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

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepa"’gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁ{;fr;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
LOS ANGELES DODGERS EMPLOYEE BENEFITS PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
03/01/2004

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

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 20-0343133

LOS ANGELES DODGERS

1000 VIN SCULLY AVENUE
LOS ANGELES, CA 90012

2C Plan Sponsor’s telephone
number
323-224-1547

2d Business code (see
instructions)
711210

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. 07/21/2025 MARILYN DAVIS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 486
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) 486
a(2) Total number of active participants at the end of the plan year ... 63_(2) 522
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 4
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add lINES 6a(2), B0, AN BC.........cveeeeieeiete et ete et ee et ee et ete e e e eaeeteeeteeseeteeseeteeseeeteeseetesseeeesseenseereeans 6d 526
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 4L 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 __4
actuary 4) @ C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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



Form 5500 (2024) Page 3

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

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
LOS ANGELES DODGERS EMPLOYEE BENEFITS PLAN plan number (PN) 3 501

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

LOS ANGELES DODGERS

20-0343133

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

GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
13-5123390 64246 00057401 426 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

64895

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

JOSEPH K HALEY

101 N. WACKER DRIVE

SuU

ITE 612

CHICAGO, IL 60606

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

43263

3

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

ALTERITY BROKER SOLUTIONS INC

8777 N GAINEY CENTER DR. SUITE 260
SCOTTSDALE, AZ 85258

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

21632

3

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

Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 432632
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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

Income Security Act of 1974 (ERISA).

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
LOS ANGELES DODGERS EMPLOYEE BENEFITS PLAN plan number (PN) 3 501

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

LOS ANGELES DODGERS

20-0343133

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
VISION SERVICE PLAN

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
94-1632821 N/A 12281018 402 03/01/2024 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

2770

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

JK HALEY & ASSOCIATES INC

101 N WACKER DR
STE 612

CH

ICAGO, IL 60606

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1751

3

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

JOSEPH K HALEY

812 N WASHINGTON AVE
PARK RIDGE, IL 60068

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1019

3

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

Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 60342
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
LOS ANGELES DODGERS EMPLOYEE BENEFITS PLAN plan number (PN) 3 501

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

LOS ANGELES DODGERS

20-0343133

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 1087122 522 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

38029

11884

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

JOSEPH K HALEY

101 N. WACKER DRIVE

Sul

CHICAGO, IL 60606

TE 612

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

38029

3

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

TOTALIS BENEFITS

8777 N GAINEY CTR DR STE 260
SCOTTSDALE, AZ 85258

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

11884

OVERRIDES

3

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

Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




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

m B Other (specify) P ACCIDENT INSURANCE, CRITICAL ILLNESS, VOLUNTARY LIFE/AD&D (CHILD,SPOUSE)

d |X Life insurance

h D Prescription drug

I B[ Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 237670
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
LOS ANGELES DODGERS EMPLOYEE BENEFITS PLAN plan number (PN) 3 501

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

LOS ANGELES DODGERS

D Employer Identification Number (EIN)
20-0343133

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 SHIELD OF CALIFORNIA LIFE & HEALTH 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
94-6077403 61557 W0070117 520 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

115313

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

JOSEPH K HALEY

101 N. WACKER DRIVE
SUITE 612
CHICAGO, IL 60606

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

115313

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 1096176
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁtrsnggczrityaAg:ninis\ra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
LOS ANGELES DODGERS EMPLOYEE BENEFITS PLAN plan number (PN) » 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LOS ANGELES DODGERS 20-0343133

Part | | Service Provider Information (see instructions)

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

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

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

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2024
v. 240311



Schedule C (Form 5500) 2024 Page2-| 1

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

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

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

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

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

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

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

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




Schedule C (Form 5500) 2024

Page3-[ 1 |

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

CALIFORNIA PHYSICIANS SERVICE

94-0360524

50 BEALE ST
SAN FRANCISO, CA 94105

(b)

(c)

(d)

(€)

(f)

(9)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
13 CONTRACT 310575
ADMINISTRATOR Yes D No E Yes D No D Yes D No D
() Enter name and EIN or address (see instructions)
JOSEPH K HALEY 101 N. WAKER DRIVE
CHICAGOL, IL 60606
(b) (c) (d) (e) ) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
2255 BROKER 42827

Yes D No

Yes D No D

Yes D No D

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

RX BENEFITS INC.

