Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

» Complete all entries in accordance with
the instructions to the Form 5500.

2024

This Form is Open to Public

Inspection

Part |

Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024

and ending  12/31/2024

A This return/report is for:

B This return/report is:

D a multiemployer plan

a single-employer plan
D the first return/report

D an amended return/report

D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

D a DFE (specify)
D the final return/report

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

D Check box if filing under:

[ ] Form 5558

D special extension (enter description)

D automatic extension

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

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

Part Il

Basic Plan Information—enter all requested information

1a Name of plan

GARDNER HEALTH SELF-INSURED EMPLOYEE BENEFIT PLAN

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
05/01/2007

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)
GARDNER FAMILY HEALTH NETWORK, INC.

160 E. VIRGINIA STREET, SUITE 100

SAN JOSE, CA 95112

2b

Employer Identification
Number (EIN)
94-1743078

2c

Plan Sponsor’s telephone
number
408-935-3906

2d

Business code (see
instructions)
621111

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. 05/23/2025 GUILLERMO VIVEROS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 05/23/2025 GUILLERMO VIVEROS
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 617
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) 617
a(2) Total number of active participants at the end of the plan year ... 63_(2) 629
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 lINES 6a(2), B0, AN BC.........cveeeeieeiete et ete et ee et ee et ete e e e eaeeteeeteeseeteeseeteeseeeteeseetesseeeesseenseereeans 6d 629
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 4H 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 __ 6
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




SCHE

(Form 5500)

Department

Internal Revenue Service

DULE A

of the Treasury

Department of Labor

Employee Benefits

Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
GARDNER HEALTH SELF-INSURED EMPLOYEE BENEFIT PLAN plan number (PN) > 501

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

GARDNER FAMILY HEALTH NETWORK, INC.

94-1743078

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
SWISS RE CORPORATE SOLUTIONS

(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
02-0311919 29874 ESL100166900 384 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

83877

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

ACRISURE OF CALIFORNIA LLC

9035 SOQUEL AVE
STE 200
SANTA CRUZ, CA 95062

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

83877

0 | N/A

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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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 |:| 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 838774
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

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
GARDNER HEALTH SELF-INSURED EMPLOYEE BENEFIT PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
GARDNER FAMILY HEALTH NETWORK, INC.

D Employer Identification Number (EIN)
94-1743078

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 0232870 54 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

3180 454
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
ACRISURE OF CALIFORNIA LLC 9035 SOQUEL AVE STE 200
SANTA CRUZ, CA 95062-2033
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
2544 0 | BASE COMMMISSION 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
GIS BENFITS INC 422 WAUPONSEE ST
MORRIS, IL 60450-2215
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
636 215 | BASE COMMMISSION & SUPPLEMENTAL 3
COMPENSATION

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
ACRISURE OF CALIFORNIA LLC DBA AHER

1615 MURRAY CANYON RD
STE 1050

SAN DIEGO, CA 92108

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 143 | COMPENSATION 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ACRISURE PARTNERS WEST COAST

3155 OLSEN DR
SAN JOSE, CA 95117

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 96 | COMPENSATION 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 (e)
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 |:| 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 16966
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

Internal Revenue Service

t of the Treasury

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

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

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
GARDNER HEALTH SELF-INSURED EMPLOYEE BENEFIT PLAN plan number (PN) > 501

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

GARDNER FAMILY HEALTH NETWORK, INC.

94-1743078

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
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 0232871 52 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

1062

137

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

ACRISURE OF CALIFORNIA LLC

9035 SOQUEL AVE STE 200
SANTA CRUZ, CA 95062-2033

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

850

0 | BASE COMMISSION

3

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

GIS BENFITS IN

C

422 WAUPONSEE ST
MORRIS, IL 60450-2215

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

212

65 | BASE COMMISSION & SUPPLEMENTAL COMPENSATION 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
ACRISURE OF CALIFORNIA LLC DBA AHER

1615 MURRAY CANYON RD
STE 1050

SAN DIEGO, CA 92108

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 38 | COMPENSATION 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ACRISURE PARTNERS WEST COAST 3155 OLSEN DR
SAN JOSE, CA 95117
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 34 | COMPENSATION 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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(e)
Organization
(c) Amount code

(d) Purpose




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 5837
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

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
GARDNER HEALTH SELF-INSURED EMPLOYEE BENEFIT PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
GARDNER FAMILY HEALTH NETWORK, INC.

D Employer Identification Number (EIN)
94-1743078

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 0232872 30 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

1270 191
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
ACRISURE OF CALIFORNIA LLC 9035 SOQUEL AVE STE 200
SANTA CRUZ, CA 95062
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1016 0 | BASE COMMISSIONS 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
GIS BENFITS INC 422 WAUPONSEE ST
MORRIS, IL 60450-2215
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
254 89 | BASE COMMISSIONS & SUPPLEMENTAL 3
COMPENSATION

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
ACRISURE OF CALIFORNIA LLC DBA AHER

1615 MURRAY CANYON RD
STE 1050

SAN DIEGO, CA 92108

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 64 | COMPENSATION 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ACRISURE PARTNERS WEST COAST 3155 OLSEN DR
SAN JOSE, CA 95117
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 38 | COMPENSATION 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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(e)
Organization
(c) Amount code

(d) Purpose




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 6331
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

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
GARDNER HEALTH SELF-INSURED EMPLOYEE BENEFIT PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
GARDNER FAMILY HEALTH NETWORK, INC.

