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

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepa"’gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁ{;fr;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 02/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

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

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
SOUTHERN MEDICAL MANAGEMENT

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
02/01/2022

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

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 26-1960517

SOUTHERN MEDICAL MANAGEMENT, LLC

2214 OLD CHEROKEE ROAD
LEXINGTON, SC 29072

2C Plan Sponsor’s telephone
number
803-520-9380

2d Business code (see
instructions)
621111

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

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

SIGN |Filed with authorized/valid electronic signature. 07/01/2025 RICHARD KYLE GUYTON
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 151
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) 151
a(2) Total number of active participants at the end of the plan year ... 63_(2) 157
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 56
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 213
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 4D 4E 4B 4F 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __’
actuary 4) @ C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 02/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SOUTHERN MEDICAL MANAGEMENT plan number (PN) » 501

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

SOUTHERN M

EDICAL MANAGEMENT, LLC

26-1960517

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
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 GLTDOC2RM 157 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

3548

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

PARRISH & GWINN INSURANCE GROUP LLC

817 CALHOUN STREET
COLUMBIA, SC 29201

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3548

0 | N/A

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 35479
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 02/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SOUTHERN MEDICAL MANAGEMENT plan number (PN) » 501

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

SOUTHERN M

EDICAL MANAGEMENT, LLC

26-1960517

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
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 GLUGOC2RM 157 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

221

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

PARRISH & GWINN INSURANCE GROUP LLC

817 CALHOUN STREET
COLUMBIA, SC 29201

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

221

0 | N/A

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m 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) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 2207
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 02/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SOUTHERN MEDICAL MANAGEMENT plan number (PN) » 501

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

SOUTHERN M

EDICAL MANAGEMENT, LLC

26-1960517

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
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 GUDSO0C2RM 105 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

7632

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

PARRISH & GWINN INSURANCE GROUP LLC

817 CALHOUN STREET
COLUMBIA, SC 29201

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

7632

0 | N/A

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 76316
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 02/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SOUTHERN MEDICAL MANAGEMENT plan number (PN) » 501

C Plan sponsor’s name as shown on line 2a of Form 5500
SOUTHERN MEDICAL MANAGEMENT, LLC

D Employer Identification Number (EIN)
26-1960517

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 GUGOC2RM 79 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

2992

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

PARRISH & GWINN INSURANCE GROUP LLC

817 CALHOUN STREET
COLUMBIA, SC 29201

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount (d) Purpose

(e) Organization code

2992

0 | N/A

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 B Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 29919
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 02/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SOUTHERN MEDICAL MANAGEMENT plan number (PN) » 501

C Plan sponsor’s name as shown on line 2a of Form 5500
SOUTHERN MEDICAL MANAGEMENT, LLC

D Employer Identification Number (EIN)
26-1960517

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 GVTLOC2RM 43 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

1043

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

PARRISH & GWINN INSURANCE GROUP LLC

817 CALHOUN STREET
COLUMBIA, SC 29201

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount (d) Purpose

(e) Organization code

1043

0 | N/A

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) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m [X Other (specify) » VOLUNTARY LIFE & AD&D

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

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 6952
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 02/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SOUTHERN MEDICAL MANAGEMENT plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SOUTHERN MEDICAL MANAGEMENT, LLC 26-1960517
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
BERKLEY LIFE AND HEALTH INSURANCE CO.

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
91-6034263 64890 4034 93 02/01/2024 12/31/2024

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

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

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

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

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

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

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

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

v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 320554
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

Insurance Information

OMB No. 1210-0110

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 02/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SOUTHERN MEDICAL MANAGEMENT plan number (PN) N 501

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

SOUTHERN MEDICAL MANAGEMENT

, LLC 26-1960517

D Employer Identification Number (EIN)

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

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

1 Coverage Information:

(a) Name of insurance carrier

COLONIAL LIFE & ACCIDENT 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
57-0144607 62049 E4320404 61 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

8802

2817

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

(2) Name a

nd address of the agent, broker, or other person to whom commissions or fees were paid

CALDWELL TRUST COMPANY

303 S LAKE DRIVE
LEXINGTON, SC 29072

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount (d) Purpose

(e) Organization code

2086

527 | FEES

3

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

THE CLARK GROUP OF SC

898 ROPER ROAD
LAURENS, SC 29360

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
928 1510 | FEES 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

PARRISH & GWINN INSURANCE GROUP LLC 817 CALHOUN STREET
COLUMBIA, SC 29201

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
2179 o | NIA 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
TRAN B HUYEN-KEODARA 499 STERLING BROOK DR
LEXINGTON, SC 29072
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
595 73 | FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ALICE RYAN STRIBLING 511 KILBOURNE ROAD
COLUMBIA, SC 29205
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
488 132 FEES 3
(@) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ADVANCED BENEFIT SYSTEM INC 145 RIVER LANDING DRIVE
DANIEL ISLAND, SC 29492
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
320 220 | FEES 3

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

FULCRUM RISK SOLUTIONS

132 WESTPARK BLVD
COLUMBIA, SC 29210

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code

516

0 | FEES

3




Schedule A (Form 5500) 2024 Page2—| 2

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

AMY E COHEN 19967 VILLA LANTE PL
BOCA RATON, FL 33434

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
431 61 | FEES 3

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

SHERRON HOPPER 216 WHISPERING MEADOW LANE
IRMO, SC 29063

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
397 0 | FEES 3

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

BROOKE HARMON 70 HENRY LIVINGSTON ROAD
POMARIA, SC 29126

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
189 80 FEES 3

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

BROOKE HARMON & ASSOCIATES LLC 70 HENRY LIVINGSTON ROAD
POMARIA, SC 29126

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
176 62 | FEES 3

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

PEACOCK FINANCIALS INC 11830 NW 32ND MNR
SUNRISE, FL 33323

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

65 146 | FEES 3




Schedule A (Form 5500) 2024 Page2—-| 3

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

USI INSURANCE SERVICES LLC 111 EXECUTIVE CENTER DRIVE
COLUMBIA, SC 29210

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
95 o | N/A 3

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

PAMELA E JONES 55 SHORELINE DR
COLUMBIA, SC 29229

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
93 0 | FEES 3

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

BRYCE WILLIAM SMITH 4212 AUDUBON PARK DRIVE
CHARLOTTE, NC 28217

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
60 0 FEES 3

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

JASON PAUL CAMPBELL 1816 PIEDMONT HILLS PL
CHARLOTTE, NC 28217

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
42 4 | FEES 3

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

KIMBERLY ANN SHARPE 1 JAHUE COURT
IRMO, SC 29063

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

40 2 | FEES 3




Schedule A (Form 5500) 2024 Page2—| 4

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

JESSICA MANN BROWN 526 WINDMERE DRIVE
LEXINGTON, SC 29072

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
31 o | FEES 3

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

BROWN & BROWN OF SOUTH CAROLINA 3700 FOREST DRIVE
COLUMBIA, SC 29204

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
16 0 | N/A 3

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

SANDRA J RUNION 104 SIR EDWARDS LANE
LEXINGTON, SC 29072

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
13 0 N/A 3

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

TERRY D GARRETT 24 MALLET HILL RD
COLUMBIA, SC 29223

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
13 0 | N/A 3

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

THE ADAMSON GROUP INC 344 SUMMERSET DRIVE
CHAPIN, SC 29036

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

9 0| N/A 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

SANDUSKY INC PO BOX 1470
LEXINGTON, SC 29071

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
5 o | N/A 3

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

KAREN TOBIAS 1366 DUNRAVEN DRIVE
MURFREEBORO, TN 37128

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
5 0 | N/A 3

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

JACKIE SMALLS 305 WESTBROOKR WAY
LEXINGTON, SC 29072

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

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

PALMETTO BENEFIT SOLUTIONS LLC 5264B INTERNATIONAL BLVD
NORTH CHARLESTON, SC 29418

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
2 0 | N/A 3

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

LISA LOWE CLARKE 4604 KILLIAN CROSSING DR
DENVER, NC 28037

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

2 0| N/A 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

BROWN & BROWN INSURANCE SERVICES IN 3700 FOREST DR
COLUMBIA, SC 29204

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
2 0 | N/A 3

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

MAYNARD BENEFITS GROUP INC 3701 ON DECK CIRCLE
LITTLE RIVER, SC 29566

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1 0 | N/A 3

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m [X Other (specify) » WORKSITE BENEFITS

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 52895
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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁtrsnggczrityaAg:ninis\ra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2024 or fiscal plan year beginning 02/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
SOUTHERN MEDICAL MANAGEMENT plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
SOUTHERN MEDICAL MANAGEMENT, LLC 26-1960517

Part | | Service Provider Information (see instructions)

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

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions)
No

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2024
v. 240311
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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Page3-[ 1 |

2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you

answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

PLANNED ADMINISTRATORS, INC

57-0718839

(b) (c)
Service Relationship to
Code(s) |employer, employee

organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

®)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

12

TPA ADMIN FEES

64891

Yes D No E

Yes D No D

Yes D No D

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

PARRISH & GWINN INSURANCE GROUP LLC

27-0849651

(b) (c)
Service Relationship to
Code(s) |employer, employee

organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

()
Did indirect compensation
include eligible indirect
compensation, for which the

(9)
Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of
an amount or

person known to be enter -0-. other than plan or plan plan received the required eligible indirect
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
22 BROKER 0 25425
Yes NoD YesD NOB YesD No
(a) Enter name and EIN or address (see instructions)
FIRST HEALTH
20-1736437
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

formula instead of
an amount or
estimated amount?

