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

Department of the Treasury

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

1210-0089

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

employer information in accordance with the form instructions.)

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

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

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

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
THE PADUCAH BANK & TRUST COMPANY, INC. WRAP PLAN

1b Three-digit plan
number (PN) » 504

1c Effective date of plan
01/01/2024

2a Plan sponsor’s name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 61-0418959

THE PADUCAH BANK & TRUST COMPANY, INC.

P. 0. BOX 2600
PADUCAH, KY 42002-2600

2C Plan Sponsor’s telephone
number
270-575-5700

2d Business code (see
instructions)
522110

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

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

SIGN |Filed with authorized/valid electronic signature. 05/28/2025 AIMEE THORN
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 05/28/2025 AIMEE THORN
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 100
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) 100
a(2) Total number of active participants at the end of the plan year ... 63_(2) 137
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 137
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 4Q 4B 4D 4H
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 __4
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

This schedule is required to be filed under section 104 of the
Employee Retirement 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
THE PADUCAH BANK & TRUST COMPANY, INC. WRAP PLAN plan number (PN) > 504

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

THE PADUCAH BANK & TRUST COMPANY, INC.

61-0418959

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
COLONIAL LIFE & ACCIDENT 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
57-0144607 62049 E3097425 32 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

2111

51

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

RSC INSURANCE BROKERAGE INC

DBA RISK STRATEGIES COMPANY

PADUCAH, KY 42001

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

916

3 | FEES

3

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

TED BENNETT

1087 ARISTIDES DR
BOWLING GREEN, KY 42104

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

536

37 | FEES

3

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

Schedule A (Form 5500) 2024
v. 240311
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Page2—| 1

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

1830 DESTINY LN
STE 101

BOWLING GREEN, KY 42104
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
275 10 | FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
FRANK ANTHONY LAIRD 4365 WOODLAND HILL DR
KEVIL, KY 42053
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
109 0 | N/A 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
FRANKIE GLEE WILLIAMS 186 CHAMBERS DR
BOWLING GREEN, KY 42103
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
95 0 N/A 3
(@) Name and address of the agent, broker, or other person to whom commissions or fees were paid
SUSAN MAE DANIEL 2713 CAYCE MEADE DR
HOPKINSVILLE, KY 42240
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
71 0 | N/A 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
VIOLET P COOTS 1410 WHALEN RD
BOWLING GREEN, KY 42101
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
70 0 | FEES

3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

MARYANNE ANDERSON 1014 EDGEFIELD WAY
BOWLING GREEN, KY 42104

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
39 1 | FEES 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

(@) 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 [X Other (specify) » VOLUNTARY BENEFITS

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 26882
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
THE PADUCAH BANK & TRUST COMPANY, INC. WRAP PLAN plan number (PN) S 504
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
THE PADUCAH BANK & TRUST COMPANY, INC. 61-0418959
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
NOVA HEALTHCARE ADMINISTRATORS, INC

(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
16-6443379 00000 208-05R 110 01/01/2024 12/31/2024

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| 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) 956055
(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) 956055
(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) 46766
(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) 46766
(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 393002
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
NAIC 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

THE PADUCAH BANK & TRUST COMPANY, INC. WRAP PLAN

plan number (PN) 4 504

C Plan sponsor’s name as shown on line 2a of Form 5500
THE PADUCAH BANK & TRUST COMPANY, INC.

D Employer Identification Number (EIN)
61-0418959

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
DELTA DENTAL OF KENTUCKY

(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
61-0659432 54674 711470 209 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

4242 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
RSC INSURANCE BROKERAGE INC 160 FEDERAL STREET, 4TH FLOOR
BOSTON, MA 02110
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
4242 0 | N/A 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




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 D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 56561
(2) Increase (decrease) in amount due but unpaid .............cccocccevrveennnee. 9a(2) 432
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMEA ((1) # (2) - (3)) evvvreveerereeeeeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeee e e ee e eee e ee e eeiee ettt e ettt nsesneees | 9a4) 56993
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 52379
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 465
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 52844
(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) COMMIUSSIONS ......cveeeeivieeetceceeeeeee e teeees et s e seasnesesesenes 9c(D)(A) 4242
(B) Administrative service or other fees ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 11342
(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) 1083
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 16667
(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 ......vvvteeisii ettt ettt ettt sttt ettt s bbb s e se s bbb e b et e et es bbb e se et b e b e st es e e e s s s esenens 9d(2) 161
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 56561
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
THE PADUCAH BANK & TRUST COMPANY, INC. WRAP PLAN plan number (PN) N 504

C Plan sponsor’s name as shown on line 2a of Form 5500
THE PADUCAH BANK & TRUST COMPANY, INC.

