Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

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

2024

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

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

and ending  12/31/2024

A This return/report is for: D a multiemployer plan

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

employer information in accordance with the form instructions.)

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

a single-employer plan
B This return/report is: D the first return/report
D an amended return/report
C Ifthe plan is a collectively-bargained plan, check here

[ ] Form 5558

D special extension (enter description)

D Check box if filing under: D automatic extension

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

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit plan
MEDICAL CARE BENEFITS number (PN) » s01
1c Effective date of plan
01/01/1990
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) 35-1182953
VON TOBEL CORPORATION -
2C Plan Sponsor’s telephone
number
219-462-6184
PO BOX 150 256 S. WASHINGTON 2d Business code (see

VALPARAISO, IN 46383 VALPARAISO, IN 46383

instructions)
444130

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. 06/25/2025 CHERYL GAZDICH
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 06/25/2025 CHERYL GAZDICH
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 170
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) 170
a(2) Total number of active participants at the end of the plan year ... 63_(2) 175
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 1
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 176
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 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 |_| 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 __ 5
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)

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

Department of Labor
Employee Benefits Security Administration

OMB No. 1210-0110

» File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

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

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

VON TOBEL CORPORATION 35-1182953

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
COMPANION LIFE

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
57-0523959 77828 PACE C288 113 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid (b) Total amount of fees paid
0 0

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
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 348086
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
pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

2024

This Form is Open to Public

Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
MEDICAL CARE BENEFITS plan number (PN) » 501

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

VON TOBEL CORPORATION

35-1182953

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

THE LINCOLN NATIONAL 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
35-0472300 65676 00001D033537 00 96 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

5523

1865

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

MJ INSURANCE INC

571 MONON BLVD STE 400
CARMEL, IN 46032

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

5523

984

BROKER BONUS

3

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

JAMES R NELLIGAN & ASSOCIATES LLC

1933 STATE RTE 35 STE 368
WALL TOWNSHIP, NJ 07719

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

881 | OVERRIDES

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

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

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b B] Dental c 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 55228
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
MEDICAL CARE BENEFITS plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VON TOBEL CORPORATION 35-1182953
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
UNITED OF OMAHA 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
47-0322111 69868 G00064H6 11 01/01/2024 12/31/2024

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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




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 5117
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
MEDICAL CARE BENEFITS plan number (PN) » 501

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

VON TOBEL CORPORATION

35-1182953

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
SYMETRA 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
91-0742147 68608 01-016742-00 138 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

4537

907

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

MJ INSURANCE INC.

PO BOX 50435
INDIANAPOLIS, IN 46250

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

4537

907 | GROUP VOLUME BONUS

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) P AD&D

d [X Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 30245
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
MEDICAL CARE BENEFITS plan number (PN) » 501

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

VON TOBEL CORPORATION

35-1182953

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
VISION SERVICE PLAN

(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
06-1227840 39616 12279250 76 02/01/2024 01/31/2025

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

1228

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

MJ INSURANCE INC

PO BOX 3430
CARMEL, IN 46082-3430

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1228

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




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 @ 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 24132
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




ee Benefit Plan OMB Nos. 1210-0110
Form 5500 Annugl Rgturaneport of Employ . 1210.0110
This form is required to be filed for employee benefit plans under sections 104
Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intenal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 202 4
B Dlepaﬂfgeﬂ' ?Q-g‘;g" . » Complete all entries in accordance with
R et Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
[' Part | | Annual Report ldentification 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.)
I)__il a single-employer plan |:| a DFE (specify)
B This retum/report is: D the first return/report I:I the final return/report
D an amended return/report I:] a short plan year retum/report (less than 12 months)
C If the plan is a collectively-bargained plan, check here. .. ... ..........vuririririr e iiiieiiieaann » |:|
D Check box if filing under: |:| 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..............c.covvinnen. » D
I.' Piartslle»fl Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
MEDICAL CARE BENEFITS number (PN) » | 501
1¢ Effective date of plan
01/01/1990
2a Pian sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Maiﬁng address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
or town, state or Y{Rvmce country, and ZIP or foreign postal code (if foreign, see instructions) 35-1182953
VON OBEL CORPO
2c¢ Plan Sponsor's telephone
number
(219)462-6184
PO BOX 150 2d Business code (see
instructions
VALPARAISO IN 46383 444130 )
256 S. WASHINGTON — —
VALPARAISO IN 46383

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 returnfreport, and to the best of my knowledge and belief, it is true, correct, and complete.