63-1157085

(b)
Service
Code(s)

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

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

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

(f)

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

(9)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

12

CLAIMS
PROCESSING

4882

Yes D No

Yes D No D

Yes D No D




Schedule C (Form 5500) 2024

Page3-[ 2 |

2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation

(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

ACCENT INSURANCE RECOVERY SOLUTIONS

11808 MIRACLE HILLS DRIVE

OMAHA,

NE 68154

20-1802547

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

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

(d)

Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

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

®)

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

(9)

Enter total indirect
compensation received by
service provider excluding

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

p

(h)
Did the service
rovider give you a

formula instead of

an amount or

estimated amount?

12

RECOVERY SVC
PROVIDER

489

Yes D No E

Yes D No D

Yes D No D

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

HEALTH MANAGEMENT SYSTEMS INC.

5615 HI
IRVING

GH POINT DRIVE
, TX 75038

13-2770433
(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
12 RECOERY SVC 87
PROVIDER Yes [| No Yes [| No[] Yes [| No[]
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

compensation, for which the | service provider excluding | formula instead of

organization, or

person known to be
a party-in-interest

enter -0-.

by the plan. If none,

compensation? (sources
other than plan or plan
sponsor)

plan received the required
disclosures?

eligible indirect

answered “Yes” to element
(). If none, enter -0-.

compensation for which you

an amount or
estimated amount?

Yes D No D

Yes D No D

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

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

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

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

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

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

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

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




Schedule C (Form 5500) 2024
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




Form 5500 Annual Return/Report of Employee Benefit Plan OME Nag. 12100110
This form Is required to be filed for employee benefit plans under sections 104
Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Wrigerial Reverioe Survice sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 20 24
Departmant of Labor » Complete all entries in accordance with
RIS M. e the instructions to the Form 5500,
Pension Benafit Guaranty Corporation 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 istumireport 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 retumiveport is: [] the first retumntreport [] the finai returnvreport
D an amended return/report |:| a short plan year returnfreport (less than 12 months)
C Ifthe plan is a collectively-bargained plan, CRBEK NETE. . . . ... ..\ttt ettt e e e e e e e e » I:l
D Check box if filing under: |:| Form 5558 [ ] automatic extension [ ] the DFVC program
|:| special extension (enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. .. .. .................... . D
Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
LOS ANGELES DODGERS EMPLOYEE BENEFITS PLAN number (PN) » | 501
1c Effective date of plan
03/01/2004
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) 20-0343133
LOS ANGELES DODGERS 2c Plan Sponsor's telephone
number
323-224-1547
1000 VIN SCULLY AVENUE 2d Business code (see
instructions)
711210
LOS ANGELES ChA 90012

Caution: A penalty for the late or incomplete filing of this returnireport 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.

son | M g (pgpiz” | 97125 |omsven oms

Signatu ra\bf plan aép{mlnlstrator i Date Enter name of individual signing as plan administrator

W/

SIGN
HERE

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsot
SIGN
HERE

Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2024)

v. 240311



Form 5500 (2024) Page 2

3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the pian name has changed since the Iast returnireport filed for this plan, |4b EIN
enter the plan spansor's name, EIN, the plan name and the plan number from the last retum/report:
a Sponsor's name 4d PN
€ Plan Name
5  Total number of participants at the beginning of the plan year 5 t 486
6  Numberof participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines &a(1),
6a(2), 6b, B¢, and &d).
a(1) Total number of active participants at the beginning of the PIan YA . ... ... 6a(1) 486
a(2) Total number of active participants at the end of the PIan Year ... | Ga(2) 522
b Retired or separated participants receiving BEREAES ..o i seesss e em stttk s e 6b 4
G Other retired or separated participants entitled to fulUre DENefits.. ..o e s s s e 1remes 6C 0
d  Subtotal. Add [ines Ba(2), Bh, AN BC. ..o..ovevuieeriericisesiniesees st st sss s srasssssassenesnaens 6d 526
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccocccicvicvceee. | B
f ToRal A TR O BT, ... ooiecomismsniinsmnsm oot sies e e e £ A A S SR RS 6f
(1) Nurmber of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 A NN .o st et s e A Y A A e S e i 9
(2) MNumber of participants with account balances as of the end of the plan year (only defined contribution plans
g CArEI e A S e b e S L e i s i s bl an s ab i pm v s a s o s e s Egﬁz}
h Nummber of participants who terminated employment during the plan year with accrued benefits that were
1855 tNEM 1005 VBB .. ooe 11 ieeiitieeiees et set oo iomies s ons s iesooes ot eesbmens s ns e mssema i em s s seme s e b oe AL eese A sRe s een ean e e 6h
T Enter the total number of employers obligaled to confribute to the plan (only multiemployer plans complete this item)....... 7
8a Ifthe plan provides pension berefits, 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 Characleristics Codes in the instructions;
42 4B 4D 4E 4F 4H 4L 4Q
9a Plan funding arrangement {check all that apply) 9b Pian benefit arrangement (check all that apply)
1) Insurance (1) Insurance
{2) Code section 412({e)(3) insurance conftracts {2) Code section 412(e)(3) insurance contracts
3) Trust 3 Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number atiached. (See instructions)
a Pension Schedules b General Schedules
{1) |:| R (Retirement Plan Information) (1) D H (Financial Information)
i ial | ion — Small P
@ [] M8 (Muliemployer Defined Benefit Plan and Gertain Money @[] 1 (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) @ A (Insurance Information) — Number Attached _ 4
actuary (4) @ C (Service Provider Informalion)

(3) D SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

(5) [] o (OFEParicipating Plan Information)

{4 |:| DCG (Individual Plan Information) — Number Attached (6) |:| G (Financial Transaction Schedules)

{5) D MEP (Multiple-Employer Retirement Plan Information)
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| Part lll | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a Ifthe plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520404-2) oo [] 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.) ........c. D Yes U No

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the reasury
Internal Revenue Service

Departmant of Labor
Empioyes Banelits Securty Adminisiration

Fension 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).

b Fileas

an attachment to Form §500.

P Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2).

OMB Neo. 1210-0110

2024

This Form is Open to Public

Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
LOS ANGELES DODGERS EMPLOYEE BENEFITS PLAN plan number (PN) > 501

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

1L.OS ANGELES DODGERS

20-0343133

D Employer Identification Number (EIN)

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

1 Coverage Information:

(a) Name of insurance carrier

GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

imate number of Policy or contract year
NAIC (d) Contract or 18} ApproNas
(b} EIN (c) ! sy persons covered at end of
code identification number policy or contract year (f) From {g) To
13-5123390 64246 00057401 426 01/01/2024 12/31/2024

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

descending crder of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

64,895

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

Joseph K Haley
101 N. Wacker Drive

Suite 612
Chicago IL 60608
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose {e) Organization code

43,263

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

ALTERITY BROKER SOLUTIONS INC

8777 N GAINEY CENTER DR. SUITE 260

SCOTTSDALE AZ 85258

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

{c) Amount

(d) Purpose

(e) Organization code

21,632

3

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

Schedule A (Form 5500) 2024
v. 240311
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{a)} Name and address of the agent, broker, or other person toe 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 e

(2) 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 e ) P Organization
commissions paid (c) Amau (d) Purpose oode

{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 anization
commissions paid {c) Amount (d) Purpose Ok s

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

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

this report.
4 current value of plan's interest under this contract in the general account al year end ..o, 4
5 Current value of plan's interest under this contract in separate accounts at year end...........oocoooioos oo, 5

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

b Premiums paid t0 CAMHET .......ovvevviverennsssenn s e .. 6b
¢ Premiums due but unpaid at the end of the year 6¢c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
refention of the contract or Policy, ENEEr AMOUME. ..........c i et r et ss et nas e snnaes
Specify nature of costs P
€ Type of confract: (1) I:l individual policies 2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits fram a terminating plan, check here b D
7 Contracts With Unallocated Funds (Da not include portions of these contracts maintained in separate accounts)
a Typeofcontract (1) D deposit administration @) D immediate participation guarantee
(3) D guaranteed investment 4 D other P
b  Balance at the end of the previous year ... LT, = 0
€ Additions: (1) Contributions deposited dunng they VERM cocvvomenneeeeenerirene 7c(1)
{2 Bividende: ant credie s s st || TBEL)
(3) Interest credited dUMNG the YEaT ...............o.icvucirece e sasesenses 7c(3)
(4) Transferred from separate account. ... Tcld)
{5 CHRET TROBEITE BRI s somsmoissirmsicns it mmngss | L OE)
4
(6)Tolal additions... 22 L T 7c(6) 0
d Total of balance and adchtinns {add Lmes ?b and ?c(B)) | 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year Te(1)
(2) Administration charge made BY CaITIET .........ceiveeecrrrser s iasssseesesss e Te(2)
(3) Transferred 1o separate ACCOUNL.......c.ooiieiienic it e T7e(3)
(4) Other (specify below) Te(4)
»
(5) Total deductions . ... - .. T1e(5) 0
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ..........oociiiieiiiiiciisee e | 7f 0
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Partlll | Welfare Benefit Contract Information

If mere 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. VWhere 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 D Vision d I:l Life insurance
e D Temporary disability (accident and sickness)  f D Long-ierm disability g D Supplemental unemployment  h D Prescription drug
i [] stop loss (1arge deductible) i [] HMO contract k[] PPO contract I[] indemnity contract

m D Other (specify) P

9 Experience-rated conlracls:
a Premiums: (1) Amount received ................. T —— 9a(1)
(2} Increase (decrease} in amount due but unpaid. .........co.oeeeieeisisnniiinn: 9a(2)
(3) Increase (decrease) in unearnad Premium reServe ...........ocooooeeeeens 9a(3)
(4) BANEG ([1) # [2) = (3)) .o eveeererereeseesemsseeeessesemsseseeesseess s oo seeessesem e seeeeeseneeeesteesesssssesseseessesessmsseseassemmsssemseees | 9a(4) 0
b Benefit charges (1) CIAIMS PAI. ..cc..cvieeriresiiemciisesiisnssianssssssissssieessens 9b(1)
(2) Increase (decrease) in Claim reSErVeS ......ooeiicie e 9b(2)
{2) Incurrad clatms (oo T aned RN oo i e D e o e o B et 9h(3) 0
O TRTIPI SNBSS G s s s 9h(4)
€ Remainder of premium: (1) Retention d'larges (on an accrual bams} -
L NGB | o p o s T Y R R TR Sc(1)}(A)
(B) Administrative Service or OlNer FEES ... iiesiinsneis 9c{1)}(B)
(C) Other Specific ACqUISIION COBES ... ieeseseees s siensessasaesnnennes 9c(1)C)
(D) OINEr 8XPENSES ......ovvcveevassseeeessessssesenesssssssnssssnsssessessanennee | SGHID)
U TAKBN i o s o S e S TR AN 9c(11E)
(F) Charges for risks or other Contingencies .............coorreeirieeroimeees 9c(1)(F)
(G) Other retention charges................. R B Sc(1)(G)
(H) Total retention .. veemeremenee | SC(1HH) 0
(2) Dividends or I (These S " |] pald oy ur[j credited. ) .................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
B TRV PRRIARE - ..o om0 ) o B S S 9d(2)
T T e T R e BT A e S ey 9d(3)
€ Dividends or refroactive rate refunds due. (Do not include amount entered in line 8c(2).} ......ccocviinns P e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Pait 10 CAIMEI ... cveiieiies e eee e cssen s snc s 10a 432,632
b Ifthe carrier, service, or other orgarization incurred any specific costs in connection with the acquisition or
retention of the contract ar pelicy, other than reparted in Part |, line 2 above, repart amount. ... 10b

Specify nature of costs.

| PartIV | Provision of Information

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

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




SCHEDULE A
(Form 5500)

Depariment of (ha Treasury
Internal Revanue Service

Departmant of Labar
Employee Banafits Securlly Administration

Pension Benafit Guaranty Corparation

Insurance Information

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

P Filoas

P Insurance companies are required to provide the information

an attachment to Form 5500.

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
LOS ANGELES DODGERS EMPLOYEE BENEFITS PLAN plan number (PN) » 501

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

LOS ANGELES DODGERS

20-0343133

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 |l and 1l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

VISICON SERVICE PLAN

() NAIC (d) Contract or {(e) Approximate number of Policy or contract year
{b) EIN i ke persons covered at end of
code identification number policy or contract year {f) From (@) To
94-1632821 N/A 12281018 402 03/01/2024 12/31/2024

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

descending order of the amount paid.

{a) Total amount of commissions paid

(b) Total amount of fees paid

2,770

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

JK HALEY & ASSOCIATES INC
101 N WACKER DR

STE 612
CHICAGO IL 60606
{b) Amount of sales and base Fees and other commissions paid
commissions paid () Amount (d) Purpose {e) Organization code

1;751 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

JOSEPH K HALEY

812 N WASHINGTON AVE

PARK RIDGE IL 60068

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount {d) Purpose (e) Organization code
1,019 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page 2 — |

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

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

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

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

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

this report.
4 Curren! value of plan's inlerest under this conliact in the general account al Yean 8nt ... iiveeioescccssininne, 4
5 Current value of plan’s interest under this contract in separalte accounts at Year 8nd...............oocoeoveeeiioeesooveessveesiiiens 5

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

b Premiums paid t0 Carmer ........cc..ovciiiocsrsiiienn s €b
¢  Premiums due but unpaid at the end of the year 6c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or PONCY, BNEEE AIMIDUME. ....veiiviieesieeeerrreneere e siasesnsismsessesne s beerebssenssanmns otnnessanessiennssennss
Specify nature of costs P
@ Type of contract: (1) D individual policies (2) D group deferred annuity
{3) D other (specify) »
f I 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 Typeofcontract (1) D deposit administration {2 D immediate participation guarantee
(3) D guaranteed investment (4) D other #
b Balance at the end of the previous year... . A —
C  Additions: (1) Contributions deposited dunng the VEAD oo 7c(1)
(25 Dividends-and credis:....owiiaiinns st | Tel2)
{3) Interest credited during the YA .............cccvovvivore i saes e s esse s oneres 7c(3)
(4) Transferred fram separate account.._._ ... 7(‘.@]_
(53 BT LSRG BRI o s cssusnisiocoopsmonsarsnsiass s HR e b G Tc(5)
»
T IR o A A e e e i e S i | BEAB)
d Total of balance and additions (add lINES T AN TEIB)). .vvrrriiioriioss et ianesiosses s e eisoseesessenbaseesibestss enastieesins | 7d
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year Te(1)
(2) Administration charge made by CaIMET ..........cevereeremssisnsiesssssensisssisneess Te(2)
(3) Transferred to separate account
(4) Other (specify below) ...................
»
B AL RO o oo s T AN Ao PR .. _r1e(5)
f Balance at the end of the current vear (subtract l|ne FolS) Sromi fine: P i i e i g [ 7f




Schedule A (Form 5500) 2024

Page 4

Part lll | Welfare Benefit Contract Information

If mare 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 confracts 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 cantract type (check all applicable boxes)
a D Health (other than dental or vision) b D Dental

e D Temporary disability (accident and sickness) f D Long-term disability

Cc E Wision

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

i [] stop loss (iarge deductible) i [] HMO contract k[] PPO contract 1[] ndemnity contract
m D Other (specify) P
9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVE ........oc..voceiiriieetiiseeesaeeisen o sern s saeneas 9a(1)
(2) Increase (decrease) in amount due but unpaid...............coccoeeevervenns 9a(2)
(3) Increase (decrease) in uneamed Premium rESEIVe ..........c..oeveciines 9a(3)
(4) Eamed ((1) + (2) = (3))vvvvveresoomercsmmeseonrsrennnss R | 9a(4) 0
b Benefit charges (1) CIEIMS PaAIT. ..o iieeiiiiinn i e cie 9b{1)
(2) Increase (decrease) in Claim rESEIVES ..............coooivviimciii e 9b(2)
£3) Incurred: claims:(add P1and B0 i oms i e e B e S v e b i 9b{3) 0
() RIS PV e o s e S R s s S S e e 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) —
() GONUTISBIONNE vmcvsrasisos s dvisiaseas s s wnsiv s oA A R s 9c(1)(A)
(B) Administrative SBIVICE OF DT TBES v...ivesrewisieioreees e snnes s 9c¢(1)(B)
(C) Other specific acquISItion GOSIS ... 9c(1)(C)
(D) OHher @XPenses .........c.cocooeeroceevveiveecciosnesiesesenssneens s | SC(T)DY
(B TOM08 st e s At S Sc(1)}E)
(F) Charges for risks or other contingencies...........cc..ccoecevecienee | SCS{1)NF)
(G) Other retention CHATGES .............o.iiie et eseies s et esane i 9e(1)(G)
R R BN oot e e R A S R s S s | O] 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or[:l credited.).........cooveee 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
T B T P B ETNIEEE o s s s e e s L e b 9d(2)
(3] OHHIET TESBIVES ... eovoceveveeessseseessemsseeess e sesesesmcsemasames s e es et eaa st et re e et e e e sm et ee et sr s e seenassnss e ssnene 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 96(2).) ... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEN........ .o sns st s s sssssssansamnssssasssnnin 10a 60,342
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ... 10b
Specify nature of costs.
| PartIV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes @ No

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




SCHEDULE A Insurance Information

OMB Neo, 1210-0110

(Form 5500)

Depariment of the Treasusy This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Depariment of Labor :
Emplayes Benafits Security Administratian » File as an attachment to Form 5500,

2024

Pension Benefit Guaranty Corparalion » 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
LOS ANGELES DODGERS EMPLOYEE BENEFITS PLAN plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LOS ANGELES DODGERS 20-0343133

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

1 Coverage Information:

(a) Name of insurance carrier

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

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

. . X f
(), EMN code identification number pe:,ﬁ?:g? :inrendaz*:?::rn (f) From {g) To
35-0472300 65676 1087122 522 01/01/2024 12/31/2024

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

descending order of the amount paid.

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

3g, 029

11,884

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

Joseph K Haley
101 N. Wacker Drive

Suite 612
Chicago IL 60606
(b) Amount of sales and base Fees and other commissions paid
commissions paid () Amount {d) Purpose {e) Organization code

38,029

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

TOTALIS BENEFITS
8777 N GAINEY CTR DR STE 260

SCOTTSDALE AZ B5258
(b) Amount of sales and base Fees and other commissions paid
commissions pald {c) Amount (d) Purpose {e) Organization code
OVERRIDES
11,884 3

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

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

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

{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 1o whom commissions or fees were paid

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




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 8t year end ..o, 4
5 Current value of plan's interest under this contract in separate accounts atyearend. ... .. 5

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

b Premiums paid to CArmer ....c.couevvecnsivneerivesnsnenns ciciain 6b
¢ Premiums due but unpaid at the end of the year 6¢C
d  Ifthe carrier, service, or other organization incurred any speclﬁc costs in connection with the acqmsmon or 6d
retention of the contract or policy, enter amount. . s
Specify nature of costs P
e Typeof contract: (1) D individual paolicies (2) I:'] group deferred annuity
@) [] otrer (specify)
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here b I:I
7 Contracts With Unallocaled Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract (1) D deposit administration @) [ ] immediate participation guarantee
(3 D guaranteed investment (4) |:| other P
b Balance at the end of the Previols YBAI. . ... i ittt s etisdenas et b ook [ 7b 0
C  Additions: (1) Contributions deposited during the year ..................co.... Tc(1)
(2} Bividends: and credit . s it hiidiisadisnaiaass: | TefR)
{3) Interest credited dURNg e YEAT ..........ooovvcvreeeeriesi s en e sam s sssienns Tc(3)
(4) Transferred from separate account._........_._ ... Tcld)
(5% CHRET (SPBTITY BRIOWD ..cxcvvnsisenssrisssssmsmsssas itvinitsssermissivessmssssmsnsssiensissnssioe. |0 GLD)
]
(6)Total additions. .. R Ry T CLB g
d Total of balance and additmns (add iines ?b and Tc(E}) I 7d 0

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

(2) Administration charge Made BY CAMIET ..........cevrcareriecsosinnsiemsnsenissssisneess Te(2)
(3) Transferred to Separale ACCOUNL.............ccccivonussiiaiinssinnnen st iesiosess oo Tel3)
(4) Other (specify below).............. Te(4)

»

{50 TOkE! SBHETENG. oo cinec s e st pespsemsssrass
f Balance at the end of the current year (subtract line 7e(5) from line 7d)




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a [ ] Health (other than dental or vision) b[] pental ¢ [] visien d [ Lite insurance
e @ Temporary disability (accident and sickness)  f @ Long-term disability g ]:I Supplemental unemployment  h D Prescription drug
D Stop loss (large deductible) i D HMO contract k D PPO contract IE Indemnity contract

m [x] Ofher (specify) PACCIDENT INSURANCE, CRITICAL ILLNESS, VOLUNTARY LIFE/AD&D (CHILD, SPOUSE)

9 Experience-rated contracts:
a Premiums: (1) AMOUNt rECEIVEA ........c.ooeeeiasrieeeiieiniiene et s esme s 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccoeiiicean 9a(2)
(3) Increase (decrease) In unearned premium rBServe . ..............c.... 9a(3)
(8) EAINIEA ([1) % (2) = (3)).01cversrveensseeseeeensseessssseessseseessssesseasessasssessss e smsesssmseesessestesssesesessesesseseebiteesesseepiesstaisstise | sa(4) 0
b Benefit charges (1) CIAIMS PAIL.......ccooriiieeiiimmiioss v sessisnss siinaines 9b(1)
{2) Increase (decrease) In Claim rBSEMVES ... ceireae e 9b(2)
(3} Incurred claims: fadd (1) AR (B)). o n i i e e e e A S LS B i 9M(3) 0
(YT TV TIN5 € SE RE E 9b(4)
C Remainder of premium: (1) Retention charges {on an accrual basis) -
s ] 1L [ O (USSR Ac(1)(A
(B) Administrative service or other fEES ...........ceeieecieeniiesionsessassrinns 9c(1)(B)
(C) Other Specific ACQUISIION COSS ...........cieiverrrereessessnes s iesssesesions 9¢(1)(C)
(D) OEr EXPENSES .....oovvvsveeesraesseresenssesssrssssessssssrsssensssesnnseessnnens. | 9CL1(B)
TR T BB i i B S I S b — 9c(1)E)
{F) Charges for risks or other confingencies e | 9e(1)(F)
(G) Other relention Charges...............ccooooeercooveeivsseesrorinees | 9e(1)(G)
(H) Total retention.. ” s 1o et 1I{HY 0
(2) Dividends or retroactive rate refunds (These amounts were [l pand in eash, or D credited. ) 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement .............. 9d(1)
LY LRI TOSBIIOE om0 S A s e B S e s i 9d(2)
) N R IV i i s b R e e e e PR TP 9d(3)
€ Dividends or retroactive rate refunds due. (Do not lnclude amount entered in line 9¢(2). ) .............................. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid 10 CAIMTIET ... s srass seress Svsa st s sianss 10a 237,670
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reperted in Part |, line 2 above, report amount. ..............cc..ccu.... 10b
Specify nature of costs.
| PartIV ] Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A7............. D Yes @ No

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




SCHEDULE A Insurance Information S A

(Form 5500)

Depariment of the Treasury This schedule is required to be filed under section 104 of the
Intemal Reverue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Employaa —— g:cﬂm;;nmmm P File as an attachment to Form 5500
Penasdrt Benefr Guaranty Corparation » 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

LOS ANGELES DODGERS EMPLOYEE BENEFITS PLAN plan number (PN) P 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

LOS _ANGELES DODGERS 20-0343133

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 SHIELD OF CALIFORNIA LIFE & HEALTH INSURANCE COMPANY

(¢) NAIC (d) Contract or (e) Approximate number of Paolicy or contract year
{b) EIN ; Miages persons covered at end of
code identification number policy or contract year (f) From (g) To
94-6077403 61557 W0070117 520 01/01/2024 12/31/2024

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

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

115,313

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

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

Joseph K Haley
101 N. Wacker Drive

Suite 612
Chicago IL 60606
(b) Amount of sales and base Fees and other commissions paid
commissions paid ({c) Amount (d) Purpose (e) Organization code
115,313 3
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amaunt 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 ko whom commissions or fees were paid

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




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 trealed as a unit for purposes of

this report.
4 Current value of plan's interest under this contract in the general account at yearend ..., 4
5 Current value of plan's interest under this contract in separate 2ccoUNtS 8t YEAr NG..........wcrsweriossessmmssssesssressensanses 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b  Premiums paid to CAIMer . .....ccviciiricnnsismesiinneiins e A e T S S 6b
€ Premiums due but unpaid at the end of the YBAI. ... ettt mna s 6c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter @MOUNL. ... e e e s
Specify nature of costs P
e Type of contract: (1) D individual policies 2) D group deferred annuity
{3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D

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

a Type of contract: (1) |:| deposit administration (2) D immediate participation guarantee
(3) [ ] guaranteed investment @ [] other »

D Balance at the end of e PreViDUS WEAI ..o iioeioieiiiry s it oes et binseresearasstee 1 Le8s e et st sera bt s e [ 7b 0
C Additions: (1) Contributions deposited during the year . Tc(1)

(2) Dividends and credits .............. - | 7e(2)

(3) Interest credited during the YEar ............ccoccvveevoreeisioeecereeressssresseseerrsees .| Te(3)

(4) Transferred from Separate aCCOUNE......c..oo.oovoomioeeceeee e 7c(4)

(5) Other (specify below) ........ T ————————— 7c(5)

]

(O TObEL ACHAMRING i ceiitas s o b i e T s e 7c(6) 0
d Total of balance and additions (add lines 7b and 7¢(8)). ... [ 7d 0
€ Deductions:

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

(2) Administration charge made DY CArTEr .............vovviveieiieeeierisr oo Te(2)

(3) Transferred 10 SEPArale ACCOUNT.........c...ccei.ivicuieeeecie e siessas e e es i 7e(3)

(4) OHNEr (SPECITY BEIOW) .....ov.vvvssvaeseseis s ssssscsssesesssssasssasescssnssiesesneass Te(4)

»

153 Total e O s T e S i P i e el ioe e oh s enl o et et Te(5) 0

f

Balance at the end of the current year (subtract line 7e(5) from line 7d) ............ s B s R [ 7f 0




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

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

i Stop loss (large deductible) j D HMO contract k D PPO coniract
m D Cther (specify) P

d D Life insurance
£ D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment  h D Prescription drug
ID Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) AMount FECRIVEH ... i sss e seesis 9a(1)
(2) Increase (decrease) in amount due but unpaid. ............. 9a(2)
(3) Increase {decrease) in unearned premium reServe ..................ccooveeees 9a(3)
(4) EAMEA (1) + (2) = (BN -orvvvemeerooeesvoeeessseseesseesossees e ssessessess oo sms et [ T 0
b Benefit charges (1) Claims paid.............c.cc.cooooiiiiiiiiiiiceei e 9b(1)
(2) Increase (decrease) in Claim MESBIVES ... iveeivisnersirenssiesesisnesss 9b{2)
(3) Incurred claims (add (1) and (2))............... S S LU 9b(3) 0
E4) ClIAIMBERBNGBE it oo e Sh R v o s S RSt T B s Fe Sh(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
A E TSNS s v e i S e R 9c{1)(A)
(B) Administrative service or other f8es...........ccoooeveeccviececiiaeen, Sc(14B)
(C) Other specific acquisition Costs .................... T 9c(1)(C)
(D) CHNET EXDBIISES ..vovvvvevesisieeessessssessseesessesessensssenssasmssessasss resssseanteee 9c(1)(D)
(B TReE s e B S s e N s 9c({1)(E)
{F) Charges for risks or other contingencies. ... Se(1)(F)
(G) Other retention CRATGES ........c....ovveereirieeesereeessseesssesessersecreseasemsone Sc(1)G)
THY oA PO it s s s e B b oo e T S o e iy 9c(1)(H) ]
{2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.) . oo 9¢(2)
d Status of policyholder reserves at end of year; (1) Amount held to provide benefits after retirement..... 9d(1)
() LTy EMRTNIDE oo i e B e B0 s 9d(2)
Ly (= =TT 0SSOSR 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in (iN@ 9e(2).) .....ocveeeverveccvieeenn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAMMIBE ... ..ot st ceres e amms g nes e see s e damb e 10a 1,096,176
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount, ..., 10b
Specify nature of costs.
| PartIlv | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes @ No

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




SCHEDULE C Service Provider Information ot
(Form 5500) 2024
Depariment of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Reverue Serice Retirement Income Security Act of 1874 (ERISA).
riment of Laber
Employes g?r:ﬁts ngﬁlyaadniristrallun P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranly Corporation Inspecl:ion.
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
LOS ANGELES DODGERS EMPLOYEE BENEFITS PLAN plan number (PN) b 01
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
LOS ANGELES DODGERS 20-0343133

| Part| | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's

position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

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

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

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

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

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

(b} Enter name and EIN or address of persan who provided you disclosures on eligible indirect compensatian

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule C (Form 5500) 2024

v. 240311
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes' to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

CALIFORNIA PHYSICIANS SERVICE 94-0360524
50 BEALE ST
SAN FRANCISO CA 94105
(b) (c) (d) (e) (f) @) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes" to element
13 (f). If none, enter -0-.
CONTRACT
ADMINISTRATOR ves [] No ¥ Yes [| No[] ves [| No[]
310,575
(a) Enter name and EIN or address (see instructions)
JOSEFH K HALEY
101 N. WAKER DRIVE
CHICAGOL IL 60606
(b) (c) (d) (e) (h)
Service Relationship to Enter diract Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensalion paid receive indirect include eligible indirect compensalion received by |provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known fo be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered "Yes" to element
22 {f). If none, enter -0-.
55
BROKER
Yes [| No [ Yes [| No[] ves [| No[]
42,827
(@) Enter name and EIN or address (see instructions)
RX BENEFITS INC. 63-1157085
(b) (c) | (d) G _ g ()
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s} |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  [by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
12 answered “Yes” to element

(fy. If none, enter -0-.

CLATIMS
PROCESSING

4,882

Yes D No @

Yes D No D

Yes[l No[l
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you

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

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

ACCENT INSURANCE RECOVERY SOLUTIONS
11808 MIRACLE HILLS DRIVE

OMAHA

20-1802547

NE 68154
(b) (c) (d) (e) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  (by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes" to element
12 (. If none, enter -0-,
RECOVERY SVC
PROVIDER Yes [| No [ Yes [] Mo [] ves [] No[]
489

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

HEALTH MANAGEMENT SYSTEMS INC.
5615 HIGH POINT DRIVE

13-2770433

IRVING TX 75038
(b) (©) (d) (e) (@) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest spansor) disclosures? compensation for which you |estimated amount?
answered “Yes" to element
12 (f}). If none, enter -0-.
RECOERY
SVC PROVIDER Yes D No @ Yes D No D Yes |:| No D
87
(@) Enter name and EIN or address (see instructions)
(b) (c) (d) (e (7 (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

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

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

YesD NDD

Yes [l No D

‘r’eeD Nu[]
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| Partl |Service Provider Information (continued)

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

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

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

(b) Service Codes
(see instructions)

(€) Enter amount of indirect
compensation

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

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

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

(b) Service Codes
{see inslructions)

(c) Enter amount of indirect
compensation

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

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

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

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

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

(&) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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| Partll | Service Providers Who Fail or Refuse to Provide Information

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

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of

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

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

Code(s)
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Partlll | Termination Information on Accountants and Enrolled Actuaries (see instructions)

(GUITIPJE!E as many entries as needed)
b EIN:

a Name:

C  Position:
e Telephone:

d Address:

Explanation:

a Name: b EIN:

C Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

€ Paosition:
@ Telephane:

d Address:

Explanation:

b EIN:

a Name:
G Position:
€ Telephone:

d Address:

Explanation:




