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

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepa""gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁir;i;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 04/01/2024 and ending  03/31/2025
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

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

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
SENIOR DOC MANAGEMENT LLC WELFARE BENEFITS PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
04/01/2023

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

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 85-4390396

SENIOR DOC MANAGEMENT LLC

5 HUTTON CENTRE DRIVE
SANTA ANA, CA 92707

2C Plan Sponsor’s telephone
number
855-919-9393

2d Business code (see
instructions)
621498

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. 06/18/2025 JENNIFER BESSE
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 06/18/2025 JENNIFER BESSE
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 206
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) 206
a(2) Total number of active participants at the end of the plan year ... 63_(2) 511
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add lINES 6a(2), B0, AN BC.........cveeeeieeiete et ete et ee et ee et ete e e e eaeeteeeteeseeteeseeteeseeeteeseetesseeeesseenseereeans 6d 511
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __2
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 04/01/2024 and ending  03/31/2025
A Name of plan B Three-digit
SENIOR DOC MANAGEMENT LLC WELFARE BENEFITS PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
SENIOR DOC MANAGEMENT LLC

D Employer Identification Number (EIN)
85-4390396

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
PRINCIPAL 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
42-0127290 61271 1172553 511 04/01/2024 03/31/2025

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

17495 3015
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
ADVANCED BENEFIT CENTER 16145 WHITTIER BLVD
WHITTIER, CA 90603
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
17495 3015 | BONUS 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 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 @ 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 B PPO contract

m |:| Other (specify) P

d |X Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 167768
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 04/01/2024 and ending  03/31/2025
A Name of plan B Three-digit
SENIOR DOC MANAGEMENT LLC WELFARE BENEFITS PLAN plan number (PN) > 501

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

SENIOR DOC MANAGEMENT LLC

85-4390396

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
CALIFORNIA CHOICE

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
33-0115986 00000 55572 151 04/01/2024 03/31/2025

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

65455

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

ADVANCED BENEFIT CENTER

16145 WHITTIER BLVD
WHITTIER, CA 90603

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

48345

N/A

3

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

BENEFITMALL

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

17110

N/A

3

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

Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 966842
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

B Yes

|:|NO

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
NAIC AND BENEFITMALL'S ADDRESS




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110

1210-0089
This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retiremnent Income Security Act of 1874 (ERISA) and

Department of the Treasury

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code {the Coda). 2024
Em'ﬂi”igﬁi’n‘éﬁﬁéﬁﬁﬂﬁ ¥ Complete all entries in accordance with
. ’;dminisiraﬁon Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning  04/01/2024 andending  03/31/2025
A This returnfreport is for: |:| a multiemployer plan |:| a multiple-empleyer plan (Fllers 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: I:I the first returnfreport |:| the final return/report
D an amended return/report |:| a short plan year return/freport (less than 12 months)
C ifthe plan is a collectively-bargained plan, cheok HOTe. . . .. . . .. ...\ e e » [l
D Check box if filing under: D Form 5558 |:| automatic extension |:| the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check Here. . . .. ovorveer s e » I:I
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
Senior Do Management LLC Welfare Benefits Plan number (PN} » 501
1¢ Effective date of plan
04/01/2023
2a Plan sponsor's name {employer, if for a single-ermplayer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and sireet, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 85-439039¢
Senior Doc Management LLC 2¢ Plan Sponsor's telephone
number

855-919-93¢93

2d Business code (see

5 Hutton Centre Drive . -
instructions)

214
Santa Ana CA 92707 6 98. .

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

Under penalties of perjury and other penalties set forth in the insiructions, 1 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, itis true, correct, and complete.

