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

Department of the Treasury X
Internal Revenue Service sections 6057(b) and 6058(a) of

Department of Labor » Complete all entries in accordance with

Employee Benefits Security

Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

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

the Internal Revenue Code (the Code). 2023

This Form is Open to Public
Inspection

Part | | Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning 12/01/2023

and ending  11/30/2024

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

a single-employer plan
B This return/report is: B the first return/report
D an amended return/report

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

D a multiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)
D a DFE (specify)

D the final return/report

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

D Check box if filing under: D Form 5558 |:| automatic extension |:[ the DFVC program
D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
DAILY DOVE CARE LLC MEDICAL PLAN

1b Three-digit plan

number (PN) » 502

1c Effective date of plan
11/01/2017

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)

City or town, state or province, country, and ZIP or foreign postal code (i
DAILY DOVE CARE LLC

1811 COTTMAN AVENUE
PHILADELPHIA, PA 19111

2b Employer Identification
Number (EIN)
f foreign, see instructions) 81-3827361

2C Plan Sponsor’s telephone
number
818-815-1875

2d Business code (see
instructions)
621610

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. 07/09/2025 FADWA ROBINSON
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 07/09/2025 FADWA ROBINSON
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 (2023)

v. 230707




Form 5500 (2023) Page 2

3a Plan administrator's name and address B] 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 ‘ 130
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(l) Total number of active participants at the beginning of the PIan YEAr ..........coociiiiiiiiiiii e 6a(1) 130
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 174
b Retired or separated participants reCeiving DENETIS .........ouiii i 6b
C Other retired or separated participants entitled to future DENEfitS...........ccviiiiii e 6C
d Subtotal. Add iNES 6a(2), B, ANG BC. ......cueiueteiieieirieieeieeiei ettt et et e e ae e e ete e e be e esebe e e be st as et et ebeseasesenseeeneseesens 6d 174
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........ococeviiiiiieiiiiecenne. 6e
f o= o (o I g 1=t To B Ty Vo YOS 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
9 (oo 0] o] (o TN (=) 1 1) O S POPTPO PRSPPSO 9
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 (oo 0] o= (o TN (=) 1 1) S PPOUTPO PR TR PRPPPO 69(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thAN 100Y6 VESTEU ........eveceeieie ettt sttt et sses s ns s et et esses et sns st ens st es st ettt s ense st nsaneans 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 4E
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
4 General assets of the sponsor 4) General assets of the sponsor
10 cCheck 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) D I (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached
actuary 4) D C (Service Provider Information)
3) D SB (Smgle—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 Ill | 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.) woooverneeereerinenenee e [] Yyes [¥ No

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

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

11c Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required to file the 2023 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
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). 2023
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 2023 or fiscal plan year beginning  12/01/2023 and ending  11/30/2024
A Name of plan B Three-digit

DAILY DOVE CARE LLC MEDICAL PLAN plan number (PN) > 502
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

DAILY DOVE CARE LLC 81-3827361

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:

(@) Name of insurance carrier
INDEPENDENCE BLUE CROSS - KEYSTONE

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
23-2405376 95056 0002368586 135 12/01/2023 11/30/2024

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

62782 0

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

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

KISTLER TIFFANY BENEFITS GENERAL AG 400 BERWYN PARK, SUITE 200
BERWYN, PA 19312

Fees and other commissions paid

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

62782

(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) 2023

v. 230707
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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

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

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

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

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




Schedule A (Form 5500) 2023 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

5 Current value of plan’s interest under this contract in separate accounts at year end.............cccccceerevereriereerenerrnnnes 5

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

D Premiums Paid 10 CAMMIET .......c.ccevivieeieeeceeee ettt sttt s st en st s et enen s 6b

C  Premiums due but unpaid at the end Of the YEAI..........ciiiiiiiii s 6¢c

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or PoliCy, ENEr AMOUNL. ........oiiiiiiiiie it 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4 D other P
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens | 7b
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1)
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2)
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3)
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4)
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5)
4
(B)TOtAl AAOIIONS ...ttt e ettt ee s st e e s e e s e ene e et et es e n e s e ees s e e e eteeesannes 7c(6)
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2)
(3) Transferred to separate account . 7e(3)
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4)
4
(5) TOAl EAUCHONS .....eoveeveeceeeeeee e e eses s et ees st eeetess st es e s s e e s en st ses e s s set s nessena et e sntensnensneetansneas e 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans | 7f
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Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a BI Health (other than dental or vision) b D Dental (o3 D Vision
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) | D HMO contract k D PPO contract

m D Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET ........cveverivrrieeiiriieseeeseesies e 9a(1) 827404
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 827404
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1) 753587
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2) 22074
(3) Incurred claims (Add (1) AN (2)).....veerverererieeeceeeeee e s eeeeae e te s e s e ae e st esesssseseseseses s ssassssesesssseesesaesesassnnes 9b(3) 775661
(4) ClAIMS CRAIGE ....cvoceeevceeee ettt en e st s e st s en e s e s en e s et s sensesanssnsnen 9b(4) 775661
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(E) TAXES w.vovoeeveeveeeeeese s eeseese st esesse st sesssesnens s enesnes s snesnees 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G) 78368
(H) TOLAI TEEEIMTION .......ocvcvesicvteeeiete ettt ettt s et s st s a et s et s et se st s s s et st s s et st s s b s st s e s nees 9c(L)(H) 78368
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES ...ttt ettt e ettt ettt e s ae et es et e s et et e s e s es s et es st e s e sesesean e s s en st esesesesesesean s 9d(2) 22074
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............c.ccceeenes 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). 2023
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 2023 or fiscal plan year beginning  12/01/2023 and ending  11/30/2024
A Name of plan B Three-digit

DAILY DOVE CARE LLC MEDICAL PLAN plan number (PN) > 502
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

DAILY DOVE CARE LLC 81-3827361

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:

(@) Name of insurance carrier
INDEPENDENCE BLUE CROSS - PPO

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
23-2184623 93688 0002368586 39 12/01/2023 11/30/2024

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

20181 0

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

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

KISTLER TIFFANY BENEFITS GENERAL AG 400 BERWYN PARK, SUITE 200
BERWYN, PA 19312

Fees and other commissions paid

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

20181

(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) 2023

v. 230707
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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

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

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

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

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

5 Current value of plan’s interest under this contract in separate accounts at year end.............cccccceerevereriereerenerrnnnes 5

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

D Premiums Paid 10 CAMMIET .......c.ccevivieeieeeceeee ettt sttt s st en st s et enen s 6b

C  Premiums due but unpaid at the end Of the YEAI..........ciiiiiiiii s 6¢c

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or PoliCy, ENEr AMOUNL. ........oiiiiiiiiie it 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4 D other P
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens | 7b
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1)
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2)
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3)
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4)
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5)
4
(B)TOtAl AAOIIONS ...ttt e ettt ee s st e e s e e s e ene e et et es e n e s e ees s e e e eteeesannes 7c(6)
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2)
(3) Transferred to separate account . 7e(3)
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4)
4
(5) TOAl EAUCHONS .....eoveeveeceeeeeee e e eses s et ees st eeetess st es e s s e e s en st ses e s s set s nessena et e sntensnensneetansneas e 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans | 7f
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Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental (o3 D Vision
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) | D HMO contract k B PPO contract

m D Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET ........cveverivrrieeiiriieseeeseesies e 9a(1) 197024
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 197024
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1) 183476
(2) Increase (decrease) in Claim rESEIVES ...........ccceveveveereeeeieeeeeeeeseeneneas 9b(2) 3154
(3) Incurred claims (Add (1) AN (2)).....veerverererieeeceeeeee e s eeeeae e te s e s e ae e st esesssseseseseses s ssassssesesssseesesaesesassnnes 9b(3) 186630
(4) ClAIMS CRAIGE ....cvoceeevceeee ettt en e st s e st s en e s e s en e s et s sensesanssnsnen 9b(4) 186629
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(E) TAXES w.vovoeeveeveeeeeese s eeseese st esesse st sesssesnens s enesnes s snesnees 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G) 24172
(H) TOLAI TEEEIMTION .......ocvcvesicvteeeiete ettt ettt s et s st s a et s et s et se st s s s et st s s et st s s b s st s e s nees 9c(L)(H) 24172
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES ...ttt ettt e ettt ettt e s ae et es et e s et et e s e s es s et es st e s e sesesean e s s en st esesesesesesean s 9d(2) 3154
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............c.ccceeenes 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). 2023
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 2023 or fiscal plan year beginning  12/01/2023 and ending  11/30/2024
A Name of plan B Three-digit

DAILY DOVE CARE LLC MEDICAL PLAN plan number (PN) > 502
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

DAILY DOVE CARE LLC 81-3827361

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:

(@) Name of insurance carrier
INDEPENDENCE BLUE CROSS - VISION

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
23-2184623 93688 0002368586 59 12/01/2023 11/30/2024

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

888 0

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

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

KISTLER TIFFANY BENEFITS GENERAL AG 400 BERWYN PARK, SUITE 200
BERWYN, PA 19312

Fees and other commissions paid

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

888

(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) 2023

v. 230707



Schedule A (Form 5500) 2023 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

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

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

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

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




Schedule A (Form 5500) 2023 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

5 Current value of plan’s interest under this contract in separate accounts at year end.............cccccceerevereriereerenerrnnnes 5

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

D Premiums Paid 10 CAMMIET .......c.ccevivieeieeeceeee ettt sttt s st en st s et enen s 6b

C  Premiums due but unpaid at the end Of the YEAI..........ciiiiiiiii s 6¢c

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or PoliCy, ENEr AMOUNL. ........oiiiiiiiiie it 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4 D other P
b Balance at the end Of the PrEVIOUS YT .........cc.cciueiiiuerieiiieeiiesiteteseteseetesestesesestessaesesaesenestessaesssessensetesseeeseneens | 7b
C Additions: (1) Contributions deposited during the year ...............cc.coocevnene. 7c(1)
(2) DIVIAENAS AN CHEAILS .........vecveereeeeeeeecee et en e 7c(2)
(3) Interest credited dUFNG the YEAr ...........cceveevieeeeeeeeses e 7c(3)
(4) Transferred from Separate aCCOUNL.............cooverveveeerieressieessesesiesesessenens 7c(4)
(5) Other (SPECITY DEIOW) .......v.veveeereeeieeeeeeeeeeeeee e tesesees e enee 7c(5)
4
(B)TOtAl AAOIIONS ...ttt e ettt ee s st e e s e e s e ene e et et es e n e s e ees s e e e eteeesannes 7c(6)
d Total of balance and additions (add liNES 70 AN 7C(B)). «.....ervvervevereeeeeeeeieeeeeeeeeeeeeeeeseete et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfer ...........ccccoveueveeveeeiereeeseeeeeeaae 7e(2)
(3) Transferred to separate account . 7e(3)
(4) Other (SPECITY DEIOW) .........vevveceereeeieeeeeeeee e ee s 7e(4)
4
(5) TOAl EAUCHONS .....eoveeveeceeeeeee e e eses s et ees st eeetess st es e s s e e s en st ses e s s set s nessena et e sntensnensneetansneas e 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from i€ 7d) ...........ccccoeveruerereererereceeeeeeereensinans | 7f




Schedule A (Form 5500) 2023 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental (o3 @ Vision
e |:| Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) | D HMO contract k D PPO contract

m D Other (specify) P

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

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET ........cveverivrrieeiiriieseeeseesies e 9a(1) 2791
(2) Increase (decrease) in amount due but unpaid............cccceeveveicveeennnen. 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..........ccceeeeveeennnne. 9a(3)
N RN T ) N | 9a(4) 2791
b Benefit charges (1) Claims Paid.........ccceevevrvruereeereeseeeeerees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..........cccveveeriereesieereseeenieeenas 9b(2)
(3) Incurred claims (AAd (1) AN (2))..euveereerereeeeeeceeeeeeeeeeeeee e eeee e s ee et ettt s ses et er s s et eseseseaeseesenenesenesetesesneeen s 9b(3)
(4) ClAIMS CRAIGET .....o.veviiitieieieteee ettt ettt et ettt e et et e e et ese et et e se st et e s et ese st ebe s et ese st ebe st etese b ebessstebensabessssarin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....ecevevieteeeeieteeetee et e ettt ee ettt en et ae s sens 9c(1)(A)
(B) Administrative service or other fees..........ccovevvevveveceiecieceeeene, 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(©)
(D) ONET EXPENSES ......eeeeeeeeeseeeeeeesee e seeeeesee e sees s e es s enaes 9c(1)(D)
(S LI GRS 9c(1)(E)
(F) Charges for risks or other contingencies...........ccccccveevvvvreecveeesnnen. 9c(1)(F)
(G) Other retention CRAIGES .........c.ovrvereeeeeeseeeeeeeeeeeeeseeeesss s 9c(1)(G) 122
(H) TOLAI FEEENTON ........vee ettt s et s e ee et en e s et en e s e s et et en et e e es et neen 9¢c(1)(H) 122
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....cccocveenne 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FESEIVES .....veveiveeeeseeteeteeeeteeteeteetestestaseste et et sseesesteste st essaseabesteseesaeseasesteseestasssteabessessaseaseseesanseensareasesens 9d(2)
(B) ORI FESEIVES ...ttt ettt ettt e e e et et et e et et et e s s e es et et et e e st eseae e s enen et e s et esnaesssnan s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccoovveviviiiieninennns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMTIEN .........c.ciiiiiiiiiiieiie e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..............c..ccccc..... 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




FILING AUTHORIZATION
FORM 5500 SERIES OF FORMS, SCHEDULES AND ATTACHMENTS (FORM 5500)

Name of Plan: Daily Dove Care LLC Medical Plan
EIN/PN: 81-3827361/502
| hereby authorize Maillie LLP (Maillie) to electronically file (E-File) the Plan's Form 5500
through the Department of Labor’s (DOL) ERISA Filing Acceptance System 2 (EFAST2).
| understand in granting this authority that:
1. | am the signer of the Form 5500 as evidenced by the copy of the signature page

provided to Maillie and as required by the DOL, and a copy of this signature page
will be included with the Form 5500 posted by the DOL on its website for public

disclosure;

2, This authorization will remain in effect until revoked by notification in writing to
Maillie; and

3. Maillie shall not be an administrator or a fiduciary with respect to the Plan solely

on account of the services performed under this authorization.