D Employer Identification Number (EIN)
94-1743078

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 5974460 629 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

40595 8725
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
ACRISURE OF CALIFORNIA 9035 SOQUEL AVE STE 200
SANTA CRUZ, CA 95062
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
21219 0 | BASE COMMISSIONS 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
GIS BENFITS INC 422 WAUPONSEE ST
MORRIS, IL 60450-2215
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
13424 3871 | BASE COMMISSIONS & SUPPLEMENTAL 3
COMPENSATION

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

ACRISURE PARTNERS WEST COAST INS 3155 OLSEN DR
SAN JOSE, CA 95117

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
5952 2481 | COMPENSATION 3

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

ACRISURE OF CALIFORNIA DBA AHERN 1615 MURRAY CANYON RD
STE 1050
SAN DIEGO, CA 92108

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 2373 | COMPENSATION 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
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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) B] Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m B Other (specify) » ADD

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 283379
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
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
GARDNER HEALTH SELF-INSURED EMPLOYEE BENEFIT PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
GARDNER FAMILY HEALTH NETWORK, INC. 94-1743078
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

BRMS
(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
94-1743078 00000 00000000 386 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



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 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 @ 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) 6519397
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 6519397
(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 ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 566143
(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) 566143
(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 838589
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? .............

B Yes

|:|NO

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
DID NOT PROVIDE NAIC OR CONTRACT NUMBER




Form 5500

Department of the Treasury
internal Revenue Service

Department of Labor
Employee Benefits Secunty
Administration

Pension Beném Guaranty Comoration

» Complete all entries in ac

the instructions to the F

Annuai Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

cordance with

orm 5500.

OMB Nos. 1210-0110
1210-0089

974 (ERISA) and

2024

This Form is Open to Public
Inspoction

| Part! | Annual Report Identification Information

For caiendar plan year 2024 or fiscal plan year beginning

01/01/2024

‘ and ending

12/31/2024

A This returnireport is for:

B This retumnifreport is:

D a multiemployer plan

[4] a singleremployer pian
D the first ?eturnlreport

D a multiple-employer pl'an {Filers checking this box must provide parlicipating

employer information
D a DFE (specify) ___

D the final return/report

n accordance with the form instructions.)

[I an amended returnireport
C If the plan is a collectively-bargained plan, check here... ... o oo, ............

D Check box if fling under: D Form 5558

D special extensmn (enter description)

D autornatic extension

E 1 this is a retroactively adopted plan permllted by SECURE Act section 201, check ﬁere ........

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

! Part i I Basic Plan lnformataon—enter all requested information

1a Name of plan 1b Three-digit plan
GARDNER HEALTH SELF- INSURED EMPLOYEE BENEFIT PLAN number (PN) » | 501
ic Effective date of plan
. 05/01/2007
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Emplayer ldentification
Mailing address (include room, apt., suite né. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 94-1743078
GARDNER FAMILY HEALTH NETWORK INC. ! 2¢ Plan Sponsor's telephone
number
! 408~935-3906
160 E. VIRGINIA STREET, SUITE 100 2d Business code (see
Instructions)
: 621111
SAN JOSE CA 95312

Caution: A penalty for the late or incompiete fﬂing of this returnireport will be as

d unless

reasonable cause is established.

Under penalties of perjury and other penalties set farth in the Instructions, | declare that | have examined this returnirepont, including accompanying schedules,
statements and attachments, » 38 well as the electronlc version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

Sgé //Zw '/\/\ 05/23/2025 GO LN VAL
Signature of plansadministrator | Date Enteriname of individual signing as plan administrator
e VWD S
:é‘;hé , 05/23/2025 GusL \
Signature of employer/plan sponsor Date Enteriname of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enteriname 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
3¢ Administrator's telephone
number
4 Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 l 617
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). G .
a(1) Total number of active participants at the beginning of the PIAN YEAT ............cc.eovieivrerreeeesiiee e eeeseeseeerrreeeeseneneen 6a(1) 617
a(2) Total number of active participants at the end of the plan year .............ccccceeunnnee. . 6a(2) 629
b Retired or separated participants receiving benefits....................... .| 6b 0
c Other retired or separated participants entitled to future benefits..............cccccoeeuee .| 6¢ 0
d Subtotal. Add lines 6a(2), 8D, aNd BC. .......ccccvvrrreieirieieeeeee ettt ettt rn s 6d 629
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cooooocvvvereeerriireennnne be
f Total. AdA INES BA ANA BE. ......ccoermiererrereereiieeatecte ettt bbb s as st s ssesssss st ees s sas s se s ss st s s seneeeeenoens 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 COMPIBLE thiS HBIMI) ......oeinierecce ettt ettt e et et e et e st et e messeresesessase st besees s et ensss et st anbaseseaneneennaeassanen 9
() Number of participants with account balances as of the end of the plan year (only defined contribution plans
GUL) COMPIEIE S HEM) .....vvvvercerereseeeeeseseeereses e eseeresesesee s seeeeeeseeeeseeee e eeeeeesesseeeme e s e 64(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S taN 100% VESIEA .....eu.veereieiiteieiieessi et st es e s s s eeees et sssses st seae s s imes e sescessmsessneessemseasssenssaesasemseseassseaesaceeens 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 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 I (Financial Information — Small Plan
(2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money @ D ( I ) 6
Purchase Plan Actuarial Information) - signed by the plan (3) @ A (Insurance Information) — Number Attached _°
actuary (4) D C (Service Provider Information)
(3) |:| SB (Slngle-Employer Defined Benefit Plan Actuarial (5) 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 Il | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) wvvevceerrmeceneecsrncesee 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.) ..ot D Yes |:| 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
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.

