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

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

D Check box if filing under: D Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. .. ....................... > D

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
PREFIX CORPORATION

1b Three-digit plan
number (PN) » 501

1c Effective date of plan

01/01/2022
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) 38-2334997
PREFIX CORPORATION -
2C Plan Sponsor’s telephone
PREFIX CORPORATION number
PREFIX CORPORATION 248-650-1330
1400 S LIVERNOIS 1400 S LIVERNOIS 2d Business code (see
ROCHESTER HILLS, MI 48307-3362 ROCHESTER HILLS, M| 48307-3362 instructions)
541330

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. 06/19/2025 ERIN RAE
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2024)

v. 240311
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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 174
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)
a(2) Total number of active participants at the end of the plan year ... 63_(2)
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 0
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f L= I X To I g Tot ol =T Vo TSR PRSPR 6f 0
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H
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) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __ 8
actuary 4) @ 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
PREFIX CORPORATION plan number (PN) » 501

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

PREFIX CORPORATION

38-2334997

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

ASR
(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
57-0523959 77828 CLI-SUM20381-00 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

34256

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

ASR CORPORATION

618 KENMOOR AVE SE SUITE 200

GRAND RAPIDS, MI 49546

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

263511

34256

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 263511
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
PREFIX CORPORATION plan number (PN) » 501

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

PREFIX CORPORATION

D Employer Identification Number (EIN)
38-2334997

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
RELIANCE STANDARD

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
36-0883760 68381 G 166086 230 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

3944

986

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

MACQUEEN & ASSOCIATES LLC

2191 TWELVE MILE ROAD
BERKLEY, MI 48072

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3944

986

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental c D Vision
e B Temporary disability (accident and sickness) 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)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaIMS ChAIGEA........veeeeeeeeeeee et e e ee e ee e en e ene e n s ene e nanannas 9b(4) 0
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 39440
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
PREFIX CORPORATION plan number (PN) » 501

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

PREFIX CORPORATION

D Employer Identification Number (EIN)
38-2334997

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

RELIANCE STANDARD LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
36-0883760 68381 GL 158431 230 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

7003

1750

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

MACQUEEN & ASSOCIATES LLC

2191 TWELVE MILE ROAD
BERKLEY, MI 48072

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

7003

1750

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d [X Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 70031
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
PREFIX CORPORATION plan number (PN) » 501

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

PREFIX CORPORATION

D Employer Identification Number (EIN)
38-2334997

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

RELIANCE STANDARD LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
36-0883760 68381 LTD 129619 230 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

1751

437

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

MACQUEEN & ASSOCIATES LLC

2191 TWELVE MILE ROAD
BERKLEY, MI 48072

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1751

437

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 17515
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
PREFIX CORPORATION plan number (PN) » 501

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

PREFIX CORPORATION

D Employer Identification Number (EIN)
38-2334997

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

RELIANCE STANDARD LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
36-0883760 68381 VAR 207781 111 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

683

170

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

MACQUEEN & ASSOCIATES LLC

2191 TWELVE MILE ROAD
BERKLEY, MI 48072

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

683

170

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

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

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 6834
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
PREFIX CORPORATION plan number (PN) » 501

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

PREFIX CORPORATION

D Employer Identification Number (EIN)
38-2334997

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 MICHIGAN

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
38-1791480 54305 8254 42 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

542

652

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

MACQUEEN & ASSOCIATES LLC

2191 TWELVE MILE ROAD
BERKLEY, MI 48072

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

542

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b 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) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 9440
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2) 9
(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) 9449
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 4831
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) -127
(3) Incurred claims (AAd (1) AN (2))...vcveeeeee oottt ettt e e ettt e e et ee et ea e s e e 9b(3) 4704
(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) 542
(B) Administrative SErvice or other fEeS ..........oveweeeeeeeeeeeeerereeeeenenan 9c(1)(B) 652
(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) 236
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOtAI FEEEMHON. ....c..vvveeeeeee ettt ettt e e et et a et st ee s s ase e e e e s eses s s ensnseasanaeseses 9c(1)(H) 1430
(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 ........eeeeeeeee ettt ettt e e e e et e et e st e e e ee e e e et ea e e eaes et eseeenan et eaeeneeensananas 9d(2) 156
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
PREFIX CORPORATION plan number (PN) » 501

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

PREFIX CORPORATION

D Employer Identification Number (EIN)
38-2334997

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 MICHIGAN

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
38-1791480 54305 3738 222 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

4898

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

MACQUEEN & ASSOCIATES LLC

2191 TWELVE MILE ROAD
BERKLEY, MI 48072

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount (d) Purpose

(e) Organization code

4898

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount (d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 93705
(2) Increase (decrease) in amount due but unpaid .............cccocccevrveennnee. 9a(2) -426
(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) 93279
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 73959
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) -378
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 73581
(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) 4898
(B) Administrative service or other fees ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 6901
(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) 2331
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 14130
(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) 1473
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

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
PREFIX CORPORATION plan number (PN) » 501

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

PREFIX CORPORATION

38-2334997

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
HERITAGE VISION PLANS 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
38-2084788 11204 4083-00 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

MACQUEEN & ASSOCIATES LLC

2191 TWELVE MILE ROAD
BERKLEY, MI 48072

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1700

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f
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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 @ 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)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 16183
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 C Service Provider Information OMB No. 1210-0110

(Form 5500) 2024

Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁt;ngczrilyaAg:ninistra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.

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

PREFIX CORPORATION plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

PREFIX CORPORATION 38-2334997

Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation

a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. .. ............ D Yes B
No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

ASR CORPORATION 618 KENMOOR AVE SE SUITE 200
GRAND RAPIDS, MI 49546

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

EHIM 26711 NORTHWESTERN HIGHWAY SUITE 50
SOUTHFIELD, MI 48033

38-2776173
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2024

v. 240311
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




2024

Page3-[ 1 |

Schedule C (Form 5500)

2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

26711 NORTHWESTERN HIGHWAY

EMPLOYEE HEALTH INSURANCE MANAGEMEN
SUITE 500
SOUTHFIELD, MI 48033
38-2776173
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
13 PHARMACY 11368
MANAGEMENT Yes [| No [¥ Yes [| No[] Yes [| No [X
() Enter name and EIN or address (see instructions)
ASR HEALTH BENEFITS 618 KENMOOR AVE SE SUITE 200
GRAND RAPIDS, M| 49546
38-2651185
(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
13 THIRD PARTY 123766
ADMINISTRATIO Yes [| No Yes [| No[] Yes [| No
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

compensation? (sources | compensation, for which the | service provider excluding | formula instead of
an amount or

organization, o
person known to

a party-in-interest

r

be enter -0-.

by the plan. If none,

other than plan or plan
sponsor)

plan received the required
disclosures?

eligible indirect

compensation for which you

answered “Yes” to element
(). If none, enter -0-.

estimated amount?

Yes D No D

Yes D No D

Yes D No D
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
nter name an address) of source of indirect compensation escribe the indirect compensation, including any
d) Ent d EIN (add f f indirect ti e) D ibe the indirect tion, includi

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide




Schedule C (Form 5500) 2024 Page 6 -

Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




Pharmacy Benefits. Managed.

Financial Information requested:

Company Number: 50003330-01 Company Name: Prefix Corporation
Date range of required information: 1/1/2024 - 12/31/2024

“EIN: 38-2776173 Employee Health Insurance Management, Inc.