:leihé / AW ‘IZCIZOZS CHERYL GAZDICH
; 8|gnature of plan admlmstrator Date Enter name of individual signing as plan administrator
,fg‘é ej\/ M . Lo (,jzc.l 202SCHERYL GAZDICH
Signaﬁre 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 Papemork 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 E] Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
€ Plan Name
5 Total number of participants at the beginning of the plan year 5 | 170
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1), S .
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the Plan YEar ... e 6a(1) 170
a(2) Total number of active participants at the end of the Plan Year ...............ecieeceeeice e cescteeseesesne e ssesensaens 6a(2) 175
b Retired or separated participants receiving DEnefits.........ccooveerrrrerircrerrccrrrerseeereecrnertrsneeseesnesasennesessessaressesssscssassesaessns 6b 1
c Other retired or separated participants entitled to future benefits.............ccocvreereveeenrerernnne 6¢c 0
d Subtotal. Add lines 6a(2), 6b, and 6C. .........cc.oocveeeiecr e 6d 176
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .............ccooceinenrnervcnrnncns 6e
f Total. Add lines 6d and Be. ...........ccervrmecrcecerrenccrereesrreeseenseesesnasesssssesesessssessacsasaes 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6a(1
g COMPIELE thiS HBM) ...eeuecirecriiicici et sssssses st e sassaesssesesssssssssnesnssnsrnsasssssasanentsssssessessasresness g(1)
(2) Numbser of participants with account balances as of the end of the plan year (only def ned contribution plans
g COMPIBLE thiS IBIM) ...ceeericerererceeeirrcrnrernrcrecestecsnrsaessere s snesseessssseesanesessasaasssnesssnssssseesresasasssansersesasarssesmessansesssannsssnesesnsssns Eg(z)
h Number of participants who terminated employment during the plan year wnth accrued benefits that were
[ESS than 100% VESLEA......ouiusususessississsnssessassessassessesassossssasesssassssssssssssassssssss ssssss st sesssbsssassttsesspanss restansasesesssenassasessnssnss 6h
7  Enter the total number of employers obligated to contribute to the plan (only muitiemployer 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 4H

0
@
3

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
Insurance (1) Insurance
Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
Trust (3) Trust
General assets of the sponsor (4) General assets of the sponsor

4

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

M
)

(3)

(@)
(5)

b General Schedules

D R (Retirement Plan Information) (1) D H (Financial Information)

[] MB (Muliemployer Defined Benefit Pian and Certain Money @[] 1 (Financial Information - Small Plan) 5
Purchase Plan Actuarial Infermation) - signed by the plan (3 EI A (insurance Information) — Number Attached _~
actuary @  [] c (service Provider Information)

|:| SB (Sln‘gle-Em'ployer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)

Information) - signed by the plan actuary
D DCG (Individual Plan Information) — Number Attached (6) |:| G (Financial Transaction Schedules)

MEP (Muitiple-Employer Retirement Plan Information)



Form 5500 (2024) Page 3

| Part:1ll-| 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.) cecevmmenrererenneneensnsenensnennnens [] - Y€S 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 [] No

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

Receipt Confirmation Code,




SCHEDULE A i
Insurance Information OME No. 1210.0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the 2024
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
D f Labol .
Employee B:::mmyam:ninisuaﬁon ) File as an attachment to Form 5500.
Pensfon Benefit Guaranty Corporation » Insurance companies are required to provide the information This Fonll:‘isspgg?:nto Public
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
MEDICAL CARE BENEFITS olan number (PN) D 501

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

VON TOBEL CORPORATION

35-1182953

D Employer Identification Number (EIN)

Partl Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and lll can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

COMPANION LIFE

Approximate number of Policy or contract year
NAIC (d) Contract or (@)
(b) EIN (© . g persons covered at end of
code identification number policy or contract year (f) From {g) To
57-0523959 77828 PACE €288 113 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

0

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

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount (d) Purpose

{e) Organization code

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

Fees and other commissions paid

(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 - |

(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

PRI

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

this report.
4 Current value of plan's interest under this contract in the general account at year end ...........ccooeeereieneninicisiisescenene 4
5 Current value of plan's interest under this contract in separate aCCOUNtS at YEar @NG................ecrvvvecesmeevseeseernnorees 5

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

D Premiums PaId 0 CAIMIEE .........occeiiviverrereaesetessisesesesesenenseensacssssnssssssnessssassenssesessseasasssmseseessesessasssnsassessesssasassaes 6b
C  Premiums due but unpaid at the end Of the YEEI .........coeeeeeeecireerceerreecrrterrte e rreseeretererereessssaessssesssasssesessssenns 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount.... teeeeeteeseseesereeaeeaeeestatenrtaer et earteetbaesaanarsaeaseaasaannbaaestee
Specify nature of costs P
e Type of contract: (1) D individual policies 2) I:] 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 > D

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

a Typeofcontract: (1) |:| deposit administration (2 D immediate participation guarantee
(3) D guaranteed investment 4) D other P

b Balance at the €Nt O the PreVIGUS YEAF ............eecu.eeceeeieevceevrecscesersmsesessessesesnesseseassseossnsssessass seesasssesssessesaens [ 7b
€ Additions: (1) Contributions deposited during the year ..............ccceeuecveunenns 7c(1)