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

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

Inspection

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

GARDNER HEALTH SELF-INSURED EMPLOYEE BENEFIT PLAN plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

GARDNER FAMILY HEALTH NETWORK, INC. 94-1743078

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

SWISS RE CORPORATE SOLUTIONS

(€) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (g) To
02-0311919 29874 ESL1001669500 384 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
83,877 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
ACRISURE OF CALIFORNIA LLC
9035 SOQUEL AVE

STE 200
SANTA CRUZ CA 95062
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
N/A

83,877 0 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 yearend ........ccoouvvevvevieveceieierennee. 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 PremiUums Paid 10 CAITIEE ........oo.ocvoeeec oottt ee s et e eeeeens st eseseeeneaseeeseeeereeeeseeen 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. ... et
Specify nature of costs  »
e Type of contract: (1) |:| individual policies 2) |:| 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 > [l
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) I:] deposit administration (2) D immediate participation guarantee
3) D guaranteed investment e |:| other P
b Balance at the end of the PrEVIOUS YEA..........covieee oo sestssssss e sreseseeeeeseesrensenesenssenseeasenenen | 7b 0
C  Additions: (1) Contributions deposited during the year ................................ 7c(1)
(2) Dividends and credits................. et ee et oottt aeeeen 7¢(2)
(3) Interest credited during the year .... 7¢(3)
(4) Transferred from separate aCCOUNt.............o.eweevveeecereeeeeeeseeeeeeereseeneens 7¢c(4)
(5) Other (SPECITY DEIOW) ......cv.veeeeeeececee et 7¢(5)
N !
(BYTOMAl AUAIOMS .......e..vevoeeeeeee ettt ee e e e e e eeee s eees s seensee st s eess e s enseansenessenenseeneeens 7¢(6) 0
d Total of balance and additions (2dd liNES 7B AN TC(B)). ..........orvrrreeeeeeeeeeeeeeeerer et seese et eeseeseeeenssecsenneneens | 7d 0
e Deductions: ' ] SO
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CAITIEr ............co.eovreeeeeereeeeeeere e 7e(2)
(3) Transferred to separate aCCOUNt................ccreeeceveeeeeeeeeeceee e 7¢(3)
(4) Other (specify below) 7e(4)
(5) TOUA! ABUHUCHIONS ......ceoceeeeeeeeaeaeircreneetsesss s tsssensesass b s s b s s bt emsssen s ssessss s sess st sssssssbe st emssseeeneeneeeseneemeeens 7¢(5) 0
f Balance at the end of the current year (subtract line 7e(5) from N 7d) ...........oovvevvvevveoeeoeeeeeoeeereeeeereeeeereereerrnn | 7f 0
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Partlll- | 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 c |:| Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i @ Stop loss (large deductible) i |:| HMO contract kD PPO contract ID Indemnity contract

m [ ] Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEA .......c.errurieiieirieeiricicceiie et 9a(1)
(2) Increase (decrease) in amount due but unpaid..............cccoceveveeneennnn. 9a(2)
(3) Increase (decrease) in unearned pPremium rESEMVe ...........ccocevveuenees. 9a(3) 5
R R R v B ) | 9a(4) 0
b Benefit charges (1) Claims Paid..........ccoovveeereiereeeeeeeeeeeseessererseesenesenens 9b(1) ~ co
(2) Increase (decrease) in Claim reSEIVES ...........ccoceoveeeeeeeeeeeeeeee e 9b(2) L :
(3) Incurred claims (A (1) AN (2))....cocoerreiriririee ettt sttt sttt se e e esna e nseeeeeesesanaen 9b(3) 0
(4) Claims charged 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS ...ocveveveeieririerenee e rerescescse sttt s e e s eeesereeneeereeesreeas 9c(1)(A)
(B) Administrative service or other fees............cocovevvevevreviiiciceens 9c(1)(B)
(C) Other specific acquiSition COSES .........ccoveieeveiericieeceeee e, 9¢(1)(C)
(D) OthET EXPENSES ......ooovveerieeeeeeee oo eeeeeeees e eeeeeeeseeseeseeseereesenees 9¢(1)(D)
(E) TAXES oo eeeeeeeese e eese e ee e se e ees e e neseses e 9c(1)ME)
(F) Charges for risks or other contingencies... .. | 9c(1)(F)
(G) Other retention CHAIGES............oovvvvereeeeeeeseeersesseesesseesseosssessse 9c(1}G) : , :
(H) TOAI TEREENTION .....coevtiierie ettt ettt et e es et e eseaes et sea e e asentat et esenesseeasseenesseseeeeeeeeon 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) ... 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.oeciiieieerinree ettt stst et be bt ets e et eae s s tessasstesesbesaeeeeeoeeeeosseeeeseaeaeseneseasannsesseseseeeseseseesenenesees 9d(2)
(3) OUNEI TESBIVES..........ooiiiiierere ettt ser st et r s e et r s st et se st e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ...........ccoovvuvenn..... 9e
10 Nonexperience-rated contracts: . :
© @ Total premiums or SUBSCHPLION CRATGES PAIt 10 CAITIET ...vvvvvveeeeoeeereeeereeeee e seeeeeeeeeeeesese oo oe oo eeeoe 10a 838,774
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.............cco.......... 10b

Specify nature of costs.

| ‘PartIV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. |:| Yes @ No

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




SCHEDULE A ‘ Insurance Information

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration 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 plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit

GARDNER HEALTH SELF-INSURED EMPLOYEE BENEFIT PLAN

“ plan number (PN) > 501

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

D Employer Identification Number (EIN)

GARDNER FAMILY HEALTH NETWORK, INC. 94-1743078
Partl | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts 1l and Il 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 . i persons covered at end of
code identification number policy or contract year (f) From (g) To
13-5581829 65978 0232870 54 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

3,180 454
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
ACRISURE OF CALIFORNIA LLC ’
9035 SOQUEL AVE STE 200
SANTA CRUZ CA 95062-2033
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code
BASE COMMMISSION
2,544 0 3
, (a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
GIS BENFITS INC
422 WAUPONSEE ST
MORRIS IL. 60450-2215
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organization code
BASE COMMMISSION & SUPPLEMENTAL
COMPENSATION
636 215 3

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

Schedule A (Form 5500) 2024
v. 240311




Schedule A (Form 5500) 2024

Page 2 —

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ACRISURE OF CALIFORNIA LLC DBA AHER
1615 MURRAY CANYON RD

STE 1050
SAN DIEGO CA 92108
) Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
COMPENSATION
0] 143 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ACRISURE PARTNERS WEST COAST
3155 OLSEN DR
SAN JOSE CA 95117
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
COMPENSATION
0 96 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