Séiﬁé/’*:@\/\% 06/18/2025 |JENNIFER BESSE
S)gnature of plan administrator Date Enter name of individual signing as plan adminisirator
R

SIGN W | 06/18/2025 |JENNIFER BESSE
HERE p ¥ X

Signatu)'e 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 sighing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2024)

v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrators telephone
number
4  Ifthe name andfor EIN of the plan sponsor ot the plan name has changed since the last return/report filed for this plan,  [4b EIN
enter the plan sponsor's name, EIN, the ptan name and the plan number from the last return/report:
a Sponsor's name 4d PN
€ Plan Name
5  Total humber of participants at the beginning of the plan year 5 | 206
6  MNumber of participants as of the end of the plan year unless ctherwige stated (welfare plans complete only lines 8a(t),
6a{2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the plan YEar ... 6a(1) 206
a(2) Total nurmber of active participants at the end of the PlIan YBar ... 6a(2) 511
b Retired or separated participants recelving benefits ..o oo e 6b 0
c Other retired or separated participants entitled to future benefits ... ¢ 0
d  Subtotal. Add ines BA(2), BB, BNU BC. ...cccouveereeerrererecorisers s recrm e ecareseemssseassassas b ba s sstasaas s he b na bt srs e st e 6d 511
e Deceased participants whose beneficiaries are receiving or are entitled to raceive benefits. ..ol e
f Total, Add INES B BN BE. ... ereoeeeeecireriase et sersess b ssees caseesees e soe s eemsee s s s eEassss s ss st sssm s bRt b ems b aes rrmsamn s marnnas 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
g COMPIETE TS I <o eietis e i e e s n e ey emas £ e e emiad e £ e s e beedem e d AR AR Ao S b e b e mrsen et e rmsnedn o nbeenrnen 9
2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
g(2) Lea T Lo (T =T ) O P SDSROt EQ(Z)
h Number of participants who terminated employment during the plan year with accrued benefits that were .
[©55 tHEAM 100U VESIEH ... ceussssessssasssos tarscssestamsinsses s s smrsnsas sesss s porssems 280828424 soma s seE8nE AR o241 seEAsem s senasscasssscsneaatse s 6h
7  Enter the total number of employers obligated to contribute to the plan (only muftiemployer 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
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply}
(1} Insurance {1 Insurance
(2) Code section 412{e)(3} insurance contracts (2) Code saction 412(e)(3) insurance contracts
(3} Trust (3) Trust
(4} General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) D R (Retirement Plan Information} {1} D H (Financial Information)

{2} |:| MB (Multiemployer Defined Benefit Plan and Certain Money

2 [] 1 (Financial Information — Small Plan)

Purchase Plan Actuarial Information) - signed by the plan (5] E A {Insurance Information) — Number Attached _2
actuary @ [] € (Service Provider Information)
(3} D $B (Single-Employer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)

Information) - signed by the plan actuary

{4) |:| DCG (Individual Plan Information) — Number Attached {6) D G (Financial Transaction Schedules)

(5} |:| MEP (Multiple-Employer Retirement Plan Information})




Form 5500 (2024) Page 3

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

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

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

Recsipt Confirmation Code




SCHEDULE A i
U Insurance Information OME No. 1216:0110
(Form 5500)
Depariment of the Treasury This schedule is required to be filed under section 104 of the
Internal Reverne Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of L.abor -
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporafion P 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 04/01/2024 and ending 03/31/2025
A Name of plan B Three-digit
Senior Doc Management LLC Welfare Benefits Flan plan number (PN) ) 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer [dentification Number (EIN}
Senior Doc Management LLC 85-4330396

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Pravide information for each cantract
on a separate Schedule A. Individual contracts grouped as a unitin Parts 1l and IIl can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

PRINCIPAL LIFE INSURANCE COMPANY

{e) Approximate number of Policy or contract vear
EIN (c) NAIC ) (d)_ Coptract or d at end of
(b) code identification number pe;gﬁg; gl?\ég:ﬁra:t Sgaro (f) From {(q) Te
42-01272%0 61271 1172553 511 04/01/2024 03/31/2025

2 Insurance fee and commission information. Enter the total fees and total commissians paid. Listin line 3 the agents, brokars, and other persons in
descending order of the amount paid.
{a) Total amount of commissions paid {b) Total amount of fees paid
17,495 3,015

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, ot other person to whom commissions or fees were paid

ADVANCED BENEFIT CENTER
16145 WHITTIER BLVD

WHITTIER CA 90603
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organization code
BONUS
17,495 3,015 3

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

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

v. 240311




Schedule A (Form 5500) 2024 Page 2 — |

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

Fees and other cormnmissions paid (e}
b) Amount of sales and base Organization
®) (c) Amount {d) Purpose 9 code

commissiohs paid

{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
{e) Amount (d) Purpose code

commissions paid

{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
(c) Amount {d) Purpose code

commissions paid

{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 coda

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

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




Schedule A (Form 5500) 2024

Page 3

Partll | Investment and Annuity Contract Information

this report.

