Form 5500

Department of the Treasury

Internal Revenue Service

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

OMB Nos. 1210-0110
1210-0089

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

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

2024

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

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

and ending  12/31/2024

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

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

employer information in accordance with the form instructions.)

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

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

D an amended return/report

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

[ ] Form 5558

D special extension (enter description)

D Check box if filing under: D automatic extension

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

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

Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
FIRST CHOICE HOME CARE LLC EMPLOYEE HEALTH BENEFIT PLAN number (PN) » 501
1c Effective date of plan
01/01/2018
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)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
FIRST CHOICE HOME CARE LLC

P O BOX 983
YAZOO CITY, MS 39194

823 CALHOUN AVE
YAZOO CITY, MS 39194

Number (EIN)
27-3562274

2c

Plan Sponsor’s telephone
number
662-746-5436

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. 07/14/2025 ANNIE K WOODS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311
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3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 357
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) 357
a(2) Total number of active participants at the end of the plan year ... 63_(2) 421
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 421
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 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 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __3
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
FIRST CHOICE HOME CARE LLC EMPLOYEE HEALTH BENEFIT PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
FIRST CHOICE HOME CARE LLC

D Employer Identification Number (EIN)
27-3562274

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
BLUE CROSS AND BLUE SHIELD OF MISSISSIPPI

(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
64-0295748 60111 020054 ET AL 0 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

25143 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
MARCUS BURGER
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
25143 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 Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 566512
(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) 566512
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 541326
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) -541326
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaIMS ChAIGEA........veeeeeeeeeeee et e e ee e ee e en e ene e n s ene e nanannas 9b(4) 2327837
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMIUSSIONS ......cveeeeivieeetceceeeeeee e teeees et s e seasnesesesenes 9c(D)(A) 25143
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B) 0
(C) Other specific acquisition costs . | 9c(1)(C) 0
(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) 25143
(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 0
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

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
FIRST CHOICE HOME CARE LLC EMPLOYEE HEALTH BENEFIT PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
FIRST CHOICE HOME CARE LLC

D Employer Identification Number (EIN)
27-3562274

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
METROPOLITAN LIFE INSURANCE COMPANY (DAVIS VISION)

®) N @NaC | @ comractor | ) ArProcas e
code identification number perso (f) From (9) To
policy or contract year
13-5581829 65978 Y55 202 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

4229 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
ROSS AND YERGER INSURANCE INC P O BOX 1139
JACKSON, MS 39215
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
4229 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 Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental c @ 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 28193
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

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
FIRST CHOICE HOME CARE LLC EMPLOYEE HEALTH BENEFIT PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
FIRST CHOICE HOME CARE LLC

D Employer Identification Number (EIN)
27-3562274

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

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

1 Coverage Information:

(a) Name of insurance carrier
THE GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

(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
13-5123390 64246 00559655 421 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

43390 5719
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
ROSS AND YERGER INSURANCE INC P O BOX 1139
JACKSON, MS 39215
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
43390 5719 | FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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

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

m B Other (specify) P AD&D, CANCER, OPTIONAL LIFE, VOLUNTARY CRITICAL ILLNESS, ACCIDENT

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 215604
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 B No

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




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110
This form is required to be fited for employee benefit plans under sections 104 i