Part 1l - | 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 atyear end ........cccocoovveereenvecieenreeniiieeenn. 4
5 Current value of plan’s interest under this contract in separate accounts at year end..........coceeeeeeveerevreveeieeieeieenneas 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums paid 10 CAITIEN ..........ov oot see s eeee et e eees s e esase s ees s ese e se s e e e eseeseran 6b
C  Premiums due but unpaid at the end of the YEar ..ot 6c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter aMOUNL. ..........ccormiiieciie e

Specify nature of costs P

€ Type of contract: (1) I:I individual policies
3) D other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here

2) D group deferred annuity

» 1

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

a Type of contract: 1) D deposit administration

) |:| guaranteed investment

@) D immediate participation guarantee
4 D other P

b Balance at the end of the previous year..........cccovee... et tr ettt b e bbb nae s er st st e sttt | 7b 0
C  Additions: (1) Contributions deposited during the year ...............cccocooco....... 7c(1)
(2) DIVIdeNds aNnd CrEditS............veveeverirrrieeeeeeeees oo seeess s sesssssssesssseenee 7¢(2)
(3) Interest credited AUNNG the YN .............c.eervvereee e 7¢(3)
(4) Transferred from separate acCoUNt............co.ooeveveveceiemeceee s 7¢(4)
(5) Other (specify below)
} .
(6)TOLAI AUGIONS ........ceeeernectee ettt aes s e s e s e bessees st ss sttt ee e e s en s ee e s sees e ereneeens 7¢(6) 0
d Total of balance and additions (2dd INES 7B AN TC(B)). ... oo oo eeeeeeeeeeeeeeeeeeeeeeeeeeseeereeesssseeeess e | 7d 0
€ Deductions: ) - ; A
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge Made by CAHEr ..........o..ovwecureeeeeeeeeeeee e 7¢e(2)
(3) Transferred to Separate aCCOUN ............c.coovvvivveeoeeeeee oo 7¢(3)
(4) Other (SPECITY BEIOW) ........oecveevrieeeceeeeeeeeeeeeeeee oo een e 7e(4)
> ,
(5) TOtAI AEUUCHONS........ccvteerterreacireneaeeseeseae et ses st bt ssss s b st st enssarnsens s ensess s ssessese st st e e eeseee s eeseseeeseasessan 7¢e(5) 0
f Balance at the end of the current year (subtract line 7e(5) from line 7d) .........ccoviiiininiieiieeeeeeeererene | 7f 0




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 El Health (other than dental or vision) b D Dental [ D Vision d |:| Life insurance
e |:| Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i I:I HMO contract k |:| PPO contract | l:l Indemnity contract
m D Other (specify) P
9 Experience-rated contracts:
A Premiums: (1) AMOUNt FECEIVEM .......cvevevreeerrieieriieietieee e e 9a(1)
(2) Increase (decrease) in amount due but UNPAId..........vrveooovveoovre. 9a(2)
(3) Increase (decrease) in unearned premium reServe ..............ccoeeeevene.. 9a(3)
N L K CC R A R &) | 9a(4) 0
b Benefit charges (1) Claims Paid........c..ccoo.ovmecveerivvoeeeeessseese e 9b(1) o
(2) Increase (decrease) in Claim reSEIVES ........ccoeeveveeveveeececeecee e 9b(2) S .
(3) Incurred claims (8dd (1) NG (2))........ccruermieirrier ettt et e e e e s sesasseerssnaeseas 9b(3) 0
(4) Claims charged 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....emimiriiieeeie ettt ettt sae st aeras 9c(1)(A)
(B) Administrative service or other fees...............ooeeereeeveveceeereene 9¢c(1)}(B)
(C) Other specific acquisition COSES .......cccceeeieeicceeecece e, 9¢(1)(C)
(D) ONEr XPENSES ...ovovereveeiereeeeteeeeet et e e eeeeeeee e eeeee e et eveaeseens 9¢(1)(D)
(E) TAXES w.ooeoeeeeeeeeeee e seeeeeeee e een s s eeees e 9c(1)(E)
(F) Charges for risks or other coNtingeNGIES ..........oceveeveveererereveennes 9c(1)(F)
(G) Other retention ChaRGES............ve.vveeeieeeeeeeeeecr e eeseeereenens 9c(1)(G) ; ,
(H) TOAI FEEEMHON .....cceivmtinriiee ettt r e s sttt et s st st ss e ees e ee e eeseenensenaeenenn 9¢c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) ClAIM FESEIVES .....vvivrreiieceeeiteve i e eeeemeeae s esseresess s ts s sasessses st etemseasetoeseeeneseneeseaentseaseeesoneseseaeasseseeensnrane 9d(2)
(3) Other TESEIVES .....eiveeiieeieeeieiee ettt aneens 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ...........cocccovevn...... 9e
10 Nonexperience-rated contracts: ’ ‘ . .
a Total premiums or subscription charges Paid to CAIMET...........ocooieeeiireree e et rennens 10a 16,966
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.

| Part IV, | 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 b 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
GARDNER HEALTH SELF-INSURED EMPLOYEE BENEFIT PLAN plan number (PN) > 501
C Plan sponsors name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
GARDNER FAMILY HEALTH NETWORK, INC. 94-1743078

Partl | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts 1l and 11l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . g persons covered at end of
code identification number policy or contract year (f) From (g) To
13-5581829 65978 0232871 52 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
1,062 137

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

ACRISURE OF CALIFORNIA LLC
9035 SOQUEL AVE STE 200

SANTA CRUZ CA 95062-2033

Fees and other commissions paid

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

BASE COMMISSION

850 ol 3

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

GIS BENFITS INC
422 WAUPONSEE ST

‘MORRIS IL 60450-2215
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code
BASE COMMISSION & SUPPLEMENTAL
COMPENSATION :
212 65 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