12

PPO NETWORK
FEES

Yes No D

Yes D No

6085

Yes D No @
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2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you

answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

BLUE CROSS BLUE SHIELD OF SC

57-0287419

(b) (c)
Service Relationship to
Code(s) |employer, employee

organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

®)
Did indirect compensation
include eligible indirect
compensation, for which the

(9)

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
12 PPO UTIL/HTH 0 3197
MGMT Yes No D Yes D No E Yes D No B]
() Enter name and EIN or address (see instructions)
MEDCOST
56-1999192
(b) (c) (d) (e) ) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
12 PPO NETWORK 0 1022
FEES Yes No D Yes D No B Yes D No
(a) Enter name and EIN or address (see instructions)
OCCUNET
27-1563468

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

by the plan. If none,

(d)
Enter direct
compensation paid

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

12

MANAGED CARE
PROGRAMS

Yes No D

Yes D No

246

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

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

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

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

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

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

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

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

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




Form 5500 Annual Return/Report of Employee Benefit Plan s s, 1310 0110
This form is required to be filed for employee benefit plans under sections 104
Department afthe Treasury and 4065 of the Employee Retirement Income Security Act of 1974 {(ERISA) and
Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 202 4
E Dwingmeem?-r Lé[’f’ it » Complete all entries in accordance with
L honlis o) the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
\ Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 02/01/2024 and ending 12/31/2024
A This retum/report is for: I:] a multiemployer plan D a multipie—.employ?r pl.an (Filers checki_ng this box _rnust pr‘owde participating
employer information in accordance with the form instructions.)
a single-employer plan ) D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report @ a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, CHECK MBI, .« o o oot e e e » D
D Check box if filing under: D Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. . .................-.-000 2 » D
Part il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
Southern Medical Management number (PN) » 501
1¢ Effective date of plan
02/01/2022
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 26-1960517
southern Medical Management, LLC 2¢ Plan Sponsor’s telephone
number

803-520-9380

2d Business code (see
instructions)
621111

2214 0ld Cherokee Road

Lexington sC 29072

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.

IGN ’ v - - =~ e Ri
SERE ‘, 7-/~2¢§ |Richard Kyle Guyton
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2024)

v. 240311



Form 5500 (2024) Page 2
3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator’s EIN

3¢ Administrator's telephone
number

4 ifthe name andfor 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 returnfreport:

a Sponsars name 4d PN
¢ Plan Name

5 Total number of participants at the beginning of the plan year 5 l 151

6 Number of participants as of the end of the plan year unless otherwise stated {welfare plans complete only lines 6a(1),
Ba(2), 6b, 6¢, and 6d).

a{1) Total number of active participants at the BEgINOING O e PIAM YEAF ...t s ga(1) 151
a(2) Total number of active participants at 1he end OF the PLAN YT .cce.criiriiiirrsrsarertrarsas s s st 6a(2) 157
b Retired or separated pariicipants recaiving DENEAILS ... wrmereenrsemmsts s s 6b 56
c Other retired or separated participants entitled to FULLUME DENEIES ..o virvarsee e e instir ettt .| 6e 0
d SUBLOtal. AQH lNES BAZ), B, NG BC. rivciirsiirienissssesseeesesissssessossmmer e S 6d 213
e Deceased participants whose beneficlaries are receiving or are entitled {0 receive DENefits. ... o e
f TOMAl, AT HINES BH BT BE. ...evevovsvessrsserniesressssssassssasss s arer e A RS T 6f

(1) Number of parficipants with account balances as of the beginning of the plan year {only defined contribution plans 69(1)
9 COMPIBEE TS HEITLY v vvvevceveeesicesse e ssss s om0 A S o

2 Number of participants with account balances as of the end of the plan year {only defined contribution plans
(2D COIDIOS 1S FBIM) oo 12 69(2)
h Number of participants wha terminated employment during the plan year with accrued benefits that were

1855 AN 100V VESIE crererscoerersss s oscsseees s om0 e O 6h
7  Enter the total number of employers obligated to contribute to the plan {only multiemployer plans complete this item)........ 7

8a Ifthe plan provides pension banefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:

b I the pian provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4D 4E 4B 4F 4H 40

9a Plan funding arrangement (check all that apply} ob Plan benefit arrangement {check ali that apply}
(1) Insurance 1) ) Insurance
(2} I Code section 412(e)(3) insurance contracls {2) I Code section 412(e)(3) insurance contracts
{3) | Trust 3 [T Trust
{4) x| General assets of the sponsor (4) %| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) D R (Retirement Plan Information) (1) D H (Financial Information)

2 | (Financial information — Small Pian
@ [] We (Muliemployer Defined Benefit Plan and Ceriain Money @  [] 1 (Financial information — Small Plan)

Purchase Plan Actuarial Information) - signed by the plan 3
actuary @ [ c (Serice Provider Information)

EI A (Insurance Information) — Number Attached 7

{3} SB (Sin'g|e-Em‘plnyer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan information)
Infarmation) - signed by the plan actuary

{4} D DCG (Individual Plan Infarmation) — Number Attached
® [

{8} D G (Financial Transaction Schedules)
MEP (Multiple-Employer Retirement Plan Information)
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Iﬁr& il] | Form M-1 Compliance Information (fo 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

2520.1012.) weevreoorrrssrerossnescrinerns ] YES No

If “Yes" is checked, complele lines 11b and 11c.

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

41¢ Enter the Receipt Genfirmation Code for the 2024 Form M-1 annual report. If the plan was not required to fila 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 Cade will subject the Form 5500 filing o rejection as incomplete.)

Receipt Confirmation Code:




SCHEDULE A i
Insurance Information OME No. 12100110
{Form 5500)
Daparimant of the Treasury This schedule is required to be filed under section 104 of the
tnlernal Revenue Servica Employee Refirement Income Security Act of 1974 (ERISA). 2024
D fL
Employes B:rf:lfu:smggicﬁriiyazz:nmlslration } File as an attachment to Form 5500.
Pension Benefit Guararily Garparation b Insurarce companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
Far calendar plan year 2024 or fiscal plan year beginning 02/01/2024 and ending 12/31/2024
A Name of plan ) B Three-digit
Southern Medical Management plan number (PN) 3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer tdentification Number (EIN)
Southern Medical Management, LLC 26-1960517

Parti Information Cencerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A, Individual confracts grouped as a unit in Parts Il and Il can he reported on a single Schedule A,

1 Coverage Information;

(a) Name of insurance carrier

United of Omaha Life Insurance Company

Approximate number of Policy or cantract year
NAIC (d) Confract or )
{b) EIN e} . A persons covered at end of
cade identification numbser volicy or contract year (f) From {g) To
47-0322111 69868 GLTDOC2RM 157 01/01/2024 12/31/2024

2 |nsurance fee and commission information. Enter the total fees and total commissions paid. List in fine 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

3,548

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 comimissions or fees were paid

Parrish & Gwinn Insurance Group LLC
817 Calhoun Street

Columbia s5C 29201

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

n/a

3,548 0 3

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form §500. Schedule A {(Form 5500) 2024
v. 240311
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Page 2 —

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

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 persan to whom commissions or fees were paid
Fees and ofher 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 otiier person 1o whom commissions of 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 commissions paid

(e)

Qrganization

{b) Amount of sales and base
commissiops 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 Qrganization
commigsions 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 & unit for purposes of

this report.
4 Current value of plan's interest under this contract in the general account at year end 4
§ Current value of plan's interest under this contract in separate accounts at year end..........ooorrppueeseenisnnprees g 5
6 Confracts With Allocated Funds:
a  State the basis of premium rates P
B PrEMIUMS PRI O CAITIET w.vvvrrerceeeesonssssocs oot st s e A AT 0 6b
¢ Premiums due but unpaid at the end of the year 6c
d [Ifthe carriet, service, or ather organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poHCy, EMEM AMOUNL. ..cuwwers s b s T T
Specify nature of costs b
e Typeof contract: (1) D individual policies {2) D group deferred annuity
M D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » El
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 5] D deposit administration 2) D immediate participation guarantee
(3) D guaranteed investment (4) D other »
b Balance at the end of the PrEVIOUS VBRI ...o.o oo gyt i s ﬁ?b 0
C  Additions: {1} Contributions deposiled during the year e | Te{1)
(2) DIVIENTS NG CTBAIS ...o.cssssrsssomeerisisisarrmnrssssmssssss s o 7¢(2)
(3) Interest credited during the year
(4) Transferred fTOM SEPATAE BOEOUNL.....cerwrimwrsrissmmsesrsssssississsvsess e 7c(4)
(5) Ot {SPECIFY BEIOW) ...ooovsvssreersssesessssmiss st 7¢(5)
» .
(6)Total additions 0
d Total of balance and additions (add lines 7b BN TEIB)}. ovvvnrvreneererosssssienissr sttt 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1}
(2) Administration charge Made by CAIEN ..o 7e(2)
{3) Transferred to separate account 7e(3)
{4) OET (SPACHY DBIOW) ...oocvvvrcerreessssassssvonssssimsssssrs s s Te(4)
>
{5) Totai deductions 7e(5) 0
f Balance at the end of the current year (subtract line 7e{5) from line 7d) ..o r 7f 0




Schedule A (Form 5500) 2024 Page 4

Part i1 | 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 vigion) b D Dental + D Viston d D Life insurance
e D Temporary disability (accident and sickness)  f [)E] Long-term disability g D Supplemental unemployment h D Prescription drug
i D Stop loss (farge deductible) j D HMO contract kl:l PPO contract I[:] Indemnity contract

m [ ] Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMOUNt received ...