and 4065 of the Employee Retirement incoma Security Act of 1974 (ERISA) and

3
i il sections 6057(b) and 6058(a) of the Internal Revenue Cede (the Code). 2024
5 Dﬁ’:g”geg‘ g{;—gg‘;an » Complete all entries in accordance with
Ty e ey the instructions to the Form 5500.
Pension Benefit Guaranty Cerporation This Ferm is Open to Public
Inspection
[ Part i ﬂnnual Report Identification Information
Far calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This return/report is for: D a mulliempioyer pian D a multiple-'empioye.zr pl_an (Filers checki_ng this box _must pr‘ovide participating
employer informatior: in accordance with the form instructions. )
@ a single-employer plan D a DFE (specify)
B This returnireport is: D the first return/report |:| the final return/report
D an amended refurnfreport D a short plan year return/report (iess than 12 months}
C Ifthe plan is a collectively-bargained plan, check Nare. .. ... ... .. i e e » |:|
D Check hox if filing under: D Form 5558 D automatjc extension ’ D the DFVC program
) D special extension (enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. ........... ... ... ....... > D
Part Il | Basic Plan Information—enter all requested information
12 Name of plan 1b Three-digit plan
FIRST CHOICE HOME CARE LLC EMPLOYEE HEALTH BENEFIT PLAN number (PN} » 501
1c Efieciive date of plan
01/01/2018
2a Ptlan sponsar's name {employer, if for a single-employer plan) 2b Employer Identification
Mailing address (inciude 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} 27-3562274
FIRST CHOICE HOME CARE LLC ’ 2¢ Plan Sponsor's telephone
number
062-746-5436
P 0 BOX 983 823 CALHOUN AVE 2d Business code (se2
instructions)
621610
YRAZOO CITY MS 391094 YAZOO CITY MS 39194

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 instructicns, | declare that | have examined this return/report, including accompanying schadules,
statements and attachmenis, as well as[the etectronic version of this return/report, and to }he best of my knowledge and belisf, it Is true, correct, and complete.

HERE 4/1%»«‘ &/Mé/ 'Z{Aﬁf/gé’ ANNIE K WOODS

Signature of plan administrator 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 Notfice, 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¢ Administratar's tefephone
numer
4 If the name and/or EIM of the plan sponser or the pan name has changad sinca the last return/raport 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 Sponsors name 4d PN
C Flan Name
5 Total number of participanis at the beginning of the plan year 5 I 357
6  Number of participants as of the end of the plan year unless otherwise stated (weifare plans complete only lines 6a{1),
6a(2), 6b, 6¢, and &d).
a(1) Total number of active participants at the beginning of the Plan YEar ... ga(1) 357
a(2) Total number of active participants at the end of the Plan Year ... s 6a(2) 421
b Retired or separated participants receiving BENEfES ... et 6b
c Other retired or separated participants entitled to fufure benefits ... e 6c
d Subtotal. Add lines 6a(2), Bb, AN BC. ... ettt ettt e s e et nrare e b oo sans 6d 421
e Deceased patticipants whose beneficiaries are receiving or are entifled fo receive benefits. .ooovvvveivvceccvvvccvvcceeeee. | B2
f Total. Add lines 8d and Be. ..ot &6f
) Number of participanis with account balances as of the beginning of the plan year {only defined contribution plans 6g(1)
9 COMPIELE thisS HBM) et ettt st ns s e e an s e g
(2 Number of participanis with account balances as of the end of the plan year (only defined contribution plans
g ) COMPIBTE S I e e e e ettt se e s de s e e s rm s m e e s mnms e s asem e secmmnmn e ne s e e s senaneanan 8g(2)
h Number of partlmpants who termlnated emplnyrnent durlng the pfan year with accrued benafits that were
less than 100% Vested ..o i eer et n e emnne e mne e eenrri s 6h
7  Enter the fotal number of employers obligated to contribute to the plan (only multlemployer plans complste thls |tem) ........ 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 I the plan provides welfare beneiits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4 4B 4D 4E 4F 4Q
9d Plan funding arrangement (check zll that apply) 9k Plan benefit arrangement {check alf that apply)
(1) Insurance (1) Insurance
(2) Code section 412(e)(3} insurance contracts (2) I Code section 412(e)(3) insurance contracts
)] Trust {3) || Trust
(4) General assets of the sponsor 4) General assets of the sponsor
10 Check all appiicable boxes in 10a and 10k 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} D H (Financial Information)
2 I {Fi ial Inf tion — Small P}
{2) D M8 (Multiemployer Definad Benefit Plan and Certain Money @ D (Financial Information — Small Plan) 5
Purchase Plan Actuarial Information) - signed by the plan (3) A (Insurance Information) -- Number Attached _ =
actuary {4) D C (Service Provider Information)

{3} D SB (Single-Employer Defined Benefit Plan Actuarial
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)

{5} D D (DFE/Participating Plan Information}
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| Partlll | 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
252010123 cooeooeereeeecvieesnnreeeneene 1] Yes [ No

If “Yes" is checked, complete lines 11b and t1c.