ACRISURE OF CALIFORNIA LLC DBA AHER
1615 MURRAY CANYON RD

STE 1050
SAN DIEGO CA 92108
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
COMPENSATION
0 38 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ACRISURE PARTNERS WEST COAST
3155 OLSEN DR
SAN JOSE CA 95117
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
COMPENSATION
0 34 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 year end 4
5 Current value of plan’s interest under this contract in separate accounts atyear end.............ceueevecveeneennieneennnn... 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums DIt 10 CAITIET .............eucveieeeeeceeeeseeeee e ee s teeeseseeeseseeseeeeseeessesee s s s et eeeseesseeeseeseee s se s s seee e sseeseoeeen 6b
C  Premiums due but unpaid at the €nd Of the YEAT...........cveieeeeeee ettt 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, Nter aMOUNL. ............c.oiiiireiei e et
Specify nature of costs P
€ Type of contract: (1) |:| individual policies 2) D group deferred annuity
(3) D other (specify) P
f Ifcontract 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) |:| other »
b Balance at the end of the previous year........................ | 7b 0
C  Additions: (1) Contributions deposited during the year
(2) Dividends and Credits........c.c.coveeeenicnnienreneee vt
(3) Interest credited during the year .........ccccoocvovverncevineinnceecrin.
(4) Transferred from separate acCoUNt............oc.ovoveeeeieveeeeeceeeeeeeeen
(5) Other (SPECIY DEIOW) .....ooveveiieeeeeeete e
14
(B)TOLAI AAGIONS ......eoorverirecsreeeee et etsceaese et eee s essees s ses s aes s eeeaeess s ss s e sen e eesereseeremenesarnes 7¢(6) 0
d Total of balance and additions (dd lINES 7B ANG TC(B)). <......werrveereeeeeeeeeeereseeeeeeeerresees e sseeeeseeeeeereereeeeeresreresens | 7d 0
€ Deductions: 8
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Cartier ...............ccoeeveeeeeeoeeeeeeereeeereeenen 7¢e(2)
(3) Transferred to SeParate aCCOUNT ............oveeveeeeeeeeeeeeeeeeeeeees s seeseeseens 7¢(3)
(4) Oher (SPECIY DRIOW) ...cvvvveerverevereesrseeeeeee e ss e sses e 7e(4)
> : :
(5) TOMAI AEAUCHONS .....eovvereiseiesteeee ettt se s st st e e ees e s eeeeeeseee e ee s e s eseeseeee s eeesesesenmeeeerenns 7¢(5) 0
f _ Balance at the end of the current year (subtract line 7e(5) from liNE 7d) .............ccoveerveerveereresreesrressreersess oo, 7f 0




Schedule A (Form 5500) 2024 Page 4

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.

Partlll Welfare Benefit Contract Information

8 Benefit and contract type (check all applicable boxes)

a El Health (other than dental or vision) b D Dental o3 D Vision d D 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 |:| HMO contract k |:| PPO contract | D Indemnity contract

m |:| Other (specify) »

9 Experience-rated contracts:

a Premiums: (1) AMOUnt received ..........ccceveereurnecerecececiee e 9a(1)
(2) Increase (decrease) in amount due but unpaid............cc.ccooveveveenennn.. 9a(2)
(3) Increase (decrease) in unearned premium reserve .. 9a(3)
(4) Earned ((1) + (2) - (3)).ceocrevrrerrererrieere ittt 0
b Benefit charges (1) Claims paid 2 ' ‘
(2) Increase (decrease) in Claim rESEIVES .........cccccevverveeveieeereeeeceean 9b(2) . S
(3) Incurred claims (BAd (1) NG (2)).- - cooeeerrrrre et st te st ss e ee e e sees s et eeeseeaens 9b(3) 0
(4) ClaIMS CRATGEM ...ttt a ettt et st bbbt er s enss e raean e s sres s enssaseesans 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....coocemeriecrenrnans .. | 9c(1)(A)
(B) Administrative service or other fees...........oovoeveeeevececeeieeeee, 9c(1)}(B)
(C) Other specific acquisition COSES ........c.c.ccveeeeeiieeeiiceeecee e, 9¢(1)(C)
(D) OHEN XPENSES ....voeeeeeeeeeeeeeeeeeeeseseseesseesesseseeeeeeseeseeseeseeeseesesreees 9¢(1)(D)
(E) TAXES -.eormeeereeceeeeeseee et ees oo es et ses e e 9¢(1)(E)
(F) Charges for risks or other contingencies 9c(1)(F)
(G) Other retention charges 9c(1)}(G)
(H) TOtAl FEEENTION ...ttt ettt r et ettt eese e se e en e eneneesenenn 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or|:| credited.) ................. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits afier retirement................ 9d(1)
(2) CAIM TESEIVES ...etuiuiiriiieeieieiet et eteetcte e s e e e esese e eese et ese s e tataseese e e eseeneeeseneeeeseeeaeesenessseaesensesesesesensssesenaen 9d(2)
(B) OtNEI TESEIVES ...ttt et se sttt et eh s st ereses e b st s tss e s et et st st et s s s s enseseseneameeerasasans 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in ling 9¢(2).) ..........cccocvevevennn.... 9e
10 Nonexperience-rated contracts: N
a Total premiums or subscription charges paid t0 Carfer...........ocooovioiivieiieiiceeeeceee e 10a 5,837
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.................c......... 10b

Specify nature of costs.

| PartIV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. |:| Yes @ No

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor N
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
GARDNER HEALTH SELF-INSURED EMPLOYEE BENEFIT PLAN plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
GARDNER FAMILY HEALTH NETWORK, INC. 54-1743078
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 Iil can be reported on a single Schedule A.