(2) Increase (decrease) in amount due but unpaid.........cccuee

{3) Increase {decrease) in unearned premium reserve

{4} Earned (1} + (2) = (3] v 9a(4)

b Benefit charges (1) Claims paid...c.. e

{2} Increase (decrease) in ClaiMm MBSBIVES ...t

9b(3)

{3) Incurred claims {add {1} and (2))
(4) Claims charged ..

gb(4)

¢ Remainder of premium: (1} Retention charges {on an accrual basis) —
(A) COMMISBIONS ..oervvocrssssssssrsessssssssirsss ssssssrasrmssssmsass s e 9c{1)(A)

(8) Administrative service or other fees.. 9c{1)(B)
(C) Other specific acquisition costs . 9c{1}C)

(D} Oher EXPENSES ......cerrrrrerreree 9c(1)(D)
(E) TAXES ...covrremmerreessmsnens s sssssniesiis 3c(1HE)

(F) Charges for fiSks OF OthEr CONUNGRNCIES ....c..srrisssmmrssarssoess 9c(1){F)
(G) Other retention CAIGES . ... 9c(1)(G)

{H) Total FRLEIHON oo voaressseecreemsssrinss s s 9c(1){H)
(2) Dividends or retroactive rate refunds. {These amounts were D paid in cash, orD credited.) .orenenns 9¢(2)

d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ..o 9d{1)

R R SU—————— R 9d(2)
(B) OB FESOIVES..-.ereer st 55 2 9d(3)

e Dividends or retroactive rate refunds due. (Do not include amount entered in fing 9¢(2).} v v mepisninesiens e

10 Nonexperience-rated contracts:

35,479

a Total premiums or subscription charges PRI 10 GAITIET 1isssvaesves e ssenrssssarssssras s cssassi bt s 10a
b ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or policy, ather than reporied in Part I, line 2 above, report amount. ... 10b
Specify nature of costs.

rPaﬂ v | Provision of Information

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

ENO

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




SCHEDULE A Insurance Information oM No. 1210:0110
(Form 5500)
Department of tha 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
riment of Lab
Empioyee g:::ﬁls g:&:zrily Ag:ninisiraﬂon » File as an attachment to Form 5500.
Pension Baneft Guaranty Corporation } Insurance companies are required to provide the information ‘ This Form is Open to Public
purstant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal pian ysar beginming  02/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Southern Medical Management plan number (PN) 3 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer ldentification Number {EIN)
Southern Medical Management, TLC 26-1960517

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual confracts grouped as a unitin Parts It and lll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

United of Omaha Life Insurance Company

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

(b) EIN . A persons covered at end of

code identification number policy or contract year {f) From {g) To
47-0322111 69868 GLUGOCZRM 157 01/01/2024 12/31/2024

2 Insurance fes 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

221 0

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

Parrish & Gwinn Insurance Group LLC
817 Calhoun Street

Columbia a8C 29201
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c} Amount {d) Purpose {e) Qrganization code
n/a
221 0 3

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

(b) Amount of sales and base Fees and other commisslons 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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Schedule A (Form 5500) 2024

{a} Name and address of the agent, broker, or other person o 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 paig (e)
{b) Amount of sales and base QOrganization
commissions paid {c) Amount {d) Purpase code
{a) Name and address of the agent, broker, or other person to wham commissions or fees were paid
Fees and other comimissions paid (e}
{(b) Amount of sales and base Organization
commisslons paid {c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other persan 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 addregs of the agent, broker, or cther person to whom commissions or fees were paid
Fees and other commissions paid {(e)
{b) Amount of sales and base Crganization
commissions paid (c} Amount {d) Purpese code




Schedule A {Form 5500) 2024 Page 3

Parti | 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
§ Current value of plan's interest under this contract in separate accounts at year [=T10s FRPP TR v v 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
T e 11 SRR 6b
¢ Premiums due but unpaid at the end of the Year....... e 6C
d  ifthe camier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, BNLET AMOUNE. ...t
Specify nature of costs  » ‘
e Typeofcontract (1} D individual policies {2) D group deferred annuity
@ [] other (specify) P
f  If contract purchased, in whole or in part, 1o distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Po not include portions of these contracts maintained in separate accounts)
a Type of contract: n D deposit administration 2 D immediate participation guarantee
(3} D guaranteed investment (4) D ather P
b Balance at the end of the PrEVIOUS YBAN ..ciou i sers s o gy s o |— [4:]
¢ Additions: (1) Contributions deposited during the year.

(2) DAvidends and Cradits ... s s e

(3) Interest credited during e YEar ...

(4} Transferred from separate ACCOUM . evevieeemesearearressereesssarsassrmmeessenemistanste s

{5) Other (SPECIY DEIOW) .oovurvirreesscereresstssrsssissssstsssns st iy

} .

(6)Total additions

d Total of balance and additions {add lines 7b ETTs I 1157 TP PO PSP PRV T LTI

e Deductions:

f

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

{2) Administration charge MAAE DY CAITIBN «...ocorvremeenennnbsimris st ansaneeens 7e(2)
{3) Transferrad to separate account 7e(3)
o S R el L oL ———————EEEE R Te(d)
2

(5) Total deductions

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




Schedule A (Form 5500) 2024 Page 4

Part it | Weilfare Benefit Contract Information

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

1f more than one contract covers the same group of employees of the same employer(s) or members of the same employge arganizations{s}),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual

8 Benefit and contract type (check all applicable boxes)

a D Health {other than dental or vision) b D Dental c D Vision d Life insurance
e D Temporary disability (accident and sickness}) f D 1.ong-term disability e} D Supplemental unemploymenit h D Prescription drug
i D Stop loss (large deductible} j D HMO contract k[l PPO confract ID Indemnity contract
m [x] Other (specify) PBAD&D
9 Experience-rated contracts:
A Premiums: (1) AMOURE FECEINEH Lrrriccrsisrnrsssss s st 9a(1)
(2) Increase (decrease) in amount due but unpaid......cene- 9a(2)
(3) Increase (decrease) in uneamed premium reserve ... 9a({3)
T S S e I 9a(4) 0
b Benefit charges (1) Claims paid. .. ssssrisssses . gb(1)
(2} Increase (Jecrease) i ClalMm TESBIVES .. ssnirer e 9h(2}
{3) Incurred claims (add (1} and 7)) IR G 9b(3) 0
(4) Claims charged ... T OOV PO S IR E Y 9h(4}
¢ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMIMISSIONS ...cerrveocsssrssarnsessstssssrrsss s srpssssssmar it e 9c(1)(A)
(B) Administrative service or other fees.. 9c(1}(B)
(C) Other specific acquisition costs . 9¢(1)({C)
(D) Oher eXpenSes - ....corurerrcesren 9c{1)(D)
ST P 9c(1)(E)
{F) Charges for 1isks O Other CONtNGENCIES.....vcewimressvssiress 9c{1)}{F}
{G) Other retention charges 9c(1}G)
(H) OB FREBIIION .- rcnsrerebsnsseeess s oot 0 s 0000 T 9c(1){H) 0
(2) Dividends or retroactive rate refunds. {These amounts were D paid in cash, orD credited.) ...ooeeveiimiee 9c(2)
d  Status of policyholder reserves at end of year: {1) Amount held to provide benefits after refirement .........cco... 9d(1)
{2) CIIM FESEIVES covvvssensvoveoresrsemsssssmsssaminss st s s s s e 9d(2)
(3) OhEE FBSBIVES ...coorrrrcessemmissrsrssesinssesiiss 9d(3)
g Dividends or retroactive rate refunds due. (Do not include amount entered in line 9c{2).} .. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier 10a 2,207
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part 1, line 2 above, report amMmount. ... 10b

Specify nature of costs.