D Employer Identification Number (EIN)
61-0418959

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
INSURANCE CARRIER NAME NOT LISTED

(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
35-0145825 60895 00611971 137 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

8657 2322
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
HOLLAND STIVERS EMP SOL
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
7099 2322 | COMPENSATION 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
RSC INSURANCE BROKERAGE INC 160 FEDERAL ST
BOSTON, MA 02110
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1558 o| N/A 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) P VOL AD&D

d [X Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 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 84680
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
INSURANCE CARRIER AND BROKER ADDRESS




Form 5500 Annual Return/Report of Employee Benefit Plan CHIENgerdo i
This form is required to be filed for employee benefit plans under sections 104 )

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

Department of the Treasury

Iinternal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 20 2 4
: qepanrgent?ILsabor ) » Complete all entries in accordance with
e the Instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
[ Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This return/report is for: D a multiemployer plan D a muItlpIe-'empongr pl.an (Fiters check!ng this box 'must pl'.OVIde participating
employer information in accordance with the form instructions.)
@ a single-employer plan D a DFE (specify)
B This return/report is: @ the first return/report D the final return/report
|_—_| an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check hEFe. . . . ... .. . ittt e e e » |:|
D Check box if filing under: |:| Form 5558 |:| automatic extension D the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. .. .. ... veiiiionnn oo » |:|
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
The Paducah Bank & Trust Company, Inc. Wrap Plan number (PN) » 504
1¢ Effective date of plan
01/01/2024
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 61-0418959
The Paducah Bank & Trust Company, Inc. 2c Plan Sponsor's telephone
number
270-575-5700
P. 0. Box 2600 2d Business code (see
instructions)
522110
Paducah KY 42002-2600
Caution: A penalty for the late or incomplete filing of this return/report will be d unless reasonable cause is established.

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

," ’
SIGN |, [)Wuj_, ' ‘1/{,&, 05/28/2025 |AIMEE THORN
HERE * —
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN A/W\MJ W@,’u/{/ 05/28/2025 |AIMEE THORN
|
HERE | i =
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
3¢ Administrator's telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the 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 [ 100
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, 6c, and 6d).
a(1) Total number of active participants at the beginning of the Plan YEar ... s 6a(1) 100
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 137
b Retired or separated participants receiving DENEItS ...........ooociiiiiii i e v e 6b 0
c Other retired or separated participants entitled to future benefits ... | GG 0
d Subtotal. Add lines 6a(2), 6D, aNd BC. ...........cicimiimiiiiiiii s s | OO 137
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........c.ccccccvecvvriiiicvrien. | 6@
f Total. Add lines éd and 6e. . 6f
(1) Number of pammpants with account balances as of the beglnnmg of the plan year ( nIy defined contribution plans 6 (1)
g complete this item)... S, - e o s et 9
(2) Number of parh(:lpants with account balances as of the end of the plan year (onIy defined contribution pIans
g complete this item)... ; i | 6G(2)
h Number of partlmpants who termlnated employment durmg the plan year W|th accrued benefts that were
less than 100% vested.. . | 6h
7  Enter the total number of employers obllgated to conmbute to the plan (onIy multlemployer pIans complete thls ltem) ........ 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 4Q 4B 4D 4H
9a Pian 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) |:| 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 ( ) 4
Purchase Plan Actuarial Information) - signed by the plan (3) t(J A (Insurance Information) — Number Attached _ =
agluany (4) H C (Service Provider Information)
3) D SB (Smgle-Employer Defined Benefit Plan Actuarial (5) [l 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) I:l MEP (Multiple-Employer Retirement Plan Information)
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[ Partil. | 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.) wovovvvierisssssnsnnnsrsesansveenenns L) 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.) ........... D Yes [] No

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

Receipt Conflrmation Code




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Depariment of (he 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
D t of Lab
Employee B:r‘\):fﬁ;ng:oﬁrilyaAz:ninistralion ) 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