1 _Coverage Information:

(a) Name of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN ; . . persons covered at end of
code identification number policy of contract year (f) From (g9) To
13-5581829 65978 0232872 30 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
1,270 . 191

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

ACRISURE OF CALIFORNIA LLC
9035 SOQUEL AVE STE 200

SANTA CRUZ CA 95062

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

1,016 0 3

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

GIS BENFITS INC
422 WAUPONSEE ST

MORRIS IL 60450-2215
(b) Amount of sales and base Fees and other commissions paid
commissions paid {(c) Amount : {d) Purpose (e) Organization code
BASE COMMISSIONS & SUPPLEMENTAL
COMPENSATION
254 89 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
ACRISURE OF CALIFORNIA LLC DBA AHER

1615 MURRAY CANYON RD

STE 1050
SAN DIEGO CA 92108
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
COMPENSATION
0 64| 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ACRISURE PARTNERS WEST COAST
3155 OLSEN DR
SAN JOSE CA 95117
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
COMPENSATION
0 38 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 () 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 éntire 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 atyear end ............ceeeveierieicienrcniinnnnnne... 4
5§ Current value of plan’s interest under this contract in separate accounts atyearend.... 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums PaIA t0 CAITIEN ...........ovveeevveeeeeeoeeeeeesieeseeee oo seeee s eeeeee e eee e eeeeeseeeseeeeeessesessssssss e s ess e see s 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. ..........coioviireiee ettt en s
Specify nature of costs P
e Type of contract: (1) D individual policies 2) D group deferred annuity
@3 [] other (specify)  »
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (@) |:| deposit administration @ D immediate participation guarantee
(3) [I guaranteed investment (4) |:| other P
b Balance at the ©nd Of the PrEVIOUS YA ..........oooooveoeeeeoeeeeeeeeeeeeeeeeeeeee oo eeeeeeeseeeeseseeesseees s e eeeeseses s e sesee o [ 7b 0
C  Additions: (1) Contributions deposited during the year ..........cccccoevvn.... 7c(1) :
(2) Dividends and CreditS .......ccvuerremeveveeeeieeeeeeeseee et 7¢(2)
(3) Interest credited during the year ... .| 7¢(3)
(4) Transferred from separate aCCOUNT............covveverrvreeereereerreeeereesrareenns “7c(4)
(5) Other (SPECITY DEIOW) «......eoeee e ettt eseennen 7c(5)
> .
(B)TOAl AAUIONS .........coceerecrretreesieenic ettt bs et s s s et et e et st eeee e e e eeese s se s seeeeesees e eeseeasneemssees 0
d Total of balance and additions (add lines 7b and 7¢(6)). 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier .............co.vvevereeceiieerece e 7e(2)
(3) Transferred 0 SEPArate @CCOUNt............c...covveevvvereeeseereieeeeeeoeeee e eeeeseeneen 7¢e(3)
(4) Other (specify below)
>
(5) TOMAI AEAUCHIONS ...t ereve ettt ettt et e e enee et eeeees e esas e sensseeees s enss e 0

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




Schedule A (Form 5500) 2024 Page 4

Partlll | Welfare Benefit Contract Information

I 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 confracts 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 D Life insurance
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment b |:| Prescription drug
i D Stop loss (large deductible) j |:| HMO contract kD PPO contract ID Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMOUNE TECEIVEM .......ccviverrrieeisreerei ettt 9a(1)
(2) Increase (decrease) in amount due but unpaid...........c.ccocccoeeeevennee. 9a(2)
(3) Increase (decrease) in unearned premium FESErVe ............ccceeveueeerenns 9a(3)
O () S v T ) ) S | 9a(4) 0
b Benefit charges (1) CIAIMS PAI...............ooveecereeeeeeeeeerereeeeeeesseesseseeeseenens 9b(1)
(2) Increase (decrease) in ClaiM rESEIVES .......c.ceveeeveereverereeeeeereee e 9b(2) ;
(3) Incurred claims (A4 (1) AN (2))...eervoreeeeeereeeeee ettt eetst s et ee et et eeeee s e et aeee e eeseseseeeessesssesseaens 9h(3) 0
(4) Claims charged 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMIMISSIONS -..cvcveveiiiieerrre et eser et et sts st serseseas s sessansna 9c(1){(A)
(B) Administrative service or other fees...........ccooevveiiiceiieeecen 9c(1}B)
(C) Other specific acquisition COStS ........cccveverreveeriieeceeeccen 9¢(1)(C)
(D) OtET EXPENSES .....ecoeeeoeeeeeeeeeeeeeeeeeeseeeoesee e eseeeeseeesee e seerereeeen 9c(1)(D)
(E) TAXES ..eocerirnerrerrerieereneeee et sl ettt Sc(1XE)
(F) Charges for risks or other contingencies.. 9c(1)(F)
(G) Other retention ChargeS ...............coo.iveerveeeveeesireeeeseeseeseessrseeenens 9c(1)(G)
(H) TOLAI FEEENHON ... ..ottt et eesese e e ne e et eneneneeeneseanseas 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.)..... 9c¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) ClAIM TESEIVES .....ooitiieietectetie sttt h ettt et et stesen e eeeese st st s sbe et e et s eeeeeseasosmen s sereatesesseesnsennae 9d(2)
(B) OtNEr FESEIVES ....cevieitieiceeteiee ettt e aenan B . 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .........cocccvvnrneen.c.... 9e
10 Nonexperience-rated contracts:
a Total premiums or SUDSCHPtioN Charges PRI 10 CAMIET.........ccce.vvuiriuiveeriee et et oo reeeestseeee e s s vesesesnas 10a 6,331
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............cc...co....... 10b

Specify nature of costs.