Plan Administrator (Signature); % /é Date: 7 / 0//2625
= |

Plan Administrator (Print Name): %{Cé&/ﬂl ﬁ 4 k 4 h Sy

Employer/Plan Sponsor (Signature):/ﬂk Date:_) | C( / 2025
\_/ I !

Employer/Plan Sponsor (Print Name): “TZA h")k @C}‘O\\('Ml\




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210 - 0110
ST This form is required to be ﬁ!efi for employee beneﬁt. plans under sections 104
Intemal Revenue Service and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Depariment of Labor sections 6057(b) and 6058(a) of the Intemal Revenue Code (the Code). 2023
Empk’ﬁm‘?,::ﬁ?aﬁm id P Complete all entries in accordance with
~Pansion Benefit Guaranty Corporation the instructions to the Form 5500. This Form is Open to
Public Inspection
fPartT.] Annual Report Identification Information
For calendar plan year 2023 or fiscal plan year beginning 12/01/2023 and ending 11/30/2024
A This retum/report is for: LI a muitiemployer plan |_| a multiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)
E a single-employer plan a DFE (specify)
B This retum/report is: E the first retum/report the final retum/report
l an amended retum/report a short plan year retum/report (less than 12 months|
C Ifthe plan is a collectively-bargained PIan, CRECK NBIE ................ooooccoveeveeeeeeeo e eeeeee oo eeeseeseeseeee iz eeseeeseeseeeereseeseen Plj
D Check box if filing under: H Form 5558 I:I automatic extension I:l the DFVC program
special extension (enter description)
E I this is a retroactively adopted plan permitted by SECURE Act section 201, checkhere | . . > |_|
Partll{  Basic Plan Information - enter all requested information
1a Name of plan ib  Three-digit
DAILY DOVE CARE LLC MEDICAL PLAN plan number PN) P> 502
1c Effective date of plan
11/01/2017
2a Plan sponsor's name {employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.0. Box) 81-3827361
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2c¢ Plan Sponsor’s telephone number
DAILY DOVE CARE LLC 818-815-1875
2d Business code (see instructions)
621610
1811 COTTMAN AVENUE Fdoe
PHILADELPHIA PA 19111

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 instructi 1 declare that | have ined this retum/report, including ing scheduk tat its and attachments, as well
as the electronic version of this retum/report, and to the best of my knowledge and belief, it is true, correct, and complete.

~ ;Zte/?/ZOés Fodioo. 20binson

Enter name of individual signing as plan administrator

U\ 2/9/292 Yudi, [Lodoinion

Signature of employer/plan sponsor Date Enter name of individual stgning as employer or plan sponsor

Sigivatdre of plan administrator

- | Signature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 {2023)
. v, 230728

318401 11-21-23

1
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Form 5500 (2023) Page 2

3a Plan administrator's name and address [X] Same as Plan Sponsor 3b Administrator's EIN

3¢ Administrator's telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last retum/report filed for this plan,
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
€ Plan Name
5 Total number of participants at the beginning of the plan year 5 130
6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines L
6a(1), 6a(2), 6b, 6¢, and 6d). S
a(1) Total number of active participants at the beginning of the plan year ... 6a(1)
a(2) Total number of active participants at the end of the planyear ... ... 63(2% 174
b Retired or separated participants receiving benefits ... 6b
C Other retired or separated participants entitled to future benefits | .. .. ... 6¢c
d Subtotal. Add lines 6a(2), 6b, and 6¢ 6d 174

€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits 6e

T Total AdAliNes BAANA B ... ... . ..ccoooioooiooooooeeesoeeeeeoeeeesesessesemsseeose s eesseesesseseseeseeeeseomeeseeessesssesernes

9 (1) Number of participants with account balances as of the beginning of the plan year (only defined contribution
plans complete this HeM) | e eet s 6g(1)

{2) Number of participants with account balances as of the end of the plan year (only defined contribution plans

COMPlEte thiS OM) ... oo eesee e eeseeea e eessea s ess e eseseeses e 6g(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
18SS than 100% VESTEH .. .. oo s oAt e et 6h
7 Enter the total number of employers cbligated to contribute to the plan (cnly multiemployer plans complete
IS M) L.ttt insessisisisiiiisiisiisiisiriisiiiisiiiisiiiiiiiiiisiisiririssiiiiscises 7

8a |f 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 Cedes in the instructions:

4A 4E

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)

(1) Insurance (%)) Insurance

2 Code section 412(e)(3) insurance contracts 2 Code section 412(e)(3) insurance contracts

3) Trust 3) Trust

{4) General assets of the sponsor {4) General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached.

(See instructions)

a Pension Schedules b General Schedules

(1) R  (Retirement Plan Information) {1) H  (Financial information)

{2) MB (Multiemployer Defined Benefit Plan and Certain Money 2) | (Financial Information - Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) A (Insurance Information) - Number Attached _3_
actuary 4) C  (Service Provider Information)

3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D  (DFE/Participating Plan Information)

G

Information) - signed by the plan actuary (6) (Financial Transaction Schedules)
(4) DCG (Individual Plan Information) - Number Attached

(5) MEP (Multiple-Employer Retirement Plan Information)

318402 11-21-23
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Form 5500 {2023) Page 3

Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan suﬁect to the Form M-1 filing requirements during the plan year? (See instructions and 29

CFR2520.101-2) ... ... Yes No
If "Yes" is checked, complete 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))... | | Yes | | No

11¢ Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required to file the 2023 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

318403 11-21-23
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SCHEDULE A Insurance Information OMB No. 12160110
(Form 5500) :
This schedule is required to be filed under section 104 of the
vermal Rovernue Servies” Employee Retirement Income Security Act of 1974 (ERISA). 2023
Employes et o e nistat »> File as an attachment to Form 5500.
ension Benallt Guaranty Corporalion P> Insurance companies are required to provide the information This Form is Open to
pursuant to ERISA section 103(a}(2). Public Inspection
For calendar plan year 2023 or fiscal plan year beginning 12/01/2023 and ending 11/30/2024
A Name of plan B Threedigit
DAILY DOVE CARE LLC MEDICAL PLAN plan number (PN} P 502
C Plan sponsor's name as shown on line 2a of Form 5500 D Emb!oyer Ident'rftcatibn Number (EIN)
DAILY DOVE CARE LLC 81-3827361

Part.lg Information Eoncemlng Insurance Contract Eoverage, Fees, and COmMMISSIONS Provide information for each

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

(a) Name of insurance carrier
INDEPENDENCE BLUE CROSS - KEYSTONE

(b) EIN {c) NAIC {d) Contract or (e) Approximate number of persons Policy or contract year
code identification number covered at end of policy or contract year {f) From {g)To
23-2405376 | 95056 [0002368586 135 012/01/202311/30/2024

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
62,782 -0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

{2l Name and address of the agen
KISTLER TIFFANY BENEFITS GENERAL AG
400 BERWYN PARK, SUITE 200

BERWYN PA 19312
(b) Amount of sales and base Fees and other commissions paid (‘.B) .
commissions paid Organization
{c) Amount {d) Purpose code
62,782
(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 or “_e) .
commissions paid ganization
(c) Amount (d) Purpose code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023
v. 230728

318421 11-21-23
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Schedule A (Form 5500) 2023 Page 2~ I I

{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 o @
commissions paid rganization
{c) Amount {d) Purpose code

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

(e
Crganization
(c) Amount {d) Purpose code

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

(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 Or ar(leilation
commissions paid gcode
{c) Amount (d) Purpose

{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 Or a::z)ation
commissions paid ’ d
{c) Amount (d) Purpose coce

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

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

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

318422 11-21-23
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Schedule A (Form 5500) 2023 Page 3

Partll| Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the generalaccountatyearend ... 4
5 Current value of plan’s interest under this contract in separate accountsatyearend ............................... 5

6 Contracts With Allocated Funds:

a
b

c
d

e

State the basis of premium rates p-

Premiums paid t0 CaMr | e eee e eee e 6b
Premiums due but unpaid at the end of the year 6¢c
If the carrier, service, or other organization incurred any specific costs in connection with
the acquisition or retention of the contract or policy, enteramount ..., 6d
Specify nature of costs P>

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

3) other (specify) p

If contract purchased, in whole or in pan, to distribute benefits from a terminating plan, check here ............... bl:l

-3

Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
Type of contract: (1) deposit administration 2) immediate participation guarantee
3) guaranteed investment 4) other p

Balance at the end of the previous year ...

Q

f

Additions: (1) Contributions deposited during the year
(2) Dividendsandcredits ...
(3) Interest credited duringtheyear . ...
(4) Transferred from separate account
(5) Other (specify below)
>

(B) Total additions ... ............c.ccooormmrriceierieireree e eeeens
Total of balance and additions (add lines 7b and 7¢(6))
Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (specify below)
»

(B) TotaldedUCONS | . . . ...t eaee s st es et be s e s sense s enaen
Balance at the end of the current year (subtract line 7e{S) from line 7d) ............ccccooovioiiiiiieiriisiineeieennns [ 7

318423 11-21-23
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Schedule A (Form 5500) 2023 Page 4

Partlll| Welfare Benefit Contract Information
S If more than one contract covers the same group of employees of the same employer(s) or members of the same
employee organization(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 (cther than dental or vision) b| | Dental ¢ | | vision d| | Life insurance
€ | | Temporary disabifity (accident and sickness) f | | Longterm disability g| | Supplemental unemployment h Prescription drug
I Stop loss (large deductible) J LI HMO contract k| | PPO contract 1 Indemnity contract

M| | Other (specify) P>
9  Experience-rated contracts:
a Premiums: (1) Amount received

9a(1 827,404
9a(2

(4) EBMEA (114 (2)* () ot [ %a(3) 827,404

@ | 775,661

B) Incurred claims (A (1) @A () ...
(4) ClAIMS CRAIGE ...........ooovovorevveooee oo seee e sss s eenes s eessssnsssesessessan e 8b(4) 775,661
€ Remainder of premium: (1) Retenticn charges (on an accrual basis) - ST s
(A) CommiSSIONS ... ..o 9c(1)(A)
(B) Administrative service or other fees____ 9¢{1)(B)
(C) Other specific acquisition costs_____ . 9¢{1)(C)
(D) Otherexpenses 9c(1)(D)
© Taxes ... Sc(1
(F) Charges for risks or other contingencies ___. 9c(1)}{F)
(G) Otherretention charges ... .. |8c(1)(G) 78,368 | oo o o g
(H) TOAI FEIENEION ............emieieieeeeee et ee e esasa e ss s s e eesseseas s ensisseeessenarasesanes Sc(1)(H) 78,368
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement od(1
(2) CHAMISEIVES ...\ .\ \ oo oo oo eeeeeeeee e s e e e eeeeseeee e mee e 9d(2) 22,074
(8) ONEITESEIVES .. . ... . . ....\cooooooooooooeeosoeeeeeeesoeoeeeeeeeeeeeeeseeesessse s e eeseesseneeseeeeeesessereesees e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2)) .................. e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CarMer ... ......ccoowmoveeoeeeereeeseseeeseerreenees 10a
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 ... .. . ... . e 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? ..................... l I Yes ﬂ No
12 If the answer to line 11 is “Yes," specify the information not provided. P>
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SCHEDULE A Insurance Information OMB No. 12100110
(Form 5500) .
This schedule is required to be filed under section 104 of the
Department of the T
Intemal Revenue Service. Employee Retirement Income Security Act of 1974 (ERISA). 2023
Employes m:x:g'minm ation P> File as an attachment to Form 5500.
neIon o Ton P Insurance companies are required to provide the information This Form is Open to
pursuant to ERISA section 103(a}(2). Public Inspection

For calendar plan year 2023 or fiscal plan year beginning 12/01/2023 and ending 11/30/2024
A Name of plan B Three-digit
DAILY DOVE CARE LLC MEDICAL PLAN plan number (PN) P 502

C Plan sponsor’'s name as shown on line 2a of Form 5500 D Employer Identificaticn Number (EIN)

DAILY DOVE CARE LLC 81-3827361
Par Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each

e 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

INDEPENDENCE BLUE CROSS - PPO

(b)EIN {c) NAIC (d) Contract or (e) Approximate number of persons Policy or contract year
code identification number covered at end of policy or contract year {) From (g)To
23-2184623 | 93688 [0002368586 39 12/01/2023[11/30/2024

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
20,181 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

——————___(a) Name and address of the ag
KISTLER TIFFANY BENEFITS GENERAL AG
400 BERWYN PARK, SUITE 200

BERWYN PA 19312
{b) Amount of sales and base Fees and other commissions paid (',3) .
commissions paid Organization
{c) Amount (d) Purpose code
20,181
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Amount of sales and base e : (e)
(b) co';inm;s o paid Fees and other commissicns paid Organization
(c) Amount {d) Purpose code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023
v. 230728

318421 11-21-28
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Schedule A (Form 5500) 2023 Page 2- | |

(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 o (?) .
commissions paid rganization
{c) Amount (d) Purpose 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 o (?) "
commissions paid rgamga fon
(c) Amount {d) Purpose 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 (?) .
L. . Organization
commissions paid d
{c) Amount (d) Purpose code
(b) Amount of sales and base Fees and other commissions paid (‘.e) .
.. . Organization
commissions paid ode
(c) Amount {d) Purpose ¢

(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 or a::izati on
commissions paid g code
(c) Amount {d) Purpose

318422 11-21-23
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Schedule A {Form 5500) 2023 Page 3

Part ll Investment and Annuity Contract Information

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

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

.............................. 4
5 Current value of plan's interest under this contract in separate accountsatyearend ... 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
6b
6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with
the acquisition or retention of the contract or policy, enteramount . ... 6d
Specify nature of costs P>
€ Type of contract: (1) D individual policies @) D group deferred annuity
<)) D other (specify) P
f if contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here ............... PD
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) deposit administration 2 immediate participation guarantee
3) guaranteed investment @) other p
b _Balance at the end of the previous year ...

Q

Additions: (1) Contributions deposited during the year
(2) Dividendsandcredits . .. . ..........————
(3) Interest credited duringtheyear | . .. ...
(4) Transferred from separate account
(5) Other (specify below)
>

(6) TOtAladOIIONS | __.___....iiieiiieieie ettt e se e ba et eb bt ae e e aen
Total of balance and additions (add lines 7b and 7¢{6))
Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (specify below)
>

318423 11-21-23
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Schedule A (Form 5500) 2023 Page 4

Partlll| Welfare Benefit Contract Information

Pt If more than one contract covers the same group of employees of the same employer(s) or members of the same

employee organization(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| | Dentat d| | Life insurance
€ | | Temporary disability (accident and sickness) Long-term disability g I Supplemental unemployment h Prescription drug
! Stop loss (large deductible) J L] HMO contract k [X| PPO contract | Indemnity contract

M| | Other (specify) B>
9  Experience-rated contracts:
@ Premiums: (1) Amountreceived ... ... ...
(2) Increase (decrease) in amount due but unpaid
(3) Increase (decrease) in uneamed premium reserve : i e
() Eamed (1) +(2)- (3)) wooooooeeeeeeeeeeeeeeeeee e 197,024
b Benefit charges (1) Claims paid R e
(2) Increase (decrease) in claim reserves

9a(l) 197,024
9a(2)

186,630

(3) Incurred claims (@dd (1) @nd (2)) ..ot
(4) ClaiMS ChAIGeA ............cooiiiiiiceeecree ettt e e ae e et estaen s erbessesaernenensansenses 186,629
€ Remainder of premium: (1) Retention charges (on an accrual basis) - ‘ HIE SN e
(A) COmMISSIONS ... . 9c(1)(A)
(B) Administrative service or other fees___ 9c{1)(B)
(C) Other specific acquisition costs______ 9c(1)(C)
(D) Otherexpenses ... ... 9c(1}(D)
(B) TaXeS ... ..o 9c(1)(E)
(F) Charges for risks or other contingencies ____ 8c(1)}(P) ,
(G) Otherretentioncharges ... ... 19c()(@) 24,172 |0 o L
(H)  TORAI FREEIHION .........e.oocreeereeeeeeee e eeeaseess et seseeseasgassemeesensssssssemaeseemoseeiziseeeeeeesseneseene Sc(1)(H) 24,172
(2) Dividends or retroactive rate refunds. (These amounts were I:I paid in cash, or D credited.) 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retifement ad(1)
{2) Claim reserves 9d(2) 3,154
(3) Otherreserves . 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line9¢{2).) .................. Qe
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to camier ..., 10a
b 1f 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 |, fine 2
ABOVE, FEPOIT AMOUNT .|| .....oooeeoeoce oo see oo esseeeesss s sssssssass s sesssnesssaensreen 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? .................... | I Yes m No
12 If the answer to line 11 is "Yes," specify the information not provided. P>
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SCHEDULE A H
Insurance Information OMB No. 12160110
(Form 5500)
L of the T This schedule is required to be filed under section 104 of the
e Treasury
internal Revenua Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Employse Bamehts o iy Adminlstrat P> File as an attachment to Form 5500.
onsion BeneTh Guaranty Corporanon P> Insurance companies are required to provide the information This Form is Open to
pursuant to ERISA section 103(a}(2). Public Inspection

For calendar plan year 2023 or fiscal plan year beginning 12/01/2023 and ending 11/30/2024
A Name of plan B Threedigit
DAILY DOVE CARE LLC MEDICAL PLAN plan number (PN) P 502
C Plan sponsor's name as shown on fine 2a of Form 5500 D Empbyer Identiﬁcaﬁcn Number‘ (EIN) ‘
DAILY DOVE CARE LLC 81-3827361

Partl | Information Concerning Insurance Contract Coverage, Fees, and COMMISSIONS Provide information for each
SR contract on a separate Schedule A. Individual contracts grouped as a unit in Parts [l and Ili can be reported on a single Schedule A.
1 Coverage Information:

{a) Name of insurance carrier

INDEPENDENCE BLUE CROSS - VISION

(b) EIN {c) NAIC (d) Contract or (e) Approximate number of persons Policy or contract year
code identification number covered at end of policy or contract year {) From (g)To
23-2184623 | 93688 [0002368586 59 [12/01/2023[11/30/2024

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
888 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to repott all persons).
a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

KISTLER TIFFANY BENEFITS GENERAL AG
400 BERWYN PARK, SUITE 200

BERWYN : PA 19312
(b) Amount of sales and base Fees and other commissions paid (‘_3) .
commissions paid Organization
{c) Amount (d) Purpose code

888

{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 Organization
{¢) Amount {d) Purpose code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023
v, 230728

318421 11-21-28
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Schedule A (Form 5500) 2023 Page 2- I I

(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 o (e) .
commissions paid rganizaticn
(c) Amount {d) Purpose code

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

{b) Amount of sales and base Fees and other commissions paid (?) .
.. . Organization
commissions paid od
{¢c) Amount {d) Purpose 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 commissicns paid ('.’) .
. . Organization
commissions paid cod
{c) Amount {d) Purpose e

(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 o ar(:z)ati on
commissions paid 9 od
(c) Amount {d) Purpose code

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

(e)
Organization
{c) Amount {d) Purpose code

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

318422 11-21-23

13
11190514 759479 65801MED 2023.05070 DAILY DOVE CARE LLC 65801ME1



Schedule A (Form 5500) 2023 Page 3

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

: purposes of this report.
4 Current value of plan’s interest under this contract in the general account at yearend ... 4
S Current value of plan’s interest under this contract in separate accountsatyearend ................................ 5

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

b Premiums paid to CaIMEr ... oo s 6b

C 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 acquisition or retention of the contract or policy, enteramount ... 6d
Specify nature of costs P>

€ Type of contract: (1) D individual policies 2 D group deferred annuity
) D other (specify) p

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

7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) deposit administration ) immediate participation guarantee

) guaranteed investment 4) other p

-3

Balance at the end of the previous year ..............cccoocuvviieiineiveeieenane:
C Additions: (1) Contributions deposited during the year
(2) Dividends and credits

{4) Transferred from separate account
(5) Other (specify below)
>

(6) Total additions e
Total of balance and additions (add lines 7b and 7¢{6))
€ Deductions:
(1) Disbursed from furd to pay benefits or purchase annuities during year
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (specify below)
»

Q.

318423 11-21-23
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Schedule A (Form 5500) 2023 Page 4

Partlll | 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 organization(s), the information may be combined for reporting purposes if such contracts are experience-rated
as a unit. Where contracts cover individual employees, the entire group of such individual contracts with each carrier may be
treated as a unit for purposes of this report.

8  Benefit and contract type {check all applicable boxes)

a Health (other than dental or vision) b| | Dental c 'E Vision d| | Life insurance
€ | | Temporary disability (accident and sickness) f | | Long-term disability g I Supplemental unemployment | | Prescription drug
1 Stop loss (large deductible) J HMO contract k I PPO contract 1 Indemnity contract

M| | Other (specify) P
9  Experiencerated contracts:

a Premiums: (1) Amount received .. ... 9a(1) 2,791
(2) Increase (decrease) in amountdue butunpaid 9a(2)
(3) Increase (decrease) in uneamed premium reserve 9a(3)

(4) EAMED (1) 4 42) = (B)) -.ooeveeeeeeeeeeeeeee oo oo s e et [ 9a(4)

b Benefit charges (1) Claims paid ..o, 9b(1)
(2) Increase (decrease) in claim reserves ... ... ... 9b(2)
(3) Incurred claims (add (1) @NA (2)) ...._................cccoomrrrrvoeeene oo 8h(3)
(4) ClAIMS CAIGEA ..........cooeiiieeee et e oot ssesen st ess st sossoesesase e eseereeseeeemenen 9b{4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS . _...\.\\\\oooooooeeeeeeeeeeeeeeeee e 9c(1)(A)
(B) Administrative service or otherfees____ 9¢c(1)(B)
(C) Other specific acquisition Costs,___.....__..........ccoocovereene.. 9c(1)(C)
(D) Other eXpenses ... 9c(1)(D)
(B) TAXES ...\ eeenee e Sc(1)(E)
(F) Charges for risks or other contingencies ... 90(1 )"F)
(G) Other retention Charges ..................oooeeerrr, 9c(1)(G) 122 ) o e
(H)  TOURIFEEIEION .............eeoeeoeeeemmeoee oo eeee e eee e eeeeessesesssseesesesesereizseeseeeseeeeeeneee 9c(1)(H) 122
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) ClRIMIBSOIVES | ... .\ \\\oiooeeeeeeeeeeeeeeee oo e es oo s seeeeeesee s eeeseeseseeseeeees e sseneseeseee 9d(2)
(3) OREITESEIVES | .. .. . .oooooioeioeeeeooeeoeeeeeees s eeeeseees e ees et eoeeesesese st eeseseeseeeeseeseeenn 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered infine8c{2).) .................. Se
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAMIEr ... ... oo eeeeeseeseeene 10a
b Ifthe carrier, service, or other organization incumred any specific costs in connection with
the acquisition or retention of the contract or policy, other than reported in Part |, line 2
abOVe, TEPOTt AMOUNT ||| | . oot 106b

Specify nature of costs.

|Part V]| Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ..................... '] ves ﬂ No
12 If the answer to line 11 is "Yes," specify the information not provided. P>
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