Where individual contracts are provided, the eniire group of such individual contracts with each carrier may be treated as a unit for purposes of

4 Current value of plan's interest under this contract in the general account at year 8nd oo 4
8 Current value of plan’s interest under this contract in separate accounts at year end...uc.. i s 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums paid 10 CArMET ..o ceseesi vt sses st sssresannssrvenees ettt ee e e et reetee e teseanetesennemeremeseen 6h
€  Premiums due but unpaid at the end of the year ... 6¢c
d if the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the confract or policy, enter amount. ... eccvrecc e Cvesrerrt e enaan

Specify nalure of costs P

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

(3) D other (specify} »

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

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

a Type of contract: (1} I:I deposit administration (2) |:| immediate participation guarantes
3 |:| guaranteed investment (4} |:| other P

b Balance at the end of the PreVIOUS YEAI......... ..o cioiriiieeeenererrsceserssssrrneensserencesseeaamrnstscssssarasssesersreanasseseasas r 7b 0
C  Additions: (1) Contribuiions deposited during the year ... 7c(1)

(2) Dividends and CredifS ..o e 7¢(2)

{3) Interest credited dUNNG e YEAN ...cc.uieesrsrnrersereersersssesrreeasesssersseereseneanee 7¢(3)

{4) Transferred fram SEPAate CCOUNT. ... .oc..ov.coeeeeeeeeveeeeessenee s esnaeseee 7¢(4)

{5) OMET {SPECITY DEIOW) ..oeeecervee et eeee e et eness e 7¢(5)

»

(B)TORI AAAMIONS ... oooeceeeeeeceeeeeaeeeecesssese s e e ss s receae e eh st et bR setm 48 R s s 7c(6) 0
d Total of balance and additions (add iNes 7B and 7C{B)). ... oo eererrecerencner e emsrsese s sesrmensss s sessmsnssss s naseases | 7d 0
@ Deductions: '

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

(2) Admiinistration charge made by CAMTIEE .................eweeereesereeeeeseeeeeseemreines Te(2)

(3) Transferred to Sparate B0C0UNE ............oocooorovveceveeee e srrssese s ssacsencsenes 7e(3)

(4) OLhET (SPEGITY BEIOW) .-.vvvoeererrvscesseesessssieesssssssssmsssssssensarmeecessssssesssnsesssane |1 GLR)

S

(5) TOMAL BBUUCTIONS ... coeceee oo eeeeeeeeeeeeeeeseees e ees s emssne s oemsas ossoeess oo ee 4R e e oo nn ke nrnren 7e(5) 0
f Balance at the end of the current year (subtract line 7e(5) from liNe 7d) ....c.ovimmmsaiinsmmmsmmeseseess e e | 7f 0




Schedule A (Form 5500) 2024 Page 4

Part Ill | Welfare Benefit Contract Information

employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b x| Dental c [¥| Vision d @ Life insurance
e D Temporary disability {accident and sickness) D Long-term disability g I:l Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j |:| HMO contract k lg] PPO contract | |:| Indemnity contract
m |:| Other (specify) P
9 Experience-rated contracts:
a Premiums: (1} AMOUNE reCeived ... rn e 9a(1}
(2} Increase (decrease) in amount due but UNPaId.......coevecereenecreerceens 9a(2)
(3) Increase (decrease) in unearned premium reserve ... 9a(3)
(4) EBINEA ({1} (2) = (3} -eveemreeeseooeomesemseeesesssammsssssssssssssasssnssssssssasssassessssessessceeestssssssesesssesssssiogsss szt [ 9a(4) 0
b Benefit charges (1) Claims Paid........ccccoovovuioveomeesrerneesvesseesvessescrmsssnsssses 9b(1)
{2) Increase (decrease) i Claim MESEIVES ........ccvecirririsissvrrcereeececenrencan 9b(2)
(3) Incurred claims (AAd (1} AN (2))....e.ccorireirrreees e ceees e metreeeet et artetaesseseseunas see st sanmesreoseseneurasacararens 9b(3}) 0
(4) Claims charged 9bhi{4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ..ovvireceere et rnnasns s rrras s s nsasssens 9c(1)(A)
(B) Administrative service or other fe5.......cvwnerereeirreercenencresenmeens 9¢{1){B)
(C) Other specific 2cquUisition COStS .............ccirinrmr 9c{1)(C)
(D} Other expenses .. ... | 8e(1)(D)
(E) TAXES cerseererransrees s sssasesssssssssss s s ecssessesses s Sc(1)(E)
(F) Charges for risks or other contingencies. ..o ieeincencs 9c(1)(F)
(G) Other retention GhATGES ... oo eesseesss s resre s e 9c{1H{G)
(H) TORRE TEEBIION ..o oot eeeeeect st enseea s st oaememeee s esie b emaems b2 nt b bbb snesnnenes 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts werg |:| paid in cash, or D credited.) ... 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2 ClAIM FESBIVES .o.cv.verivvseesiereesssesssssirresssssssess s sessesaseasssenserasas assssemstusass anbes ot sess siussecessertasusmesssssnsmentmssessensnens 9d(2)
() OHRBT TESBIVES......v. eeeeeaeueerseeeeresess s seseeressesseassee e st seasescnresasae b e b et e R sa bt 8L b abd e s bt sheTmsReb s ean et peren 9d(3)
e Dividends or retroactive rate refunds due. (Do not incfude amount entered in ling 9¢{2).} c.oceecvovicvcernirerinn, e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Pait] 10 CAIMIBI ... ......or oo eeret e eemeceeeerce s renenenee s rearnseesees s aamsneneie b 10a 167,768
b Ifthe carrier, service, or ather organization Incurred any specific costs in connection with the aequisition or
retention of the coniract or policy, ather than reported in Part |, line 2 above, report amount.._..................... 10h
Specify nature of costs.
| PartlV | Provision of Information
11 Did the insurance company fail to provide any information hecessary to complete Schedule A?............ |:| Yes @ No

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




SCHEDULE A
(Form 5500)

Insurance Information

OMB No. 1210-0110

Department of the Treasury
Intermnal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Carporation

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

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 04/01/2024 and ending 03/31/2025
A Name of plan B Three-digit
Senior Doc Management LLC Welfare Benefits Plan plan number (PN) » 501

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

Scenior Doc Management LILC

85-4390396

D Employer [dentification 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 |1l can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

CALIFORNIA CHOICE

(e) Approximate number of Palicy or contract year
b) EIN (c) NAIC . (d) Coptract or d at end of
() code identification number pe;iﬁg; g?zgﬁr agt jgaro (f) From {g) To
33~011598¢6 00000 55572 151 04/01/2024 03/31/2025

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

descending order of the amount paid.

{a1) Total amount of commissions paid

(b) Total amount of fees paid

65,455

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 oiher person to whom commissions or fees were paid

ADVANCED BENEFIT CENTER
16145 WHITTIER BLVD

WHITTIER CA 90603
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {e} Organization code
N/A
48,345 0 3

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

BENEFITMALL

Fees and other commissions paid

{b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

17,110

N/A
0

3

For Paperwork Reduction Act Notice, see the Instructions for Form §500.

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) Amaunt (d) Purpose code

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

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

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

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

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

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

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

Fees and other commissions paid {e)

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end 4
5 Cunent value of plan’s interest under this contract in separate 2ccouUnts at Year end...... e s 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
B PrEmMIUMS PRIA 0 CAIFEE -orroeoveeeeoemamaaarerreaceesssssssssssossessessasssseee s orer s 17555 R e 6b
C  Premiums due but unpaid at the end of the VBTt t 6c
d fthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or Policy, ENLEN AMOUE. ... o et s e s
Specify nature of costs P
e Typeofcontract: (1} |:| individual policies (2) |:| group defetred annuity
{3) D other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate ascounts)
a Type of contract (1) D deposit administration {2) D immediate participation guarantee
3 D guaranteed investment (4) D other ¥
b Balance at the end of the PrEVIOUS YEaM i it iee s sisrtnnenes i st b s e s e 7h