The Paducah Bank & Trust Company, Inc. Wrap Plan plan number (PN) » 504
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

The Paducah Bank & Trust Company, Inc. 61-0418959

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separale Schedule A. Individual contracts grouped as a unit in Parts !l and Ill can be reporled on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

COLONIAL LIFE & ACCIDENT COMPANY

(¢) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN ) . 3 persons covered at end of
code identification number policy or contract year (f) From (g) To
57-0144607 62049 E3097425 32 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid (b) Total amount of fees paid
2,111 51

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

RSC INSURANCE BROKERAGE INC
DBA RISK STRATEGIES COMPANY

PADUCAH KY 42001
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
FEES
916 3 3

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

TED BENNETT
1087 ARISTIDES DR

BOWLING GREEN KY 42104
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
FEES
536 37 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

DEBORAH S GOLDEN
1830 DESTINY LN

STE 101
BOWLING GREEN KY 42104
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions pald {c) Amount (d) Purpose code
FEES
275 10 3

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

FRANK ANTHONY LAIRD
4365 WOODLAND HILL DR

KEVIL KY 42053
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
N/A
109 0 3

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

FRANKIE GLEE WILLIAMS
186 CHAMBERS DR

BOWLING GREEN KY 42103
Fees and other commissions paid {(e)
(b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose codo
N/A
95 0 3

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

SUSAN MAE DANIEL
2713 CAYCE MEADE DR

HOPKINSVILLE KY 42240
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose -
N/A
71 0 3

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

VIOLET P COOTS
1410 WHALEN RD

BOWLING GREEN KY 42101
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose e
FEES
70 0 3
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(a) Name and address of lhe agenl, broker, or olher person to whom commissions or fees were paid

MARYANNE ANDERSON
1014 EDGEFIELD WAY

BOWLING GREEN KY 42104
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
FEES
39 1 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 b

{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 o
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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 —........cooovsremer oo 4
5 Current value of plan’s interest under this contract in separate accounts at Year end...........oooiiiiie e 5

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

b  Premiums paid to carrier ............... 6b

C  Premiums due but unpald at the end of the year... 6¢c

d If the carrier, service, or other organization |ncurred any spemf c costs in connection W|th the acqunsmon or 6d
retention of the contract or policy, enter amount. .

Specify nature of costs P

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

f  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) |:| deposit administration (2) |:| immediate participation guarantee
3) |:| guaranteed investment (4) |:| other b
b Balance at the end of the PreVIOUS YBAT...........oveooeecrieocisive it eeieasas o et s etesiens siensaieessiesereas e s rsnaenn | 7b
C  Additions: (1) Contributions deposited durlng the year .. v | 1€{1)
(2) Dividends and credlts 7c(2)
(3) Interest credited during the Year .............c.ooooevieoeeroreceiensrieienecnens. | 1C(3)
(4) Transferred from separate aCCOUN .............c.c..covvivesoicvectier et eeeis 7c(4)
(5) Other (SPECITY DEIOW) —....veeeoeiie e eenssssscesiiesesseesenncncens. | 1C(B)
4
(6)Total additions.. = O (]
d Total of balance and addltlons (add I|nes 7b and 7c(6)) | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carrier ... vivirnerinsmnnes | 1€(2)
(3) Transferred to SEPArate ACCOUN ..........ooveeviceeeeereerreseeens e cerrreeresareresesin 7e(3)
(4) Other (specify below) .................. 7e(4)
4
(5) TOtal dEAUCHIONS ...e.vvvv e Sornsseisso s e ssses e en e osnserene G TG NG AR A T AL 7e(5)
f Balance at the end of the current year (Subtract line 7e(5) from line 7d) ..........ooooociocciecccioriiiiisocescccsiiiierciee | TF
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Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X] Other (specify) PVOLUNTARY BENEFITS