I Part IV | 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. P




SCHEDULE A Insurance Information

OMB No. 1210-0110

(Form 5500)

Department of the Treasury
Internal Revenue Setvice

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

Department of Labor

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

2024

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
GARDNER HEALTH SELF-INSURED EMPLOYEE BENEFIT PLAN plan number (PN) > 501

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

GARDNER FAMILY HEALTH NETWORK, INC. 94-1743078

D Employer Identification Number (EIN)

Partl

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

1 Coverage Information:

(@) Name of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

(€) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . . - persons covered at end of
\ code identification number policy or contract year (f) From (g) To
13-5581829 65978 5974460 629 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

40,595

8,725

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

ACRISURE OF CALIFORNIA
9035 SOQUEL AVE STE 200

SANTA CRUZ CA 95062
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
BASE COMMISSIONS
21,219 0 3

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

GIS BENFITS INC
422 WAUPONSEE ST

MORRIS IL 60450-2215
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code
BASE COMMISSIONS & SUPPLEMENTAL
COMPENSATION
13,424 3,871 3

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

Schedule A (Form 5500) 2024
v. 240311




Schedule A (Form 5500) 2024

Page 2 —

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

ACRISURE PARTNERS WEST COAST INS
3155 OLSEN DR

SAN JOSE CA 95117
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose code
COMPENSATION
5,952 2,481 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ACRISURE OF CALIFORNIA DBA AHERN
1615 MURRAY CANYON RD
STE 1050 ’
SAN DIEGO CA 92108
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
COMPENSATION
0 2,373 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 atyearend ...........ocoeveeeereeeiieeeicina, 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 premiumrates P
D Premiums Paid 10 CAITIEN ........oo...eoeeeee oot eesees e sseseess e e eeseeeess oo oo eseeeeeeeses 6b
C  Premiums due but unpaid at the end of the year 6c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, ENtEr AMOUNL. ...........cccoticriririe ettt e reeees
Specify nature of costs P
e Type of contract: (1) D individual policies 2) |:| group deferred annuity
3) [] other (speciy) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 I:l
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 PIrEVIOUS YEAF.........o..ovweveeeeeceereicreeereeereeesesseereseessseseeseessseesssessseeseesseesseesesee oo | 7b 0
C  Additions: (1) Contributions deposited during the year ...........ccccccccoeueee.... 7c(1)
(2) Dividends and Credits...........cccoreeriecennrensner st
(3) Interest credited during the year ..........cccoovrevcennicicennnne...
(4) Transferred from separate account
(5) Other (SpeCify DEIOW) .....c.ocorieece e
>
(B)TOLAI @UTIHONS .....vecveveervrceea ettt ceesassss s as e er e eereesenseas e sese e eee e e eressseensseeen 7¢(6) 0
d Total of balance and additions (add lINES 7B AN TC(B)). .e..vmueereereeeee e eeseeeeee oo ees oo s | 7d 0
€ Deductions: : e B R
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made BY CAITIET ...........cooovceeeeeeeeeeeseee e 7¢e(2)
(3) Transferred to separate aCCOUNE.............c..ooovvoveeeeeeeeeeeeee e, 7¢(3)
(4) Other (SPECITY BEIOW) ........vuveeveeeeceeeeceteeeeeeeeeeseeeee e 7e(4)
N =
(5) TOTAI AEAUCHONS .....cvccrvenreseieceeeeeee ettt et eeee oo e tes st eeeeseeseeseseeeeseereasesesmesesessesessesesssseeseseesseen 7¢(5) 0
f Balance at the end of the current year (subtract line 7e(5) from line 7d) .................coooovvvuvvvvoniicieiiceeeeeea.. | 7f 0




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 [ |:| Vision d @ Life insurance
e |:| Temporary disability (accident and sickness)  f @ Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i |:| Stop loss (large deductible) j D HMO contract kD PPO contract ID Indemnity contract

m [X] Other (specify) PADD

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEM .......ccevererrirerereterereeeees e eeeeeeereeeeveeeerenes 9a(1)
(2) Increase (decrease) in amount due but unpaid..............ccoooeeeeerenennnn. 9a(2)
(3) Increase (decrease) in unearned premium reserve ... 9a(3) ,
(8) EAMEA ({1) + (2) = (B))-vvvrrerranrreeeeeosoeesseiessieeeesee e ees s eesreseee e se e seeseseeesses s s et ce et eesscenas | 9a(4) 0
b Benefit charges (1) Claims Paid..........ccoovveveeeeesiere e 9b(1) ' ;
(2) Increase (decrease) in ClaiMm rESEIVES ......cococveevvvvrecereennisiereesnaneeas 9b(2)
(3) Incurred claims (Add (1) AN (2))...ceerrrrereerireiieestese ettt ettt ssre e bess e s eas bt etasee s seenananens 9h(3) 0
(4) ClAIMS CRAMGE ..ottt et sest e st st st s e s e ee e s ae et saases st s ebesnes s ebeass e ebesstesebessarsessees 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .......cvovvvererieriereecnees 9¢c(1)(A)
(B) Administrative service or other fees 9¢(1)(B)
(C) Other Specific ACQUISIION COSES ...........vvveereeeeeeeeereeereeeeee e 9c(1)(C)
(D) OtNET EXPEMISES ... eeeeeeses e eee e eere s eesseeessese e 9c(1)(D)
(E) TAXES wneiieieeieieieiee ettt bt ee e s b se s st et e s et e s nnnas 9c(1)(E)
(F) Charges for risks or other contingencies... ... | 9c(1)(F)
(G) Other retention ChArgeSs.........cooc.ovv.eeoeeeeeeeeeeeeeeeeeee e se e 9c(1)(G)
(H) TOTAL FEEENTION ....c.coieci ettt ettt b s s bt b s b e m s s saress s 9c(1)}(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).......ccccennene 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) CIAIM TESEIVES ...ttt eee s s e e eeeeestaeasee st es e eee e eeeeeeeeeeeseaeanssaeaseenseeseeesaeesasenesaseesesesneen 9d(2)
(3) OFNEI TESEIVES ...ttt bttt st a s s s bas e s es e bt s satasaseastasesssessasennsnrsann 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in fine 9¢(2).) ...........c.couveuvvne. 9e
10 Nonexperience-rated contracts: ' , L :
a Total premiums or subscription charges paid 10 CAIMET ..........cccoieireiiei ettt eeere s 10a 283,379
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 1, line 2 above, report amount................c........... 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 @ No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of 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
GARDNER HEALTH SELF-INSURED EMPLOYEE BENEFIT PLAN plan number (PN) > 501

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

GARDNER FAMILY HEALTH NETWORK,

INC.