¢ Additions: (1) Contributions deposited during the year
{2) Dividends and Credits... ...t
(3) Interest credited dUring ENE YT . .o ocvereree et
{4) Transferred from separate account
{5) Other {Specify DEIOW) ..cvcuwc et stanssn st
»

{(B)Total additions

o

d Total of balance and additions (add lines Th aNd TE(B)). ...rwrverrrmrmmmsreeiasesmasmsmemmmmss st et s | 7d

€@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year Te(1)
(2) Administration Charge Made DY CAIRET .......wuc.urreeeeemmissssrmeerrs e Te(2)
(3) Transferred to separate account 7e(3)
{4) Other (SPECIfy DEIOW) . oevvvvv e 7e{4)
b

(5) Total deductions

§ Balance at the end of the current year (subtract line 7e(5) from line 7d)
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Part lll | Welfare Benefit Contract Information

If more than ohe 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 entlre 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 EI Health (other than dental or vision) b D Dental c D Vision d I:l Life insurance
e [I Temporary disability {accident and sickness) T |:| Long-tarm disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (farge deductible) i D HMO contract k |:| PPO contract | |:| Indemnity contract
m [ ] Other (specify) »
9 Experiencerated contracts:
a Premiums: (1) AMount received ... e e 9a(1)
{2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase {decrease) in Uneared premium reserve .........o.oveeeeeeees 9a(3) _
Ny e R (L ) R 7 L ) ) N |  9a(4) 0
b Benefit charges (1) Claims Paid..........ooooouoooeeeeeeeeeee e 9b(1)
(2) Increase {decrease) in ClaiM rESEIVES .......ccceeevevereeeeeeeetecceeee e e 9b(2) ) _
(3) Incurred claims (A (1) BN (2))...voveeeeeeee e e ceeseae e eee s esees st sseass s seesin s et s eeermoneseesmenesseeesesrasassensernane 9h(3}) 0
(4) ClAIMS CRANGE ... cueeeevcecereeeee e essees st sesesnm st e aes s s s s e ass s sassemeassmss s se s et b obat ot et es bk eme e bemeeseeaseserme 9b(4}
C Remainder of premium: (1) Retention charges {on an accrual basis) --
(A) COMMISSIONS ..eeneeeemriieeeeee e eeeee et pene o s e srransre 9c(1){A)
{B) Administrative service or other fEes..........cooeiecieece e 9¢{1)X{B)
(C) Other specific acquisition costs 9c{1}(C)
(D) Other expenses 9c(1)(D)
G O S 9c(1)(E)
{F) Charges for risks or other contingencies..........c.cco.veevoeoreeeencae. 9c(1)(F)
(G} Other retemntion CHAFTES ... ... eveeeeereeeeeeeee s eeeeeeeeemeemeeese seeeeseeseee 9¢(1){(G) .
(H) TOTAL TEEBIIEION ..o v careeareesis e emes et srss e srasss s e s bnase s e s s b bem et b2 eb 20 he et sesem bt eeeseem s es e menenmsseesseemnaneseememn 9c(1{H} 0
(2) Dividends or refroactive rate refunds. {These amounts were |:| paid in cash, or |:| credited.) ....coeeereeneee 9c(2)
d Staius of policyholder reserves at end of year: (1} Amount held to provide benefits after retirement ............... 9d(1)
(2) ClaHTI FESBIVES ... oo eeece et eseee e e escesasanas s eesasssne e s esempee e s eeeeemnsss s erpeseseersmemeaseengrerrassneen 9d(2)
(3] OB TBSBIVES ... eec s e st ss e e b b e s ann e er s R b mRreR et s md e e caete s e ee s eeneese st smenn st aenesemessnanren 9d(3)
© Dividends or refroactive rate refunds due. (Do not include amount entered in line 9¢{2).) .......ccoeeeevveverveenee.. 9e
10 Nonexperlence-rated contracts:
a Total premiums or SUbSCrpHON Charges PaId 10 GAITIEN .........ocoooee oo eeeseeeeee e eeseeeeere s eeeeees s eeseeeemseresreseaas 10a 966,842
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part [, line 2 above, report amount..........cccooeee.e.... 10b

Specify nature of costs.

| PartIV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A%............. El Yes I:l No
12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P NATC AND BENEFITMALL'S ADDRESS