[ Partlv_| Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A7..........o.s D Yes @ No

42 ifthe answer fo line 11 is “Yes,” specify the information not provided. ¥




SCHEDULE A Insurance Information oM No. 12100110

{Form 5500)
Dapartmant of the Treasury This schedule is required to be filed under section 104 of the
internel Revenue Servica Employee Retirement income Security Act of 1974 (ERISA). 2024

Department of Labor

Employee Benafits Securily Administralion » File as an attachment to Form 5500.

Pansion Baneit Guaranty Corporatien » 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 02/01/2024 and ending 12/31/2024
A Name of pian B Three-digit
Southern Medical Management plan number (PN) » 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (EIN)
southern Medical Manadgement, LLC 26-1960517

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

1 Coverage Information:

{a) Name of insurance carrier

United of Omaha Life Insurance Company

| EN () NAIC (d) Contract or (e) Approximalednurnber of Policy or contract year
{b) El . A persons covered at end of

code identification number policy ot contract year (f} From (g) To
47-0322111 65868 GUDSOCZRM 105 01/01/2024 12/31/2024

2 |nsurance 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
7,632 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 pald

Parrish & Gwinn Insurance Group LLC
817 Calhoun Street

Columbia sC 29201
(b} Amount of sales and base Fees and gther commissions paid
commissions paid (¢} Amount {d) Purpose {e) Organization code
n/a
7,632 0 3

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

(b} Amount of sales and base Fees and other commissions pald
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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Schedule A (Form 5500) 2024

{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 o whom commissiens or fees were paid
Fees and other commissions paid {e}
(b) Amount of sales and base : Organization
commisstons paid {c} Amount (d} Purpose code
{(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Eees and other commissions paid (e}
{b) Amount of safes and base Organization
commissions paid (¢) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whorm 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 ea

this report.

ch carrier may be treated as a unit for purposes of

4 Cutrent value of plan’s interest under this contract in the general account at year BT vveeveveririresiesrsrarsreesarss s iarnaeens 4
§ Current vaiue of plan's interest under {his contract in separate accounts at year [Vt 1 FORRU RO UP OO PP OPPP POy TS 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates »
D PrOMILITS PAI LD GAITIET +oeveeerssesssreseoseres: et sos s s o500 0 T 6b
¢ Premiums due but unpaid at the end of the year 6¢
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 BITIOUNIE, oo eevesvsovssissmcsssearsessemsbisbansn e sesers s b 4835 s RS E ST AR SRS n 07
Spegcify nature of costs b
e Typeofconiract: (1) D individual policies (2) D group deferred annuity
@) [] other (specify) P
f 1f contract purchased, in whole or in part, to distribute penefits from a terminating plan, check here r D
7" Contracts With Unallocated Funds (Do not include portions of these contracis maintained in separate accounts)
a Typeofcontract (1) D deposit administration ) D immediate participation guarantee
(3) D guaranteed investment {4) D other ¥
b Balance atthe end of (e PrEVIDUS YEAM e s e 2 S |— b 0
¢ Additions: (1) Contributions deposited during the year
(2) DIVIdENAS BNG GIEGIS L.vvveass s sssrsrinesss s s s
(3) Interest credited dUrng the YEAT ..
{4} Transferred from separate account..
(5) Other (specify DEIOWY ovvreceeeemretsians s iero s s s
b
(BYTOA! AAGIONS v venss v ssssss s os 0
d Total of balance and additions (add HNES 78 AN TEB)). wvorrrrverssimrssssssssmrss s o e 220 0
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1})
(2) Administration charge Made BY CAIFIET .. e 7e(2)
{3) Transferred to separate ACCOUN.......e... Te(3)
(4) OHKET (SPEEIY DEIOW) w.oosrvcereesssnsssessssisns st Te(4)
b
(5) Total deductions . _7e{5) 0
§ Balance at the end of the current year {subtract line 70(5) oM N 7 ..oovvvms e sty [_Tf 0




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

if more than ane contract covers the same group of employees of the same employer{s) or members of
.| the information may be combined for reporting purpeses if such conlracis are experience-rated as a uni

the same employee organizations(s),
t. Where contracts cover individual

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

8 Benefit and contract type (check all applicable boxes)

a D Health {other than dental or vision) b [X| Dental c D Vision d D Life insurance
e D Temporary disability {accident and sickness) T D Long-term disability 9 D Supplemental unemployment h [I Prescription drug
i D Stop loss (large deductible) i D HMO contract k D PPO contract ID Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:

A Premiums: (1) AMOUNE TEGEIVET vz fai1)
(2) Increase (decrease) in amount due but unpaid........... 9a(2)
(3) Increase (decrease) in uneamed premium reserve ... 9a{3}) :
A O TR ————— | 9a(4) 0
b Benefit charges (1) Claims paid.........ccmimmimmnises: 9h{1)
(2} Increase (decrease) in Claim FESEIVES ...
{3) Incurred claims (add (1) and (2)) 9b(3) 0
(4) Claims charged ..o 9h{4)
¢ Remainder of premium: {1) Retention charges (on an accrual basis) -
{A) COMIMESSIONS ovsvssveseesveseasssrsessssssmsssaniras smsssassn s s Sc{1}A)
(B) Administrative service or other FOBS crvrveeeeeeimsremssrsem e eransrressseniins 9¢(1){B)
(C) Other SPECHTic BEUISHION COSLS rvvvvwrrursvssocrinsssens s o 9c(1KC)
{10) OHNET XPEIISES ..erveeersmsrserssirssssrsssss s s s 9¢{1)(D)
B RE TR 9c(1)F)
(F) Charges for risks or Other CONMINGENGIES. ... vecrrrsmmrsscenssesees 9e(14{F)
{G) Other retention charges ......... 9c(1)(G)
() TOU FREION . vreme s ta 5 R 800S00 S 9c{1)}(H} 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ...cooeeeervenee 9¢c{2)
d Status of policyholder reserves at end of year: (1) Amaunt held to provide benefits after retirement ..o 9d{1}
{2) Claim reserves Oci(2)
(3) OUNET FESEIVES .cvvvrvsenmscrrissisniaseeesmtiisns 9d(3)
e Dividends or retroactive rate refunds due, {Do not include amount entered in line 9¢{2).) .ccvvinmercnniiinnne s 9e
10 Nonexperience-rated contracts:
a  Total premiums or SUBSCHIPHON GhAGES Pait 10 GAITIET ..coiusrrrsis et e s e 10a 76,316
b if the carrier, service, or other arganization incuered any specific costs in cennection 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.
rPart Iv | Provision of Information
11 Did the insurance company fail to provide any information necessary ‘o complete Schedule A?..........o.. D Yes No

42 [fthe answer lo line 11 is “Yes,” specify the information not provided.




SCHEDULE A Insurance Information OME No. 12100110
(Form 5500)
Department of the Treasury ‘This schedule is required to be filed under section 104 of the
Internal Revenus Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Laber .
Employee Benafits Security Adminisiration » File as an attachment to Form 5500.
Pension Bensfit 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 pian year 2024 or fiscal plan year beginnng  02/01/2024 and ending 12/31/2024
A Name of plan ) B Three-digit
Southern Medical Management plan number (PN) 3 501
C Plan spansor's name as shown on line 2a of Form 5500 D Employer identification Number (EIN)
southern Medical Management, LELC 26-1960517

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 II! can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

United of Omaha Life Insurance Company

Approximate number of Policy or contract year
NAIC {d) Contract o (e)
(b) EIN {c) . P persons covered at end of
code identification number policy or contract year {fy From (o) To
47-0322111 69868 GUGOC2RM 79 01/01/2024 12/31/2024

2 |nsurance 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 (1) Total amount of fees paid

2,992

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

(a) Name and address of the agent, broker, or other person 1o whom commissions or fees were paid

Parrish & Gwinn Insurance Group LLC
817 Calhoun Street

Columbia sc 29201
{b) Amount of sales and base Fees and other comimissions paid
commissions paid (¢} Amount (d) Purpose {e} Organization code
n/a
2,992 0 . 3

{a) Name and address of the agent, broker, or cther person fo 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 Organization
commissions paid () Amount {d) Purpose code
(a) Name and address of the agent, broker, or other person to whaom commissions or fees were paid
Fees and other commissions paid {e}
{b) Amount of sales and base Organization
commissions paid {c) Amount {d) Purpase code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and ofher 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 commissicns paid (e)
{b)} Amount of sales and base Qrganization
commissions paid {c) Amount (d) Purpose code
{a) Name and address of the agent, broker, ar other person to whom commissions or fees were paid
Fees and other commissions paid (®)
{b) Amount of sales and base QOrganization
commissions paid (c) Amount {d) Purpose code




Sehedule A (Form 5500) 2024 Page 3

Partll | \nvestment and Annuity Contract Information
Where individual contracts are pravided, 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 genera! account atyear end e 4
5 current value of plan's interest under this contract in separate aceounts at year =11 TS 5

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

Iy R R L am—————————— A . 6b

Premiums due but unpaid at the end of the year. 6c

[
d  If the carrier, service, or other organization incurred any specific costs in connection with the acguisition or 6d
retention of the contract or policy, enter DT 1| 2 SRR O P e R e

Specify nature of costs »

e Type ofcontract: (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 b D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontiact: (1) D deposit administration (2} D immediate participation guarantee
(3) D guaranteed investment 4 D other b

b  Balance atthe end of the PTEVIOUS YEAT .. i werw vz sesien e s et s e I_Tb 0
¢ Additions: (1) Contributions deposited during the year .
(2) Dividends and Credits ...
(3) Interest credited during the Year ... eiiisissssinins
{4} Transferred from separate account
{5) Other {(Speciy DEIOW) w.vrvcee e sescm s st
>

(BFTOR BAGIIONS .11 e 55 7c{6) 0
d Total of balance and additions (add lines 7b and 76(6)). . |— 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year Te{1)
(2) Administration charge made by carrier
(3) Transferred to SEArate A0COUNt ..ot e s 7e(3)
(4) O (SPEGHY DBIOW) 1.oreevrenereremcmssssssrens s 7e(d)

4 .