“»Total Rx Cost: $306,001.05

Total Number of Claims Processed: 5,952

“»Total EHIM Administrative Fee: $11,368.50

“Total Agent Commission: $0

*End of Year Head Count: 141

This document and the data and/or information contained in this document (“Information”) are owned by EHIM. It contains legally privileged,
confidential and proprietary information and/or intellectual property of EHIM that is protected from disclosure through agreement(s) and/or laws that
require the recipient to keep the Information confidential. The Information may not be reproduced, disclosed, used and/or relied upon, in whole, or in
part, without the prior written consent of EHIM. This Information is also intended solely for the recipient and/or others authorized by EHIM to receive
it. If you are not the intended recipient, please notify EHIM and immediately delete, shred and/or otherwise destroy the Information. Any
unauthorized reproduction, disclosure, access, use and/or action in reliance on the Information is strictly prohibited and may entitle EHIM to legal

and/or equitable remedies and damages. EHIM ©2022



May 15, 2025

Erin Rae

Prefix Corporation

1400 S Livernois Rd
Rochester Hills, Ml 48307

RE: Form 5500 and Related Materials

Dear Ms. Rae:

ASR Health Benefits is sending you information to assist you in completing the Annual Report
(Form 5500), Insurance Information (Schedule A), and Service Provider Information (Schedule
C) for your health and welfare plan(s). You must file a Form 5500 for each employer health and
welfare plan funded with 100 or more participating employees at the beginning of a plan year.
Also, if the plan is funded through a trust, a Form 5500 is required regardless of the number of
participating employees.

If the plan provides one or more fully insured benefits, you must include a Schedule A from each
insurer. Formerly, for self-funded health and welfare plans, a Schedule C was required with
respect to each service provider who was paid $5000 or more during the plan year. The new
5500 instructions now limit the Schedule C requirement to self-funded plans with a trust.
Therefore, self-funded health and welfare plans funded through the employer’s general assets no
longer must complete a Schedule C with respect to service provider fees. If a plan is fully insured,
is self-funded without a trust, or is a combination of these two, and has fewer than 100
participating employees at the beginning of a plan year, the plan is exempt from the Form 5500
requirement. If this exemption does not apply and a Form 5500 is required, you must file it within
seven months after the plan year ends. However, you can file for a two-and-one-half-month
extension of the filing deadline.

As a reminder, if you file a Form 5500 with respect to a health and welfare plan, you are also
required to provide participants with a Summary Annual Report (SAR) regarding the plan (The
SAR is a fill-in-the-blank summary of the plan’s financial condition. A copy of a standard SAR is
enclosed.). However, self-funded health and welfare plans with no trust are exempt from the SAR
requirement, regardless of the number of participating employees. If an SAR is required, you
must distribute it to participants no later than nine months after the plan year ends or two months
after the end of the extension period if you filed for an extension with regard to the Form 5500.

If you have any questions, please contact Susie Bessey at (616) 957-1751, extension 3066.
Sincerely,

Susie Bessey

Billing & Enrollment Supervisor

Enclosures



FORM 5500 INFORMATION

The following information is provided to assist you in preparing Schedule A and Schedule C of Form

5500.

General Information

Name of Plan Sponsor:

Prefix Corporation

Address of Plan Sponsor:

1400 South Livernois Road
Rochester Hills, Michigan 48307

Name of Plan:

Health Benefit Plan for Prefix Corporation

Type of Plan:

Welfare Plan

Three-Digit ERISA Plan Number:

501

Effective Date of Plan:

January 1, 2024

Plan Year:

January 1 — December 31, 2024

Total Number of Participants at the
Beginning of the Plan Year:

174

Total Number of Participants at the
end of the Plan Year:

141

Active:

Retired or Separated Receiving
Benefits:

Retired or Separated Entitled to
Future Benefits:

Insurance Information (Schedule A)

Type of Benefit:

Stop-loss

Name of Insurance Carrier:

Companion Life

EIN of Insurance Carrier:

57-0523959

NAIC Code:

77828

Contract / Identification Number:

CLI-SUM20381-00

Approximate Number of Persons
Covered at the end of the Contract
Year:

141

Policy or Contract Year:

January 1 to December 31, 2024

Gross Premium Amount for Contract
Year Paid to Carrier:

$263,511.64

Insurance Fees and Commissions

Paid to:

ASR Corporation

Total Commissions Paid:

$34,256.51

SF5500INFO_021418




Insurance Fees and Commissions, continued

Total Fees Paid:

N/A

Purpose of Fees:

Placement of Stop-loss Insurance

Organization Code:

3

Service Provider Information (Schedule C)

Administrative Services

Service Provider:

ASR Health Benefits

EIN of Service Provider:

38-2651185

NAIC Code:

524292

Official Plan Position:

Third-Party Administration

Fees / Commissions Paid: $123,766.65
Nature of Service Code: 13
Utilization Review Fees

Service Provider: N/A

EIN of Service Provider:

Official Plan Position:

Utilization Review

Fees /| Commissions Paid:

Nature of Service Code: 13
PPO Provider
Service Provider: N/A

EIN of Service Provider:

Official Plan Position:

Preferred Provider Network

Fees / Commissions Paid:

Nature of Service Code:

13

SF5500INFO_021418




SUMMARY ANNUAL REPORT
FOR (NAME OF PLAN)

This is a summary of the annual report of the (name of plan, EIN, Plan Number) for the period
(plan year summarized). The annual report has been filed with the U.S. Department of Labor's
Pension and Welfare Benefits Administration, as required under the Employee Retirement
Income Security Act of 1974 (ERISA).

[If self-insured, include the following] (Name of employer) has committed itself to pay certain
claims under the terms of the plan.

Insurance Information

The plan has a contract(s) with (name of insurance carrier[s]) to pay (name types of benefit
claims) claims incurred under the terms of the plan. The total premiums paid for the plan year
ending ( ) were $

Your Rights To Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on request.
The items listed below are included in that report (Note: List only those items which are actually
included in the latest annual report):

an accountant's report

assets held for investments

fiduciary information, including non-exempt transactions between the plan and
parties-in-interest (that is, persons who have certain relationships with the plan)
loans or other obligations in default or classified as uncollectible

leases in default or classified as uncollectible

transactions in excess of 5% of the plan assets

insurance information, including sales commissions paid by insurance carriers
financial information and information on payments to service providers

information regarding any common or collective trusts, pooled separate accounts,
master trusts, or 103-12 investment entities in which the plan participates

wnN =

©oNoO A

To obtain a copy of the full annual report, or any part thereof, write or call the office of (your
company's name, business address, and telephone number). The charge to cover copying
costs will be ($ ) for the full annual report or ($ ) per page for any part of the report.

You also have the right to receive from the plan administrator, on request and at no charge, a
statement of the assets and liabilities of the plan and accompanying notes, or a statement of
income and expenses of the plan and accompanying notes, or both. If you request a copy of
the full annual report from the plan administrator, these two statements and accompanying
notes will be included as part of that report.