(2) Dividends and credits...........c....cconnn... N .. | 7¢(2)

(3) Interest credited during the year......... . | 7¢(3)

(4) Transferred from separate account.... | 7c(4)

(5) Other (SPECHY BEIOW) ....vueeererecrieeriretrieasnisssseesseasestssassesessesesssnssssssasnes 7¢(5)

4

(B)TOA! AAGIIONS ....e.veeereneereremescseinessoresseseseesnesensesseseossssseesesasaseassenssssntaseosasssasesasesessaseesnssasentasnsesensssssenane 7¢(6)
d Total of balance and additions (dd iNes 7b and 7C(B)). .........oeverrereirerierernrerrereinesstsseseeseseesssssssaessesssssssnsssssase [ 7d

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

(2) Administration charge made by carrier 7e(2)

(3) Transferred to separate account .. 1. 7e(3)

(4) Other (SPECY DEIOW).........cccvuerurreirernirsinrssssesessassssessnsessssessssassassesseseses 7e(4)

>

(5) TOR) AEAUCHONS .......oeverereereenseseesarensssessesssssssseesssessssassessssssssassisstassssssssasessassastasssestassnsnssssessassesstinssssnses 7¢(5)

f Balance at the end of the current year (subtract line 7€(5) from liNe 7d)............cccceeeererrevererrrereeererreeeeerenarsrnnans [ 7f




Schedule A (Form 5500) 2024

Page 4

Part lll

Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)
a [:l Health (other than dental or vision) b D Dental

e D Temporary disability (accident and sickness)

i E] Stop loss (large deductible) i |:| HMO contract
m[:| Other (specify) »

f [] Long-term disability

c[] vision

k D PPO contract

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

| [] Indemnity contract

9 Experience-rated contracts:
@ Premiums: (1) AMOUNL FECEIVEM ........c.covererreenrernrreeresninesesnsesesesesnssresnes 9a(1)
(2) Increase (decrease) in amount due but UNPaId ...........cceereererreerrerenene 9a(2)
(3) Increase (decrease) in unearned premium reSEIVE .........ovevreereerverrnnes 9a(3)
(4) EGME (1) + (2) - (3)) corvvvvrerereereeresemereseseeerssmeseseesssesesssesssesessesssesessseensmmsssssscesas .| 9a(4)
b Benefit charges (1) Claims paid..........cccocovverreeencreeesiencnnnnas 9b(1)
(2) Increase (decrease) in ClaiMm rESEIVES..........ccccoceeeeeuereveresreneneseasneans 9h(2)
(3) Incurred claims (add (1) 8nd (2)).....oreerererrererrernersseeereresseserenens . . 9b(3)
(4) ClAIMS CRAIGEU......cccreerreiererrissecssiessitasessssasssessssssasesesasasasssssassassssasasasesasasssnsssssssssenssssesssnssssssesssassensssens 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
{A) COMMISSIONS ...ceveuereeireieremreetesnsietesnsssse st essssssesssssssssssenssssssssosee 9¢c(1)(A)
(B) Administrative service or other fees ..........ccorurevecrrerererrneerercnseren. 9¢c(1)(B)
(C) Other SPECific ACQUISIION COSES......nvvreeeemeeeereeeereesersereseereessenne 9¢(1)(C)
(D) OhEr XPENSES ......vvvvverereeereesncnesessssesssersesessaresssssssesssseressssesess 9c(1)(D)
(E) TAXES.vmeereereerneereemeessesessesseseenssemseaseensenasemssrmssesens 9¢(1)(E)
(F) Charges for risks or other contingencies ............c..vereereereeermenees 9¢c(1)(F)
(G) Other retention ChaIGES............cuu.rmmieeeesisnsiesssss s sasssssssssosens 9c(1)(G)
(H) TOLAl FBEENLION. .....cuceeereeeererreeeieteeeseeeesre e s eneesesssaseessessaessas e sn st sassessasatesasssssesensatesesasansnsasasasssasasasase 9¢(1)}(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).....corininnne 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM TESEIVES .....c.cueeveeeerireererenisesesenssesenesesssssssesssatesssssentesssssassatssesesssesessesesssesenstonsasssssessssssassssassessesnssens 9d(2)
(3) ORI FESEIVES ......cveveiereuireeteietrsseiesesssastesssasessssssesesasesessasstesasensasasssassasassssesasssanssessnssnssesessssssnsennsennsesesens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......c.ccccovrevecrvnannens 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAIMTIET............cevereerecrrrerrcerrrenreseesreersessersessesssensanesessnsonsens 10a 348,086
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.
| Partiv | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes No