11b is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2. ......... [ ] Yes [] No

11¢ Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual report, enter the
Regeipt 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 fo rejection as incomplete.}

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Dapartment of the Treasury
internal Revenue Service

Department of Labor
Employae Benefits Security Adminisiration

Insurance Information

OMB Ne. 1210-0110

This schedule is required to be filed under section 104 of the
Employse Retirement Income Security Act of 1874 (ERISA).

» File as an attachment to Form 5500.

2024

Pension Benefit Guaranty Corporatien ¥ Insurance companies are required to provide the information This Form is Open to Pubiic
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
FPIRST CHOICE HOME CARE LLC EMPLOYEE HEALTH BENEFIT vlan number (PN) b 501

FPLAN

C Plan sponsor's name as stiown on lihe 2a of Form 5500

[IRST CHOICE HOME CARE LLC

27-3562274

D Employer 1dentification Number (EIN}

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

on a separate Schedule A. Individual contracts grouped as a unit in Paris |l and [If can be reported con a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

BLUE CROSS AND BLUE SHIELD OF MISSISSIPPI

Approximate number of Policy or contract year
fc) NAIC {d) Contract or (&)
(b) EIN code identification number persons covered at end of (f} From {g) To
policy or contract year
54-0295748 60111 020054 ET AL 0 0l/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total ameount of commissions paid {b) Totai amount of fees paid

25,143

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 fo whom commissions or fees were paid

Marcus Burger

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(&) Organization code

25,143

(e) Amouni {d) Purpose
‘ n/a

0

{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

{e) Amount (d} Purpose

(e) Organization code

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

Schedule A {Form 5500) 2024

v. 240311




Schedule A (Form 5500) 2024 Page2- |

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

Fees and other commissions paid (e}
(b) Amount of sales and base Organization
comrnissions 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 Qrganization
commissions paid {c) Amount (d) Purpese code
{a) Name and address of the agent, breker, or other person ta whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and base QOrganization
commissions paid (c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person fo whom commissions or fees were paid
Fees and other cormmissions 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 oiher commissions paid

{b} Amount of sales and base
(d) Purpose

{c) Amount

(e)
QOrganization
code

commissions paid




Schedute A (Form 5500) 2024

Page 3

Partll | Investment and Annuity Contract Information

this report.

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

4 Current value of plan’s interest under this contract in the general account at Year end ..o s irreremsssrm s 4
S Current value of plan’s interest under this contract in separate accounts at Vear end- oo rsrece e 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D PrEMILIMIS PaAIG 10 CBITIET oo eeeeeeeee oot eeeeee oo ee e eeeeb oot e s bar s s s ba e 1a S5+ s e e b enssenmraeras et en e ssmntes 6b
€ Premiums due but unpaid at the end of the YEaM .. ...t e 6c
d  If the carrier, service, or other organization incurred any spedific costs in connection with the acquisition or &d
retention of the contract or policy, enfer aMOUNT. ... st s
Specify nature of costs P
€& Type of confract: (1) D individual pelicies 2) D group deferred annuity
(3) D other (specify) P
f  Ii contract purchased, in whole or in part, to distribute benefits from a terminaiing pian, check here 4 D
7 Confracts With Unallocated Funds (Do not include portions of these cantracts 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 of the previous year. ... etieeeiemaseeeesmessirsitAstasietess s | 7b 0
€ Additions: (1) Contributions deposited during the Year .........cceceeeereeceeeee.. Tc{t)
(2) Dividends and credits ... oo
(3) Interest credited during Ehe YBET ..o
(4) Transferred from separate account
(5) Other {SPeCify BEIOW) .. ... e ettt ee e aenene
>
(B)TORAl AOTHIONS ....oeeeeeeeeecvveeeeeeceaeeareeeeectestes s sesssses e s s e sesessrasessesteas oot aesens ot sses srnmenmesaneseesarsansnseees 7¢(6) 0
d Total of balance and additions (add liNes 7B and TCIBY). ......ereeeeeeeeeeeee e esen s erssseri bt s e 7d e
& Deductions:
{1) Disbursed from fund to pay bensfits or purchase anauities during year 7e(1)
(2) Administration charge made by Carmer ..........coeeeeeeeeeeeereereeeseereeseeeneers | 1 E(2)
(3) Transforred 10 SEPArAtE ACCOUNT .. .orvwuvveeee e eeeeenisss e eaess e 7e(3)
(4) Other (SPECIY BRIOW) .. oot besra et es i 7e(4)
>
{5) TOUAI GBOUCHORS . 11111vervrss1iessssensseeseeseessessseetsossrmmessarasseseeasessneasese e ceoesaerare seeaereseceesarasareemenare s seane s centnc e e 7e(5) 0
f Balance at the end of the current year (subtract line 7e(5) from N 7d) .. .......eoeeeeeeceeecece s 7f 0
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Part I | Welfare Benefit Contract Information

If more than ons confract covers the same group of employesas 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 freated 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 d I:l Life insurance
e |:| Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment b [l Prescription drug
D Stap loss (large deductible) j |:| HMO contract k D PPO contract | D Indemnity contract

m [ | Other (specify) »

9 Experience-rated contracts:
a8 Premiums: (1) AmMount received .......corrmecnrncences 8a(1} 566,512
{2) Increase {decrease) in amount due but UNPRId........covncnriinien Sa(2}
(3) Increase (decrease) in unearned premium reserve 2a(3)
{4} Earned ({(1) + (2) - (BN riimrersrrsnrereseesseeeeasnesnenns eieeiererssesreesessessissrsseerenrertaseanestenss | o9a(4) 566,512
b Benefit charges {1) Claims paid...............o.coocooeie. 9h{1) 541,326
{2) Increase {decrease) in claim reSerVes ... 9b{2}) -541,326
(3) Incurred claims {add (1) B (ZD)-eeenreeeeseeseeeesmeseeesesseseemeneseeeseseaeeeemeeeeeeeeee e oeeeeemeeoeeeeseee s eereesse s eernn 9b(3) 0
() GBS CRBTGEU oot eeert st ssessate s e sbrss e vare s s E e e s s e s e n e e nt et ena s emer st et 9b(4) 2,327,837
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
{A) Commissions v eee e e oo eeeeeee e eeemee e et e aer s 9c(1)(A) 25,143
(B) Administrative service or other YT S 9c(1)(B) 0
(C) Other specific acquisifion costs ... 8c(1)(C) 0
(D) ONEE @XPBNSES -...evovvereeoereeseeessseesseessseeesseresssrssssesssssssresssssssssaras Sc(1)(D)
(E) TBRES coooooooeeeeeeeeeuee s seesreesesees s seseeseens s esrenesseneesres st srons 9¢{THE)
(F) Charges for risks or other cORNGENGIES ... v wreereracrarerreereearees gc(1)(F)
{G) Other retention charges 9c({1)(G) .
(H) Total retention .. et - rverernnreneens | S H) 25,143
(2} Dividends or retraactive rate refunds. (These amounts were D pald in cash, or |:| credited. ) .................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement . 9d(1)
(2} Claim reserves ...... e eeeeemnemareesiememsraemeeoessstsesessissisataessaras s rartreat et s b neetar et e e e ths 9d(2)
(3) Other reserves.. . ; 9d(3)
€ Dividends or retroactive rate refunds due (Do not mciude amount eniered in llne 9c(2) ) PO 9e
10 Nonexperience-rated contracts:
& Total premiums or subscription charges paid t0 CaITIE ... ..o 10a 0
b ifthe carrier, service, ar other organization incurred any specific costs in connection with the acquisition or
retention of the contract ar policy, other than reported in Part I, line 2 above, report amount. ... 10b

Specify nature of costs.

| PartIVv_| Provision of information

41 Did the insurance company fail to provide any infermation necessary to complete Schedule A?............ D Yes @ No

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




SCHEDULE A
{Form 5500)

Department of the Treasury
Internai Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

This schedule is required to be filed under sectiors 104 of the
Employee Retirement Income Security Act of 1874 (ERISA).

» File as an attachment'to Form 5500.

» Insurance companies are required o provide the information

OMB No. 1210-011¢

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
'For calendar plan year 2024 or fiscal plan year beginning  01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
FIRST CHOICE HOME CARE LLC EMPLOYEE HEALTH BENEFIT plan number (PN) D 501

PLAN

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

FIRST CHOICE HOME CARE LLC

27-3562274

D Employer Identification Number {EIN)

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 |l and [t can be reported on a single Schedule A

1 Coverage Information:

{a) Name of insurance carrier

Metrepolitan Life Insurance Company

(DAVIS VISION)

() NAIC (d) Contract or {e) Approximaie number of Policy or contract year
(b) EIN . A persans covered at end of
code identification number policy or contract year (f) From {g} To
13-558182% 65578 Y55 202 01/01/2024 12/31/2024

2 Insurance fee and commissicn information. Enter the total fees and total commissiens paid. Listin lins 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid

{b} Total amount of fees paid

4,229

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

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

ROSS AND YERGER INSURANCE INC
P O BOX 1139

JACKSON MS 39215
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {e} Organization code

4,229

n/a

0

{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 Mofice, 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 cther person fo whom commissions or fees were paid

Fees and other commissians 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 commissicns or fees were paid

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

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

Fees and ather commissions paid (&)
(b) Amount of sales and base Organization
commissions paid {c} Amount () Purpose code

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

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

commissions paid

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

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




Schedule A (Form 5500) 2624

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 freated as a unit for purposes of
this report.
4 Current value of plan’s interest under this contract in the general account at Y&ar 8nd ..........coceeveevemecememececereceeeee 4
5 Current value of plan’s interest under this contract in separate accoUMS at YSar @NG.. ..o oo 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b Premiums paid t0 CAITIEr oo 6b
€ Premiums due but unpaid at the @nd of the YEaT. ..o e s 6c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, @nter AMOUNT. ... e
Specify nature of costs P
€ Type of contract: (1) D individuat policies 2 D group deferred annuity
3) ] other (specify) P
f  If confract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unaliocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: {t} |:| deposit administration (2) D immediate participation guarantee
{3} |:| guaranteed invastment {4) D other P
b Balance atthe end Qf the PrEVIOUS VBT .......ooooooooeooeeoeeeee oo eetetere e rvsvesssssr s sesssnesnsessrerssbsmscscmasessrmrnrsssenns | 7b 0
C  Additions: (1) Contributions deposited during the year . 1 Tel1)
(2) DIVILENAS BNG CrEUES 1e.vvivviveiersresessensesce s smrmsessesss s ermsesaaresseessesamas eneeeees 7c(2)
{3) Interest credited dUring e YEAI ........c..veecv v srssrs s eesesrsssss i sseres 7c(3)
{4) Transferred from SEPArate ACCOUNT ..o v veeioreessaraesssssesssssenssarssensenns 7c({4)
{5) OEr {(SPECIY BEIGW) oo ooe oo s e rmr e sae st s ena s 7c(5)
)
{BYTOMAL AUATEONS ... vveeeevevveseeeeeeserseesseeessesaserarsmsaress e sbesnr s esmra bt 45088588512 S5 e Lot on 7¢(B) 0
d Total of bafance and additions (Add R8s 7B AN TE(B)). werrrrwrememeeereeeecerieeeessesseescsens e s s e srsensnaes ssacaratasssteans | 7d 0
€ BPeductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
{2) Administration charge made by CaMer ..o 7e(2)
(3) Transferred £0 SEPArate ACCOUME ... ovireseeereseeseeeeemsemremearereseeseea sesneens 7e(3)
(4) Other (SPecify DEIOW) ...t s s s e 7e(4)
| 2
(5 TOAL EAUGHONS -1-eeeeceeer et eeeeeceaee e eenseeesaser e e seesssees s eesass et fonass s cemesnass b en e 7e(5) 0
f Balance at the end of the current year (subtract ing 7e(5) from HNe 7d) «.oveo e iererreressi e scenmcn s smsee e sesenas r 7f 0




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Confract 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 reperting purposes if such coniracts are experience-rated as a unit. Where contracts cover individual
employaes, the entire group of such individual coniracts with each carrier may be treated as a unit for purposes of this report.

8 Bensfit and contract type {check all applicable boxes)

a D Heaith (other than dental or vision) b |:| Dental C [l Vision d D Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability q D Supplemental unemployment  h D Prescription drug
D Stop loss (large deductible) j D HMO contract k D PPQ contract I I:I Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts: /
@ Premiums: {1) AMount receiVed ...ttt 9a(1)
(2) Increase (decrease) in amount due but unpald .................................... 9a(2)
(3) Increase (decrease) in uneamed Premium rESEIVE ... e ewreerreenne. 9a(3)
(4) EBrNed (1) + (2) - (3] -eeeeeereereerereeeeoeseeeessssseeemmmemeeren T 0
b Beneiit charges (1) Claims paid
(2} Increase (decrease) in Claim reSEIVES .......ooovcveeeevevice e eees e s 9b{2)
(3) Incurred claims (SAd (1) AN (2]} .. oo e ee et e e e en e e et e e 8b(3) 0
() GIRIMS CRATGEM - ee ettt ettt rr e e s £ eee e em e e e mas e ace e st s ce £ ee£ et et et e ememrts e ree setecs o 9b{4)
€ Remainder of premium: (1} Retention charges (on an accrual basis) --
{A) COMMUSBIONS «oorareieirememeerneeeere et eee oo cocetetee et s bamrssesees s semeasees 9c(1)(A)
{B) Administrative service or other fees ... . 9c{1){B)
(C) Other specific acquisition costs ........ccceeeeceeeene 9c(1)}C)
(D) Other EXPENSES .....c.vccresecrrererisrenriereassernsarrorsnees 9c(1}(D)
(E) Taxes ....cccvuouenne v 9c(1KE}
(F) Charges for risks or other contmgencxes ....................................... 9c(1}(F)
(G) Other retention charges ................ 9c(1)(G)
(1) TOER FRLEIEION .01 e tvveeeremscest st e aesacasmeeseseasscssecasaseasresarame e baneasanea e s beeeeat e et ancsaen st seans s nes e s aemnearareresssrns 9c(1)(H) 0
(2) Dividends or refroactive raie refunds. (These amounts were D paid in cash, or D credited. ) .....ccoeeeenn 9¢(2)
d Status of policyholder reserves at end of year: {1} Amount held to provide benefits after refirement .............. 9d(1)
(2) Claim reserves . 9d(2)
(3) Other réserves.. . 9d(3)
€ Dividends or refroactive rate refunds due (Do not mcfude amount entered in Ilne 90(2) } errectirnaerresennranieas 9e
10 Nonexperience-rated contracts:
a Totai premiums or subscription charges Paid 10 CAMEI ....o......cocor e eeeeeereeeetcere e sesstee e seeeeeeeessaeeesnarins 10a 28,183
b ¥ the carrier, service, or ather organization incurred any specific costs in connection with the acquisition or
reterition of the contract or policy, other than reported in Part |, line 2 above, report amount. ........ecereecene 10b

Specify nature of costs.

| PartiV | Provision of Information

11 Did the insurance company fail io provide any information necessary to complete Schedule A? ... D Yes @ No

12 tfthe answer to line 11 Is "Yes," specify the information not provided. P




SCHEDULE A i
Insurance Information OME No. 1210:0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Lahor .
Employes Benefits Security Administration } File as an attachment to Form 5500.
Pensian Benefit Guaranty Corporation » Insurance companies ars required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
FIRST CHOICE HOME CARE LLC EMPLOYEE HEALTH BENEFIT plan number (PN) » 501
PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
FIRST CHOTCE HOME CARE LLC 27-3562274
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 if and Il can be reported on a single Schedule A

1 Coverage Information:

(a) Name of insurance carrier

The Guardian Life Insurance Company of America

Approximate number of Policy or conteact year
{¢) NAIC (d) Contract or e)
{b) EIN code identification number petsans covered atend of {f)y From {g) To
policy or contract year
13-51233%0 64246 00559655 421 01/01/2024 12/31/2024

2 Insurance fee and commission infermation. 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
43,390 5,719

3 Persons receiving commissions and jees. (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
ROSS AND YERGER INSURANCE INC
P O BOX 1139

JACKSON M3 39215
(b} Ameunt of sales and hase Fees and other commissions paid-
commissions paid {c) Amount {d) Purpose (e) Crganization code
fees
43,350 5,719 3

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

(b) Amount of sales and hase Fees and other commissions paid
commissions paid (c} Amount {d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 55006. 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 szles and base Organization
commissions paid (€} Amaount {d) Purpose code

{a) Name and address of the agent, broker, or other 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) Purpase code

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

Fees and other commissions paid {e)
{b) Amount of sales and bases Organization
commissions paid {e) Amount {d) Purpose coda

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

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

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

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




Schedule A (Form 5500) 2024

Page 3

PartH | Investment and Annuity Contract Information
‘ Where individual contracts are provided, the entire group of such individual contracts with each carrier may be freated as a unit for purposes of
this report.
4 Current value of plan's interest under this contract in the general account at Year 80 ... vivirermrmreses i 4
5 Current value of plan’s inferest under this confract in separate accounts at Year 8N, v iriiisssraniersmas s 5

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

b Premiums paid to carrier .. bbb TRR e SR b bbb b e 6b
¢ Premiums due but unpald at the end of the L | Uy Y PO UPRPN 6c
d  Ifthe carrier, service, or other organization incurred any specific costs in connectlon with the acqmsmoﬂ ar 6d

retention of the contract or policy, enter amount. ...,

Specify nature of costs P
e Type of contract: (1) D individuat policies (2} D group deferred annuity

(3} |:| other (specify) P
f I contract purchased, in whole or in part, to disiribute benefits from a terminating plan, check here 4 D

7 Confracts 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 pariicipation guarantee
3) D guaranteed investment (4) D other P

b Balance at the end of the previous year... . I 7b 0
C  Additions: (1} Confributions depasited dunng the year ... 7(2(1)

(2) DIVIA@NAS AN CIEUHS ..o veeeeeeeeeesereseeaeeeeeeemeeseees e reessrsensmsres s sesnese s 7c(2)

(3} Interest credited during the Year ... | 1€{3)

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

(5} Other (specify below} ... 7¢(5)

(6)Total additions .. . OO DU OTOYIOION 7¢{6) 0
d Total of baiance and addlf.lons (adci !mes 7b and ?c(S]) ....................................................................................... | 7d 0
e Deductions:

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

(2) Administration charge made by carmier ... 78(2)

(3) Transferred to separate 8CCoUNt... ..o 7e(3)

{4) Other (SPecify BEIOW) ..o |1 E{4)

»

(8) Total deductions... e eeee et e ee e e e 7e(b) 0
f Balance atthe end of the current year {subtract Ime 7e(5} from hne Td) ................................. 7f 0




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

amployees, the entire group of such individual coniracts with each carrier may be treated as a unit for purposes of this repori.

If more than one confract covers the same group of employees of the same employer(s) or members of the same empioyee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual

8 Benefit and contract type {check all applicable boxes)

a D Health (other than dental or vision) b [%| Denta c D Vision d @ Life insurance
e Temporary disability (accident and sickness) T D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO confract k D PPQ contract 1 |:| Indemnity contract

m@ Other (specify) PAD&D, CANCER, OPTIONAL LIFE, VOLUNTARY CRITICAL ILLNESS, ACCIDENT

9 Experience-rated contracts:

A Premiums: {1) Amount received ... 9a(1)
(2} Increase (decrease) in amount due but Unpait.........cooeovorcrececreenmne s 9a(2)
(3} Increasa (decrease) in unearned premiurm MESerVe ...........o.voveveeeesnnes 8a(3)
(4) EBIMNEA ([1) % (2) = (B seveeesseeeeerssseeeeeeeesseeeese e eeesoes s rees s rosss s e pssessssssssss e nsse s ssssrss oo [ 9a(4) 0
b Benefit charges (1} Claims paid....ooooreccecrineececcoreiecsenees 9b(1)
{2) Increase (decrease) in ClAIM MESEMVES .......ooeerie s 9b{(2)
(3} Incurred claimis {BE (1} AN (2]} oo eereeei e ceeeeeee et sem e crare e reraresres st aoe e s s s nentetesas e et es s e e 9b(3) 0
{4) ClAIMS CHAIGE .. oeeeiie ettt ettt et s em s et £ e e e et a e e ettt et et et ecrcet sen s et s s oreneae 8b({4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —-
(A) COMMISSIONS rerruntrremrerreuemrenrereseseesersresaresemsessescesssessremnessnanerisonse 9c(1)A)
(B) Administrative service or other fees... . | 9c(1}{B)
(C) Other specific ACqUISIEION COSLS ..vvvvvvrecrnernrersessseensseemnes | FELTHC)
(D) Oher @XPENSES .....cooeemecemecemeiemeem e eceeeeerereseoesese e ceereeeseracaseens 9¢c(1}(D)
(E) TAXES .ovvvvrermssnreassmessseessmseesnereneessranscsnesasnreassnsssnesseneesnncmsnsee | SCKIIE)
(F) Charges for risks or other ContiNGeNGIES ... w.......ereeeceeserreceereeenrae Sc(1)}(F)
(G) Other refention Gharges ... 9c(1}C)
(H) Total retention ..o e eeee e 9c(1){H) 0
(2) Dividends or retroactive rate refunds. {These amounts were D paid in cash, or D credited.) ....ooceeveeeeene 9c(2)
d Status of policyhelder reserves at end of year: (1) Amount held fo provide benefits after retirement ... 9d(1)
(2) ClRIN FBSEIVES ..o cereeeeeeeeerceeecs e resseneres eamnms ressesasseeeeseeee s arenss e e o444 81044 AR SR EE 04 OE 418 PRS00 4110t mmnr e ananae 9d(2)
(B BT TESEIVES ..o ceeteme e vesasssesesseaeseterers s ebebabas Fassaba o8 o£ £ £ rea £t et et aed et ececs s e seatata s ee e st et armrmemamnmnnan 9d(3)
@ Dividends or retroactive rate refunds due. (Do not include ameunt entered in line 9¢{2}.) ....coooiiennieins e
10 Nonexperience-rated contracts:
@ Total premiums or subscription charges Paid 10 CAIMTIEL .......v.cireerre e nreema e seae et sessss s seneecannnes 10a 215,604
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.

| Part [V | Provision of Information

41 Did the insurance company fail to provide any information necessary to complete Scheduie A7...co.co... D Yes @ Ne

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




