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

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

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.)

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

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

D Check box if filing under: D Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. .. ....................... > D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
ATMOSPHERE GROUP, INC. WELFARE BENEFIT PLAN number (PN) » s01
1c Effective date of plan
12/31/1962
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b  Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 38-2209712
ATMOSPHERE GROUP, INC. -
2C Plan Sponsor’s telephone
number
248-668-4008
49630 PONTIAC TRAIL 49630 PONTIAC TRAIL 2d Business code (see
WIXOM, MI 48393-2042 WIXOM, MI 48393-2042 instructions)
551112

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. 07/17/2025 RACHEL PIACENTINI
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 125
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) 125
a(2) Total number of active participants at the end of the plan year ... 63_(2) 119
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 1
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 120
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 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __ 5
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A Insurance Information
(Form 5500)

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
ATMOSPHERE GROUP, INC. WELFARE BENEFIT PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
ATMOSPHERE GROUP, INC.

D Employer Identification Number (EIN)
38-2209712

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 BLUE SHIELD OF MICHIGAN

(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 (g) To
policy or contract year
38-2069753 54291 230710 17 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

5758 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
ADAM P LESPERANCE 148 E GRAND RIVER RD
WILLIAMSTON, MI 48895
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
5758 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 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 B PPO contract

m |:| Other (specify) P

d D Life insurance

h @ Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 195589
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(4) EAMEA (1) # (2) = (3)) +ervrereeeeeeeeeeeeeeeeeeeeeeeeeseeseeseeeeeeeeeeeeeeee e e e ee s sssestesteseeseaseassessessess s ssesssesessseeseens | 9a4) 195589
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 258177
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 1508
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 259685
(4) ClaiMS CAIGEA ...t e et 9b(4) 237954
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 ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 15303
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(E) TAXES.. ettt 9c(1)(E) 2523
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F) 6757
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G) 22259
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 46842
(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 ......vvvteeisii ettt ettt ettt sttt ettt s bbb s e se s bbb e b et e et es bbb e se et b e b e st es e e e s s s esenens 9d(2) 7253
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 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
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
ATMOSPHERE GROUP, INC. WELFARE BENEFIT PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
ATMOSPHERE GROUP, INC.

D Employer Identification Number (EIN)
38-2209712

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 CARE NETWORK OF MICHIGAN

(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
38-2359234 95610 230710 185 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

38013 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
ADAM P LESPERANCE 148 E GRAND RIVER RD
WILLIAMSTON, MI 48895
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
38013 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 D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance

h @ Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 1396508
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(4) EAMEA (1) # (2) = (3)) +ervrereeeeeeeeeeeeeeeeeeeeeeeeeseeseeseeeeeeeeeeeeeeee e e e ee s sssestesteseeseaseassessessess s ssesssesessseeseens | 9a4) 1396508
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 806778
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 140993
(3) Incurred claims (AAd (1) AN (2))...vcveeeeee oottt ettt e e ettt e e et ee et ea e s e e 9b(3) 947771
(4) ClaiMS CAIGEA ...t e et 9b(4) 947772
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 ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 145056
(C) Other specific acquisition costs .| 9c(1)(C)
(D) OtNEI EXPENSES .....eoveveeeeeeeeeeeeeeeeeee et eeee e 9¢c(1)(D)
LS LI =T 9c(1)(E) 7541
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F) 38891
(G) Other retention ChAIGES .........o.vveieeeeeeeeeeeeeeeeeeeeee e 9¢c(1)(G) 129385
(HY TOUAI FEEEMEON. ....c.vvte ettt ettt s s s s b st es s sesenes 9c(H)(H) 320873
(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 ......vvvteeisii ettt ettt ettt sttt ettt s bbb s e se s bbb e b et e et es bbb e se et b e b e st es e e e s s s esenens 9d(2) 220840
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 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
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits

Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
ATMOSPHERE GROUP, INC. WELFARE BENEFIT PLAN plan number (PN) 3 501

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

ATMOSPHERE GROUP, INC.

38-2209712

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
35-0472300 65676 10273403 119 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

3472

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

CAPITAL ASSET INS SVCS

148 E GRAND RIVER RD
WILLIAMSTON, MI 48895

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3472

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [ Other (specify) » WEEKLY INCOME

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 34716
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits

Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
ATMOSPHERE GROUP, INC. WELFARE BENEFIT PLAN plan number (PN) 3 501

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

ATMOSPHERE GROUP, INC.