You also have the legally protected right to examine the annual report at the main office of the
plan, (your company's name, business address, and telephone number), and at the U.S.
Department of Labor in Washington, D.C., or to obtain a copy from the U.S. Department of
Labor upon payment of copying costs. Requests to the Department should be addressed to:
Public Disclosure Room, Room N-5638, Pension and Welfare Benefits Administration, U.S.
Department of Labor, 200 Constitution Avenue, N.W., Washington, D.C. 20210.
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LIFE INSURANCE COMPANY

A MEMBER OF THE TOKIO MARINE GROUP

INSURANCE INFORMATION
FORM 5500 - SCHEDULE A

PREFIX CORPORATION
1400 S. Livernois Road
Rochester Hills, Ml 48307

May 14, 2025

EIN: 36-0883760
NAIC: 68381
ORG. NUMBER: 3

Policyholder Name: Prefix Corporation
Policy Number: G 166086
Policy Type: WEEKLY INCOME
Number of Covered Employees: 230
Policy Contract Year: 1/1/2024 to 12/31/2024
PREMIUM
Benefits Premium Rate 1 Eff Rate 2 Eff Rate 3 Eff
Short Term Disability $39,440.28 0.1610 12/23 0.1610 01/22 0.0000 00/00
Total Premium: $39,440.28
COMPENSATION
Agent Code: 35-2280 Total Commission:  $3,944.04
Payee Name: MacQueen & Associates LLC Total Administrative and Other Fees: $986.01
Payee Address: 2191 Twelve Mile Rd Total Amount of Compensation:  $4,930.05
Berkley, Ml 48072
Agent Code: 70-9652 Total Commission: $0.00
Payee Name: Stealth Partner Group, LLC Total Administrative and Other Fees: $0.00
Payee Address: 18700 N. Hayden Rd Total Amount of Compensation: $0.00

Suite 405
Scottsdale, AZ 85255

RGO: MICHIGAN

*Compensation includes, but is not limited to the following: commissions, benefit administration fees, premier/elite

producer payments and administrative fees.
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LIFE INSURANCE COMPANY

A MEMBER OF THE TOKIO MARINE GROUP

May 14, 2025

[ TO OUR GROUP POLICYHOLDERS WITH 100 OR MORE PLAN PARTICIPANTS |

RE: EMPLOYEE RETIREMENT INCOME SECURITY ACT OF 1974 (ERISA)
(1) ANNUAL REPORT OF WELFARE BENEFIT PLAN - FORM 5500
(2) SUMMARY ANNUAL REPORT

(1) Section 104 of ERISA requires that each Plan Administrator who maintains a welfare benefit Plan subject to ERISA having 100 or more
participants at any time during the plan year must file an annual report with the Department of Labor. The report must be filed within 7 months
of the end of the plan year. Certain failures are provided for failure to comply.

As it appears your plan is subject to the Act, the data on the enclosed form is provided for your assistance in completing your annual report.
By supplying this information it is not our intent to advise you as to your legal obligations under the act, nor do we wish to imply that this
information constitutes all of the data to be included in our annual report.

If you expect to file an annual report, you would normally receive a complete copy of form 5500 and Schedule A from the Department of Labor,
with all necessary instructions, prior to the filing date. Follow the instructions carefully. If you or your legal counsel have questions, please
contact The Labor-Management Services Administration Office at the Department of Labor.

(2) Section 104(B) of ERISA requires a plan administrator who must file an annual report to also furnish a Summary Annual Report to each plan
participant and beneficiary within 9 months of the end of your plan year and without charge.

The Summary Annual Report should include the following information:

1. The name of the plan as determined by your Plan Document and, if different, the name by which the plan is commonly known to its
participants and beneficiaries; and

2. The name and business address (do not use P.O. Box number) of the Plan Sponsor (usually the employer to whom the policy was
issued). However, if different, show:

a. The name and address of any employer having employees covered by the plan; or

b. The name and address of any labor organization maintaining the plan; or

c. In case of a plan established or maintained by two or more employers or by one or more employers and one or more employee
organizations, the name and address of the association, committee, joint board of trustees, parent, or most significant employer of a
group of employees contributing to the same plan; and

3. The name, business address, (do not use P.O. Box number) and business telephone number of the Plan Administrator; and

4. Astatement of assets and liabilities stated at current value; and

5. Separate or combined statements of income and expenses and changes in net assets; and

6. Such other materials as are necessary to fairly summarize the Annual Report.

7. Anotice which says, for example: Plan participants and beneficiaries may obtain copies of the Annual Report filed with the Department of
Labor by making a written request to the Plan Administrator. A reasonable charge will be made; or you may inspect the report without

charge at the office of (give name and address, usually the Plan Administrators; or if the plan covers participants at various locations, you
may be required to have a copy available at each location. If so, list the locations).

The above information with respect to the contents of the Summary Annual Report is based on our interpretation of the Act. It is not our
intention to advise you as to your obligations regarding compliance under the Act. We suggest that you consult with your own legal counsel
and discuss the requirements before any action is taken.

Customer Service
1-800-644-1103 ERISA-11



r@ reliancestandard

LIFE INSURANCE COMPANY

A MEMBER OF THE TOKIO MARINE GROUP

PREFIX CORPORATION
1400 S. Livernois Road
Rochester Hills, Ml 48307

Policyholder Name:

Policy Number:

Policy Type:

Number of Covered Employees:
Policy Contract Year:

May 14, 2025

INSURANCE INFORMATION
FORM 5500 - SCHEDULE A

EIN: 36-0883760
NAIC: 68381
ORG. NUMBER: 3

Prefix Corporation

GL 158431

GROUP LIFE AND ACCIDENTAL DEATH AND DISMEMBERMENT
230

1/1/2024 to 12/31/2024

PREMIUM
Benefits Premium Rate 1 Eff Rate 2 Eff Rate 3 Eff
Basic AD&D $3,677.02  0.0200 12/23 0.0200 12/22 0.0000 00/00
Basic Life $21,510.61 0.1170 12/23 0.1170 12/22 0.0000 00/00
Dependent Life $6,279.46  0.3510 01/23 0.0000 00/00 0.0000 00/00
Supplemental Life $38,564.81  0.9999 00/00 0.0000 00/00 0.0000 00/00
Total Premium: $70,031.90
COMPENSATION

Agent Code: 35-2280 Total Commission:  $7,003.21
Payee Name: MacQueen & Associates LLC Total Administrative and Other Fees:  $1,750.81
Payee Address: 2191 Twelve Mile Rd Total Amount of Compensation:  $8,754.02

Berkley, Ml 48072
Agent Code: 70-9652 Total Commission: $0.00
Payee Name: Stealth Partner Group, LLC Total Administrative and Other Fees: $0.00
Payee Address: 18700 N. Hayden Rd Total Amount of Compensation: $0.00

Suite 405

Scottsdale, AZ 85255

RGO: MICHIGAN

*Compensation includes, but is not limited to the following: commissions, benefit administration fees, premier/elite
producer payments and administrative fees.




rC;] reliancestandard

LIFE INSURANCE COMPANY

A MEMBER OF THE TOKIO MARINE GROUP

May 14, 2025

[ TO OUR GROUP POLICYHOLDERS WITH 100 OR MORE PLAN PARTICIPANTS |

RE: EMPLOYEE RETIREMENT INCOME SECURITY ACT OF 1974 (ERISA)
(1) ANNUAL REPORT OF WELFARE BENEFIT PLAN - FORM 5500
(2) SUMMARY ANNUAL REPORT

(1) Section 104 of ERISA requires that each Plan Administrator who maintains a welfare benefit Plan subject to ERISA having 100 or more
participants at any time during the plan year must file an annual report with the Department of Labor. The report must be filed within 7 months
of the end of the plan year. Certain failures are provided for failure to comply.

As it appears your plan is subject to the Act, the data on the enclosed form is provided for your assistance in completing your annual report.
By supplying this information it is not our intent to advise you as to your legal obligations under the act, nor do we wish to imply that this
information constitutes all of the data to be included in our annual report.

If you expect to file an annual report, you would normally receive a complete copy of form 5500 and Schedule A from the Department of Labor,
with all necessary instructions, prior to the filing date. Follow the instructions carefully. If you or your legal counsel have questions, please
contact The Labor-Management Services Administration Office at the Department of Labor.

(2) Section 104(B) of ERISA requires a plan administrator who must file an annual report to also furnish a Summary Annual Report to each plan
participant and beneficiary within 9 months of the end of your plan year and without charge.

The Summary Annual Report should include the following information:

1. The name of the plan as determined by your Plan Document and, if different, the name by which the plan is commonly known to its
participants and beneficiaries; and

2. The name and business address (do not use P.O. Box number) of the Plan Sponsor (usually the employer to whom the policy was
issued). However, if different, show:

a. The name and address of any employer having employees covered by the plan; or

b. The name and address of any labor organization maintaining the plan; or

c. In case of a plan established or maintained by two or more employers or by one or more employers and one or more employee
organizations, the name and address of the association, committee, joint board of trustees, parent, or most significant employer of a
group of employees contributing to the same plan; and

3. The name, business address, (do not use P.O. Box number) and business telephone number of the Plan Administrator; and

4. Astatement of assets and liabilities stated at current value; and

5. Separate or combined statements of income and expenses and changes in net assets; and

6. Such other materials as are necessary to fairly summarize the Annual Report.

7. Anotice which says, for example: Plan participants and beneficiaries may obtain copies of the Annual Report filed with the Department of
Labor by making a written request to the Plan Administrator. A reasonable charge will be made; or you may inspect the report without

charge at the office of (give name and address, usually the Plan Administrators; or if the plan covers participants at various locations, you
may be required to have a copy available at each location. If so, list the locations).

The above information with respect to the contents of the Summary Annual Report is based on our interpretation of the Act. It is not our
intention to advise you as to your obligations regarding compliance under the Act. We suggest that you consult with your own legal counsel
and discuss the requirements before any action is taken.

Customer Service
1-800-644-1103 ERISA-11



rC;] reliancestandard

LIFE INSURANCE COMPANY

A MEMBER OF THE TOKIO MARINE GROUP

INSURANCE INFORMATION
FORM 5500 - SCHEDULE A

PREFIX CORPORATION
1400 S. Livernois Road
Rochester Hills, Ml 48307

May 14, 2025

EIN: 36-0883760
NAIC: 68381
ORG. NUMBER: 3

Policyholder Name: Prefix Corporation
Policy Number: LTD 129619
Policy Type: LONG TERM DISABILITY
Number of Covered Employees: 230
Policy Contract Year: 1/1/2024 to 12/31/2024
PREMIUM
Benefits Premium Rate 1 Eff Rate 2 Eff Rate 3 Eff
Long Term Disability $17,515.45 0.1500 12/22 0.0000 00/00 0.0000 00/00
Total Premium: $17,515.45
COMPENSATION
Agent Code: 35-2280 Total Commission:  $1,751.55
Payee Name: MacQueen & Associates LLC Total Administrative and Other Fees: $437.91
Payee Address: 2191 Twelve Mile Rd Total Amount of Compensation:  $2,189.46
Berkley, Ml 48072
Agent Code: 70-9652 Total Commission: $0.00
Payee Name: Stealth Partner Group, LLC Total Administrative and Other Fees: $0.00
Payee Address: 18700 N. Hayden Rd Total Amount of Compensation: $0.00

Suite 405
Scottsdale, AZ 85255

RGO: MICHIGAN

*Compensation includes, but is not limited to the following: commissions, benefit administration fees, premier/elite

producer payments and administrative fees.




rC;] reliancestandard

LIFE INSURANCE COMPANY

A MEMBER OF THE TOKIO MARINE GROUP

May 14, 2025

[ TO OUR GROUP POLICYHOLDERS WITH 100 OR MORE PLAN PARTICIPANTS |

RE: EMPLOYEE RETIREMENT INCOME SECURITY ACT OF 1974 (ERISA)
(1) ANNUAL REPORT OF WELFARE BENEFIT PLAN - FORM 5500
(2) SUMMARY ANNUAL REPORT

(1) Section 104 of ERISA requires that each Plan Administrator who maintains a welfare benefit Plan subject to ERISA having 100 or more
participants at any time during the plan year must file an annual report with the Department of Labor. The report must be filed within 7 months
of the end of the plan year. Certain failures are provided for failure to comply.

As it appears your plan is subject to the Act, the data on the enclosed form is provided for your assistance in completing your annual report.
By supplying this information it is not our intent to advise you as to your legal obligations under the act, nor do we wish to imply that this
information constitutes all of the data to be included in our annual report.

If you expect to file an annual report, you would normally receive a complete copy of form 5500 and Schedule A from the Department of Labor,
with all necessary instructions, prior to the filing date. Follow the instructions carefully. If you or your legal counsel have questions, please
contact The Labor-Management Services Administration Office at the Department of Labor.

(2) Section 104(B) of ERISA requires a plan administrator who must file an annual report to also furnish a Summary Annual Report to each plan
participant and beneficiary within 9 months of the end of your plan year and without charge.

The Summary Annual Report should include the following information:

1. The name of the plan as determined by your Plan Document and, if different, the name by which the plan is commonly known to its
participants and beneficiaries; and

2. The name and business address (do not use P.O. Box number) of the Plan Sponsor (usually the employer to whom the policy was
issued). However, if different, show:

a. The name and address of any employer having employees covered by the plan; or

b. The name and address of any labor organization maintaining the plan; or

c. In case of a plan established or maintained by two or more employers or by one or more employers and one or more employee
organizations, the name and address of the association, committee, joint board of trustees, parent, or most significant employer of a
group of employees contributing to the same plan; and

3. The name, business address, (do not use P.O. Box number) and business telephone number of the Plan Administrator; and

4. Astatement of assets and liabilities stated at current value; and

5. Separate or combined statements of income and expenses and changes in net assets; and

6. Such other materials as are necessary to fairly summarize the Annual Report.

7. Anotice which says, for example: Plan participants and beneficiaries may obtain copies of the Annual Report filed with the Department of
Labor by making a written request to the Plan Administrator. A reasonable charge will be made; or you may inspect the report without

charge at the office of (give name and address, usually the Plan Administrators; or if the plan covers participants at various locations, you
may be required to have a copy available at each location. If so, list the locations).

The above information with respect to the contents of the Summary Annual Report is based on our interpretation of the Act. It is not our
intention to advise you as to your obligations regarding compliance under the Act. We suggest that you consult with your own legal counsel
and discuss the requirements before any action is taken.

Customer Service
1-800-644-1103 ERISA-11



rC;] reliancestandard

LIFE INSURANCE COMPANY

A MEMBER OF THE TOKIO MARINE GROUP

PREFIX CORPORATION
1400 S. Livernois Road
Rochester Hills, Ml 48307

Policyholder Name:

Policy Number:

Policy Type:

Number of Covered Employees:
Policy Contract Year:

May 14, 2025

INSURANCE INFORMATION
FORM 5500 - SCHEDULE A

EIN: 36-0883760
NAIC: 68381
ORG. NUMBER: 3

Prefix Corporation

VAR 207781

ACCIDENTAL DEATH AND DISMEMBERMENT
111

1/1/2024 to 12/31/2024

Suite 405

PREMIUM
Benefits Premium Rate 1 Eff Rate 2 Eff Rate 3 Eff
Voluntary AD&D $6,834.10 0.9999 00/00 0.0000 00/00 0.0000 00/00
Total Premium: $6,834.10
COMPENSATION
Agent Code: 35-2280 Total Commission: $683.39
Payee Name: MacQueen & Associates LLC Total Administrative and Other Fees: $170.83
Payee Address: 2191 Twelve Mile Rd Total Amount of Compensation: $854.22
Berkley, Ml 48072
Agent Code: 70-9652 Total Commission: $0.00
Payee Name: Stealth Partner Group, LLC Total Administrative and Other Fees: $0.00
Payee Address: 18700 N. Hayden Rd Total Amount of Compensation: $0.00

Scottsdale, AZ 85255

RGO: MICHIGAN

*Compensation includes, but is not limited to the following: commissions, benefit administration fees, premier/elite
producer payments and administrative fees.




rC;] reliancestandard

LIFE INSURANCE COMPANY

A MEMBER OF THE TOKIO MARINE GROUP

May 14, 2025

[ TO OUR GROUP POLICYHOLDERS WITH 100 OR MORE PLAN PARTICIPANTS |

RE: EMPLOYEE RETIREMENT INCOME SECURITY ACT OF 1974 (ERISA)
(1) ANNUAL REPORT OF WELFARE BENEFIT PLAN - FORM 5500
(2) SUMMARY ANNUAL REPORT

(1) Section 104 of ERISA requires that each Plan Administrator who maintains a welfare benefit Plan subject to ERISA having 100 or more
participants at any time during the plan year must file an annual report with the Department of Labor. The report must be filed within 7 months
of the end of the plan year. Certain failures are provided for failure to comply.

As it appears your plan is subject to the Act, the data on the enclosed form is provided for your assistance in completing your annual report.
By supplying this information it is not our intent to advise you as to your legal obligations under the act, nor do we wish to imply that this
information constitutes all of the data to be included in our annual report.

If you expect to file an annual report, you would normally receive a complete copy of form 5500 and Schedule A from the Department of Labor,
with all necessary instructions, prior to the filing date. Follow the instructions carefully. If you or your legal counsel have questions, please
contact The Labor-Management Services Administration Office at the Department of Labor.

(2) Section 104(B) of ERISA requires a plan administrator who must file an annual report to also furnish a Summary Annual Report to each plan
participant and beneficiary within 9 months of the end of your plan year and without charge.

The Summary Annual Report should include the following information:

1. The name of the plan as determined by your Plan Document and, if different, the name by which the plan is commonly known to its
participants and beneficiaries; and

2. The name and business address (do not use P.O. Box number) of the Plan Sponsor (usually the employer to whom the policy was
issued). However, if different, show:

a. The name and address of any employer having employees covered by the plan; or

b. The name and address of any labor organization maintaining the plan; or

c. In case of a plan established or maintained by two or more employers or by one or more employers and one or more employee
organizations, the name and address of the association, committee, joint board of trustees, parent, or most significant employer of a
group of employees contributing to the same plan; and

3. The name, business address, (do not use P.O. Box number) and business telephone number of the Plan Administrator; and

4. Astatement of assets and liabilities stated at current value; and

5. Separate or combined statements of income and expenses and changes in net assets; and

6. Such other materials as are necessary to fairly summarize the Annual Report.

7. Anotice which says, for example: Plan participants and beneficiaries may obtain copies of the Annual Report filed with the Department of
Labor by making a written request to the Plan Administrator. A reasonable charge will be made; or you may inspect the report without

charge at the office of (give name and address, usually the Plan Administrators; or if the plan covers participants at various locations, you
may be required to have a copy available at each location. If so, list the locations).

The above information with respect to the contents of the Summary Annual Report is based on our interpretation of the Act. It is not our
intention to advise you as to your obligations regarding compliance under the Act. We suggest that you consult with your own legal counsel
and discuss the requirements before any action is taken.

Customer Service
1-800-644-1103 ERISA-11



form placement

1a

1b

1c

1d

1e

1f

19

2a

2b

3a

3a

3a

3b

3c

3d

3e

8b
9a/1
9a/2
9a/4
9b/1
9b/2
9b/3
9c/1/A
9c/1/B
9c/1/E
9c/1/F
9c/1/H
9d/2

Data for ERISA, Schedule A, Form 5500 reporting

item name
Insurance Carrier
EIN
NAIC
Contract or identification number
Persons covered at period end
Reported from
Reported to
Total amount of commissions paid to all service providers
Total amount of fees paid to all service providers

agent/agency 1

agent/agency 1

agent/agency 1

Total amount of sales and base commissions 1
Aggregate amount of fees and other commissions
Purpose of fees and other commissions 1
agent/agency 1

Benefit and contract type
Amount received

Change in amount due
Premiums earned

Claims paid

Change in claim reserve
Incurred claims
Commissions

Admin service or other fee
Taxes

Charges for risk or contingencies
Total retention

Claim reserves

value
Delta Dental of Michigan
38-1791480
54305
8254
42
01-JAN-2024
31-DEC-2024
$542.54
$0.00
MacQueen & Associates, LLC--Scott MacQueen
2191 TWELVE MILE RD
BERKLEY, M| 48072
$542.54
$0.00
NA
3
Dental
$9,440.66
$8.98
$9,449.64
$4,831.00
$-127.54
$4,703.46
$542.54
$652.86
$0.00
$236.24
$1,431.64
$155.92



form placement

1a

1b

1c

1d

1e

1f

19

2a

2b

3a

3a

3a

3b

3c

3d

3e

8b
9a/1
9a/2
9a/4
9b/1
9b/2
9b/3
9c/1/A
9c/1/B
9c/1/E
9c/1/F
9c/1/H
9d/2

Data for ERISA, Schedule A, Form 5500 reporting

item name
Insurance Carrier
EIN
NAIC
Contract or identification number
Persons covered at period end
Reported from
Reported to
Total amount of commissions paid to all service providers
Total amount of fees paid to all service providers

agent/agency 1

agent/agency 1

agent/agency 1

Total amount of sales and base commissions 1
Aggregate amount of fees and other commissions
Purpose of fees and other commissions 1
agent/agency 1

Benefit and contract type
Amount received

Change in amount due
Premiums earned

Claims paid

Change in claim reserve
Incurred claims
Commissions

Admin service or other fee
Taxes

Charges for risk or contingencies
Total retention

Claim reserves

value
Delta Dental of Michigan
38-1791480
54305
3738
222
01-JAN-2024
31-DEC-2024
$4,898.55
$0.00
MacQueen & Associates, LLC--Scott MacQueen
2191 TWELVE MILE RD
BERKLEY, M| 48072
$4,898.55
$0.00
NA
3
Dental
$93,705.08
$-426.71
$93,278.37
$73,959.00
$-387.08
$73,571.92
$4,898.55
$6,901.19
$0.00
$2,331.97
$14,131.71
$1,473.56



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
f
Employee g:r?:ﬂnt?gr:czrilt-;zg:ninistration » File as an attachment to Form5500.
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 ofplan B Three-digit
PREFIX CORPORATION plan number (PN) [

1300 NORTH HAMLIN ROAD, SUITE 100
ROCHESTER HILLS MI 48309

C Plan sponsor’s name as shown on line 2a of Form 5500 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 1l and Ill can be reported on a single Schedule A.

1 _Coverage Information:

(a) Name of insurance carrier: HERITAGE VISION PLANS INC

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year

b) EIN . e d at end of

®) code identification number pegzﬁgj g?\éce):let‘rait ;}garo (f) From (9) To

38-2084788 11204 CLIENT ID:4083-00 128 SUBSCRIBERS 01/01/2024 12/31/2024
GROUP ID:1086 244 TOTAL

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

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

$1,700.12 $0.00

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

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

MACQUEEN INSURANCE GROUP
415 S. WEST STREET
ROYAL OAK, MI 48067

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

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

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

Fees and other commissions paid

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

For Paperwork Reduction Act Notice, see the instructions for Form 5500.
Schedule A (Form 5500)2024

v. 240311



Schedule A (Form 5500) 2024

Page 2 -

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization
code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization
code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization
code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization
code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization
code




Schedule A (Form 5500) 2024 Page 3

Part Il Investment and Annuity Contractinformation

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 ...................cccocovvreveverecnni...] 4