(5) Total deductions 0
f Balance at the end of the current year {subtract line Te(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 cormbined 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 Renefit and contract type (check all applicable boxes}

a D Health {other than dental or vision) b D Dental c D Vision d D Life insurance
e @ Temporary disability {accident and sickness} f D Long-term disability g D Supplemental unemployment h D Prescription drug
i [:l Stop loss (large deductible) j D HMO contract k D PPO contract Il:l Indemnity contract
m D Other (specify) P
9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEL ..cvvveviiviirscsrersisniasess s et ga(1)
{2} Increase (decrease) in ameunt due but Unpaid. ... 9a{2)
{3) Increase (decrease) in unearned premium reserve ... 9a(3) .
(8) BB ({1 (20 - (B} s | 9a(4) 0
b Benefit charges (1) Claims paitu.. e . 9b(1)
{2) Increase (decrease) in Claim MESEIVES ... rerrirmrssssresereer: 9b{2) .
(3) Incurred claims (add {1) and (1) JR b rebaseeeeitegeseesE R R e e ah(3) 0
(8) CHAITLS CIBIGIE 1rerer oo 0T T 9b{4)
¢ Remainder of premium: (1) Retention charges {on an accrual basis) -
(A) COMMUSSIONS ..vvvevvsssimaresrasesessssss s s s 9c(1){A)
(B) Administrative SErvice or Other fRES ... 9c{1)(B)
(C) Other SPECIfic ACUISIION GOSES vccoowrrrseensrsss s 9c(1)(C)
(D) OINET @XPEIISES eerrvercrorscsbisrsssessssississ s e 9c(1)(D)
(B} TEKES wevorvensesesemrs s e s s e 9¢{1}E)
(F) Charges for risks of OtRer COMINGENCIES v criwcvvirrsmnrrsseers e 9e{1)(F)
(G) Other retention charges e | 90(1NG)
(H) TORRT FERBNHON .oereeessrsorseeesseos oo om0 5 A L0 g¢(1){H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)....cooeerianens 9c(2)
d  Status of policyholder reserves at end of year: {1) Amount held to provide henefits after retirement ....o..ccooon. 9d(1)
(2) Claim reserves ad{2)
(3) OMHET MESBIVES . .o.cnrerssarisssnmessnarenss 9d{(3)
@ Dividends or retroactive rate refunds due. {Do not include amount entered In line 9¢{2).) ..o e
10 Nonexperience-rated confracts:
a Total premiums or subscription charges PRI 10 CAITIET coevenmsssrnerssessreens e 10a 29,919
b {fthe carrier, service, or other organization incurred any specific costs in connecilon with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report AMOUNL .o 10b
Spegcily nature of costs.
[PartIv | Provision of information
14 Did the insurance company fail to provide any information necessary to complete Schedule A?..oeeeees D Yes @ No

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




SCHEDULE A
(Form 5500)

Dapartmant of the Treasury
Internal Revenus Service

Depariment of Labor
Employea Benafils Security Administration

Pension Benefit Guaranty Corporalion

Insurance Information

This schedule is equired 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 Mo. 12100110

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 02/01/2024 and ending 12/31/2024
A Name of plan ) B Three-digit
Southern Medical Management plan number (PN) 3 501

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

Southern Medical Management, LEC

26-1960517

D Employer identification Number (EIN)

Part | information Concerning Insurance Contr
on a separate Schedule A Individual contracis groupe

act Coverage,
d as a unit in Pars Il and Ili can be reporte

Fees, and Commissions Provide information for each contract
d on a single Schedule A,

1 Coverage Information:

(a) Name of insurance carrier

United of Omaha Life Insurance Company

Approximate number of Policy or contract year
() NAIC (d) Contract or e}
{b) EIN code identification number persons covered at end of ® From (g) To
policy or contract year
47-0322111 69868 GVTLOCZRM 43 01/01/2024 12/31/2024

2 \nsurance fee and commission information, Enter the total fees and tofal commissions pai

descending order of the amount pajd.

d. Listin line 3 the agents, brokers, and other persons in

{a) Total amount of commissions paid

{b) Total amount of fees paid

1,043

3 Persons receiving commissions and fees. {Complete as many enlries as needed to report all persons}.

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

Parrish & Gwinn Insurance Group LLC

817 Calhoun Street

Columbia sc 29201
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose {e) Organization code
n/a
1,043 0 3

{a) Name and address of the agent, broker, or other persen fo whem commissions or fees were paid

Eees and other commissions paid

{b) Amount of sales and base
commissions paid

(c) Amount

(<I) Purpose

{e) Organization code

For Papemork_ﬁeduction ‘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 commigsion

s or fees were paid

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

{a) Name and address of the agent, broker, or ofh

er person to whom commissions or fees were paid

Fees and other commissions paid

(d) Purpose

(e)
Organization
code

{b) Amount of sales and base
commissions paid {c) Amount
{a) Name and address of the agent, broker, or ather person {o whom commissions or fees were paid
Fees and other comimissions 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 olher person to whom commissions or fees were paid

Fees and other commisslons paid

(e)
Qrganization

{b) Amount of sales and base
commissions paid (¢) Amount {d) Purpose wode
{a) Name and address of the agent, broker, or ather person fo 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 and 4
5 Current value of plan’s inierest under this contract in separate accounts at Year end.......coooovzienimu ey oo smv e 5
6 Contracts With Allocated Funds:
a State the basis of premium rates 4
B PTEMIUMS PRI O CITIET +.ovrrserreeserresorsssessssesseescssae 58 0 TS 000 6b
¢ Premiums due but unpaid at the end of the year 6c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or sd
retention of the contract or policy, MEN AMOUNL. ... i
Specify nature of costs P
e Typeofcontract: (1) D individual policies (2) D group deferred annuity
@ [ other (specify) P
f If contract purchased, in whole or in pat, 1o 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 confract: ) [] deposit administration (2) [:I immediate participation guarantee
{3 D guaranteed investment 4 D other P
b Balance at the end of the PrEVIOUS YERF.....oo... e e s eapssesss g e ol | 7b 0

c  Additions: (1) Contributions deposited during the year ....
{2) DIVIdENS ANE GIEAIS 1ooecvveevmsriros e e
{3) Interest credited AUANG the YBAN wevvvreeeesienrrimssemimssirsessisismsssaness
(4) Transferred from separate ACCOUNL...ectieerrvreeeaeersessrsreasamsanssrenassessinmsinasans
(5) Other (SPEGCHY DEIDW) civrveeeersvimisss st rmmss st st
»

(B)TOtAl AAGRIONS 1o recr s semesamimerssssmsssssasss s 0
d Total of balance and additions {add lines 7b and 7¢(6)).
e Deductions:

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

(2) Administration Charge Made DY CATET ....o..cwwserrs s s 7e(2)

(3) Transfered to separate account........ e |_T(3)

RO A e P————EREEEE R 7e(4)

1 4

(5) Total deductions
f Balance at the end of the current year (sublract ine 7e{5) from N Td) cooooovcovvmmruri sty | 7f 0




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

If more than ane 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 appiicable boxes)

a D Healih (other than dental or vision} b D Dental c D Vision d D Life insurance
e I:l Temporary disability (accident and sickness) T D Long-term disability q D Supplemental unemployment h D Prescription drug
i D Stop loss (large deductible) i D HMO contract K D PPQ contract 1 D Indemnity contract
m [ Other (specify) Pvoluntary life & AD&D
9 Experience-rated contracts:
a Premiums: (1) AMoUnt reGelve ........oimrmscanicsins
{2) Increase (decrease) in amournt due but unpaid........cceereces
(3} Increase (decrease) in uneamed premium reserve .
(4) Eamed ({1) + (2} - {3))crrmvmmrrmrecrreumermemsmsssmssossssssssssssses 9a(4) 0
b Benefit charges (1) Claims Pait.....eemonisscssmiansnsnes .
(2) Increase (decrease) in Claim rESEIVES ... e simes e
(3) Incurred claims (add {1) and (2)) 9b(3) 0
(4) Claims charged .......coovvmvieiinnens 9h{4)
¢ Remainder of premium: (1} Retention charges (on an accrual basis) —
(A} COMIMISSIDNS «.covoeesses v s rersessinssssssmsssss arsss s st s 9c{1){A)
(B) Administrative service or other fBes s 9c({1)(B}
{C) Other specific acquisition costs . 9e(1){C)
(D) Other EXPENSES .mreerusssarecens 9c(1)(D}
(E) TAXES crerrerverrersimseesrstssssanssssasmssssien 9c{1){E)
{F) Charges for risks or other contingencies.. Sc(1)(F)
{G) Other retention charges 9¢(1)(G)
(H) TOtal TERNEON ...coovvsrrmsesecmssssnmsrssanmsessansensss st ss 9¢{1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were paid in cash, or[] credited.} 9¢(2)
d  Status of policyholder reserves at end of year: {1} Amount held to provide benefits after refirement ..o 9d{1)
(2) CIBIM FESEIVES o nsssso 55 R 9d(2)
(3) NG TBSRIVES o111 1erresisseresssor 5648 00T T ad(3)
e Dividends or retroactive rate refunds due. {Do not include amount entered inline 9¢(2).} -coevr. 9e
10 Nonexperience-rated contracts:
a Tolal premiums or subscription charges PR 10 CAITIEN ....ocvvusirerees s esnamiss s sim s s s e 10a 6,952
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 |, fine 2 above, report amount. ... 10b
Specify nature of costs.
[Partlv_| Provision of Information
41 Did the insurance company fail to provide any information necessary to complete Schedule AZ e D Yos @ No

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




SCHEDULE A Insurance Information OME No. 1210-0110

{Form 5500)
Depariment of the Treasury This schedule is required to be filed under section 104 of the
Internal Revernue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
R I of Lab
Employee B:ﬁ:lfl::]ggczﬁly Ag:ninistrﬂtion ) File as an attachment to Form 5500,
Pension Benefit Guaranty Corperation } 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 02/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Southern Medical Management plan number (PN) » 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number {EIN)
Southern Medical Management, TILC 26-1960517

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

1 Coverage Information:

{a) Name of insurance carier

Berkley Life and Health Insurance Co.

Approximate number of Policy or contract year
(e) NAIC {d) Contract or (e)
(b) EIN code identification number persons covered at end of {f) From {g) To
policy or confract year
91-6034263 - 64890 4034 a3 02/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and lotal 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 ampunt of fees paid

3 Persons receiving commissions and fees. (Complete as many entries as needed to report alt 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 {e) Amount (d) Purpose {e) Organization code

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

(bY Amount of sales and base Fees and other commissions paid
commissians paid {c) Amount {d) Purpose () Crganization 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 p

erson 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 persan o whom ¢

ommissions or fees were paid

£ees and other commissions paid

(e)

Organization

(b) Amount of sales and base
commissions paid (c} Amount (d) Purpose code
{a} Name and address of the agent, broker, or other person 1o 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 othef commissions paid {e)
{b) Amount of sales and base Organization
commissions paid () Amount {d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e}
(b) Amount of sales and base Organization
commissions paid (c} Amount {d) Purpose code




Schedule A {Form 5500) 2024 Page 3

Partll | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group af 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 L= 11+ 2 TP RITPIT 4
5 Current value of plan's interest under this contract in separate accounts at year BT o eeesianirsrsramsrestass s ryeesesannastinn 5

6 Contracts With Allocated Funds:
a  State the basis of premium rates 4

D PPOMIUMS PAI O CAITIET -eorovevversseeesensssesssesrssersse 581 AR 6b
¢ Premiums due but unpaid at the end of the year 6c
d  If the carrier, service, or other arganization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, BNtET AMOUNT. et
Specify nature of costs P
e Typeofcontract: (1) D individual policies (2) |:| group deferred annuity
@ [] other (specifyy ¥
f I contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds {Do not include portions of these contracts maintained in separate accounts)
a Type of contract: {1 D deposit administration (2) D immediate participation guarantee
(3 D guaranteed investment (4} [I other P
b Balance at the @nd of (N PrEVOUS YA . erissssisserr s ot g eyttt r 7h 0
C  Additions; (1) Contributions deposited during the year ....
{2) DIvIdends an0 GrBUitS ..., vvreceeere s
{3) Interest credited during the YEAN ... vttt
(4) Transferred from Separate B0COUM ... e srsnirs s i
(5) Othar (SPECiTY DBIOW) ... vttt e
»
(6)Total additions... . e e 16(8) 0
d Total of balance and addltlons (add Ilnes 7b and 7c(6)) ....................................................................................... li'?'d 0

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

(2) Administration Charge Made BY GAMIET ... i 7e(2)
(3) Transferred [o separate account......... 7e(3}
(4) OUNEF (SPECITY DBIOW) ..ecvrrrisressienssisresssessoessssissssss s s 7e(4)
»

(5) Total deductions... e
f Balance at the end of 1he current year (sublraci Ime 7e(5) from Ime Td}




Schedule A (Form 5500) 2024 Page 4

Pari Il | Welfare Benefit Contract Information

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

8 Benefit and contrack type (check all applicable boxes)

a D Health (other than dental or vision) b [l Dental [ D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f |:| Long-term disability g D Supplemental unemplayment h D Prescription drug
i Stop loss (large deductible) j D HMO contract k D PPQ contract i D Indemnity contract
m D Other (specify) P
9 Experience-rated contracts:
a Premiums: (1) AMOUNE TECEIVEL ..o e 9a(1)
(2) Increase {decrease) in amount due but unpaid......oi e 9a(2)
(3) increase (decrease} in unearned PFEMILITE TESETVE .oveuerrimnressenssisens 9a(3)
() EENEA (1) (2) - () osos s ettt sy o [ 0a{4) 0
b Benefit charges (1) Claims PAIH........comrimrreeemesc st ssssaissssss 9b(1)
(2) Increase {decrease) in ClaiM MESBIVES ... risisrsmsssmsssseeness 9h(2) : .
(3) incurred claims (dd (1) AN (2] euverrrerrimmimers s 93} 0
e T Lo P ER—————————TEREEEEEER S oh{4)
¢ Remainder of premium: (1) Retention charges {on an accrual basis} —
(A) COMITISSIONS covveovrrveesessssnssrsrssscesenmss s sosssssss s syt 9c{1)(A)
{B) Administrative service of other fees ... . | Se(1}B)
(C) Other SPeGific ACQUISIION COSES w.revvcrrvusssrrssesscrssssmnies s . | 9e(1KC)
(D) OHhET EXPENSES .cvvevvrreeesssnsssssasessessesssssssrssssssisss s insees . | 8el1HD)
(E) TAXES 1 erecrvevonos s svcmsesomsts s sessess s oo 9c(1)(E)
(F) Charges for risks Or Other CONtINGENCIES.....uvvimmwerrsssisssimnrss e c(1)(F)
(G) OHNEF FIENHON CRAIGES 1ocvvvvrvorssivirressssess s issssnineess 9c{1}G)
() TOUE FEREIMION e e 1 B s 9c{1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .. vnienienn 9c(2)
d Status of policyholder reserves at end of year: {1) Amount held to provide benefits after retirement ............... 9d{1)
(2) Claim reserves 9d(2)
(3) Ofher reserves..., 9d(3)
@ Dividends or refroactive rate refunds due. (Do not include amount entered in line 9¢{2).) .......cooriiren e 9e
10 Nonexperience-rated contracis:
a  Total premiums or SUBSCHPHON CHATgES PAId 10 CAITIER e..roorrimsrescnrs s s 10a 320,554
b  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, cther than reported in Part |, line 2 above, report AMOUM . ccvvv e emsrinarenes 10b
Specify nature of costs.
l Part iV | Provision of Information
41 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes @ No

42 Ifthe answerto line 11 is “Yes,” specify the information not provided. b




SCHEDULE A Insurance Information OME No. 1210-0110
(Form 5500)
Department of tha Treasury “This schedule is required to be filed under section 104 of the
internal Revenue Service Employee Refirement Income Security Act of 1974 (ERISA). 2024
Depart f Laby .
Employes B:ﬁ:ﬁl?gglczriiya;\g;'linistration ) File as an attachment to Form 5500.
Pension Benefit Guaranly Carporation } 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 heginning 02/01/2024 and ending 12/31/2024
A Name of plan _ B Three-digit
southern Medical Management plan number (PN) » 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number {EIN}
gouthern Medical Management, TTC 26-1960517

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

1 Coverage Information:

{a) Name of insurance carriar

Colonial Life & BAccident Insurance Company

Approximate number of Policy or contract year
NAIC (d) Contract or (e)
(b) EIN © by Lor persons covered at end of
code identification number policy or contract year (f} From (g) To
57-0144607 62049 E4320404 61 01/01/2024 12/31/2024

2 [nsurance 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 pald
8,802 2,817

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

Caldwell Trust Company
303 § Lake Drive

Lexington scC 29072
(b} Amount of sales and base Fees and other commissions paid
commissions paid {c} Amount {d) Purpose {e) Organization code
fees
2,086 527 3

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

The Clark Group of SC
8§98 Roper Road

Laurens 8C 29360
(b} Amotnt of sales and base Fees and other commissions paid
commissions paid {c} Amount (d) Purpose {e) Organization code
fees
928 1,510 3
For Paperwork Reduction Act Nofice, see the Instructions fof 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

parrish & Gwinn Insurance Group LLC
817 calhoun Street

Columbia sC 29201
Fees and other commissions paid (e)
{b) Amount of sales and base Qrganization
commissions paid {c) Amount (d) Purpose code
n/a
2,179 0 3
{a) Name and address of the agent, broker, or ather persaon to whom commissions or fees were paid
Tran B Huyen-XKeodara
499 Sterling Brook DX
Lexington sc 29072
Fees and other commissions paid {e}
(b} Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose code
fees
595 73 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Alice Ryan Stribling
511 Kilbourne Road
Columbia sC 29205
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
fees
488 132 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Advanced Benefit System Inc
145 River Landing Drive
Daniel Island sC 29492
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (¢) Amount {d) Purpose code
fees
320 220 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fulcrum Risk Solutions
132 Westpark Blvd
Columbia scC 29210
Fees and other commissions paid (e}
{b) Amount of sales and base QOrganization
commissions paid {c) Amount {d) Purpose code
fees
516 0 3




Schedule A (Form 5500) 2024 Page 2 — | l

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

Amy E Cochen
19967 Villa Lante Pl

Boca Raton FL 33434
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
fees
431 61 3

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

Sherron Hopper
216 Whispering Meadow Lane

Irmo sC 29063
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
fees
397 0 3

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

Brooke Harmon
70 Henry Livingston Road

Pomaria sC 29126
Fees and other commissions paid (e)
(b} Amount of sales and base Qrganization
commissions paid (¢) Amount (d) Purpose code
fees
189 80 3
{a) Name and address of the agent, broker, or other perscn to whom commissions or fegs were paid
Brooke Harmon & Associates LLC
70 Henry Livingston Road
Pomaria sC 29126
Fees and other commissjons paid {e)
(b) Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose code
fees
176 62 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Peacock Financials Inc
11830 NW 32nd Mnr
Sunrise FL 33323
Fees and other commissions paid (e}
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
fees
65 146 3




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

UsI Insurance Services LLC
111 Executive Center Drive

Columbia sC 29210
Fees and other commissions paid (e)
(b} Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
n/a
95 0 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Pamela E Jones
5% Shoreline Dr
Columbia sC 29229
Fees and other commissions paid (&)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
fees
93 0 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Bryce William Smith
4212 Audubon Park Drive
Charlotte NC 28217
Fees and other commissions paid {e}
(b) Amount of sales and base Organization
commissions paid (¢} Amount {d) Purpose code
fees
60 0 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Jason Paul Campbell
1816 Piedmont Hills Pl
Charlotte NC 28217
Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions paid {c} Amount (d) Purpose code
fees
42 4 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Kimberly Ann Sharpe
1 Jahue Court
Trmo sC 29063
Fees and other commissions paid (e}
(b) Amount of sales and base Organization
commissions paid {c) Amount (d} Purpose code
fees
40 2 3
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{a) Name and address of the agent, broker, or other person fo whom commissions or fees were paid

Jessica Mann Brown
526 Windmere Drive

Lexington sC 29072
Fees and other commissions paid {e}
{b} Amount of sales and base Organization
commissions pald {¢) Amount (d} Purpose code
fees
31 0 3
{a) Name and address of the agent, broker, or other parson to whom commissions or fees were paid
Brown & Brown of South Carolina
3700 Porest Drive
Columbia sC 29204
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
n/a
16 0 3
(a) Name and address of the agent, broker, or gther person to whom commissions or fees were paid
gandra J Runion
104 sSir Edwards Lane
Lexington sC 29072
Fees and other commissions paid {e}
{b) Amount of sales and base Crganization
commissions paid (c) Amount {d) Purpose code
n/a
13 0 3

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

Terry D Garrett
24 Mallet Hill Rd

Columbia s8C 29223
B Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions pald (c) Amount (d) Purpose code
n/a '
13 0 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
The Adamson Group Inc
344 Summerset Drive
Chapin sC 29036
Fees and other commissions paid (e)
{b) Amount of sales and base QOrganization
commissions paid (c) Amount (d) Purpose code
n/a
9 0 3
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{a) Name and address of the agent, broker, or other person to wham commissions or fees were paid

Sandusky Inc
PO Box 1470

Lexington SC 29071
Fees and other comamissions paid (e}
{b} Amount of sales and base Organization
commissions paid {¢) Amount {d} Purpose code
n/a
5 0 3

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

Karen Tobias
1366 Dunraven Drive

Murfreeboro TN 37128
Fees and other commissions paid {e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
n/a
5 0 3

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

Jackie Smalls
305 Westbrookr Way

Lexington 8C 29072
) Fees and ofher commissions paid (e)
{b) Amount of sales and base : Organization
commissions paid {e) Amount (d) Purpose code
n/a
3 0 3

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

Palmetto Benefit Solutions LLC
52648 International Blvd

North Charleston 5C 29418
Fees and other commissions paid {e)
{b) Amount of sales and base Qrganization
commissions paid {c) Amount (d} Purpose code
n/a
2 0 3

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

Lisa Lowe Clarke |

4604 Killian Crossing Dr

Denver [ 28037
Fees and other commissions paid (e}

(b} Amount of sales and base Organization
commissions paid {e) Amount {d) Purpose code
n/a
2 0 3
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{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Brown & Brown Insurance Services In
3700 Forest Dr

Columbia sC 29204
Fees and other commissions paid (e)
(b) Amount of sales and base Qrganization
commissions paid {e) Amount (d) Purpose code
n/a
2 0 3
(a) Name and address of the agent, broker, or other person to whom commissions or fegs were paid
Maynard Benefits Group Inc
3701 On Deck Circle
Little River sC 29566
Fees and other commissions paid {e)
(b} Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose code
n/a
1 0 3
{a} Name and address of the agent, broker, or other person o whom commissions or fees were paid
Fees and other commissicns 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 sommigsions or fees were paid
Fees and other commissions paid (e}
b} Amount of sales and base Crganization
®) {¢) Amount (d) Purpose gcode

commissions paid

{a) Name and address of the agent, broker, or ather 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
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Partli | Investment and Annuity Contract Information
Where individual contracts are provided, the gntire 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 .........oovroieiemmiersnengeeocesieneee 4
5 Current value of pian’s interest under this contract in separate accounts at year LY LS P PP T e 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D PIOMIUMS PAIE 0 GAIHET ooivvrreessemsessossssoen st sase e s R 6b
¢ Premiums due but unpaid at the end of the year 6¢c
d 1 the carrier, service, or other organization incurred any specific costs in connection with the acguisition or 6d
retention of the contract or PONCY, BIET AMOUNT. ..ot
Specify nature of costs | 4
e Typeofcontract: {1} D individual policies {2) [I group deferred annuity
@ [] 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 deyposit administration ] D immediate participation guarantee
&) D guaranteed investment (4) D other P
b Balance at the end of the Previous YEar. .o e sirisrsrnn sy oot ol { b
C  Additions; (1) Contributions deposited during the year

(2) Dividends and creditS. .......ovmniinirniins
(3) Interest credited during the year
{4) Transferred from separate account..
{5) Other {specify below)
>

(B)Total AAAIEIONS ...ocvveeerrrcmisrm st st
d Total of balance and additions {ad

¢ Deductions:

(1) Dishursed from fund to pay benefits or purchase annuities during year
(2) Administration charge made by CArter coeeecianine

(3) Transferred to separate account......