38-2209712

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
35-0472300 65676 10273402 119 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

2284

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

CAPITAL ASSET INS SVCS

148 E GRAND RIVER RD
WILLIAMSTON, MI 48895

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2284

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part 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 c D Vision d Life insurance
e D 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 [X Other (specify) » ACCIDENTAL DEATH & DISMEMBERMENT

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 22835
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




SCHEDULE A Insurance Information
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the

OMB No. 1210-0110

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

pursuant to ERISA section 103(a)(2).

» Insurance companies are required to provide the information

This Form is Open to Public

Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
ATMOSPHERE GROUP, INC. WELFARE BENEFIT PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
ATMOSPHERE GROUP, INC.

D Employer Identification Number (EIN)
38-2209712

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

(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
13-5581829 65978 5398450 246 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

6809 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
CAPITAL ASSET INS SVCS 148 E GRAND RIVER RD
WILLIAMSTON, MI 48895
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
6809 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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 117279
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




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1240 - 0110
This form is required to be filed for employee benefit plans under sections 104 12005 G882

g R Dy and 4065 of the Employee Retirerment Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024

Department of Labor
Employee Benefits Security

Administration P> Complete all entries in accordance with

the instructions to the Form 5500. This Form is Open to
Public Inspection

Pension Benefil Guaranty Corporation

[Partl | 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: U a multiemployer plan I_l a multiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)
a single-employer plan a DFE (specify)
B This return/report is: the first return/report the final return/report
an amended return/report a short plan year return/report {less than 12 months
C If the plan is a collectively-bargained plan, check here ... .
D Check box if filing under: Form 5558 D automatic extension D the DFVC program
special extension (enter description)
E it thisis a retroactivew adopted plan permitted by SECURE Act section 201, checkhere =3 |—|
[Partli] Basic Plan Information - enter all requested information
1a Name of plan 1b Three-digit
ATMOSPHERE GROUP, INC. WELFARE BENEFIT PLAN plan number (PN) P> 501
1c Effective date of plan
12/31/1962
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) 38-2209712
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) Plan Sponsor's telephone number
ATMOSPHERE GROUP, INC. 248 668-4008
2d Business code (see instructions)
551112
49630 PONTIAC TRAIL
WIXOM MI 48393-2042

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 ponalli forth in the instructions, | declare that | have examined this return/report, including accompanying schedules, statements and attachments, as well
as the eleclronic version of L/ —and to the best of my knowledge and belief, it is true, correct, and complete

M / 07/17/2025 |RACHEL PIACENTINI
/ 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 sighing 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

418401 11-25-24



.

Form 5500 (2024) Page 2

3@ Plan administrator's name and address M Same as Plan Sponsor 3b Administrator's EIN

3¢ Administrator's telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan,

enter the plan sponsor’s name, EIN, the plan name and the plan number from the last retum/report:
a Sponsor's name
C Plan Name

4b EIN

4d PN

S Total number of participants at the beginning of the plan year 5 125
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 planyear 6a(1) 125
a(2) Total number of active participants at the end of the plan year 6a(2) 119
b Retired or separated participants receiving benefits 6b 1
C Other retired or separated participants entitled to future benefits 6¢c
d Subtotal. Add lines 6a(2), 6b, and 6¢ e o 6d 120
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits be
f Total. Add lines 6dand6e . . .. ... _— T S 6f
g (1) Number of participants with account balances as of the beginning of the plan year (only defined contribution
plans complete this item) e i S P SRS 6g(1)
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete this item) e R . e 6g(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
lessthan 100% vested ... .. ... ... 6h
7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete
this item) 7

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

b ifthe 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 4H 4Q

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 Checkall 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
ACuAn) 4) C  (Service Provider Information)

3) |:| SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)

4) DCG (Individual Plan Information) - Number Attached ____

5) MEP (Multiple-Employer Retirement Plan Information)

418402 11-25-24



Form 5500 (2024) Page 3

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

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

CFR 25201012 ... ... 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) Ll Yes I | No

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

Receipt Confirmation Gode

418403 11-25-24



SCHEDULE A Insurance Information OMB No. 1210.0110
(Form 5500) .

This schedule is required to be filed under section 104 of the

f the Tr
D;?:rrr:';e;;:er:u: s:;?ns;ery Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Lab: .
Employee Be?'lpeafirt;nsegc;ityaAg:ninistration ’ File as an attachment to Form 5500.
Fension BeneTi Guaranty Corporation 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 2024 or fiscal plan year beginning 01/01/2024 and endin 12/31/2024

A Name of plan B Three-digit

ATMOSPHERE GROUP, INC. WELFARE BENEFIT PLAN plan number (PN) 501

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

ATMOSPHERE GROUP, INC. 38-2209712

e "
| Part | Information GConcerning Insurance contract GCoverage, Fees, and COMMISSIONS Provide information for each

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

1 Coverage Information:

(a) Name of insurance carrier

BLUE CARE NETWORK OF MICHIGAN

(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
38-2359234 | 95610 230710 185 [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

38,013 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
ADAM P LESPERANCE
148 E GRAND RIVER RD

WILLIAMSTON MI 48895
(b) Amount of sales and base Fees and other commissions paid o (?) i
commissions paid rganization
{c) Amount (d) Purpose code
38,013 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 (?) )
. . Organization
commissions paid
(c) Amount {d) Purpose code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024
v. 240311

418421 11-25-24



Schedule A (Form 5500) 2024 Page 2-

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

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

commissions paid
(c) Amount (d) Purpose

(e)
Organization
code

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

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

commissions paid
{c) Amount {d) Purpose

{e)
Organization
code

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

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

commissions paid
{c) Amount (d) Purpose

(e
Organization
code

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

s

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

commissions paid
{c) Amount (d) Purpose

(e)
Organization
code

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

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

commissions paid
{c) Amount (d) Purpose

(e)
QOrganization
code

418422 11-25-24



Schedule A (Form 5500) 2024 Page 3

Partil| Investment and Annuity Contract Information

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

4 Current value of plan's interest under this contract in the general accountatyearend ... 4
5 Current value of plan's interest under this contract in separate accounts at year end T 5

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

b Premiums paid to carrier . ) 6b
€ Premiums due but unpaid at the end of theyear . . . N 6¢c
d [fthe carrier, service, or other organization incurred any specmc costs in connection with

the acquisition or retention of the contract or policy, enter amount — 6d

Specify nature of costs P>
e Typeof contract: (1) D individual policies 2 D group deferred annuity

@) D other (specify) B>
f if contract purchased, in whole or in part, to distribute benesfits from a terminating plan, checkhere ... ... )I_I

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
) guaranteed investment 0] other P

b Balance at the end of the previous year ; : g o e i o | 7b
C Additions: (1) Contributions deposited during the year . . P— 7c(1)

@) Dividends and credits i | Te(2)

(3) Interest credited during theyear . ... . R 7c(3)

{4) Transferred from separate account ... 2 e 70(4)

(5) Other (specifybelow) . . ... 7¢(5)

>

(6) Total additions .. . et v et ape s gamtates rcrmrer TR - 7c(8)
d Total of balance and addltlons (add Ilnes 7b and 7c(6)) S O, 7S k0 S R PP Se P Ay S Ty PP T T o T [ 7d
€ Deductions:

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

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

(3) Transferred to separate account ... ... 7¢(3)

(4) Other (specify below) .. ... R 7e(4)

>

(5) Total deductions _ - 7e(5)
f Balance at the end of the current year [subtract line 7e(5) from line Td} . | 7f

418423 11-25-24



Schedule A (Form 5500) 2024 Page 4

Part lll Welfare Benefit Contract Information

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

employee 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 G| | Vision d I Life insurance
e Temporary disability {accident and sickness) f Long-term disability g | [ Supplemental unemployment h E Prescription drug
i Stop loss (large deductible) i HMO contract k PPO contract I l Indemnity contract
M{ | Other (specify) B
9  Experience-rated contracts:
a Premiums: (1) Amount received ey 9a(i) 1,396,508
(2) Increase (decrease) in amount due but unpald DR 9a(2)
(3) Increase (decrease) in unearned premium reserve ) 93(3)
(4) Earned (1) +(2)-@3) . .. I | %4 1,396,508
b Benefit charges (1) Claims paid S 9b(1) 806,778
(2) Increase {decrease) in claim reserves 9b(2] 140,993
(3) Incurred claims (add (1) and (2)) . 9b(3) 947,771
(4) Claims charged ... . ) D i 9b[4) 947,772
C Remainder of premium: (1) Retention charges (on an accrual ba5|s)
(A} Commissions . e | 9cINA)
(B) Administrative service or - ather fees. R 9c(1)(B) 145,056
(C) Other specific acquisition costs i N 90(1}(0)
(D) Other expenses ... 9¢(1)(D)
(E) Taxes ... | 8c(1)(E) 7,541
(F) Charges for nsks or other contlngenmes N . 90(1)(F) 38,891
(G) Other retention charges o o 9¢(1)(G) 129,385
(H)  Total retention ... sty i s i msmis s s oo 905 e b W s oo 9c(1)(H) 320,873
(2) Dividends or retroactive rate refunds (These amounts were I:] paid in cash, or credited.) 90(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) Claimreserves . . .. ... T —— . |_9d(2) 220,840
(3) Other reserves | 9d(3)
€ Dividends or retroactive rate refunds due (Do not Include amnunt entered in ||ne 9c{2}} R 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier R 10a
b It the carrier, service, or other organization incurred any specific costs in connectlon W|th
the acquisition or retention of the contract or policy, other than reported in Part |, line 2
above, report amount ... R B . N 10b