5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums PAIA 10 CAITIEN ..........cococvceeeeie ettt et se et ss e et et e s sesanseses et et snssanssaesnseeesesassenes 6b
C  Premiums due but unpaid at the end of the Year.............cccui e 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, enter aMOUNL..............oo et
Specify nature of costs P
e Type of contract: (1) |:| individual policies (2) |:| group deferred annuity
(3) [ ] other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|
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 Balance at the end Of the PrEVIOUS YEAT ...........c.eeueeiieeieeeeeeeeeeeteseeseseeesssse s sesesesesasasesssassssenassssssssssssssnssanssessanas j 7b
C  Additions: (1) Contributions deposited during the year... ... 7c(1)
(2) DIVIDENS BN CIEAIS ... eeee e eese e 7¢c(2)
(3) Interest credited during the year.............ccceeiiiriiiiieiie e 7¢(3)
(4) Transferred from separate account ............ccooocuiiiiiiiiiiiee e 7C(4)
(5) OtNET (SPECITY DEIOW).......ceeee ettt eee s eee 7¢c(5)
4
(B)TOLAI AAGIIONS ....cvevveceeeesceeseeee et ettt ss ettt 2882t et ettt 7¢(6)
d Total of balance and additions (add liNeS 7b @Nd 7C(B)). .........oceueveverreerreeeeeeeeeeete ettt seesese e seneseseseenand | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier..............coccceiiiiiiecni e 7e(2)
(3) Transferred to separate aCCoUNt ..........cocueviiiriiiiieiiieee e 79(3)
(4) OEr (SPECITY DEIOW).....e.veeeeeeeee e eeeee e ee e 7e(4)
4
(5) TOAl EAUCHONS ....cvx.cveeeeeeseeeaceeesce e ettt ss sttt 7¢(5)
f Balance at the end of the current year (subtract ling 7€(5) from lIN€ 7d).............cooveeuereereeereeeeeerssersenersnenend | 7f




Schedule A (Form 5500) 2024 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m| | Other (specify) P

9 Experience-rated contracts:
@ Premiums: (1) AMOUNEIECEIVEM.........ccoevevieiereeiieeeeeiete et 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccoccevvieiiieiiennen 9a(2)
(3) Increase (decrease) in unearned premium reserve.............o.cccoveveuenene. 9a(3)
(4) EMNEA (1) F (2) = (B)) ++euvereemeererueeteteneeueaueaseauesueaseseeseesesseseessanseseeseaseesees£AE 240 2h 4 E e eh e eh £ abeaEeh £ e mesb e bt abe e e an e srerersne e | 9a(4)
b Benefit charges (1) Claims Paid..........cccccoecuevruereecieeceee et 9b(1)
(2) Increase (decrease) in Claim reSEIVES............ccccveveerveveeieieeeeeeiereeeenn 9b(2)
(3) Incurred claims (Add (1) @NA (2)) c.veveereeereeeeee et ettt es et s ettt s e e s et sn s s s s aeaeeean 9b(3)
(4) ClAIMS CNAIGEA.......c.eivieiieiece ettt ettt ettt ettt ettt b e e b et e et ese b et e b e be s e b et es b ess e besees et assesesese st sessesessebenesenin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS .......vcveereveeeeeeeeteteeeteee et eteeeete e eaeeeeteeeee e eseteseeaeaeeteneanas 9¢c(1)(A)
(B) Administrative service or other fees.............cccoceeeeereeeeeccceenenennnn) 9¢(1)(B)
(C) Other specific acquisition COSES...........cccvrriiiiirinieie e 9c(1)(C)
(D) Other EXPENSES......cveieiireeieie ettt 9c(1)(D)
(E) TAXES...oecuiieiieeiieeee ettt et 9c(1)(E)
(F) Charges for risks or other contingencies.... .| 9c(1)(F)
(G) Other retention Charges ...........cccovrieieniiieneee e ) 9c(1)(G)
(H) TOAI FELENION .........cvceceeeeeee ettt ettt a e ee e s e et s e ea e s s en s e s s esessae s eran s s enanan 9¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or|:| credited.) ....coooeeeennnnn. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) ClAIM FESEIVES ...ttt ee e e e eae st et s e s as e e et et en e s s ae s et et ee s se s anss s e s et et enenssaete st sneeanse s sssnesenanans 9d(2)
(3) Other reserves... . 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......cccoceeiiiiiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIET ..............ccccucveveveeeceeeeieeeeeeeeeceeeae e seeaees 10a $16,183.84
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 P

| Part IV | Provision of Information

11_Di ; ce company fail to provide anv information necessarv ta compolete Schedule A? |-| Yes |-| No

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



rC;] reliancestandard

LIFE INSURANCE COMPANY

A MEMBER OF THE TOKIO MARINE GROUP

INSURANCE INFORMATION
FORM 5500 - SCHEDULE A

PREFIX CORPORATION
1400 S. Livernois Road
Rochester Hills, Ml 48307

May 14, 2025

EIN: 36-0883760
NAIC: 68381
ORG. NUMBER: 3

Policyholder Name: Prefix Corporation
Policy Number: G 166086
Policy Type: WEEKLY INCOME
Number of Covered Employees: 230
Policy Contract Year: 1/1/2024 to 12/31/2024
PREMIUM
Benefits Premium Rate 1 Eff Rate 2 Eff Rate 3 Eff
Short Term Disability $39,440.28 0.1610 12/23 0.1610 01/22 0.0000 00/00
Total Premium: $39,440.28
COMPENSATION
Agent Code: 35-2280 Total Commission:  $3,944.04
Payee Name: MacQueen & Associates LLC Total Administrative and Other Fees: $986.01
Payee Address: 2191 Twelve Mile Rd Total Amount of Compensation:  $4,930.05
Berkley, Ml 48072
Agent Code: 70-9652 Total Commission: $0.00
Payee Name: Stealth Partner Group, LLC Total Administrative and Other Fees: $0.00
Payee Address: 18700 N. Hayden Rd Total Amount of Compensation: $0.00

Suite 405
Scottsdale, AZ 85255

RGO: MICHIGAN

*Compensation includes, but is not limited to the following: commissions, benefit administration fees, premier/elite

producer payments and administrative fees.




rC;] reliancestandard

LIFE INSURANCE COMPANY

A MEMBER OF THE TOKIO MARINE GROUP

May 14, 2025

[ TO OUR GROUP POLICYHOLDERS WITH 100 OR MORE PLAN PARTICIPANTS |

RE: EMPLOYEE RETIREMENT INCOME SECURITY ACT OF 1974 (ERISA)
(1) ANNUAL REPORT OF WELFARE BENEFIT PLAN - FORM 5500
(2) SUMMARY ANNUAL REPORT

(1) Section 104 of ERISA requires that each Plan Administrator who maintains a welfare benefit Plan subject to ERISA having 100 or more
participants at any time during the plan year must file an annual report with the Department of Labor. The report must be filed within 7 months
of the end of the plan year. Certain failures are provided for failure to comply.

As it appears your plan is subject to the Act, the data on the enclosed form is provided for your assistance in completing your annual report.
By supplying this information it is not our intent to advise you as to your legal obligations under the act, nor do we wish to imply that this
information constitutes all of the data to be included in our annual report.

If you expect to file an annual report, you would normally receive a complete copy of form 5500 and Schedule A from the Department of Labor,
with all necessary instructions, prior to the filing date. Follow the instructions carefully. If you or your legal counsel have questions, please
contact The Labor-Management Services Administration Office at the Department of Labor.

(2) Section 104(B) of ERISA requires a plan administrator who must file an annual report to also furnish a Summary Annual Report to each plan
participant and beneficiary within 9 months of the end of your plan year and without charge.

The Summary Annual Report should include the following information:

1. The name of the plan as determined by your Plan Document and, if different, the name by which the plan is commonly known to its
participants and beneficiaries; and

2. The name and business address (do not use P.O. Box number) of the Plan Sponsor (usually the employer to whom the policy was
issued). However, if different, show:

a. The name and address of any employer having employees covered by the plan; or

b. The name and address of any labor organization maintaining the plan; or

c. In case of a plan established or maintained by two or more employers or by one or more employers and one or more employee
organizations, the name and address of the association, committee, joint board of trustees, parent, or most significant employer of a
group of employees contributing to the same plan; and

3. The name, business address, (do not use P.O. Box number) and business telephone number of the Plan Administrator; and

4. Astatement of assets and liabilities stated at current value; and

5. Separate or combined statements of income and expenses and changes in net assets; and

6. Such other materials as are necessary to fairly summarize the Annual Report.

7. Anotice which says, for example: Plan participants and beneficiaries may obtain copies of the Annual Report filed with the Department of
Labor by making a written request to the Plan Administrator. A reasonable charge will be made; or you may inspect the report without

charge at the office of (give name and address, usually the Plan Administrators; or if the plan covers participants at various locations, you
may be required to have a copy available at each location. If so, list the locations).

The above information with respect to the contents of the Summary Annual Report is based on our interpretation of the Act. It is not our
intention to advise you as to your obligations regarding compliance under the Act. We suggest that you consult with your own legal counsel
and discuss the requirements before any action is taken.

Customer Service
1-800-644-1103 ERISA-11



r@ reliancestandard

LIFE INSURANCE COMPANY

A MEMBER OF THE TOKIO MARINE GROUP

PREFIX CORPORATION
1400 S. Livernois Road
Rochester Hills, Ml 48307

Policyholder Name:

Policy Number:

Policy Type:

Number of Covered Employees:
Policy Contract Year:

May 14, 2025

INSURANCE INFORMATION
FORM 5500 - SCHEDULE A

EIN: 36-0883760
NAIC: 68381
ORG. NUMBER: 3

Prefix Corporation

GL 158431

GROUP LIFE AND ACCIDENTAL DEATH AND DISMEMBERMENT
230

1/1/2024 to 12/31/2024

PREMIUM
Benefits Premium Rate 1 Eff Rate 2 Eff Rate 3 Eff
Basic AD&D $3,677.02  0.0200 12/23 0.0200 12/22 0.0000 00/00
Basic Life $21,510.61 0.1170 12/23 0.1170 12/22 0.0000 00/00
Dependent Life $6,279.46  0.3510 01/23 0.0000 00/00 0.0000 00/00
Supplemental Life $38,564.81  0.9999 00/00 0.0000 00/00 0.0000 00/00
Total Premium: $70,031.90
COMPENSATION

Agent Code: 35-2280 Total Commission:  $7,003.21
Payee Name: MacQueen & Associates LLC Total Administrative and Other Fees:  $1,750.81
Payee Address: 2191 Twelve Mile Rd Total Amount of Compensation:  $8,754.02

Berkley, Ml 48072
Agent Code: 70-9652 Total Commission: $0.00
Payee Name: Stealth Partner Group, LLC Total Administrative and Other Fees: $0.00
Payee Address: 18700 N. Hayden Rd Total Amount of Compensation: $0.00

Suite 405

Scottsdale, AZ 85255

RGO: MICHIGAN

*Compensation includes, but is not limited to the following: commissions, benefit administration fees, premier/elite
producer payments and administrative fees.




rC;] reliancestandard

LIFE INSURANCE COMPANY

A MEMBER OF THE TOKIO MARINE GROUP

May 14, 2025

[ TO OUR GROUP POLICYHOLDERS WITH 100 OR MORE PLAN PARTICIPANTS |

RE: EMPLOYEE RETIREMENT INCOME SECURITY ACT OF 1974 (ERISA)
(1) ANNUAL REPORT OF WELFARE BENEFIT PLAN - FORM 5500
(2) SUMMARY ANNUAL REPORT

(1) Section 104 of ERISA requires that each Plan Administrator who maintains a welfare benefit Plan subject to ERISA having 100 or more
participants at any time during the plan year must file an annual report with the Department of Labor. The report must be filed within 7 months
of the end of the plan year. Certain failures are provided for failure to comply.

As it appears your plan is subject to the Act, the data on the enclosed form is provided for your assistance in completing your annual report.
By supplying this information it is not our intent to advise you as to your legal obligations under the act, nor do we wish to imply that this
information constitutes all of the data to be included in our annual report.

If you expect to file an annual report, you would normally receive a complete copy of form 5500 and Schedule A from the Department of Labor,
with all necessary instructions, prior to the filing date. Follow the instructions carefully. If you or your legal counsel have questions, please
contact The Labor-Management Services Administration Office at the Department of Labor.

(2) Section 104(B) of ERISA requires a plan administrator who must file an annual report to also furnish a Summary Annual Report to each plan
participant and beneficiary within 9 months of the end of your plan year and without charge.

The Summary Annual Report should include the following information:

1. The name of the plan as determined by your Plan Document and, if different, the name by which the plan is commonly known to its
participants and beneficiaries; and

2. The name and business address (do not use P.O. Box number) of the Plan Sponsor (usually the employer to whom the policy was
issued). However, if different, show:

a. The name and address of any employer having employees covered by the plan; or

b. The name and address of any labor organization maintaining the plan; or

c. In case of a plan established or maintained by two or more employers or by one or more employers and one or more employee
organizations, the name and address of the association, committee, joint board of trustees, parent, or most significant employer of a
group of employees contributing to the same plan; and

3. The name, business address, (do not use P.O. Box number) and business telephone number of the Plan Administrator; and

4. Astatement of assets and liabilities stated at current value; and

5. Separate or combined statements of income and expenses and changes in net assets; and

6. Such other materials as are necessary to fairly summarize the Annual Report.

7. Anotice which says, for example: Plan participants and beneficiaries may obtain copies of the Annual Report filed with the Department of
Labor by making a written request to the Plan Administrator. A reasonable charge will be made; or you may inspect the report without

charge at the office of (give name and address, usually the Plan Administrators; or if the plan covers participants at various locations, you
may be required to have a copy available at each location. If so, list the locations).

The above information with respect to the contents of the Summary Annual Report is based on our interpretation of the Act. It is not our
intention to advise you as to your obligations regarding compliance under the Act. We suggest that you consult with your own legal counsel
and discuss the requirements before any action is taken.

Customer Service
1-800-644-1103 ERISA-11



rC;] reliancestandard

LIFE INSURANCE COMPANY

A MEMBER OF THE TOKIO MARINE GROUP

INSURANCE INFORMATION
FORM 5500 - SCHEDULE A

PREFIX CORPORATION
1400 S. Livernois Road
Rochester Hills, Ml 48307

May 14, 2025

EIN: 36-0883760
NAIC: 68381
ORG. NUMBER: 3

Policyholder Name: Prefix Corporation
Policy Number: LTD 129619
Policy Type: LONG TERM DISABILITY
Number of Covered Employees: 230
Policy Contract Year: 1/1/2024 to 12/31/2024
PREMIUM
Benefits Premium Rate 1 Eff Rate 2 Eff Rate 3 Eff
Long Term Disability $17,515.45 0.1500 12/22 0.0000 00/00 0.0000 00/00
Total Premium: $17,515.45
COMPENSATION
Agent Code: 35-2280 Total Commission:  $1,751.55
Payee Name: MacQueen & Associates LLC Total Administrative and Other Fees: $437.91
Payee Address: 2191 Twelve Mile Rd Total Amount of Compensation:  $2,189.46
Berkley, Ml 48072
Agent Code: 70-9652 Total Commission: $0.00
Payee Name: Stealth Partner Group, LLC Total Administrative and Other Fees: $0.00
Payee Address: 18700 N. Hayden Rd Total Amount of Compensation: $0.00

Suite 405
Scottsdale, AZ 85255

RGO: MICHIGAN

*Compensation includes, but is not limited to the following: commissions, benefit administration fees, premier/elite

producer payments and administrative fees.




rC;] reliancestandard

LIFE INSURANCE COMPANY

A MEMBER OF THE TOKIO MARINE GROUP

May 14, 2025

[ TO OUR GROUP POLICYHOLDERS WITH 100 OR MORE PLAN PARTICIPANTS |

RE: EMPLOYEE RETIREMENT INCOME SECURITY ACT OF 1974 (ERISA)
(1) ANNUAL REPORT OF WELFARE BENEFIT PLAN - FORM 5500
(2) SUMMARY ANNUAL REPORT

(1) Section 104 of ERISA requires that each Plan Administrator who maintains a welfare benefit Plan subject to ERISA having 100 or more
participants at any time during the plan year must file an annual report with the Department of Labor. The report must be filed within 7 months
of the end of the plan year. Certain failures are provided for failure to comply.

As it appears your plan is subject to the Act, the data on the enclosed form is provided for your assistance in completing your annual report.
By supplying this information it is not our intent to advise you as to your legal obligations under the act, nor do we wish to imply that this
information constitutes all of the data to be included in our annual report.

If you expect to file an annual report, you would normally receive a complete copy of form 5500 and Schedule A from the Department of Labor,
with all necessary instructions, prior to the filing date. Follow the instructions carefully. If you or your legal counsel have questions, please
contact The Labor-Management Services Administration Office at the Department of Labor.

(2) Section 104(B) of ERISA requires a plan administrator who must file an annual report to also furnish a Summary Annual Report to each plan
participant and beneficiary within 9 months of the end of your plan year and without charge.

The Summary Annual Report should include the following information:

1. The name of the plan as determined by your Plan Document and, if different, the name by which the plan is commonly known to its
participants and beneficiaries; and

2. The name and business address (do not use P.O. Box number) of the Plan Sponsor (usually the employer to whom the policy was
issued). However, if different, show:

a. The name and address of any employer having employees covered by the plan; or

b. The name and address of any labor organization maintaining the plan; or

c. In case of a plan established or maintained by two or more employers or by one or more employers and one or more employee
organizations, the name and address of the association, committee, joint board of trustees, parent, or most significant employer of a
group of employees contributing to the same plan; and

3. The name, business address, (do not use P.O. Box number) and business telephone number of the Plan Administrator; and

4. Astatement of assets and liabilities stated at current value; and

5. Separate or combined statements of income and expenses and changes in net assets; and

6. Such other materials as are necessary to fairly summarize the Annual Report.

7. Anotice which says, for example: Plan participants and beneficiaries may obtain copies of the Annual Report filed with the Department of
Labor by making a written request to the Plan Administrator. A reasonable charge will be made; or you may inspect the report without

charge at the office of (give name and address, usually the Plan Administrators; or if the plan covers participants at various locations, you
may be required to have a copy available at each location. If so, list the locations).

The above information with respect to the contents of the Summary Annual Report is based on our interpretation of the Act. It is not our
intention to advise you as to your obligations regarding compliance under the Act. We suggest that you consult with your own legal counsel
and discuss the requirements before any action is taken.

Customer Service
1-800-644-1103 ERISA-11



rC;] reliancestandard

LIFE INSURANCE COMPANY

A MEMBER OF THE TOKIO MARINE GROUP

PREFIX CORPORATION
1400 S. Livernois Road
Rochester Hills, Ml 48307

Policyholder Name:

Policy Number:

Policy Type:

Number of Covered Employees:
Policy Contract Year:

May 14, 2025

INSURANCE INFORMATION
FORM 5500 - SCHEDULE A

EIN: 36-0883760
NAIC: 68381
ORG. NUMBER: 3

Prefix Corporation

VAR 207781

ACCIDENTAL DEATH AND DISMEMBERMENT
111

1/1/2024 to 12/31/2024

Suite 405

PREMIUM
Benefits Premium Rate 1 Eff Rate 2 Eff Rate 3 Eff
Voluntary AD&D $6,834.10 0.9999 00/00 0.0000 00/00 0.0000 00/00
Total Premium: $6,834.10
COMPENSATION
Agent Code: 35-2280 Total Commission: $683.39
Payee Name: MacQueen & Associates LLC Total Administrative and Other Fees: $170.83
Payee Address: 2191 Twelve Mile Rd Total Amount of Compensation: $854.22
Berkley, Ml 48072
Agent Code: 70-9652 Total Commission: $0.00
Payee Name: Stealth Partner Group, LLC Total Administrative and Other Fees: $0.00
Payee Address: 18700 N. Hayden Rd Total Amount of Compensation: $0.00

Scottsdale, AZ 85255

RGO: MICHIGAN

*Compensation includes, but is not limited to the following: commissions, benefit administration fees, premier/elite
producer payments and administrative fees.
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LIFE INSURANCE COMPANY

A MEMBER OF THE TOKIO MARINE GROUP

May 14, 2025

[ TO OUR GROUP POLICYHOLDERS WITH 100 OR MORE PLAN PARTICIPANTS |

RE: EMPLOYEE RETIREMENT INCOME SECURITY ACT OF 1974 (ERISA)
(1) ANNUAL REPORT OF WELFARE BENEFIT PLAN - FORM 5500
(2) SUMMARY ANNUAL REPORT

(1) Section 104 of ERISA requires that each Plan Administrator who maintains a welfare benefit Plan subject to ERISA having 100 or more
participants at any time during the plan year must file an annual report with the Department of Labor. The report must be filed within 7 months
of the end of the plan year. Certain failures are provided for failure to comply.

As it appears your plan is subject to the Act, the data on the enclosed form is provided for your assistance in completing your annual report.
By supplying this information it is not our intent to advise you as to your legal obligations under the act, nor do we wish to imply that this
information constitutes all of the data to be included in our annual report.

If you expect to file an annual report, you would normally receive a complete copy of form 5500 and Schedule A from the Department of Labor,
with all necessary instructions, prior to the filing date. Follow the instructions carefully. If you or your legal counsel have questions, please
contact The Labor-Management Services Administration Office at the Department of Labor.

(2) Section 104(B) of ERISA requires a plan administrator who must file an annual report to also furnish a Summary Annual Report to each plan
participant and beneficiary within 9 months of the end of your plan year and without charge.

The Summary Annual Report should include the following information:

1. The name of the plan as determined by your Plan Document and, if different, the name by which the plan is commonly known to its
participants and beneficiaries; and

2. The name and business address (do not use P.O. Box number) of the Plan Sponsor (usually the employer to whom the policy was
issued). However, if different, show:

a. The name and address of any employer having employees covered by the plan; or

b. The name and address of any labor organization maintaining the plan; or

c. In case of a plan established or maintained by two or more employers or by one or more employers and one or more employee
organizations, the name and address of the association, committee, joint board of trustees, parent, or most significant employer of a
group of employees contributing to the same plan; and

3. The name, business address, (do not use P.O. Box number) and business telephone number of the Plan Administrator; and

4. Astatement of assets and liabilities stated at current value; and

5. Separate or combined statements of income and expenses and changes in net assets; and

6. Such other materials as are necessary to fairly summarize the Annual Report.

7. Anotice which says, for example: Plan participants and beneficiaries may obtain copies of the Annual Report filed with the Department of
Labor by making a written request to the Plan Administrator. A reasonable charge will be made; or you may inspect the report without

charge at the office of (give name and address, usually the Plan Administrators; or if the plan covers participants at various locations, you
may be required to have a copy available at each location. If so, list the locations).

The above information with respect to the contents of the Summary Annual Report is based on our interpretation of the Act. It is not our
intention to advise you as to your obligations regarding compliance under the Act. We suggest that you consult with your own legal counsel
and discuss the requirements before any action is taken.

Customer Service
1-800-644-1103 ERISA-11