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




SCHEDULE A i
Insurance Information OME No. 12100110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the 2024
Intemal Revenue Service Employee Retirement income Security Act of 1974 (ERISA).
Employ g:ﬁ:ﬁ'?snﬁm ot‘l*:azg:mnistration P File as an attachment to Form 5500.
Penslon Benefit Guaranty Corporation » Insurance companies are required to provide the information This Fonll:‘;g;le:nto Public
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
MEDICAL CARE BENEFITS plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VON TOBEL CORPORATION
35-1182953

Parti 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

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(e) Approximate number of Palicy or contract year
b) EIN (c) NAIC ) (d)~ Coptract or d at end of
(b) code identification number peprzﬁgs g:) ;g:gragt Sgaro (f) From (9) To
35-0472300 65676 00001D033537 00 96 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 commissicns paid (b) Total amount of fees paid

5,523 1,865

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

MJ INSURANCE INC
571 MONON BLVD STE 400

CARMEL IN 46032

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

BROKER BONUS

5,523 984 3

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

JAMES R NELLIGAN & ASSOCIATES LLC
1933 STATE RTE 35 STE 368

WALL TOWNSHIP NJ 07719
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e) Organization code
OVERRIDES
881 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) 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 Organizaticn
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)
Al les and base Organization
(b) Amount of sales a (c) Amount (d) Purpose rgwde

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

this report.
4 Current value of plan’s interest under this contract in the general account at yearend ...........cccoeueuenee. 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates »
D Premiums Paid 10 CAITIET ......eveveueremreeeresiesissssessesesseessosssssesassssssseessasensesessassssensesens . 6b
C  Premiums due but unpaid at the eNd Of the YE&N .........c.cvveerrerrerei et sisecscsasese e sseensssassesnnsasnsronssissasans 6¢c
d Ifthe carmrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, NtEr @MOUNL. ..........cociiriiciiines st ssa s et smes
Specify nature of costs P
e 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 > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontractt (1) D deposit administration 2) D immediate participation guarantee
(3) D guaranteed investment 4) |:| other P
b Balance at the end Of the PreVIOUS YEAN ..........c.evereeeeeeerameurieeessraensansermessoressssassaonsssasasmenssesassenenssisssesassssssassess | 7b
C Additions: (1) Contributions deposited during the year ............ccccececereerucnee 7¢(1)
(2) DIVIAENDS NG CTEAIS........reernreeseeemeerenreesecrisecssessesesssssarsassesssssessssenees 7¢(2)
(3) Interest credited UNNG the YEar...........rweeeseerssreuceressearersesesseessersessensens 7¢(3)
(4) Transferred from separate account reeereresessnaene 7¢(4)
(5) Other (specify below)........ rerretsasaserasserteaerraenseasanas 7¢(5)
»
(6)Total additions ..........c.eeeerrereereersannnenns reeeeeeneresnesaeseas reveeenerneenranes .. _1c(6)
d Total of balance and additions (add liNes 7b @Nd 7E{B)). -....ccverueemeurercecencecmsnssissisisrsssesssasrssssssssessasssossrsssssasasass | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year | 7€(1)
(2) Administration charge made by carrier........... . . | 7e(2)
(3) Transferred t0 SEPArate @CCOUNL ............ccovimimisissirsesmmscsnesisseresresesnsanassas 7¢(3)
(4) Other (SPECIY DRIOW)..........cvereeerereererressessecssesserssssesssssissiessssscsssnssssssnaes 7e(4)
>
(5) TOLAl AEAUCHONS ....vevereuereerearessensinacesasassassissassasmsnssesssassssssssssbasssssasstass s sssesssssssessssssessssustsesaessesssanasessssasis 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from lin€ 7d)......cecicieienirieismsiississiniee s [ 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 D Health (other than dental or vision)
e I:I Temporary disability (accident and sickness)
i |:| Stop loss (large deductible)
m D Other (specify) »

b K Dental
f [] Long-term disability
i D HMO contract

c D Vision

k[] PPO contract

d |:| Life insurance
g D Supplemental unemployment h I:l Prescripticn drug

ID Indemnity contract

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

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

(4) Earned ((1) + (2) = (3)) .cvveeeriiercriereernerenerrnsasssssssssseseesesessssseassaessasaes 9a(4)
b Benefit charges (1) CIaImSs Paid............coeecunrrervereinernrsnsseseionsn.
(2) Increase (decrease) in claim reserves
(3) Incurred claims (AAd (1) NG (2)).....c.cveerrrrreerireeieireeseereeeeeess s ese st nessrsseresesessssssssbesssessssssasasessasssseses 9b(3)
(4) Claims charged...........cc.eceereverereerernseereesssessessesesessssessannans Sb(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) —~
(A) COMMISSIONS .....ceerverreireeneineninirerernernesersssssersesessrsassssssessesserasanes 9c(1}(A)
(B) Administrative service or other fees ..........eevvrereereeeisnerenns 9c(1)(B)
(C) Other specific acquisition costs........ 9¢(1)(C)
(D) OthET BXPENSES ...ov.cevevrireieseeessemsenraeseseseseeseeeeseesessssmaseees 9¢(1)(D)
(E) Taxes.......coervermmrrenenne 9¢c(1)(E)
(F) Charges for risks or other contingencies ... 9c(1)(F)
(G) Other retention charges...............ceeceueeen. 9¢c(1){G)
(H) TOUAI FELEBNLION.........c.corrreeeereectrtetreecressesesseac e s s ssess e sens s essserssssssassessassosossasssenestsnstasasssassssnasssbssasssssn 9¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccenueu. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) Claim FESEIVES ......ccceuireieriiteiiieseietesistessessesessatesasseseemensssesesseressens eeerenteenesiestenemerererbentae 9d(2)
(3) OUNEI FESEIVES ....cuvvvericretserenssraseseciansessssssntssssssestassssessssasasssssnssessesassssnsensssonesossssossssesssrasssssessassnssorsass 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 8¢(2).)........cceververecnnene.. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAIMIET........c.ccvveererrerrerererseneesreereeserressessessersenserssssssesssesesaesses 10a 55,228
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 1, line 2 above, report amount. ............ccccueuee... 10b

Specify nature of costs.

| Partlv | Provision of Information

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

[] Yes

i

No

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the 2024
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
D of Lab
Employee B:rg;‘i}:gzicurilyaAg;inisuaﬁon P File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Fon::‘;iggﬁe:nto Public
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
MEDICAL CARE BENEFITS plan number (PN) b 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer identification Number (EIN)
VON TOBEL CORPORATION
35-1182953

Eai;t:f'l | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
.- onaseparate ScheduleA. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1_Coverage Information:

{a) Name of insurance carrier

SYMETRA LIFE INSURANCE COMPANY

(e) Approximate number of Policy or contract year
b) EIN {c) NAIC (d) Coptract or t end of
(b) code identification number pe';zﬁg: gf:gﬁ:’ait ;‘aro (f) From (9) To
91-0742147 68608 01-016742-00 138 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
4,537 907

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

MJ INSURANCE INC.
PO BOX 50435

INDIANAPOLIS IN 46250

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

commissions paid (c) Amount {d) Purpose (e) Organization code
GROUP VOLUME BONUS

4,537 907 3

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

- Partil- | Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the general account at year end

4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a State the basis of premium rates b
D Premitums Paid 0 CAMMIET ...........oeoeoeeeoeeeeeeeeeeee et eeeseee e ese st seeseases e st seesaesees s serese et emsesene 6b
C  Premiums due but unpaid atthe end of the Year.............c.o et e e sae s 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount. ... e

Specify nature of costs P

e Typeofcontract: (1) [] individual policies @) [] group deferred annuity
3) D other (specify) »

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract: (1) D deposit administration 2 D immediate participation guarantee
3) I:I guaranteed investment 4) D other b

B Balance at the @nd Of the PreVIOUS YEAN.................eveeeeueveeeeieieeeeierseeeeseeeeeeresesseseacsseseesnsnosasssseesassasnesessenses

C Additions: (1) Contributions deposited during the year ...........c.cccccecveeuenneen.
(2) Dividends and Credits...........ccceeeeeereererreereerrre e s eeeerrres e eseesseessaeens
(3) Interest credited during the year...........c.ccoeevecrenveninieeciieneeienreesreeeiens
(4) Transferred from separate aCCoUNt...........cccceeivereervererereieererresrensressneens
(5) Other (Specify DEIOW) ......c.oeuiieeee et
>

(B)TOMAl @UAAIHIONS ...ttt ee s sre s s snr e s rneresssanasssnteesserasessasasssssstasessssanstsasssssasanes
d Total of balance and additions (add lines 7b and 7¢(6)). ........c.cv.evevereeremrmereeieeeeeeeee e reenene
€ Deductions: Rt

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

(2) Administration charge made by Carfier..........ccveevvvvereviverieinieressnnnne 7¢(2)

(3) Transferred to SEPArate 8CCOUNL ..............cevieenrrererereerersenieerenessassensesens 7¢(3)
(4) Other (SPECITY DRIOW) ...........eeeeeeeeeeereieceee et ssees st sessessse s seonens 7e(4_) _
N g

(5) TOAl EAUCHIONS ......coneieereeciciceteere et et e s st s e s ot s bt e sa s e sas e b sbessas b e ebeabasbes bbb sbesbeesatsrabaastesbass
f Balance at the end of the current year (subtract line 7e(5) from ine 7d)..............ccoevereruerererereeeereieecrerererernnas |




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)

L

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

m [] Other (specify) PAD&D

9 Experience-rated contracts:

@ Premiums: (1) AMOUNL TECEIVEA .........ocoveieueeieiereicierenreteneresaeessesssesenes 9a(1)
(2) Increase (decrease) in amount due but unpaid .............. 9a(2)
(3) Increase (decrease) in unearned premium reserve......... 9a(3)
(8) EAMEA ((1) # (2) = (3)) +vvvvverreeerrememmseseeseesmeessseesessesesessesseeseessesssesssssmeepesssesessssss cetsssesmas st eesemsaessesstaseeaas | 9a(4)
b Benefit charges (1) Claims paid.................. 9b(1)
(2) Increase (decrease) in claim reserves...........ccccccevveeeenns
(3) Incurred claims (2AA (1) @NA (2)).....cvoevrerieeeerriiiieeeeteresseressssesastessessssssssastessassssssssesssnssessrsssersssersssesanes 9b(3)
(4) ClaimMS ChArGEd..........cccveueireercree et eseneneas 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —-
(A) COMMISSIONS ....veveveerirerierenieeerreressrereerestesesssesserereessrsrsessaseseass 9c(1)}(A)
(B) Administrative service or other fees ... wee | 9c(1XB)
(C) Other specific acquisition Costs.............cccceevevenncn. e | 9€(1)(C)
(D) Other eXpenses............c.cowen.... . | 9¢(1)(D)
(E) TAXES......ocverivveeemeeeeseeeeeeeeeeeoesseseesemessoseenone . | 9C(1)(E)
(F) Charges for risks or other contingencies ...... e | 9¢(1)(F)
(G) Other retention charges.............cc.evevvnean. . | 9c(1)(G)
(H) TOAI FRIBNEON........cvevereneetenreeiite et eee et e e e seesesssbesesbessseebesessensessasessrebetensestasssensesessessssssssesees 9¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.)........ 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) ClAIM TBSEIVES .......coeueurrerereretrerassetseeseseeserastesssessssesssssasssesansssssssasssnssstanssssansesssessssnsassanessensassessesssssesesssnse 9d(2)
(B) ONEI TBSEIVES ......oveevveereeieecrereerrrcreetesesassaste et esesae s srstessssssaesensasesanssneseansanessnsansesnsas seasensennssrssnsansnnen 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..........cc..ccccenneene..... 9e
10 Nonexperience-rated contracts: ConEBL SRSk
a Total premiums or subscription charges Paid t0 CAMMIBN...............ccceeiurveeireerenrreirreernsee e seeersesessnssasesssassenes 10a 30,245
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. ..............cccceeuene 10b
Specify nature of costs.

| Partiv | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedute A?............. D Yes B] No
12 Ifthe answer to line 11 is “Yes," specify the information not provided. P




SCHE

(Form 5500)

Department

Internal Revenue Service

DULE A

of the Treasury

Department of Labor

Employee Benefits

Security Administration

Insurance Information

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

P File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

Pension Benefit Guaranty Corporation } Insurance companies are required to provide the information Inspection
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
MEDICAL CARE BENEFITS plan number (PN) > 501

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

VON TOBEL CORPORATION

35-1182953

D Employer Identification Number (EIN)

Partl Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

United of Omaha Life Insurance Company

(e) Approximate number of Palicy or contract year
b) EIN (e) NAIC . (d). Coptract or rsons covered at end of
(b) code identification number pepoli cy or z ontract year (f) From (g9) To
47-0322111 69868 G00064H6 11 01/01/2024 12/31/2024

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

descending order of the amount paid.

{a) Total amount of commissions paid

(b) Total amount of fees paid

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

(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

(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 (¢) Amount (d) Purpose code

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

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

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

Fees and other commissions paid (e)

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan's interest under this contract in the general account at year end ........co.ocoveeerieneeiereeninieieennnnnn, 4
§ 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 Paid 10 CAITIEN .......cc.cuocucuerieeteteeteecsstesestesesssetesasasssssses s tsssssasssssssssbassssesntsessssensnssassssssasnssastntsssntsnass 6b

€ Premiums due but unpaid at the end of the Year ...ttt 6¢c

d If the carier, service, or other organization incurred any specific costs in connectuon with the acquisition or 6d
retention of the contract or policy, enter @MOUNL. ..........ccciciiiicnce b ssesaees

Specify nature of costs P

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

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: m D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other b

b Balance at the end of the previous year [ 7b

C Additions: (1) Contributions deposited during the year
(2) Dividends and credits...........cuiiinvriinnininiimine s
(3) Interest credited during the year
(4) Transferred from separate account...........ccocevverieisnnrseineissiininnisensinnnns
(5) Other (SPecify DEIOW) ... .ot cersenent e e csesse st onens
| 4

(6)Total additions

d Total of balance and additions (add [ines 7b and 7¢(6)). .........cevererrrerrrrrerererersecssereres

€ Deductions:

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

(2) Administration charge made by CaITIer...........cc.ceerrerrereereremsersrmsresnisessneas 7¢e(2)

(3) Transferred t0 SEPArate ACCOUNt .........eeuerverersersressrssnanesneseesssseasesscssens 7¢(3)

(4) Other (SPECIHY DRIOW)........c.cereereereeeeereeseseisieseesisssssssssessssssarsessssssssessssones 7e(4)

| 4

(5) TOA] ABAUCHONS .....cvurvevereuessessesssrressressessesssssessancssessesstestesssssetsecsesessensenssisssssosmessastssssasssssssssss s sassassssassases 7e(5)

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




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVE ........c.ccoveeereiirieeireeseenrereesessesesseseesnsssansns 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeu. 9a(2)
(3) Increase (decrease) in unearned Premium reServe.............oecrceeecrveenes 9a(3)
(4) Eamed (1) # (2) = (3)) covevererereererereneessessssmsessssssmssesssesssnneee S 9a(4)
b Benefit charges (1) Claims paid.........c.ccoeuecernueencne . 8b(1)
(2) Increase (decrease) in claim reserves..........ciiininiincn, 9b(2)
(3) Incurred claims (2dd (1) AN (2)).....ccceeeererrerrrrrereseseesrersrseesessecsesssssssesesorssssssessnesssessassessassassassnsaesersssacsss 9b(3)
(8) ClAIMS CRANGEA........cevrereeereeerereeseeseresssesersssasaessssssssssasssmsasasssssssatssassssesesssesssssasssssessnssstssassesssssssaeserssessnes 9h(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) Commissions rerereemetestestesesebeaseebenbeebeebeaseatsresanerasans 9c(1)(A)
(B) Administrative service or other fees ..........c.couminmimnnniennissessisees 9¢c(1)(B)
(C) Other specific 2CQUISIION COSES..........verereeerrerereerereesiensesaneasaenees 9¢(1)(C)
(D) Other @XPeNSES ........ccvrerreerrsererereareresassssssecnes 9¢c(1)(D)
(E) TAXES .. oouerrnesesesssmsesssssnsssssssssnssessssssssssmmssssessssnsssassssssssssssssaons 9c(1)(E)
(F) Charges for risks or other contingencies e besaas 9c({1)(F)
(G) Other retention charges 9¢(1)(G)
{H) TOLAI FEIENHON......c.ceerereereerrereseeaerseonesnerienescesssasesesssesesssesnnssesesereseressasssassssosstssiba st sbebessssbessbasesssasssnane 9¢c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were I:I paid in cash, or |:| credited.)..... 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) Claim reserves.. reeetereretrasaes ARt et aE e b bt et e e AR e PO A A AR A A SRS A sEeRR SR e E s b et eR R e s s e et nae e s 9d(2)
(3) Other reserves............c...... revreeeeentateseentaetaassbersansasseanstene . 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..........cccoueriviininnnes 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carier................. reveeeerertaeae e nesasrerssaane 10a 5,117
b I the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
-Specify nature of costs.
[ PartIV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes No

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the 2024
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Lab
Employee Benofis Securiy Admiistration » File as an attachment to Form 5500.
Pension Banefit Guaranty Corporation » Insurance companies are required to provide the information This Forrlr:llsspgx:nto Public
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
MEDICAL CARE BENEFITS plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VON TOBEL CORPORATION
35-1182953

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 Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

VISION SERVICE PLAN

(e) Approximate number of Pglicy or contract year
b) EIN (c) NAIC . (d). Coptract or t f
(b) code identification number pe;ggg; gfzgrnetgagt ;: :ro (f) From {g) To
06-1227840 39616 12279250 76 02/01/2024 01/31/2025

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

1,228 0

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

MJ INSURANCE INC

PO BOX 3430
CARMEL IN 46082-3430
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose {e) Organization code
1,228 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 Page 2 —| |

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

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

i1 Limizis. Gaiie RLRRSSA N O T 2 30 i S R L TR B L R SR

(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)
mount of sal d base Organization
(b) Amount of sales an s (c) Amount (d) Purpose rgmde

commissions paid




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan's interest under this contract in the general account at year end ...............coceeeevereeeeeeeeeseenenes 4
5 Current value of plan’s interest under this contract in separate accounts at year end.............ecceeeveeeveeneereeerecsrerensenes 5

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

D PremiUums PAG 10 CAIMIEE ......cuvereeeeermrreenereressesessssstasssssesasssssassssesessasesssssssssssasssssnssssssnssssesssassnsssssssassnnsnsssassasss 6b
¢ Premiums due but unpaid at the end of the year............eceveerecne. . 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection W|th the acquisition or 6d
retention of the contract or policy, enter @MOURL..........ccovcviriciimtcrcinretrcrersssrssrerstsseesrseesnessssesbasesases
Specify nature of costs P
e Type of contract: (1) [___| 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 14 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract: (1) [] deposit administration 2) [] immediate participation guarantee
3) D guaranteed investment 4) D other »
b Balance at the end Of the PreVIOUS YEAF .............cceerererereerrererorsnarasrassssssssnsussossasssasssassas soassusssssssssessasssessseseasses | 7b
C  Additions: (1) Contributions deposited during the year ...........cccceecuercerrnnees 7¢c(1)
(2) DIVIdENdS BN CIEAILS..........cueuereereereereearsssensassssssssssssssassassssessrsonssresesse 7¢(2)
(3) Interest credited during the Year............cc.ceuemsirecssiecssesessensans 7¢(3)
(4) Transferred from SEPArate BCCOUNt ........cccrreerserscermmnescrseseesrrseesseesssen 7¢c(4)
(5) Other (SPECIfY BEIOW) .......cvucverrrererererereneesesresnsssesessesssssossessessessassesnens 7¢(5)
>
(6)TOtAl BAGIEIONS ......eevrvverveneerecrensssiassisssiassassessarsessesonssensssescsnens ... 1c(6)
d Total of balance and additions (add lines 7b and 7¢(6)). ......c.ccovrirriiinenriiinnsiinrii st sas s sassa s ssssssesnsae s r 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier.........ccueeeevvcmemscssssiesinsssrenss 7¢(2)
(3) Transferred to SEPArate ACCOUNt ...........rwwmmeererisecsmsecsereassssssmrassersessisns 7e(3)
(4) OHer (SPECITY DRIOW) .c...uerverrareerresseesseussessessenserssessecssenercnsssssssssssiens 7e(4)
>
(5) TOAl BEAUCHONS ...o..vvoveerrrveseerssssressssoneasessasesssesastsseesecsssssesssssnisssitssssssstssasssssmsassss assssasssenssssssasssssssasassaseess 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ling 7d)........cccouoveviierriiiinicnnisssnssnsnessesnasssnnnns r 7f




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) Amount received ............. 9a(1)
(2) Increase (decrease) in amount due but unpaid .........c.ccreerirreencrnirncan 9a(2)
(3) Increase (decrease) in unearned premium reserve ..........c.couvecercruerncs 9a(3)
(4) EAMEA ((1) + (2) = (3)) veouererereassercrnarmmneseesermsertesemeesisecseraessssesesessssessonsg bbb b bbb b sashs b b abs b smas bbb s J 9a(4)
b Benefit charges (1) Claims paid........ccccoeecereeneane 9b(1)
(2) Increase (decrease) in Claim FESEIVES........ccoeeereereercerimneensesseeseensasaes 9h(2)
(3) Incurred claims (2Ad {1) @00 {2))....coveeeerereerecrnecrererceeeeresee et ee sttt bbb bR s b s 8b(3)
(4) ClAIMS CRAMGEM. .....cecveveenrecrrnerrescnseesninenesesseseasassetsssssesesseseassesessasessssasessssssens st ssasssassssastssas et snassssnasansones 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ....vevreeeeereerererasesssssssessseneseressaesescsesessasaessmonsesesssses 9c(1)(A)
(B) Administrative service or other fees ............oceveveeencrervercsssosesuns 9c{(1)}(B)
(C) Other specific acquisition costs.......... o | 9¢(1NC)
(D) Other eXpenses .........ccecceeeeueenes .. | 9c(1XD)
(E) TAXES...uonrrreereseessnssssnsnnsssessassessensenns . o | 9¢(1)(E)
(F) Charges for risks or other contingencies ... e | 9c(1)(F)
(G) Other retention Charges...........ccuueeeerven e | 9c(1)(G)
(H) TOAI FBEENLION. ....c.vereercreseenreeeeesricsnestcse st st sesisessasesessas st b bs bbb sbas e b sr R b sa bbb s bt sebenses 9¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D 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 .....cvucevreriserissssssassassseassessestsessssssesessssssssessmstsesasesstssassssssssaessesonssssassesssnsasssaensasnssnstosnssossns 9d(2)
(B) DT TESBIVES ..veeveceeererieriesacssseesseasesseserasesssssnessassietie s st se e s st as e e bR s e e b s bR s bbb R b b0 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..........occocevinvininenes 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carmier.........coceiveeiirneniieierein sttt st ssasneeos 10a 24,132
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. ..............cceuuueee. 10b

Specify nature of costs.

| Partlv | Provision of Information

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

I:I Yes

A

No

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