94-1743078

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

BRMS
(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . A persons covered at end of
code identification number policy or contract year (f) From (g) To
94-1743078 00000 00000000 386 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

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

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

(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

f

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

| this report.
4 Current value of plan’s interest under this contract in the general account atyearend .......cccooevviviviicieiie 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 »
D Premiums PAIA £0 CAITIET ...............covueoveeieeeieeeeeeeeeeeseeseveseees et essaeeses s eeeeeeeseseseeseeesseea st essseeseasseeeme s eeeseseesessenes 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. ...t et
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 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: O] |:| deposit administration 2 |:| immediate participation guarantee
3) |:| guaranteed investment 4) |:| other b
D Balance at the end of the PreVIOUS YEAT ...........cocoooveoeeeeeeeecereeeeeeeeeeeereeseeeeseeeeseeesseeesseresseeseesessessessseseeesseseenoon [ 7b
C  Additions: (1) Contributions deposited during the year ............c..cocccoo........ 7c(1)
(2) Dividends and Credits..........cococveverirerieenenenenc e see s esacve s
(3) Interest credited during the year ..........cccooeeveevenennnnne.
(4) Transferred from separate account
(5) Other (SPeCify DEIOW) ....c.oveeieceiieceeeee et e
4
(B)TOAl AAGHIONS .........ooeeeoeceecerroersecere st ase s ees et ss s ass s s ass s s s sseesrseeeeee e eeee e 7¢(6)
d Total of balance and additions (add liNes 7b @nd 7C(6)). ......ceoverrmrreeimrerreerirteeeceeteset et | 7d
€ Deductions: !
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Garfier ...............co.ooveeeveerieereireeeeeeaen 7¢e(2)
(3) Transferred to SEPArate ACCOUNE ...............oc.veeeeeeeeeeeeeeeeeeeeeeeereeeresneeoe 7¢(3)
(4) Oher (SPECITY DEIOW) ........eooeeeeeeeeeeeeeeeee e eeeee e e eees et eeseenes 7e(4)
N )
(5) TOLAI AEAUCHONS.........o.vovveies et teea et eseas s et eeteees e e ereeesesaseea s eeeeseeeeeseeeseementereesreenereene 7¢(5)




Schedule A (Form 5500) 2024 Page 4

Part lll. .| Welfare Benefit Contract Information

| 1fmore 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 E Health (other than dental or vision) b [%| Dental C D Vision ‘ d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h @ Prescription drug
EI Stop loss (large deductible) j |:| HMO contract k D PPO contract | D Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMOUNt reCeIVEM .......cceiinirirrenennenrrnenesereseerenes e ssenenns 9a(1)
(2) Increase (decrease) in amount due but UNPaId.............ccocvcveeeireererennns 9a(2)
(3) Increase (decrease) in unearned premium reserve .. 9a(3) :
(8) EAIMEA (1) {2) = (3))-errvveeeeeeeneeeeeemeseee e eeeesesereseseeseesesse e s ses oo see et st ssscesasesseseesessesesssscamssscasseseeneseeed | 9a(4) 0
b Benefit charges (1) Claims Paid............coovevevueeeeesreesieeerieeeeseeeeeeeesrenenees 9b(1) 6,519,397 R
(2) Increase (decrease) in Claim rESEIVES .........o.cvveverevveensieeieeeeeeeene 9b(2) : :
(3) Incurred claims (AAd (1) AN {2)).....ccrerireieieeecre ettt ee et s et sseeser sttt eere st 9b(3) 6,519,397
(4) ClalMS ChANGEA ....ccoeuiiiir ittt ettt e ss sttt ba s bbb memssee et eeenansesesessssntnssasasastatan 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....coveveeercirerererenenee - | 9¢(1)(A)
(B) Administrative service or other fees 9c(1)(B) 566,143
(C) Other specific aCQUISIION COSES ..........ovcoeeeeeeeerreerreee e resreeene 9c(1)(C)
(D) OhET EXPEMSES .....vevveoeee e eeeeeeeeeeeseeeereseesessese s s eseseeeeeene 9c(1)(D)
(E) TAXES oot et eeeeee e eeeeeeseseeeeeeenenesean 9c(1)(E)
(F) Charges for risks or other Contingencies. ............w.eveweeerrreerreernes 9c(1)(F)
(G) Other retention Charges ...........ccoocov.vvveveeeer e eeesesseeseceeeeneee 9c(1)(G) .
(H) Total retention 9¢(1)(H) 566,143
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) ...ccccooeeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) ClAIM FESEIVES ......cueiireieiriiririererresestsraesst e tastsae st ebesasseseereasesesessaesessasasssae st et sasensensossabnsereseeeensonnnesnesesesnna 9d(2)
(B) ONET TESEIVES . ....cterireeiee ettt ettt e et et st et ee et eae s s saes s esseasess s st etasesbes s etane s stemeeeeeameeseeneseneneeneeeseneenen 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ...........cccccocu......... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAIMET ................cooueerueveeeeeeeeeeeeeeeeee e e 10a 838,589
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...............c..o....... 10b

Specify nature of costs.

| PartIV | Provision of Information

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

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P DITD NOT PROVIDE NAIC OR CONTRACT NUMBER