C D Vision

d |:| Life insurance

g D Supplemental unemployment  h |:| Prescription drug

k D PPO contract

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received .. 9a(1)
(2) Increase (decrease) in amount due but unpald 9a(2)
(3) Increase (decrease) in unearned premium reServe ...........ccocvvrvveereenne 9a(3)
(4) Earned ((1) + (2) - (3))weceieeas | 9a(4) 0
b Benefit charges (1) Claims paid...........cccoiimiimiviiisiiii e 9b(1)
(2) Increase (decrease) in Claim reServes ..........cc.ovvvieveieivnieniens 9b(2)
(3) Incurred claims (A (1) @NGA (2))..ecrereriiie et essses s es et eesisemis sS4 eaeseae st emsssas s asneras e s bserees 9h(3) 0
(4) Claims charged ... " - s e 9h(4)
C Remainder of premium: 1) Retentlon charges (on an accrual baS|s) --
(A) Commissions ... 9c(1)(A)
(B) Administrative service or other fees.. 9¢(1)(B)
(C) Other specific acquisition COStS ............o.ecererimrrereereeressnroneeeene | 9C(1)(C)
(D) Other XPENSES ..o e | 9C(1){D)
(E) Taxes .. ; } 9¢(1)(E)
(F) Charges for risks or other contlngen0|es ............................ 9c(1)(F)
(G) Other retention Charges ........coivevevireecrenieeviieesisnesenvsenie. | 9C(1)G)
(H) Total retention.. = & 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D pald 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 reserves . 9d(2)
(3) Other reserves.. - 9d(3)
€ Dividends or retroactlve rate refunds due (Do not |nc|ude amount entered in Ime 9::(2} ) 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid tO CAMIET .........c.eovciuiiireiiee ittt e ereness s csee e s ee e 10a 26,882
b I the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ...........c.cccccoceuee. 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)

Depariment of ihe Treasury
Inlernal Revenue Service

Depariment of Labor
Employee Benefils Security Administralion

Insurance Information OMB No: 1210-0110

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA). 2024

) File as an attachment to Form 5500.

PenslepienehtiCuaraniylCorporatian » 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

The Paducah Bank & Trust Company, Inc. Wrap Plan plan number (PN) > 504
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

The Paducah Bank & Trust Company, Inc. 61-0418959

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

1 Coverage Information:

(@) Name of insurance carrier

NOVA HEALTHCARE ADMINISTRATORS, INC

(€) NAIC (d) Contract o (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
16-6443379 00000 208-05R 110 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

(b) Amount of sales and base Fees and other commissions paid
commissions pald {c) Amount (d) Purpose (e) Organizalion 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 s

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

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

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

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

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

Fees and other commissions paid (e)

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan's interest under this contract in the general account at year end .........o.ooooooooiiioiociecnnine, 4
5 Current value of plan's interest under this contract in separate accounts at Vear end............cc.coowieioiriisisinnerisinns 5

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

b Premiums paid to carrier . 6b
C  Premiums due but unpald at the end of the year... 6c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acqwsntlon or 6d
retention of the contract or policy, enter amount. . e
Specify nature of costs P
e Type of contract: (1) I:] 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 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration (2) |:| immediate participation guarantee
3) |:| guaranteed investment (4) D other b
b Balance at the end Of the PrevioUs YEAr ...........uvwiciescssesseseesesesisessseessstssssssssesssiecscveoossssesescscsescsssencsc | 1D
C  Additions: (1) Contributions deposited dunng the year .....cccceveevecicinnn. .| Tc(1)
(2) Dividends and CreditS..............coorrecremverssoressesnes | 7e(2)
(3) Interest credited dUriNg the YEaT ...........ouiveve e ieteiiescsseeisseseesssserenes 7¢(3)
(4) Transferred from Separate aCCOUNL..............coocovvvvreeeeeeereereeeeeeeceneeeeens 7c(4)
(5) Other (SPECify DEIOW) .......cvcreeerreerennsioriereresinseneeesiiesemssnssisssnesneeenns | 1€{5)
4
(6)Total additions... . Y £ - ()
d Total of balance and addltlons (add Ilnes 7b and 7c(6)) et esees e eneeseeesesesssessesseeeeeeeseseeeeceeeecee | 1€
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
2) Administration charge made by Garrier .............co.coceveveiereooiecereeeies 7e(2)
(3) Transferred to separate acCOUNt ..oy | 7€(3)
(4) Other (SPECHY DRIOW) ..........oveoveoeeeeeeeeeeee oo eee e ees e 7e(4)
4
(5) Total deductions...
f Balance al the end of the current year (subtract Ilne 7e[5] from I|ne 7d}
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Part lll | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where 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
e |:| Temporary disability (accident and sickness) f D Long-term disability

i @ Stop loss (large deductible) j [I HMO contract

m D Other (specify) P

[ |:| Vision

k D PPO contract

d D Life insurance
g D Supplemental unemployment  h D Prescription drug

| I] Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid..............ooocceoies 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........coworiieies 9a(3)
(4) Earned (1) + (2) = (3))eversccevmsmisecmssicrmsmecnresisiessinn .| 9a(4) 0
b Benefit charges (1) Claims PaI........c.cioveroiriroeieoresaisessesssssiesnssissesss 9b(1) 956,055
(2) Increase (decrease) in Claim rESEIVES .......cc.ocvivoreieivresiene e erariins 9b(2)
(3) Incurred Claims (AAd (1) ANA (2))...iceiueimiriirian i ererssessatesessiones saseisssssesssssesasassesenisssabsssssissssssississnse 9b(3) 956,055
(4) ClaIMS ChATGE ...covviviiiiireeieniii e sres s esieseseaes 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ..o ssnaien 9¢c(1)(A)
(B) Administrative service or other fees ............cocoeevvvevcrreecnrncencnnns | 9C{1)(B) 46,766
(C) Other specific acqUISItion COStS —..........ovcvvevvrrcrrerrisrerreesnneens | 9C(1){C)
(D) Other @XPENSES ........ooverererrereciiicssssiiemsneeiessessisesssisecssneennneense | 9C(1)(D)
(B ) T aXe s st e B oy e e ol 9c(1}(E) u
(F) Charges for risks or other contingencies ... | ICG(INF)
(G) Other retention Charges ........oeeivv e eieesessesesereienisiieneene | 96{1)NG)
(H) Total retentionuussmsmsssiam i e R e et | 9C(1)(H) 46,766
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.) .ccooovnrieinnne 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) Claim reserves ........... 9d(2)
(3) Ot FESEIVES ...ecveeveeeeiieieaesivesiaesiecseeeas s s s s eaes 3 b e sese a8 2 s2e e mt s a8t S8 o8 e st ma b4 shm e et s ben et nsen b 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ... ovvvoiiiiiiiennn. %e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAITIEI..............cviiiiciieiii i et cae e s s essassa e 10a 393,002
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ........c.ccoivinn 10b

Specify nature of costs.

| Part IV ] Provision of Information

11 _Did the insurance company fail to provide any infarmation necessary to complete Schedule A?.............

|§| Yes

[] No

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




SCHEDULE A i
Insurance Information — A
(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
Depariment of L.ab
Employee Benefils. gre]czrityaAz:-ninislration D File as an attachment to Form 5500.
RensicnpeneiliCuanty]Comoratien » 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
The Paducah Bank & Trust Company, Inc. Wrap Plan plan number (PN) » 504
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
The Paducah Bank & Trust Company, Inc. 61-0418959
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separale Schedule A. Individual contracts grouped as a unit in Parts |l and |ll can be reporied on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

DELTA DENTAL OF KENTUCKY

e) Approximate number of Palicy or contract year
(c) NAIC (d) Contractor (
(b) EN code identification number persons e () From (g) To
policy or contract year
61-0659432 54674 711470 209 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

4,242 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

RSC INSURANCE BROKERAGE INC
160 FEDERAL STREET, 4TH FLOOR

BOSTON MA 02110

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

N/A

4,242 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 agenl, 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 S

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

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

this report.
4 Current value of plan's interest under this contract in the general account at Year nd ..........cccovoeecoiierieccenssieceins 4
5 Current value of plan's interest under this contract in separate accounts at year end.... 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b  Premiums paid to carrier .. 6b
C  Premiums due but unpald at the end of the year... TS s . = 6¢c
d  If the carrier, service, or ather organization |ncurred any specuf c costs in connection with the acqmsmon or 6d
retention of the contract or policy, enter @MOUNL. .........c.ciiiiiimiiiri et erereerersieens
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) |:| group deferred annuity
(3) D other (specify) »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D_
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
(3) |:| guaranteed investment (4) D other b
b Balance at the end of the PrEVIOUS YEAF..........icoriccocceeeiiisosociesisesisssieisieissiiesiesesesesscosssetsesieseceiioemseeescsenioenscese | TD
€  Additions: (1) Contributions deposited dunng the year .. o —— - ) ]
(2) Dividends and credlts .......................... 7¢(2)
(3) Interest credited dUring the YEAr ..............cocveieeeeeeee oo ereiserseesseress i 7c(3)
(4) Transferred from separate aCCOUNL.................ccooeveriveervcosreeecsnnesneiens | 1C(4)
(5) Other (specify below) 7¢(5)
4
(6)Total additions... R S NPT SO S OOy { - : ||
d Total of balance and addmons (add Ilnes 7b and 7c(6)) _l 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carrier ..o | 1€42)
(3) Transferred to separate aCCOUNt..........c.cocvvovriviicvrenmnsesoessene | 1€{3)
(4) Other (SPECITY DEIOW) ..o oooveeeieeiieeeeeeiereceiieseee oo eniesenenenee. | 1€(4)
4
(5) Total deductions................ T [ - ), B
f Balance at the end of the current year (subtract I|ne ?e(S] from Ime Td) 7f
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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 x| Dental

e D Temporary disability (accident and sickness) D Long-term disability
D Stop loss (large deductible) j D HMO contract

m |:| Other (specify) P

[ [] Vision

k D PPO contract

d |:| Life insurance
d D Supplemental unemployment  h D Prescription drug

| D indemnity contract

9 Experience-rated contracts:
a Premiums: (1) Amount received .. 9a(1) 56,561
(2) Increase (decrease) in amount due but unpald 9a(2) 432
(3) Increase (decrease) in unearned Premium reserve ...........c.cocoviveens 9a(3)
(4) Eamed (1) + (2) = (3))ovrormroorocicisorerie .| 9a(4) 56,993
b Benefit charges (1) ClAIMS PaId. ..........ioooveeveeeeeieeens oo 52,379
(2) Increase (decrease) in ClaiMm rESEIVES ........ccccoiviimiimimioieeriienrienenee 9b(2) 465
(3) Incurred Claims (Ada (1) @NG (2)).....eviviririietiie et see e ev bbb ees et es s s s st ass e s ea st 9b(3) 52,844
(4) Claims charged ... s B S B 9b(4)
C Remainder of premium: (1) Retentlon charges (on an accrual ba3|s)
(A) Commissions .. 9c(1){A) 4,242
(B) Admlnlstratlve service or other fees 9¢(1)(B) 11,342
(C) Other specific ACQUISHION COSES .....vvvvvcrrecirersrcrerseseenienreneen. | 9C(1HC)
(D) Other expenses ............. 9c(1)(D)
(E) Taxes ... 9¢c(1)(E)
(F) Charges for rlsks or other contlngen0|es ...................................... 9¢(1)(F) 1,083
(G) Other retention charges ... 9¢(1)(G)
(H) Total retention.. 9¢(1)(H) 16,667
(2) Dividends or retroactive rate refunds. (These amounts were D pa|d in cash, or D credited. ) .................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) Claim reserves . 9d(2) 161
(3) Other reserves.. . 9d(3)
€ Dividends or retroacuve rate refunds due {Do not mclude amount entered in I|ne 9c{2) } 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAITIET .........uiiiiiiiiiiii ittt ittt 10a 56,561
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.............ccc.coc...... 10b

Specify nature of costs.

PartIV | Provision of Information

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

[] Yes

I No

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Departmenl 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 Benefils Securily Administralion ) File as an attachment to Form 5500.
RensieniBencitiBearanty/Cerporation 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

The Paducah Bank & Trust Company, Inc. Wrap Plan plan number (PN) > 504
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

The Paducah Bank & Trust Company, Inc. 61-0418959

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

1 Coverage Information:

{a) Name of insurance carrier

INSURANCE CARRIER NAME NOT LISTED

e) Approximate number of Policy or contract year
NAIC (d) Contract or (
(b) EIN (© ) . ; persons covered at end of
code identification number policy or contract year (f) From (g) To
35-0145825 60895 00611971 137 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
8,657 2,322

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
HOLLAND STIVERS EMP SOL

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

7,099 2,322 3

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
RSC INSURANCE BROKERAGE INC
160 FEDERAL ST

BOSTON MA 02110
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
N/A
1,558 0 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

