > 501
Section 125 Cafeteria Plan
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
BankGuam Holding Company
90-0600144
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 IIl can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Calvo's Insurance c¢/o Tokio Marine Pacific Insurance Ltd.

Approximate number of Policy or contract year
(c} NAIC (d) Contract or le)
(b) EIN code identification number persons OIS {f) From {g) To
policy or contract year
66-0571597 11216 1627 - 1640 425 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 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
commissions paid

Fees and other commissions paid

(¢} Amount {d) Purpose

{e) Crganization 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
commissions paid

Fees and other commissions paid

{c} Amount {d) Purpose

{e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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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 Qrganization
commissions paid {c) Amount (d) Purpose code
S {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

{b) Amount of sales and base

(e)
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 commigsions 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




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 4
5 Current value of plan’s interest under this contract in separate accounts at year end... 5
6 Contracts With Allocated Funds:

a State the basis of premium rates P

b  Premiums paid to carrier ... . . e T et o e oo ST et ret ot e ey e L preererrererteres 6b

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

c
d  If the carrier, service, or cther organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount

Specify nature of costs P

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

f Ifcontract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) [] deposit administration (2 D immediate parlicipation guarantee
(3 D guaranteed investment {4) D other »

b Balance at the @nd of the PIEVIOUS VBT ..........coiiosiiiiiitiieirs it iese it ias s esss ot b e bt sh s shrs stttk es et | 7b
C Additions: (1) Contributions deposited during the year ...............cccoceeeenn, 7¢(1)

{2) DivIAENTS AN CTEAIS. ... .- veeoeeees e eet e etes et ssesenees et e et et et eeeninss 7¢(2)

(3) Interest credited during the Year................ococovevieeeeeieeees e 7c(3)

{4) Transferred from SEParate aCCOUNt ..............cocooivivvevieriesiesiiessieees 7c(4)

(5) Other (SPECIfY BEIOW) ........vvvecvecceiiese oot er st crsesrens ettt eenem e enmnanaee 7¢(5)

[ 4

(BYTOA! AUUIIONS ....ov.veeceeeceeier s eesseeeeeee e e eeeeeeee e e et ot etss e e et ess e es s s s eseseemeses st eeessnesens et ee s e n s 7¢(6)
d Total of balance and additions (add INes 7B and TCB)). . .........oooviveieeeeeeeeeeeeeeeeeee et [ 7d

€ Deductions:

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

{2) Administration charge made by Carfier.............c.cc.c...ovovoooeevererierees e, 7e{2)

{3) Transferred 1o SEParate ACCOUN ...........c.ccooeiiviireiiiiesiessasinesns 7e(3)

{4) Other (SPECIFY BEIGW) ........vvicvveciiiiiece st oot eemeaeee et eemeeenararanens Te(d)

»

(5) TOMAI DRUUCHIONS .......o. oot oottt e tb s bbb s 7e(5)

f Balance at the end of the current year (subtract line 7e(5) from ine Ta)..........ocvooivreeieiinvsriniini i, | 7
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Part lll | Welfare Benefit Contract Information

8 Benefit and contract type {check all applicable boxes)

a [{] Health (other than dental or vision)

e D Temporary disability (accident and sick
i |:| Stop loss (large deductible)

m|:| Cther (specify) P

b E] Dental c E| Vision

i |:| HMO contract k[] PPO contract

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.

d D Life insurance
nessy f |:] Long-term disability ] [:| Supplemental unemployment  h E Prescription drug
ID Indemnity contract

8 Experience-rated contracts:
a Premiums: (1) Amount received ...............

(2) Increase (decrease) in amount due but unpaid ...
(3) Increase (decrease) in unearned premium reserve

(@ Eamed (1} +{2) - (3)) oo
b Benefit charges (1) Claims paid..............
(2) Increase (decrease) in claim reserves
(3) Incurred claims (add (1) and {(2))
(4) Claims charged............cccooeenviiviiinneans

........................................... [ sa(1)

9b(3)

9b(4)

Remainder of premium: {1) Retention charges (on an accrual basis) -

(A) COMIMISSIONS ....ovviierierrirairiseees s st ees e ie e e rassrecin s | 9¢{1)(A)
{B) Administrative service or other fees ... . | 9c(1}B)
{C) Other specific acquUISTION COSES..........o.o e, | 9e(INC)
{D) Other BXPENSES ..........vrreerreeeeieeeseeaeee ieeees Sc(1}D)
(E) TAXEB. ... ieieeeeeeceseue e e nmeeeeeoh Sien SR T A R 9c(1}E)
{F) Charges for risks or other contingencies ..................ccocoo v 9c(1)(F)
{G) Other retention ChAIGES............veeeviierici et e Sc(1)G)
(HY TORAI FEEBREION. .......oovvetieeeietiteceeieteiiee e es s s s e esas s eassesesams s eee s esea sesam s s et e e ettt bbb 9c(1){H)
{2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.).......ccorvenen.. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d{1)
(2) ClaIM FBSBIVES ..ottt ettt e e bt et et et e s s et et saes bt eae st ae et ea e b £ s e f e e es R e bt ea s 9d(2)
(3) OFRBI TESEIVES ....iviviiitiesieivsieresaetissiesssesestensrerans i errs s erareasas e sessessssesssesan s seane s £an e mn s et s see b eesmene messenane 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2).)..............co.ooeon 9e
10 Nonexperience-rated contracts:
a Tolal premiums or subscription charges paid to cariier................... 10a 3,438,947
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, reportamount. ...................... 10b

Specify nature of costs.

[ Partiv | Provision of Information

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

[] ves

K No

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