Specify nature of costs.

[PartIV]| Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? . [ ] ves X No

12 |f the answer to line 11 is "Yes," specify the information not provided. P>

418424 11-25-24



SCHEDULE A Insurance Information I —

(Form 5500)

This schedule is required to be filed under section 104 of the

f the Tr
Dﬁ.?:rr:;e;;\?er:u: Sreer?/?ge'y Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Lab i
Employee B;:i’l;nse:c:rityaAg:ninistralion > File as an attachment to Form 5500.
Pension Benefit Guaranty Gorparation 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 2024 or fiscal plan year beginning 01/01/2024 and endin 12/31/2024

A Name of plan B Three-digit

ATMOSPHERE GROUP, INC. WELFARE BENEFIT PLAN plan number (PN) P 501

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

ATMOSPHERE GROUP, INC. 38-2209712

Partl nformation 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 BLUE SHIELD OF MICHIGAN

(b) EIN (c) NAIC (d) Contract or (e) Approximate number of persons Palicy or contract year
code identification number covered at end of policy or contract year (f) From (a) To
38-2069753 | 54291 [230710 17 [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

5,758 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

ADAM P LESPERANCE
148 E GRAND RIVER RD

WILLIAMSTON MI 48885
(b) Amount of sales and base Fees and other commissions paid (?) X
o ) Organization
commissions paid
{c) Amount (d) Purpose code
5,758 3

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

(e}

{b) Amount of sales and base Fees and other commissions paid -
. . Organization
commissions paid
{c) Amount (d) Purpose code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024
v. 240311

418421 11-25-24



Schedule A (Form 5500) 2024 Page 2- | |

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

(b) Amount of sales and base Fees and other commissions paid (?) )
N ) 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
(b) Amount of sales and base Fees and other commissions paid (?) .
. ) 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
(b) Amount of sales and base Fees and other commissions paid (?) )
I . Organization
commissions paid d
{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 (?) )
. . 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
(b) Amount of sales and base Fees and other commissions paid (?) )
L . Organization
commissions paid
code

{c) Amount {d) Purpose

418422 11-25-24



Schedule A (Form 5500) 2024 Page 3

Partll Investment and Annuity Contract Information

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

4 Current value of plan's interest under this contract in the general account atyearend ... 4
5 current value of plan's interest under this contract in separate accounts at year end R . 5

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

b Premiums paid to carrier ) 6b
€ Premiums due but unpaid at the end of the year . ) 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with

the acquisition or retention of the contract or policy, enter amount ] ) ) - 6d

Specify nature of costs P>
€ Type of contract: {1)D individual policies ) D group deferred annuity

3) I:I other (specify) P
f I contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here ... Pl_l

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 4) other P

b Balance at the end of the previous year . . = o S I 7b
C Additions: (1) Contributions deposited during the year . . 70(1)

(2) Dividends and credits ... ... R B (-

(3) Interest credited during the year o | 2et3)

(4) Transferred from separate account 70(4)

(5) Other (specify below) . 7¢(5)

>

(6) Total additions . .. W . Tc6)
d Total of balance and addutlons (add llnes 7b and 7¢(6) . I 7d
€ Deductions:

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

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

(3) Transferred to separate account | Ted)

(4) Other (specify below) ... .. ... |[e4)

>

(5) Total deductions _ - Te(5)
f Balance at the end of the current year (subtract line 7e(5) fromline7d) ... . ... | 1

418423 11-25-24



Schedule A (Form 5500) 2024

Page 4

Part il Welfare Benefit Contract Information

treated as a unit for purposes of this report.

\f 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

8  Benefit and contract type (check ali applicable boxes)
a Health (other than dental or vision) b| | Dental c . Vision

e Temporary disability (accident and sickness) f Long-term disability g I Supplemental unemployment
| Stop loss (large deductible) ] HMO contract k E PPO contract

M| | Other (specify) B>

d I Life insurance
h E Prescription drug

Indemnity contract

9  Experiencerated contracts:
a Premiums: (1) Amount received . R - 9a(1) 195,589
(2) ‘ncrease (decrease) in amount due but unpald R 9a(2)
(3) Increase (decrease) in unearned premium reserve L ) 9a(3)
(4) Earned (1) + (2) - (3) — L | %a(4) 195,589
b Benefit charges (1) Claims paid ) O - 9b(1) 258,177
(2) Increase (decrease) in claim reserves ... 9b(2) 1,508
{3) Incurred claims (add (1) and (2)) - 9b(3) 259,685
(@) Claims Charged . ..........ccoco oo S 9b(4) 237,954
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) Commissions . i T 9c(1)(A)
(B) Administrative service or other fees e — 9c(1)(B) 15,303
(C) Other specific acquisition costs ... ... 9¢c(1)(C)
(D) Other expenses S RS 9c(1)(D)
) Taxes . S - 9c(1)(E) 2,523
(F) Charges for rlsks or other cont|ngenc|es ETTrI ) 9c(1)(F) 6,757
(G) Other retention charges 9¢(1)(G) 22,259
(H)  TOMAL FEEEIMEON ... oot et Lo 9c(1)(H) 46,842
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or I_—_l 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 9d(2) 7,253
(3) Other reserves 9d(3)
€ Dividends or retroactive rate raiunds due. {Do not mclude amount entered in Ime 90{2]'] 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier i 10a
b If the carrier, service, or other organization incurred any specific costs in connectlon W|th
the acquisition or retention of the contract or policy, other than reported in Part |, line 2
above, report amount 10b

Specify nature of costs.

[PartIV] Provision of Information

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

||Yes

NNO

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

418424 11-25-24



SCHEDULE A i
Insurance Information OMB No. 1210.0110
(Form 5500} . :
Dopartmant of the Traasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
D Lab: i
Employee Beipeaﬁ'lt:Segtt:\?vfityaAg:ninistration > File as an attachment to Form 5500.
Fension Benofil Guaranty Corporafion P Insurance companies are required to provide the information This Form is Open to
pursuant to ERISA section 103(z)(2). Public Inspection
For calendar plan year 2024 or fiscal plan vear beginning 01/01/2024 and endin 12/31/2024
A Name of plan B Three-digit
ATMOSPHERE GROUP, INC. WELFARE BENEFIT PLAN plan number (PN} 501
C Plan sponsor’s hame as shown on line 2a of Form 5500 D Employer |dentification Number (EIN)
ATMOSPHERE GROUP, INC. 38-2209 712

Bartl | 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 Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

(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
13-5581829 | 65978 |5398450 246 [01/01/2024{12/31/2024

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

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

6,809 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

CAPITAL ASSET INS SVCS
148 E GRAND RIVER RD

WILLIAMSTON MI 488395
{b) Amount of sales and base Fees and other commissions paid (?) .
. . Organization
commissions paid
{c) Amount (d) Purpose code
6,809 3

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

(e}

(b) Amount of sales and base Fees and other commissions paid -
- ) Organization
commissions paid
(c) Amount (d) Purpose code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024
v. 240311

418421 11-25-24
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.

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

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

commissions paid
(c) Amount (d) Purpose

(e)
Organization
code

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

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

commissions paid
{c) Amount {d) Purpose

(e
Organization
code

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

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

commissions paid
{c) Amount {d) Purpose

(e)
Organization
code

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

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

commissions paid
{c) Amount (d) Purpose

(e)
Organization
code

(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

418422 11-25-24
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Page 3

Partll Investment and Annuity Contract Information

purposes of this report.

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

4 Current value of plan's interest under this contract in the general account at year end 4
5 Current value of plan’s interest under this contract in separate accounts at year end S
6 Contracts With Allocated Funds:

a State the basis of premium rates P>

b Premiums paid to carrier _ ) 6b

C Premiums due but unpaid at the end of the year 6¢c

d If the carrier, service, or other organization incurred any specnﬂc costs in connect|on W|th

the acquisition or retention of the contract or policy, enter amount 6d

Specify nature of costs P>
€ Type of contract: (1) D individual policies 2) D group deferred annuity
(3) other (specify) B>

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

»f]

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 4) other P
b Balanceattheendofthe previousyear . . . ... | 7b

C Additions: (1) Contributions deposited during the year .. L 7c(1)
(2) Dividendsandcredits ... [1c(2)
(3) Interest credited during the year ... 7¢(3)
(4) Transferred from separate account A ) ) 7c(4)
(5) Other (specify below) R ) o ) 7¢(5)
>

(6) Total additions
d Total of balance and addltlons (add Ilnes 7b and 7c(6))

7¢(6)

| 7d

€ Deductions:

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

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

(3) Transferred to separate account T, 7¢(3)

(4) Other (specify below) . |Te(4)

>

(5) Total deductions
f Balance at the end of the current yea\_{gubtract line 7g[51 from ||ne 7d)

7e(5)

[ 7
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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 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 X| pental C E Vision d| | Life Insurance
e Temporary disability (accident and sickness) f Long-term disability g I Supplemental unemployment h Prescription drug
i Stop loss (large deductible) i HMO contract k l PPO contract I Indemnity contract
M| | other (specify) B>
9  Experience-rated contracts:
a Premiums: (1) Amount received N . ) 9a(1)
(2) Increase (decrease) in amount due but unpald ) . . 9a(2)
(3) Increase (decrease) in unearned premium reserve ) 9a(3)
(4) Earned ({1) + (2) - (3) : — | %4
b Benefit charges (1) Claims paid e R 9b(1)
(2) Increase (decrease) inclaimreserves 9b(2)
(3) Incurred claims (add (1) and (2)) R _ L 9b(3)
(4) Claims charged ... ATEPTON: TR A SRS ; J 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual baS|s)
() Commissions ... [9c()A)
(B) Administrative service or other fees . .. | 9c(1)(B)
(C) Other specific acquisition costs .. . } 9¢(1)(C)
(D) Other expenses ... ... 9¢(1)(D)
(B) Taxes ... - . |9c()(E)
(F) Charges for risks or ather contlngen(:les o [ 9c(1)(F)
(G) Other retention charges 9¢c(1)(Q)
(H)  Total retention . ... ..o 9c(1)(H)
(2) Dividends or retroactive rate refunds (These amounts were D paid in cash, or |:| credlted) 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) Claim reserves . R R . . | 9d)
(3) Other reserves | ) I 9d(3)
€ Dividends or retroactive rate refunds due. (Dc not mclude amount entered in I|ne 90(2}] - 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier 10a 117,279
b ifthe cartier, service, or other organization incurred any specific costs in connectlon with
the acquisition or retention of the contract or policy, other than reported in Part |, line 2
above, report amount s stasesmae e VO S T 10b

Specify nature of costs.

[PartIV] Provision of Information

11

Did the insurance company fail to provide any information necessary to complete Schedule A? .. . . | I Yes I}d No

12 |f the answer to line 11 is "Yes," specify the information not provided. B>

418424 11-25-24



SCHEDULE A Insurance Information SMB 1B 4240070

(Form 5500)

This schedule is required to be filed under section 104 of the

D f the T
Ii’:::':legé\?er:u: sreeriuscuéy Employee Retirement Income Security Act of 1974 (ERISA). 2024
Depart f Lab i
Employee Beenpeaflirt:Se:::\?rityaAg;inistration > File as an attachment to Form 5500.
Forsion BonaTt Guaranty Corporation 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 2024 or fiscal plan year beginning 01/01/2024 and endin 12/31/2024

A Name of plan B Threedigit

ATMOSPHERE GROUP, INC. WELFARE BENEFIT PLAN plan number (PN) b 501

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

ATMOSPHERE GROUP, INC. 38-2209712

T S e
Part | nformation Concerning Insurance Eontract_ﬁoverage, Fees, and CommISSIONS  Provide information for each
contract on a separate Schedule A. Individual contracts grouped as a unit in Parts 1l and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(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
35-0472300 | 65676 [10273403 119 [01/01/2024{12/31/2024

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

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

3,472 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

CAPITAL ASSET INS SVCS
148 E GRAND RIVER RD

WILLIAMSTON MI 48835
(b) Amount of sales and base Fees and other commissions paid o (?) n
commissions paid rganization
{c) Amount {d) Purpose code
3,472 3

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

(e)

(b) Amount of sales and base Fees and other commissions paid -
o . Organization
commissions paid
{c) Amount (d) Purpose 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

(e
Organization
code

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

(c) Amount (d) Purpose

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

(e)
Organization

commissions paid
(c) Amount (d) Purpose code

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

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

(e)
Organization

commissions paid
(c) Amount {d) Purpose code

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

418422 11-25-24
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Page 3

Partll Investment and Annuity Contract Information

purposes of this report.

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

4 Current value of plan's interest under this contract in the general account atyearend ..o 4
5 Current value of plan's interest under this contract in separate accounts at year end e Mty ; 5

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

b Premiums paid to carrier 6b
C Premiums due but unpaid at the end of the year 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with

the acquisition or retention of the contract or policy, enter amount 6d

Specify nature of costs B»
e Type of contract: (1) |:| individual policies ) I:I group deferred annuity

(3) other (specify) P>
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, checkhere  _............ Pl_l

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
@) guaranteed investment 4) other P>

b Balance at the end of the previous year . L . | 7b
C Additions: (1) Contributions deposited during the year 7c(1)

(2) Dividends and credits B 7¢(2)

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

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

(5) Other (specify below) 7¢(5)

»

(6) Total additions . . 7¢(6)
d Total of balance and addltlons (add Ilnes 7b and 7c(6)) | 7d
€ Deductions:

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

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

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

(4) Other (specify below) . ... . 7e(4)

>

(5) Total deductions 7e(5)
f Balance at the end of the current year (subtracl IIne ?gjg} from I T s e e s r7f
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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 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 | | Vision d| | Life insurance
e Temporary disability {(accident and sickness) t Long-term disability g | | Supplemental unemployment h Prescription drug
i Stop loss (large deductible) i HMO contract k| | PPO contract | Indemnity contract
M Other (specify) B> WEEKLY INCOME
9  Experiencerated contracts:
a Premiums: (1) Amount received L 9a(1)
2) Increase {(decrease) in amount due but unpa|d L 9a(2)
(3) Increase {decrease) in unearned premium reserve ) 9a(3)
(@) Eamed (1) +(2)-(3) . . y .| 9a@4)
b Benefit charges (1) Claims paid T . ¥ 9b(1}
(@) Increase (decrease) in claimreserves ... 9b(2)
3) Incurred claims {add (1) and (2)) B R , 9b(3)
(4) Claims charged e R 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) Commissions ... [9c(I)A)
(B) Administrative service or other fees " i 90(1)(3)
(C) Other specific acquisition costs . |9c(1)(C)
(D) Otherexpenses ... .. 9¢(1)(D)
() Taxes . . .. . . | 8c()(E)
(F) Charges for nsks or other contlngenmes — 90(1)(F)
(G) Other retention charges 9¢(1)(G)
(H) Total retention . : s | 8e()H)
(2) Dividends or retroactive rate refunds (These amounts were El pa|d in cash, or I:I credited.) 9¢c(2)
d status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) Claim reserves [ [ . |8d(2)
(38) Otherreserves | D 9d(3)
€ Dividends or retroactive rate refunds due {Dc not Include amount entered in I|ne 9::{2}) PP e 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier S 10a 34,716
b |f the carrier, service, or other organization incurred any specific costs in connectlon W|th
the acquisition or retention of the contract or policy, other than reported in Part |, line 2
above, report amount e <omope st ptas pp RS AT R An e R e S R AT 10b

Specify nature of costs.

[Part W] Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ——— I | Yes I}_ﬁl No

12 (fthe answer to line 11 is "Yes," specify the information not provided. P>

418424 11-25-24



SCHEDULE A Insurance Information e Nos IO
(Form 5500)

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

Department of Labor P> File as an attachment to Form 5500.

Employee Benefits Security Administration

Fonsion Benafit Guaranty Corporation 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 2024 or fiscal plan year beginning 01/01/2024 and endin 12/31/2024
A Name of plan B Threedigit
ATMOSPHERE GROUP, INC. WELFARE BENEFIT PLAN plan number (PN) B> 501
C Pian sponsor's name as shown on fine 2a of Form 5500 D Employer Identification Number (EIN)
ATMOSPHERE GROUP, INC. 38-2209712

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

1 Coverage Information:

{a) Name of insurance carrier

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(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 {q) To
35-0472300 | 65676 |10273402 119 [01/01/2024{12/31/2024

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

in descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid
2,284 0
8 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

CAPITAL ASSET INS SVCS
148 E GRAND RIVER RD

WILLIAMSTON MI 48895
(b) Amount of sales and base Fees and other commissions paid 0 (?) i
commissions paid rganization
(c) Amount (d) Purpose code
2,284 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 (?) .
. . Organization
commissions paid
(c) Amount (d) Purpose 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

(e)
Organization
code

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

commissions paid
(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 (?) )
. ) Organization
commissions paid d
{c) Amount (d) Purpose soge
{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 ) Organization
commissions paid code

{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 (?) )
L . 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
{b) Amount of sales and base Fees and other commissions paid (?) )
o . Organization
commissions paid code

{c) Amount (d) Purpose

418422 11-25-24
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Part I 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 TP TP e I Ao 4
5 Current value of plan's interest under this contract in separate accounts at year end PR TT T S

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

b Premiums paid to carrier . - O e 6b
C Premiums due but unpaid at the end of the year i - 6¢c
d |f the carrier, service, or other organization incurred any specn‘lc costs in connectlon W|th

the acquisition or retention of the contract or policy, enter amount L g S S S . 6d

Specify nature of costs B>
€ Type of contract: (1)D1nd|wdual policies 2) D group deferred annuity

(3) other (specify) B>
f I contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here ... .. Pl_l

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 4 other P

b Balance at the end of the previous year . . I = K
€ Additions: (1) Contributions deposited during the year } 70(1)

(2) Dividends and credits . I 7¢(2)

(3) Interest credited during the year ) e 70(3)

(4) Transferred from separate account ) 70(4)

(5) Other (specify below) ) 7¢(5)

| 4

(6) Totaladditions A S .. Tcl6)
d Total of balance and addltlons (add Ilnes 7b and 7c(6)) St e T I 7d
€ Deductions:

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

(2) Administration charge made by carfier ... . . 79(2]

(3) Transferred to separate account . . ... . 79(3)

(4) Other (specify below) ... ... ... L4

»

(5) Total deductions _ 7e(5)
f Balance at the end of the current year (subtract line 'Ie_{_} fomline7d) ... ... | 7Tf

418423 11-25-24
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Part Ml 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 G| | Vision d & Life insurance
e Temporary disability (accident and sickness) f Long-term disability 9| | Supplemental unemployment h Prescription drug
i Stop loss (large deductible) i HMO contract k PPO contract | Indemnity contract
MK Other (specity) B ACCIDENTAL DEATH & DISMEMBERMENT
9  Experiencerated contracts:
a Premiums: (1) Amount received 9a(1)
(2) Increase (decrease) in amount due but unpald AT eSS 9a(2)
(3) Increase (decrease) in unearned premium reserve L 9a(3)
(4) Eamed (1) + (2) - (3) . . | %28
b Benefit charges (1) Claims paid ... .. _ - 9h(1)
(2) Increase (decrease) in claim reserves . . 9b(2)
(3) Incurred claims (add (1) and (2)) | ) 9b(3)
(4) Claims charged ... i F TR 9b(4)
C Remainder of premium: (1) Retentlon charges (on an accrual ba5|s)
(A) Commissions . ) I 90(1)(A)
(B) Administrative service or other fees . ) . 90(1)(3)
(C) Other specific acquisition costs . e 9C(1)(C)
(D) Otherexpenses _ ... ... _ 9c(1)(D)
(E) Taxes .. [ 9c(1M{E)
(F) Charges for risks or other contlngen0|es 90(1)(F)
(G) Other retention charges _ 9c(1){G)
(H) Total retention ... 9c(1)(H)
(2) Dividends or retroactive rate refunds (These amounts were I:I pa|d in cash or I:I credlted ) 9c(2)
d Sstatus of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) Claim reserves R e T 9d(2)
(3) Other reserves | S 9d(3)
€ Dividends or retroactive rate refunds due (Do not include amount entered in !:ne 9c{2}) o 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier ) R 10a 22,835
b f the carrier, service, or other organization incurred any specmc costs in connect|0n W|th
the acquisition or retention of the contract or policy, other than reported in Part [, line 2
above, report amount s 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? 1] ves Xl No

12 |t the answer to line 11 is "Yes," specify the information not provided. P>
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