Fees and other commissions paid

(b) Amount of sales and base

(e)

Organization

commissions paid (c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

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

Fees and other commissions paid

{b) Amount of sales and base

(e)

Organization

commissions paid (c) Amount (d) Purpose sod
(a) Name and address of the agent, broker, or olher 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 ..........ccoooozveeesieserssssesseessesnes 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 »
b  Premiums paid to carrier ............... 6b
C  Premiums due but unpald at the end of the year... 6c
d  If the carrier, service, or other organization mcurred any specnf c costs in connection W|th the acquisition or 6d
retention of the contract or policy, enter amount. . y
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) |:| group deferred annuity
3) |:| other (specify) P
f  if contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) |:| immediate participation guarantee
3) D guaranteed investment (4) |:| other b
b Balance at the end of the Previous YEar.................ccweiereiosisossesisisiismsessoeesesssseesesissssssssestssessssissssssiseeseseseceesss | 10
C  Additions: (1) Contributions deposited durlng the year ..........ccoeovvverievnann. 7c(1)
(2) Dividends and Credits ..............oo.ovoiieecueiei et | 16(2)
(3) Interest credited during the YEar ..............c.ocooiiiiveeorereeeeeeseee e 7¢(3)
(4) Transferred from SEPArate ACCOUNL...........coo..vweevrovveeeereereererersreesenes - 7¢c(4)
(5) Other (SPecify BEIOW) ..ic..iuiuwisiiiimim i isiisteis e isestissssseissitiomsinianniionins | 16{5)
4
(6)Total additions... s T ()
d Total of balance and addmons (add ||nes 7b and 7c(6) 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier .............ccccoocvemvercercremeenriiee.. | 1€(2)
(3) Transferred to SEparate aCCOUME..............vciiveiereie e eerescrrs e seeenrens 7e(3)
(4) OtEr (SPECITY DBIOW) ....o.vvvvveere ettt 7e(4)
4
(5) Total deductions... OO f - ¢~ |
f Balance at the end of the current year {5ubtract I|ne ?e(ﬁ) from I|ne 7dJ [ 7f
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Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [x] Other (specify) PVOL AD&D

Cc |:| Vision
g D Supplemental unemployment  h D Prescription drug
k [l PPO contract

d @ Life insurance

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNt rECEIVET ..ot sicis i 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccoevieciieinne. 9a(2)
(3) Increase {decrease) in unearned premium reserve .................. 9a(3)
(4) Earned (1) + (2) - (3)) s i s s e s i .| 9a(4) 0
b Benefit charges (1) Claims Paid............c.ciiiiimiioiiio s 9b(1)
(2) Increase (decrease) in Claim rESEIVES .......cccciivuiriciiiciiieriicresearcnas 9b(2)
(3) Incurred claims (add (1) and (2))ascammi s ST 9b(3) 0
(4) Claims charged s s R i 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ivevemiiarersesriiasieres s ieseeians 9c(1)}{A)
(B) Administrative service or other fees...........coccvvvrieionerininne. | 96(1)(B)
(C) Other specific acquisition costs ...... 9¢(1)(C)
(D) OhEr EXPENSES ....oocenrereeeeereveeeerssssesssesseesenressssseseesnsenennee | 3C(1)(D)
(E) TAXES ovreveeeemscssesereesesssessseesssesssessmsesssassonsesssensons 9¢(1)(E)
(F) Charges for risks or other contingencies...............c....cocccooon. | 9C(1HF)
(G) Other retention Charges...........cocovvociioireiecinsioireiniene | 9C(1HG)
(H) Total retention. i i i s b e S T 0 S Sl i S o 9c¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or I:I credited.).....ccocennens 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................ 9d(1)
(2) CIAIM FESEIVES ...vuiue e iecaie e eetceea bt etsiese e e seaes st em st s2s emsteme b smseeh et s s et ees sttt emen ettt btrern et 9d(2)
(B) OUNEI TESEIVES .......viviieiieeie ettt ettt en e b st es et e b s eb et aee e ees e bnn s st dmse s raas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 8¢(2).) ... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAIMIEr. ..........coiiiiiiiiiiii i a s ssaessrasaerasenea 10a 84,680
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..................ccco..... 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?............. Yes D No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. » INSURANCE CARRIER AND BROKER ADDRESS