(4) Other (specify DBIOW) o

4

(5) Total dedUCioNS ... v icereeccnsissisrsssanmsissmrss s
f Balance at the end of the current year (subtract line 7e(5) from line 7d)

7e(1)

7e(2)

7e(3)

7e(4)
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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-tated 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 D Vision d D Life insurance
e D Temporary disability (accident and sickness) | D Long-term disability q D Supplemental unemployment h |:| Prescription drug
i D Stop loss {large deductible) j D HMO contract k D PO contract | D Indemnity confract
m [§ Other (specify) Pworksite benefits
9 Experience-rated contracts:
a Premiums: (1) AMOUNt rECEIVEL coovvmerevs e csrar s st 9a(1)
{2} Increase (decrease) in amount due but UAPEIL....o.ccovrennisimnreneoeees 9a(2}
{3) Increase (decrease) in uneamed premium reserve ... 9a(3)
(4) EBINEA (1) + (2} (B0 s s gt e | 9a(4) 0
b Benefit charges (1) Claims Pald....ccovimvernicnrsmsmisissssssssini ety 9h(1}
(2) Increase (decrease} in claim reServes ... 9b(2)
(3} INCUrEed CIAIMS (AAU (1) BNG {2)).rrrrrseseerrmereeriemsssississsress s st st 9h(3) 0
() CIAIMS CNAIGE 11 111-eeeesseescosssessssonsssser s es st AT R 9b(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMUSSIONS 1orrrersrromessnssmssssasrsrsreemssrsiss st sses st s smis s seones gc(1)}(A)
(B Administrative service or Other f8es ... 9c(1)(B)
(C) Other SPECIfic ATUISTEION COSES 1o vvcrveerrensssrsssemsimmsssssrrivensssses 9e(1)(C)
(1D} OHET BXPENSES w..vvvenrrsemmsseemosrssssssessses s s s i 9c(1)({D)
(E) Taxes 8c(1)(E)
(F) Charges for risks or Other CONtINGENGIES.......cmwrrmsssrssssssoenseniessss c{1}(F)
(G) OHher Fe1ENtioN CHATGES ....veerrssrcrsreeresersesminss s 9e(1){G)
(H) TOIR TEEENTION 1-vrrrevvrsreesraneer s e 9c{1){H) 0
(2) Dividends ar retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.) .o 9¢{2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) Claim reserves 9d(2)
(3} Other reserves 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in ling 9c{2).) e 9
10 Nonexperience-rated contracts:
a Total premiums or SUbSCHiption Charges Paid t0 CAMIEF...... .o e e 10a 52,895
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report aMouNt. ... 10b

Specify nature of costs.

[ PartIV_| Provision of Information
11 Did the insurance company fail 1o provide any information necessary to camplete Schedule A?............. D Yes @ No

12 \f the answer to line 11 is "Yes," specify the information not provided. »
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SCHEDULE C Service Provider Information OMB No. 12100710
(Form 5500} 2024
Dapartment of the Treasury This schedule is required to be filed under section 104 of the Employee
Intarnal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Employes ity gr;tc?lri:f:g;ﬁnistraﬁan b File as an attachment to Form 5600. This Form is Open to Public
Pension Benafit Guaranly Corporation lnsPec“o“'
For calendar plan year 2024 of fiscal plan year beginning 02/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
Southern Medical Management plan number (PN) b 501
€ Plan sponsors name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Southern Medical Management, LLC 26-1960517

rPanI | Service Provider Information (see instructions)

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

1 Information on Persons Receiving Only Eligible Indirect Compensation

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

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule C {Form 5500) 2024
v, 240311
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{b) Enter name and E!N or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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2. Information on O
answered “Yes" to line 1a above, complete as many entries a
{i.e., money or anything else of vaiue) in conne

ther Service Providers Receiving Direct or Indirect Comp
s needed to list each person receiving,

ction with services rendered 1o the plan or

ensation. Except for those persons for whom you
directly or indirectly, $5,000 or more in total compensation
their position with the plan during the plan year. {See instructions}.

(a} Enter name and EIN or address (see instructions}

57-0718839

(h)

Did indirect compensation
include eligible indirect
compensation, for which the
pian received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes" to element
{f. If none, enter -C-.

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

planned Administrators, Inc
(b) (c) (d) (e)
Service Relationship to Enter direct Did service provider
Code(s) |employer, employee compensation paid receive indirect
organization, or  lby the plan. If none,| compensation? (sources
person known to be enter -0-. other than plan or plan
a party-in-interest sponsor)
TPA Admin
Fees Yes D No
12 64,891

Yes D No D

Yes D No D

{a) Enter name and EIN or address {see instructions)

parrish & Gwinn Insurance Group LLC

27-0849651

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

()]

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes" to element
(f). Ifnone, enter -0-.

(n
Did the service
provider give you a
formula instead of
an amotint or
estimated amount?

Yes [:l No

25,425

Yes D No @

{(a} Enter name and EIN or address (see instructions)

20-1736437

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect

(). If none, enter -0-.

compensation for which you
answered “Yes" to element

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

(b) (c) (d) (e)
Service Relationship to Enter direct Did service provider
Code(s) |employer, employee compensation paid receive indirect
organization, or  [by the plan. If none,| compensation? (sources
person known to be enter -0-. other than plan or plan
a party-in-interest SpOonsor)
22
broker
Yes Bl No D
0
First Health
(b) (c) (d) (e)
Service Relationship to Enter direct Did service provider
Code(s) |employer, employee compensation paid receive indirect
organization, or  |by the plan. If none,} compensation? (sources
person known to be enter -0-. other than plan or ptan
a party-in-interest spONSor)
12 PPO Metwork
fees Yes [ No [l
0

Yes D No @

6,085

Yes D No Igl
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g Direct or Indirect Compensation. Except for those persons for whom you

ded to list each person receiving, directly or indirectly, $5,000 or maore in total compensation
(See instructions).

Schedule C (Form 5500) 2024

2. Information on Other Service Providers Receivin
answered “Yes" to line 1a above, complete as many entries as nee

(i.e., money or anything else of value) in connection with services rendered to

the plan or their position with the plan during the plan year.

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

Blue Cross Blue Shield of SC 57-0287419
(b) (c) (d) (e) ® , o
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee compensation paid receive indirect include eligible indirect compensation received by provider give you a
organization, or |y the pian. If none,} compensation? (sources compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan ptan received the required eligible indirect an atnount or
a party-in-interest sponsor) disclosures? compensation for which you estimaied amount?
answered “Yes” fo element
12 0. If none, enter -0-.
PPO UTIL/HTH
MGMT Yes @ No D Yes I:] No @ Yes I___I No @
0 . 3,197
{a} Enter name and EiN or address (see instructions)
MedCost 56-1999192
(b) (c) (d) (e) {f (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee compensation paid recelve indirect include eligible indirect compensation received by |provider giveyou a
organization, or by the plan. If none,| compensation? (sources compensation, for which the service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan pian received the required eligitle indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you estimated amount?
answered “Yeg' to element
{f). If none, enter -0-.
12
PPO Network
Fees Yes @ No D Yes D No El Yes D No El
0 1,022
(a) Enter name and EIN or address (see instructions})
Occunet 27-1563468
(b} {c) (d) (e) (h)
Service Relationship to Enter direct Did service provider Bid indirect compensation Enter tofal indirect Did the service
Code(s) |employer, employee compensation paid receive indirect include eligible indirect compensation received by provider give you a
organization, or  [by the plan. if none,| compensation? (sources compensation, for which the service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan recelved the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you estimated amount?
answered "Yes” to elemeant
. Ifnone, enter -Q-.
12 h one, ent
Managed Care
Programs Yes [ No [] Yes [] No ves [] No ¥
0 246
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[ Partl | service Provider Information {continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compens
or provides contract administratar, consulting, custodial, investment advisory, investment management, br
questions for (a) each scurce from whom the service provider received $1,000 or more in indirect compens
provider gave you a formula used to determine the indirect compensation instead of an amount or estimate:

many entries as needed fo report the required information for each source.

ation, by a service provider, and the service provider is a fiduciary
oker, or recordkeeping services, answer the following
ation and (b) each source for whom the service

d amount of the indirect compensation. Complete as

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

() Describe the indirect compensation, including any
formula used to determine the service provider's eligibllity
for or the amount of the indirect compensation.

(a) Enter sarvice provider name as it appears on line 2

{b) Semvice Codes
{see instructions})

{c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

{a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

{e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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| Part Il | Service Providers Who Fail or Refuse to Provide |

nformation

4  Provide, to the extent possible, the following information for each service provi

der who failed or refused to provide the information necessary to complete

this Schedule.
(a) Enter name and EIN or address of service provider (see {b) Nature of {c) Describe the information that the service provider failed or refused to
instructions} Service provide
Code(s}

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

(b) Nature of
Service
Code(s)

{c) Describe the information that the service provider failed or refused fo
pravide

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

(b) Nature of
Service
Code(s)

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

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

{b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b} Nature of
Service
Code(s})

{c) Describe the infermation that the service provider failed or refused to
provide
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Schedule C (Form 5500) 2024
Part 1 | Termination Information on Accountants and Enrolled Actuaries {see instructions)
{complete as many entries as needad)
& Name: b EIN:
¢ Position:
d Address: e Telephone:
Explanation:
a Name: b EIN:
¢ Position:
d Address: e Telephone;
Explanation:
a Name: b EIN:
¢ Position:
d Address: e Telephone:
Explanation:
a Name: b EIN:
¢ Position:
d Address: e Telephone:
Explanation:
a Name: b EIN:
¢  Position:
d  Address: e Telephone:

Explanation:




