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
PHOENIX INVESTORS, LLC

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
01/01/2023

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) 39-1785189

PHOENIX INVESTORS LLC

401 EAST KILBOURN AVENUE
SUITE 201
MILWAUKEE, WI 53020

2C Plan Sponsor’s telephone
number
414-283-2600

2d Business code (see
instructions)
531310

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. 07/25/2025 KATHERINE OSTRUSZKA
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311
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3a Plan administrator's name and address D Same as Plan Sponsor 3b Administrator’s EIN
PHOENIX INVESTORS LLC 3C Administrator’s telephone
401 EAST KILBOURN AVENUE number
SUITE 201 414-283-2600
MILWAUKEE, WI 53020
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 196
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) 196
a(2) Total number of active participants at the end of the plan year ... 63_(2) 169
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 169
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:

4A 4B 4D 4E 4F 4H 4Q

If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

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 __3
actuary 4) @ C (Service Provider Information)

3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary

4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A Insurance Information OMB No. 12100110
(Form 5500) '

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

Department of Labor

Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit

PHOENIX INVESTORS, LLC plan number (PN) 3 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

PHOENIX INVESTORS LLC 39-1785189

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
TOKIO MARINE

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
35-1817054 92711 417003415956 162 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
0 0

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

Fees and other commissions paid

(b) Amount of sales and base

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

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

Fees and other commissions paid
(c) Amount (d) Purpose (e) Organization code

(b) Amount of sales and base
commissions paid

Schedule A (Form 5500) 2024

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 28893
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
PHOENIX INVESTORS, LLC plan number (PN) » 501

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

PHOENIX INVESTORS LLC

39-1785189

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
PRINCIPAL 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
42-0127290 61271 1057332 169 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

22701

6427

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

MCGRIFF INSURANCE SERVICES INC

PO BOX 896620
CHARLOTTE, NC 28289

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

13119

3

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

M3 INS SOLUTIONS INC

P O BOX 8950
MADISON, WI 53798

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

9582

3

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

Schedule A (Form 5500) 2024
v. 240311
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Page2—| 1

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

306 W ERIE STREET
SUITE 300

CHICAGO, IL 60654
Fees and other commissions paid (e)
(b) Amount of sales and base Organization

commissions paid (c) Amount (d) Purpose code

0 3942 | SERVICE FEE 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
M3 INS SOLUTIONS INC 828 JOHN NOLEN DRIVE
MADISON, WI 53713

(b) Amount of sales and base

Fees and other commissions paid (e)
Organization
commissions paid (c) Amount (d) Purpose code
0 2485 | BONUS COMPENSATION 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(@) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base
commissions paid

Fees and other commissions paid
(c) Amount

(e)
(d) P Organization
urpose

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) P CRITICAL ILLNESS ACCIDENTAL DEATH AND DISMEMBERMENT

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 285897
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE A Insurance Information OMB No. 12100110
(Form 5500) '

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

Department of Labor

Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit

PHOENIX INVESTORS, LLC plan number (PN) 3 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

PHOENIX INVESTORS LLC 39-1785189

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
TOKIO MARINE

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
35-1817054 92711 417002415956 162 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
0 0

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

Fees and other commissions paid

(b) Amount of sales and base

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

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

Fees and other commissions paid
(c) Amount (d) Purpose (e) Organization code

(b) Amount of sales and base
commissions paid

Schedule A (Form 5500) 2024

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

9 Experience-rated contracts:

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

Specify nature of costs.

Part IV Provision of Information

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

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
PHOENIX INVESTORS, LLC plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
PHOENIX INVESTORS LLC 39-1785189

Part | | Service Provider Information (see instructions)

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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




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)

(h)

compensation? (sources

(e)
Did service provider
receive indirect

other than plan or plan
sponsor)

compensation, for which the

®)
Did indirect compensation
include eligible indirect

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-.

2161

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

Yes No D

Yes D No E

Yes D No B]

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

(9)

(h)

(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?

Enter total indirect
compensation received by
service provider excluding

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

Did the service
provider give you a
formula instead of
an amount or
u|estimated amount?

t

Yes D No D

Yes D No D

Yes D No D

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

(h)

UMR INC
39-1995276
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
12 CLAIMS 136303
PROCESSING
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid

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

by the plan. If none,

enter -0-.

(e)
Did service provider
receive indirect

other than plan or plan
sponsor)

(f)

(9)

Enter total indirect

Did the service

compensation? (sources

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

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

provider give you a
formula instead of
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

Bepariment of the Treasury
Internal Roverive Service

Annual Return/Report of Employee Benefit Plan

This form is required 1o be filed for employee benefit plans under sections 104
and 40635 of the Employee Relirement Income Security Act of 1974 (ERISA) and
‘sactions BO57(b} and 6058(3) of the Internal Revende Code (the Code).

‘Wepanrient of Labor
Emplayee Bepefly Security
Adrinistration

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

Hensing Benefit Guaranty Corporation

OMB Nos, 1210-0119,
1210-0089

2024

This Farm is:Open to Public

. Inspection
{ Part) [-AnnuaiRepoﬂldenﬁﬁcaﬁoh Information _
For calenidar plan vear 2024 or fiscal plan year beginning 0L/01/2024 and ending 1273172024
A This returmirport s fof: D & multismployer plan D a muttiple-émgloyer plan (Filérs checking. {his.box must provide pariicipating

a-éing!e-empioye’r plan D a DFE (specify)
B This returnireport is: D the Tirst feturn/report l:] tite finat returafreport

D an amended refurnfréport B a short plan year retumfreport (less than 12 mioriths)
C ifthe planis a.collectively-bargained ptan, check hare. . . . . . B e i Y * D
D -Check box if filing under: D Form 5658 D automatic extension

employer information in accordance with the form instiuctions 3

[] spegial extension {enter description)

D the DFVC program

E fithisis a retroachvely adopted plan permtlted by SEGURE Act sect:on 201, chock here. .. .. i e "_[]

Partll | Basic Plan [information—enter all requested information

" a ‘Name of plan
Phoenix Invesuors,

LLE

1b

Three-digi plan .
rismber (PN} 503

1ic

Effective date of plan
01/01/20%3

2a -Plansponsor's name (employer, if for a single- -employer plan)
Matling address {include: room, apt., suite no, and’ street, or P.O. Box)

City or town, state or province, country; and ZIP of foreign postat code {if foreign, see instructionsy
Phoenix ITVestors LLC

431 E#st Kilkourn avenus

Suite 201
Milwankee

WI 530820

2h

Employer identification
Number (EIN)
39-178518%3

2c

Flan Sponsor's. telephione
number o
(414)283-2600

2d

Business-code (see’
instructions)
531310

Caution: A penalty for the late

or incomplete filing of this returnireport wiil be 'sed unléss reasonable cause is established.

Under penallies of perjury and cther pénalties set forth in the instrictions, | declare that | have examined this return!report inciuding accompanying schedules;
statements and attachments; as well as the electronic version of this refurnfreport, and ta the best.ofmy knowiedge and belief, it is trus; correct; and compleie:

SIGN //é’;“/'é\"" "%(/AJ Katherine Qstruszka

HERE -t : — ~ ' T
Signature of plan administrator Daie. Efiter name of individual signing-as. plan administrator

SIGN

HERE ) ) :
Signature of employer/plan spansor Cidts _Ente'r name of individual signing as employer or.plan spansor

SiGN

HERE . . — )
Signature of DFE Date Enter name of individual signing as DFE

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

Form.5500 (2024}
v. 240311
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3a Plan adminisirator's name: and address D -Bamg as Plan Sponsar
Phoenix Iivestors. LLG

3bh Administiator's EIN
39=1785189

3¢ Adrinistrator's telephione
_number
{414) 283-2600

431 Fast Kilbourn Avénue
Suite 201
#Milwankes wWI 53020
4 Jithe pamié andfor EIN of the plan. sponsor or the pianhame has changed since the. kst relurrifreport filed. for this plan, 4b EiN
enter the plan sponsor's name, EIN, the pfan name and the-plan numbey from-the last returnfreport;
A ‘Bponsor's name 4d PN
G Plan Name.
5 Total number of participants at the beginning of the plan year 5 1 196
€  Number of participants as of the ehd of the plan year unless otheriwise stated (weifare plans coimplete only lines-6a(1},
Ba(z,'u b, Bc, and 6d).
a{.’l)_ Total number of active participarnits at the-beginning oFthe PIaNn YEAK ... s it s sreressesisssrsssons s reersssianes ga(1) 196
‘a{2} Total numbetof active participants at the end of the-plan year s s s | §2(2) 168
b Retired or separated participants receiving beneﬁts 6b . g
G Other retired or separated parlicipants entiied t0 FULIFE BEREME . e iy st s i ser s sntoeaste feeeseesenesesemsessens 6c 0
d Subtotal, Add lines §a(2), 6b; and BE. ......ccceeeceeeee e un et g rasbeg s e nara ersvmraree N U PN 6d 168
e Deceased pdrticipants whose beneficiaries are receiving or are enfitled t6 receive bénefits. ... Febevientees aenbrriinas 1 Be
f Total. Addlines 6d and e, ......... rerne e b e s RO PRSIV B -2
:(1) Number of pammpants with accaunt baian ‘g5 a5 of the beglnnmg of the plan year (only defned contnbutlon pfans 6g(1
complete this item)... o 4rieefrans e b emeag s e dan e ara e bt hn e et sana s emtas benbar e Sambnn e peertar b Eden it ar e e ea e bean e nges s arabe oheu s besbad a(1}
1(2) Nurribigr of partlcnpanta wsth account halances as. of the end of the plan year (on[y defined contnbutlon plans
ai complete this 1tem) 6e{2)
h Number of partic:pants who termmated emplayment durmg the plan year with accrued henefts thatwere .
less than 100% vested .. i | Bh
7 Enier the tolal number of emp!oyers ob[!gated m contnbute to the plan (only multnemp!oyer pians complete th:s |tem)..,.;.-., 7

‘Ba Ifthe.plan provides pension benefits, enter the- applicable pension feature codes from the List of Plan Characteristics Cades in the instructions:

b i the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the Instructions:

4R 4B 4D 4% 4P 4H 4Q

9a Pfan funding arfangeément {check alk that apply) 9b Flan benefit arrangement (check all that apply}
{1}. lnsurance {1} Insurance:
{2) Code seclion 412(e}(3) nsurance contracis {2) Code Section 412{2)(3) Insurarte contracts
3} Trust {3 Trust
{4} Gener_a_i ‘assets of the sponsar {4 “Geheral assets of the sponsor

10 cCheckall applicable boxes'in 10a and 10k & indicate which schedules are-attached, arid, where indicated, enler the number attached: (See instructions)

a Pension Schedules b General Schedules
(n D R (Retirement Plan Information) m D H (Firancial Information)
. o L 2 I (Flrancial Information — Small Plan
{2) [] MB . (Multiemployer Defined Benefit Plan and Cartain Money- (_) D (Financial i.n ormation ) m. ) ) 3
 Pirchase Plan Actuarial Information} - sigried by the plan (3) K] & (nsurance Informiation} — Number Attached

actuary “ Kl c© (service Provider Information)

__(3)__ D SB (Smhg.tg-E.m._p[o?_{er Def.i.ned Bene_:ﬁ_t.Pi.an Actuarial (5) D D (DFEfParticipating Plan Informiation)
infurmatlon] signed by the plan actuary ;

{4} [] DCG {Individual Plam: Information) -Number Aftached {86) [[ G (Financial Transaction Schedules}

5) [] MEP (Muliipte-Employer Retirernent Plart Informitation)

1¢ = Actcidental Death ard Dismemberment
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I Part1ll | Form M-1 Compliance Information {te be completed by welfare benefit plans)

113 if the plan prowdes welfare benefits, was the:plan subject fo.the Form M-1 filing. requirements during the plan year? {See instructions and. 24 CFR:
25201012 vt meniinn || Y68 4 No

if “Yas” is checked, complete {ines 11bdnd 11c:

1'1b Is the' plan-cumently in compliarice with the Form M-1 filing requitéments? (See instructions and 20 CFR 2520,101-2.).......... BYes [l No

11¢ Enter the Receipt. Confrmatron Code for the 2024 Form M-1 annual feport. H.the plan was riot required to.file the 2024 Farm M-1 annuat report, enier the
Receipt Confirmation Code for the fmost recent Form M- that was required to bé filed under the Form M-1 filing requirements. (Failure to-enter 2 valid
Receipt Confirmation Code will subject the Form 5500 filing {0 rejection as incomplate.}

Receipt Confirmation Code,




SCHEDULE A Insurance Information
(Form 5500)

OMB No, 1210-01710

Departmant of thé. Treasary This schedule is-required to be filed under sechon 104 vf the | 2024
internal Revenue Sorvice Employes Retirerient licome Security. Act of 1974 (ERISA)
Emgloyes ¢ D-e”r"m?étcﬁib‘fﬂf.m iof 2 File as an attachment to Form 5500. :
- . Chi ic to Publl
Pension Bedefit Goaranty Corpiaration } Insuranice companies are:réquired. to provide. the information This For%;g;f:ﬁ o Publle
pursuant to ERISA section 103(a)(2).
For.calendar plan year 2024 or fiscal plan year beginning Di/01/2024 and ending 12/31/72024
A Name of pian B B Three-digit _
Phoenix Investors, LLC plan number (PN} » 501
C Flar-sponsar's name.as shown gn ine.2a of Form 3500 D Employer Identification Numb'ar(E'IN)
Phoenix Investors LLO
39-178518%

Part:| Information Concerning Insurance Contract Coverage Fees, and Commissions Provide information for each contract
on a sepatate Schedule A. thdividual contracts grouped as a unitin Parts I and 1)l can be repoarted on'a single Schedule A,

1 Coverage Informalion:

{a) Name of insurance carrier

Tokio Marine

) (€} NAIC {d) Contract or {e} Approximate number of Palicy or contract year
{b} EIN e T . nersons covered at end of i
code identification number poiicy. or contract year {fi From {g) To
3-5-1"8"5.’70514 94711 4317003415956 162 0L/01/2024 12/31/2024.

‘2 Insurance féé and commission ‘information. Enter the lotal fees and total commilssions: pa|d Listinline.3the agents ‘brokers, and other- pETSONS i,
dE:scenqu order of the amount paid.

{a) Tolal amount-of commissions paid {b} Total amount of fees: paid

] ¢

3 Persons recaiving comimissions and fees. (Complete as many eniriés as needed to repori all persons),

{a) Name and address of the agent, broker, or othér person te whom commissions or fees were paid-

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

{a) Nariie arid address of the agent, broker, ar other person.to whom commissions.or fees were paid

{b) Amount _ci'f'éafes_ and base Fées and other ccm'missions._p'aid o .
commissions:paid {c) Amount’ (¢} Purbose. {e) Organization. code
For Paporwork Reduction Act Notice, see the Instruétions for Form.5500, Schedule A {Form.5500) 2024

v, 240311




Schedule A {Form 5500):2024 Page 2 —| 2

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

o _ Fees and gther commissions paid ' (&)
(b} Amourit of sales and base e ' Organization
commissions paid (&) Amount (d) Purpose code

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

Fees and other conimissions paid o =)
(b} Amoviit of salos and base . . o Organization
commiissioris paid (€) Amount (d) Purpgse code

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

‘Feés and other commissions paid: ' {e}.
{b) Amoun! of salés and base . ] . ] Organization
commissions paid {€) Amount (d).Furposa code

{a) Name:and addréss of tHie ageht, broker, or other person towhorm cominissions of fees were paid

] . Fees-and other commissions paid: (8
‘(b) Amount of sales and base . L o : Organization
commissions. paid {e) Amdunt {d) Purpose code

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

Fees and other commissions paid g}
{b) Amount of sales and base’ . . - ) Organization
cofmmissions paid- {e) Amount. {d).Purpose, code




Schedule A (Form 5500) 2024 Page 3

Partll | Investment and Annuity Contract Information
Where individual cohfracts are provided, the entire grotip of such individual coritracts with each carrier may be trealed as .a unll for purposes of

this report.
4 -Current vallie of plan's interest under this contract in the-general acCoUNt aEYEAr €00 «.......oo.o.coooorvveeeesrrereros 2errers 4
5 Current-value of plan's interest under this contract in separate accounts at Lz 1 RN 5
6 GContracts With Allcated Funds:
a Siate'the basis of premium rates »
b Premiums paidto carder.. caten bk Lvbab s ha Lo araastam s en S e s es e s v S AR et 11 st o2 ene et eet eaeen e eeeet 1eenete s et e seeraresee ‘Gh
C Premiums due but unpa:d at the end of the year A ererren- Bc
d  ifthe cartier, service, or other organization lncurred any specnf:c costs in connectlon wnh the acqu;s:tlon or &d
retention.of the contract Or BOHCY, SITIBE AMOUNL. .o et errirraseerssssresassbessessrt s ressaresteaaasons emtrms seessasstn
'Sp_e_m_fy nature of costs. P
e Typeofcontract (1) D ‘individual policles {2y D group deferred annuity
@) [] otner (specify) P
fou conlract purchased, in whole or in part, 16 distribute bengfits from. a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not.include portions of these contracts maintained in separaie accounts}
a Typeof contract: 1 D depasit administration (2) D immedizte participation guarantee
£3) D guaranteed investiment {4) D “other 3
b Balance at the end of the previous VAT crrasier e tanetres ittt bes rems s e paeessnrs b mtetenat cararerntinetetieetedaseetunnesendeeaiensed [ 7b
€. Additions; {1) Contribytions deposited dursng the year .. 7c(1)
{2} Dividends and credits... 7c(2}
{3) Interest credited during the year 7¢(3)
_{_4) Translerred from _separat_e._accouni [P OTROR I 73.('4)'
() Other (SPECily BEIOW) . .ueu e e e s reces e e cvvsnrmssrresec eeesesreeeereevenens | TG
»
(&) Total gdditions... T O ST - OO U PR PUISE IO +1 () }
d Total of batance and addltLons (add l:nes ?b and TC{B]) l Td
B Deductions; o
{1} Disbursed froim fund to pay benefts or purchase anhuities during year 7e(1)
{2)-Adrinistration charge made by carrier.. werets ' Te(2)
'(3) Transferred to:separate ACC0UNY ....oemieir st esiee s cierens | LELS)
(4) Other (SPETHY DEIOW meviserorrtrrerimmrsss sreesessresesssiemssessesssressspesssasiseneareeesions | @A)
»
(5) TOtal dBAUCHINS ... eeiese e remrieseeeerigep e s s OOV ORY 4 -1 (+) |
T Balance af the-end ofthe current vear. (subtract line 79(5) from ||ne 7d) i 7t




Schedufe-A (Form.5500) 2024 Page 4

Part [If | Welfare Benefit Contract Information

' If mare thian one conlract covers the same group of employges of the same: employer{s) or members of the same employee organizations(s),
the inforiation may bé combined for. reporting purposes if such contracis 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)

& [ Health (other than dental-or visicn) b[ ] Dental ¢ [] vision d [ ] tife insurance
e | | Temporary disability (accident-and sickness) | | Long-term disability j | | Siipplemental unemployment:  h [] Prescription. drg
i orary ¢ . _ 1plo _ C
{} Stop loss (large deductible) i B HMO contract k D PPO contract ID {ndemnity- contract

m ] Other (specify) »

g Experience rated- conlraci‘e
a Premmms {1) Amaunt recelved .. srerereeserarennan 9a(1)
{2) Increase; (decrease} in amburit due but unpaJd 9a(2}
{3) Increase {decrease) in unearned Premium reserve ............ 9a(3}
(4Y Earned ({13 + {2Y - (3 -vvvevemseresearererns T
b Benefit chafg_es-.{-j) Claims paid,-.-..,..‘.\.“.‘7,._,,..._ J— " ab(1) '
{2) Increase {decrease) in-claim TESRIVES ettt sbg s e, | IH2)
{3) Incurred-claims (add. {1) and 2)).... Bb(3)
(4) Claims charged.......<... : Sbi(4)
€ Remainder of premium (1) Retent:on charges (on an: accrual basts) .
(A} Commissicns... e e een v 8c{1)(A)
{B) Administrative service or other fees 9c{1)(B}
{C) Other specific acquisition cosls,.‘.....‘,.,w;.. 9c(1)(C)
(D} Other expensss........c...... Se{1)(D}
(F) Taxes.., - Ac{1){E)
{F) Charges for nsks or other contingencies .. e | BE(F)
{G) Other retention charges . | Bc(1)G) .
t) Total retention. . . . S ierveereersrreeenene | 9C{1HY
{2) Dividénds or retroactive rate. refunde {These amounts were D paid in cash ar D credtted J ............. 9c{2)
d  Stalus of policyholder reserves at end of year: (1) Ameunt held to prowde beneﬂts affer refirement...eeen.. 1 9d(H)
(2 Claim reserves., 9d(2)
{3) Other reserves ., Aii ireeraen “ 9d(3)
‘& Dividends or retreactwe rate refunds due (Do nat mcfude ameunt entered in hne 9::(2} ) Se
10 Monexperishca-rated contracts:
a Total premiums or subscription charges paid to carrier.. aeanes . ) - 40a 28,883
b Irthe camier, service, or othier organization indurféd: any specific-costs in connection wilh the acqu|smon or
refention ofthe contratt or poilcy. ‘othier than réportéd in Part}, line-2 above, report.amount. . 100,

Specify.-nature of costs.

| PartIV | Provision of Information

11_Did the insurance compary fajl to provide:any information necessadry to complete Schedule A7 ............. [1 Yes il -No

12 I the answer to line 11 is "Yes," specify the information not provided, ¥




SCHEDULE A Insurance Information
{Form 5500)

OMB No, 1210:0410

' Depariment of the Treasusy This schedule is required to be filed undar section 104 of the 2024
Internat Rovinue Sevite- ) Employée Retirement Income Security Act of 1974 (ERISA).
- —p—— _ . _
Empmy_a-e._g‘fﬁfg:gzg'iitfgz;masuanqn » File as an attachinent to Form 5500.
Pension Beriefil. Guaranty Corparation } Insurance companies-are. required to provide the Information This Fo";;;;gg?;‘nm Public
-pursuant to ERISA section 103(a){2}.
Forcaléndar plan year 2024 or fiscal plan year beginning Cl/01/2024 and ending 1273172024
‘f\ Name of plan . B Threé-digit
3 o T g - .
Phoen:x Investors, LLC plan riumber (PN) » 501
C’ Plan sponsor's name:as shown on line 2a.6f Form 5500 D Employer Identification Nomber {EIN)
Phoenix Investors LLC
389-178518%

Part1 Information Concerning Insurance Contract Coverage, Fees, and Commissions Frovide information for each contract
on‘a separale Schedule A, Individual contracts grouped as.a unit.in Parts Il and Ili can be reported on a- single Schedule A,

1 Coverage Information:

{a) Name of insurance carrier

Principal Life Insurance Company

: . . {e} Approximate number of Policy or contract year
b} EIN {e) NAIC . {d) Contract or . d at end of - i .
(k) code identification number pe}ﬁﬁgys gfzgﬁrait ?:ar_o {f) From. (9) Te'
42-3127280 61271 1057332 169 01/01/2024 12/31/2024

2 insurance fee-and Gommission information. Enter the total fees and total tommissions. paid., Listinline 3the agents, brokers, and other persons in
descending arder of the amount paid.

{d) Total amount of commissiong paid {b) Total amount.of fees paid.

22,7T0% &, 427

3 Persons-receiving commissions and fees. {Compléte as.many entries as neéded to rapart all persons).

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

Watchtoworn Benefits llc

306 W BErie Streest

Suite 300

Cnicage IL 60654

{B) Amcunt of sales and base Fees and other commissions paid
commissions paid {c) Amount {d} Purpose: {e) Organization code-

Service FTee

9 3,942 _ _ 3

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

M3 Ing Scolutions Inc
P0G Box 8950

Madison _ Wl 53798
(b) Amourt of sales and base . Fees and afher commissions paid :
commissions paid {c) Amount {d) Purpose {e) Organization code.
G, a2 3
For Paperwork Reduction Act Notice, see the Instructions for Forrii 5500. ‘Schedule A {Farm 5500) 2024

v. 240311



Schedulé A {Form 5500) 2024 _ Page 2 —

{a} Name and address of the-'a'gerit,_broker. or uther. person to whom commissions or feées were paid

M3 Ins Sclutions Ing
828 Johin Nolen Drive

(b} Amaunt.of sales and base L .
commissions paid (e} Amount {d) Purpose

Mzdison, WI 53713
. _ Fees anid other commissions paid fe)
{b) Amaunt of sates and base . ) . Qrganization
commissions paid (c) Amount {d) Purpose code
Bonus Compensation
a 2,485 3
{a}-Nama and address of the agent, broker, or other person to whom commissions or fees were paid
MeGriff Indurance Services Inc :
PG Hox 296620
Charlothe _ N 28289
. 'Fees-and other comimissions paid e
(b) Amount of sales and base ) . : Grganization
____tomimissions paid (c) Amount {g) Purpose code-
13,118 3
(a) Name and: address «of the-agent, broker, or other person to whoni gommissions or fees were paid
_ Faés and other comrissions paid {e}
(b} Amount of sales and base L o Qrganization
commissions pald {¢} Amaount {d) Purpose code
{a} Name and addreéss of the agent, broker, or other parson to whorm commissions or fees were paid
o _ Faes and other commissiens paid {e)
{b} Amount of sales and base o ' _ Organization
" commissions paid. (e} Amount (d) Purpose. code
(a} Mame and address of the' agent, broker, or other person {o:whom commissians or fees were paid
Fees.and other commissions paid {e)

‘Organization
‘code




Schedule A {Form:5500) 2024 Page: 3

Part I} | Investment and Annuity Contract Information
Whare individual conlracts.are prov:ded the entire group of such- md[wdual cantracts with each carrier may be treated as ‘a.unttfor purposes of

this report,
4 Current value of plan’s interest under this contract in the yeneral account at yearend ...y eeeeverniires 4
5 ‘Currentvalue of plan’s interest under this:contract in.separate. accoUNts @t YEar BN ..o v s scesroreeseeeseaeeeeess 5

6 Contracts With Aliocated Funds;
a  State the basis of premium rates P

b Premiums paid to.carrier... _ . 6b
c :F’remmms due but unpaid- at ihe end cfthe year ......... . 6c
¢ i the carrier, sarvice, or cther organizatiory incurred: any Spemﬁc costs iri- connechon W|th the. acqwsmon or 6d
fetention of the-gontract or policy, entér-amount. ., sl feeen -
Specify nature of costs ¥
€ Type of contract: (1) D individual poficies {2y D group deferred annuity:
@) [ ] other (specity)  »
f  Fcontract purchased, in-whole or in part. to-distributé Benefits.from & terminatifig plan;, check here > D
7 Gontracts With Unallocated Funds (Do. not indlude portions:of these contracts:maintained in-separate aceounts)
a  Type of contract; _(1)'D deposit administration (2) D immediate participalion guarantee
& D gudranteed investment. 4 D ofer ¥
B Balance e 800 0FthE DIEVIOUS YBAT .......... .. oeeereseosaiaesese e ioeererses e sttt sem sttt eeetess e ees oo omes ot oo | 7b
€  Additions: (1) Contributions deposited durmg the year .. 7c{1)
(2) Dividends and BrediS ... ieee e ceenii , 70(2}
{3) Interest credited during the year........... - 7c(3)
{4} Transferred frorseparate account, SOV TSSOSO I  + (- §
{5) OENEF {SPECHY DBIOW) .. .vvsiitirse e sererersahinast s or saesstnsban semeneieseens. 7!:{5}
N L
{6)Total additions .. . i

d Total of halance and add|t!ons (add Itnes Tb and 70{6}}

€ Deductions:

_{1}_Dis’bL.irsed from furd th pay benefits or purchase annuities during year Te(1)

{2) Admiinistralion tharge mads by GarHEr ... iieeee et e Te(2)

{3) Transferred to separate aCCOUNt ....civruiivn it coneseersnssssiseree s isivaivmn e | TELD)

{4).Other (Specify DElawW) . v.. i s se e renssiesonsevsrennens | 1E(4)

b

{8) Total deductions... 79(5)

f Balance.at the end of the current year (subtract I|ne ?e(5] from Ifne ?d} 1 7t




‘Schedulg A, (For 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

{fmore than one contract covers the same groupof employees of the- same employer(s) or members of the same emp[oyee orgamzatlons(s)
the informiation may bé :combined’ for reporting purposes if such contracts are experience-rated as-a unit. Where coniracts cover individuat
employees, the entire-group of such individual coniracis with each carrier ray be treated-as a unif for purposes of this report;

8 Benefit and contract type (check all applicable boxes)

a 1 Health {othef than dental-or '\'iision_} b EF Dentai [ E[ Vision d E Life insurahce
e @ Temiporary disaliility (accident and sickness) T E’ Long-tsrm disability g {:] Supplemental unemployment’ h D Prescription drug
i B Stop loss {large deductible) i D HMO contract k E PPO contract | D -ihdemnit_y contract

m@ Other (specify) FEritical Iilness.
Actidental Death and Dismemberment

9 Experience-rated contracts:
a Premiums: {1) Amount received 9a(h)
(2) Increase (decreass) in ampunt due but unpaud . 9a(2)
{3) Incre_ase (decrease) in Unearmead premium FESEMNVE . ..o v erimrenre. | 9a{3}
(4) Eamed- (1) + (2 = 131 eoorcevcroenrs oo seomnscope oo e
b Benefit charges (1) Claims paidi...c. .vvooeereoeereesesesreraorenns 9h(1)
{2¥ Increase (decrease) in-claim reserves...... 9b(2}
{3} Incurred-claims (addﬁ) and (2)).......... 9b(3}
{4} Claims charged... " 9b(4}
€ Remainder of premtum (‘]) Retenhon charges (on an accruaf bams}
{A) COMMISSIONS 1.vvvvovniusiestentsibrsesnsiresstccrsensssnesneseserrasssessssinenonens | 9C(1)(A)
(8). Adm:mstralwe SErVice or. oiher fees 9:(.‘1 }B)
{C} Other specific acquisition costs.., “Be(1){C)
(D} Other expenses ... 9¢(1)(D)
(E) Taxes... - Sc(1)E)
(Fy Charges for rrsks or other CONUNGENEIES &vvvvieirenricens i bionran BE(1}{F)
{G) Other retertion Gharges. ... 9‘3(1}((3}
{H) Total rétention... cevineren et SN - ST I i [ (5 )
{2) Dividénds or retfoactive rate.refunds. (These amounts were D pa:d in cash or D credlted ) 9c(2)
d Status of policyholder reserves at end of year: (1) Amount teld 1o provide benefits after rellrcment 9d{1)
{2)Claim reserves .. gd(2)
{3) Other reserves............ 9d(3}
e Dividends or retroactwe ra:e refunds due (Do nat anclude arnount entered in I|re 9c{2] 3... Ye.
10 Nonexperience-rated contratis:
a Total premiums or subscription charges pald B0 CAIMIBE et ast st s se s sneae e ere s nerin e 10a 285,897
b Ifthe carrier, service, arigther organization incutred any specific costs in‘connection with the acqunsnmn or )
retention of the contract or policy,-other than reported:in Part |, line 2 above, report amount. . 10b
Specify nature of costs.
| PartlV | Provision of Information
11 Did the insurance. compary fail to provide any information necessary to complete Schedule A2 i] Yes Ne

12 if the answer to fine 11 is "Yes,” specify the information ot provided, b




SCHEDULE A Insurance Information

. OME Nd. 1210-0110.
(Form 5500)

Departmont of t1é Treasury This schedule is.required to'be filed under section: 104 of the 2024
Interral Revenue Service Employee Retirement Income Security Act of 1974 (ERISAY.
Diepartmant of Lam Lo N .
Etitployre. a:'::ﬁis_ ggc:riﬁra.q:;ninls[rétléﬁ b File'as an attachment to Form 5500, —
- Penision Benafit Guaranty Corperation * Insurance companies are‘required to provide the information- This O":;;}gg?:nto Public
pursuant to ERISA section 103(aj(2). : ’
For calepdar plan year 2024 ot fiscal plan year beginning 170172024 and ending 12/31/2024
A Nar'n(::- of plan; B Three-digit
Phoenix Investors, LLC olan riumber (PN) b 501
C Plarrsponsor's name as é,_ho_wr) on !ihe?a aof Form 3500 D -Employer Identification Number (EIN)
Phoenix Investors LLE _
| 3%-1785189
g Partl Information Concerning Insurance Contract:Coverage, Fees, and Cominiissions Provide informatioi fof- éach contrack

i of’a separate Schedule A. Individual contracts grouped as a unit.in Parts I} and Ul can be reported on a single Schedule A,

1 Coverage Information:

(@) Name ofinsurance carrier

Tokio Marine

i {e) Approkimale numbeér of Policy or contract year
. {c] NAIC {d) Contract or {e) . i -
(B) EIN code identification number persans covered at end of {fy From {a) To
- policy or contract year X
33-1817054 92711 4170"02415956' 162 01/01/2024 12731/2024

"2 Insurange fee and commission infarmation. Enter the total fees - and total commissions paid. Lislin fine 3 the agents, brokers; and other persons in
descending order of the amount paid:

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

¢ o

-3 Persons receiving commissions and fees: {Camplete as many entrigs. as needed 1o report all persoris):

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

(b Amiount of sales 2dd base Fees arid other commissions paid
commissions paid . {e)-Amount. (d).Purpose - {e] Organizalion code.

{a}Name and address of the agent. breker, or other pefson 16 whom commissions or fees were paid

(b) Amount'of salies.and base . Fees and other commissions paid
commissions paid {e£) Amount {d} Purppse (e} Ordanization: code.
For Paperwork Reduction Act Natice, see the Instructions for Form.5500. Schedule A {Form 5500) 2024

v. 240311



Scheduie A (Form 5500) 2024

Page 2 — J ]

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

_ Fees and other commissions paid (e)

{b} Amount of sales and base L Organization.
" _commissions paid (e} Amount (d) Purpose code
(8} Name and addfess of the agent, broker, or-other person to whom commissions or fees Were paid

Fees and gther commissions pald (e}
{b} Amourit of sales and base . Crganization
commissions paid (€} Amount (d) Pumcse ‘code
{a) Name and address of the agent, broker, or other person:-lo whorn commissions er fées werg paid
_ _ Fees and other commissians paid {e)
(b} Amount of sales and base . A Organization
commissions paid {e) Amount (d) Purpose cods’
{a} Name and address of the agent, broker, or other person to.whom commissions of fees were paid
_ _ Fees and other commissions paid (e)
"(b) Armiount of sales-and base L . Organization
commissions paid. {e) Amount (d) Purpose tode.
{a) Name and address$ of \hé agent; broker, of other person to whaom commissions orfees were paid
Fees and other commissions paid: {e)

(b). Amount of sales and base
commissions paid

{c) Amount.

{d) Purpose

-Drdanization

code




Schedule.A (Form §500) 2024 Page 3

Partil | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such'individual coniracts with each carrier may be treated as.a unitfor purposes of

this report.
4 Current value of plan's interest under this contract in the ganeral AcCOUMt a8 YEAT 8N .......o...coeveveceeeceererseeeeereesraroes 4
5 Current value.of plan's interest under this contract in separate accounts at Year BAG.......cceceveceees s siengene e 5
6 Contracts With Allpcated Funds:
a  State the.basis of premium rates »
b Premiums paid 1o Cariers. .o 6b
C  Premiums due but unpald at the end of the year .. 6c
d  Ifihe carder, service, or other organization mcurred any specmc costs irv cannection with: the: acqws:tlon of &d
ratention of the contratt or policy, entér amount; ., PRSPPI :
Specify nature of costs. ¥~
e Typeofcontract: (1) D individual policies {2) D group deferred annuiity
@[] otner (specify) P
oo contract purchased, in whole orin part, {o distribute benefits from a terminating plan, check here » D
7 Contracts With Unailocated Funds (Do not Include portions of these contracts mamtarned in.separate accounts)
a  Type ofcontract; m D deposit administration (_2} [l _lmm_e_dlate_ participation guaraniee
(3) D guarantesd investment {4) D cther ¥
b Balance afthe end of the pravious. year .. | 7b
C  Additions: (1) Contributions deposited durmg the year, 7c(1)
£2) Ohidends 2nd SreditS. ... oo cvieesers s e rseiaesee s 7c(2)
{3) interest credited during the YEAr ot e 7c¢(3)
{4). Transferred from separaté account.........oc i 7c{4}
{5) Other {SPEGIY BEIOWS .. 1.\ e eics e eeeaesreseesreserivereens 7e{5)
N |
{6)Total additions .. PV U PN D DV OUT ORI SOOI £+~ | )
d Total of balance and addittons {add Ilnes ?b and Tc{ﬁn 7d
e Deductions:
{1} Disbursed-from fund to pay benefits or purchase annuities during year 7e(1).
{2} Adniinistration charge made DY CaITIBI.......cccrs it ireeenensseee st .1 Te(2)
{3} Transferred o SEPaArate: BECOUNL.: .. ee e e s sasirsssras i s saivi e | LE(B)
(4) OUNEE {SPBEIFY DEIOW] 1o crsene s e enerssamsr s seemssnseiiesmsiesneevcorssieseraennest, | £E{4)
>
{5) Total deductions .. - DD OO TR { -1 £+ |
f Balance at theend ofthe current year (subtract hne ?c(5} fmm Ime 7d) F Fi
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Part lll | Welfare Benefit Contract Information

If more than one contract covers the same group-of em pioyees of the same emp!oyer(s) or members of the same employee erganlzatlons[s).
the information may be combined for. reporting purposes if such conlracts are experience-rated as a unit. Where conlracts cover- individual
employees, the entire group of such individual contracts w1th eachcarrier may be Ireated ds:4 unit for purposes of this report,

B Benefit anid contract type (check all applicable’ bokes)

a B Health (other than dental or vision) b D Dental CD Vision d'-D Life-insurance
e ]] Tempofery disability (accident and sickness) E| Long-term disability g D Supplemental uneﬁ'np!e‘y_ment- h [:] Prescription drug
i BE Stop loss, (large deductible) i D HMO contract k D PPO céoniract ] D Indemnity contract

in B Other (specify) P

9 Experience-rated gontracts:”
& Premiums: (1} Amount reaive .. e s, ga(1)
(2) Increase (decrease) in amount due but unpa|d ..... 9a(2y
{3) Increase {decrease} in unearned PreMIUM. FESEIVE ..., .....oooovce oo, 9a(3
Y B () R o B S ] Sa(d)
b Benefit charges (1) Claims PAI.... .oy sece e s 2h({1) '
(2) Increase (decrease).in Iaim reServes. ... ..o.........o..... gh(2)
{3} incurred ctaims (add {1).and {2h. 9h(3)
{4 Claims charged ... . .8b(4)
C Remainder of prermum (1) Retention chargee (on an accrual basts) B
(A) COMMUESSIONS virirveeeeseeeresesetos s veresresssssnssssensesssgsmsssaresnnesroneeeenee | 9C{1)(AA)
(B) Administrative s service or other fees reree .. { 8c{1)(B}
(€) Other specific acquisition ccsls 9¢(1)(C})
{D) Ol'her'expenses 9c{14{D})
(E) Taxes . v e 1 2C{1HE)
{F) Charges fer nsks or ather centmgencnes . recvneen 1 IE(IMF)
(G) Other retention charges...-‘.-.“ ceteror bt et et s s s s fonsa o 93{1){5)
{HY Total retantion... SR i . crergerisenennneens 1 IC{1I{H)
{2) Dividends.or retroactwe rate refunds. (These amounts wera D pald i cash, or D credtted ) 9¢(2)
d Staius of palicyholder reserves at end of year: (1) Amount held to provides benefits after reliremint,..........._... 9d(1}
{2) Claim reserves ....o...orurmvvevenns, ad{2)
(3) Other reserves............... o v T 9d(3)
e Dividends ot retmectwe rate refunds due (Do not :nc[ude amount emered in’ hne 9(:(2) ) D¢
10 Nonsxperience-ated contracts:
a Total premiums or subscnptlon charges.paid.to carrier..... e . . . 10a
b 1T the carder, setvice, o alter organization incuired. any specific.costs in. connechen with the acqutsahon or ]
retention 6f the contract o, policy, otiver than reported in Part }, tine 2 abowve, report amount. . 10b

Specily 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 o line 11 is“Yes,” specify the informiation not provided..




SCHEDULE C Service Provider Information OB No: 1210-0110
(Form 5500) | 2024
Department of the Tredsury- This schedule s requirad 1o he filed under section 104 of the-Employee
internat Revenue Serviee Retirement Income Security Act of 1974 (ERISA). - —
- — This Form is Open to Public
Ermplayee Bt Secesits Administraion } File as an attachmentto Form-5508, lnspécﬂioh- '
Paonsion Bonefit G ty Garporation .
For caléndar plan year 2024 of fiscal plan year begihning V1/01/2024 and ending 12/31/2G24
A_ Name of plan B Three:digit _ .
Phoenix Investors; LLC pian numiber (PN) > 501
C Plan spensar's name as shown oh ling 2a of Form 5500, D Employer Identification Number (EIN)
Phoenix Investoers LLC 39-1785189

| Part] | Service Provider Information {see instructions)

You must complete this Parl,in actordance with the instructions, 9 report the information.required for.each person who recelved, directly orindirectly, 85,000
or mors int tolal compensation (.., money or anything else of monetary value) in connection with services rendeted td'the plan or the person's position with:the:
plan during the planyear. if a pérson received only eligible: indirect compensation for which the. plan fecéived the reqlired distlosures, you are required to
aifiswer line 1 but:are not reguired 1o inclide that person when comiplsting the remaitider 6f this. Part.

1 Information-on Persons Receiving Only Eligible Indirect Compensation
@ Cheek "Yes! or "No” o indicate whether you are-excludinig a person-from the: temaindér of this Part because they received only efigible

b If you answered line 1a: "Y’es_,':” enter the name and EIN or add_ress'q?:each person providing the required disclosures for the.service providers who
received only eligible indirect campensation. - Compléte as many entries as needed (see instructions}..

{b} Enter name-and EIN or address of person who provided you disclosures art-eligible indirect compensation

{b) Eriter name and EIN or address of person who- pravided 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 indifect__ compensation

For-Paperwork Reduction Act Notice, see thé Instructions for Form 5500, Schedule. G (Form 5500) 2024

v. 240311
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(b} Enter name.and EIN oraddress of persan who provided you disclosures.on eligible indirect compensation

{p) Enter name and EIN or address of person who provided you disciosures on eligible indirect compensatiori

_(b} En_te;:na__rr;e and EIN._ar_ address of person-who provided you disclosures on-eligible indlrect- compénsalion

(b'}_ Enter name and EIN or adc__ifes_s of. parson'who provided you disclosures on.eligible indirect dompensation

(_b'} Enter name and EIN or address of person who provided you disclosures on eligible indirect compénsation

{b) _E'nter'name.a_nd EIN-or adaress of person who provided you disclosurés on eligible indirect sormpensation

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

{b) Enter name and EIN or-address.of person who prov'ide_d-yau disclosures on gligible indirett compensatiori
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Page 3 - [ i

2. Information on Other Service Providers Receiving Direct or Indlrect Compensatlon Exceptfor those: persons for whom you
answered “Yes” io line 1a above: com plete-as many.entries as headed:to lst each person receiving, directly or indirectly, $5,000 or more in tolal compensahon
{i.e.. money.or anything efse of value) in-connection with services rendered to the plan or their position-with the plan dufing the plan year. (See instructions).

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

UMk Ine
35-15995276
(b} () () (e) _ ._ (g ()
Service’ Relationshipta Enterdirect Did service. provider Did.indirect dompensation Enter totalindirect. Did the-service:
Codels) jemployer, employee| compensation paid receive ihdirect include éligible indirect ‘compénsation received by | provider give you a
' -organization,'or by the plan: If hone;| compensation? (scurces | compensation, for which the. | service provider excludifg | forrmula instead of
person-known i he-. enter -0-.. other than plan or-plan plan received the required eligible indirect an amount or.
a party-in-interest $pOnsor) discigsures?. compensatian for which youi estimated amount?
answergd “Yes” o element
{f: If none; enter -0-,
Fiains Erscessing Yes {] No ] ves ] No f ves[] No [f
136, 303 ' 2,16l
(a) Enter name. ani EIN of address (see instructions)

o) T (e} ) C m )
Sérvige Refdtionshipto Enter direct. Did service provider Did indirect compensation Enter total indirect DId the-service:
Code(s} |erployer, employee | compensation paid receive indirect -include eligible indirect compensation received by | provider give you a

arganization, or by the plan. If rione.|-compensation? (Sources ‘compensation, for which the | service provider excluding | formuta instead of
person kndwn:te be “enter -0-. other than planer plan | plan received the:required eligible indirect an amount or
& parly-in-interest sponsar} disclosures? compensation for whith youiestimated amount?
answered "Yes"to glement
{f. If none, enter -0~
Yes[] No[] Yes [] Nof{] Yes [| No ]
{&} Enter name and EIN or address {see.iristructions)
(b) (o} (d) (e) (f) @ (h)
Service. Relatlonshm o Enter direct Dig service provider Did indirect compensation Enter fotal indirect Did the sarvice
Code(s) jempioyer, smployee | compensation pald raceiveindirect

organiZatton, dr
person known io be
a party-in-interest

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

-compensation? {sources

cther than plan or plan
sponsor)

_ include eiigible indirect
compensation, far which the
plan received the required

' disclosures?

-answered "Yes" to-element

compensation received by

service provider exciuding:
aligible indirect '

sompensation for which you

{f). Ifnone, enter -0-.

provider give youa
“formula instead of

‘an amournit or

estimated amount?

‘Yes D No D

Yes D No. D

Yes {1 No []
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| Service Provider Information {continued)

3. If you reported on line 2 recemt of indirect compensation,.other than eligible mdlrecl compensation, by a service provlder and the service prowder is a fiduciary
or provides contract administrator, consulting, -cistodial, investment advisary, lnvestment managsmerit, broker, or récordkeeping services, answer the follmwng
“questions for (8} each.source from whom the service provider received $1,000 of more'In indirect compensation and (b} each source for whom the service
provider gave:you a formula used to determine the indirect compensation |nstead of an amount or estimated amount of the indirect compensation. Cornplete as;
mary enfries as: needed to-report the required information far each source.

{a) Enter:service provider name as it appears.on fing 2 {b) Service Codes {c) Enter amount of indirett
{528 instructions), compensation
{d) Enter riaie and EIN (address) of source of indirect cofnpensation | {e) Describe the indirect compensation, inciuding any

farmula used to déteimine:the service: provider's eligibiity
for or the amount of the. indi're'cl'cdrhpens'atidn'.

{a) Enter service provider name as it appears on fine 2 {b) Service Codes- {c] Enter‘amount of indirect
{seeinstruciions) compensation
{d).Enter name and EIN {address) of source of indirect compansation (@) Describe the indirect compensation; inéluding any

formula used to determme the service-provider's: e!lglbmty
for or-the amount of the. indirect, compensation,

(a) Enter service:provider name as it appears on line 2 {b) Service Cades ‘ (c} Enler amount of indirect
{seé instructions) compensation
(d} Enter name and EIN (address) of souice of indirect compensation (e) Deseritiethe 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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I "Part Il | Service Providers Who Fail or Refuse to Provide Information

4 Provide, ta thé-extent possible, thé following information for. each service provider who failed or refused to provide the information necéssary 16 compléte
this Schedle.

(a) Enter neme and EIN:or address of service provider (see {b) Nature of | (€} Describe the information that the service provider failed or refused lo
JInstructions) ‘Service provide’
] Code(s)
{a_} Enter name and EIN or address.of service providér (zee (b} Nature of {c} Describe the information that the service provider failed or refused to
instructions) Service provide
: Code(s}
{a) Enter riarie and EIN or-address of service provider (see {b) Nature of | (c) Describe the information.that the service provider failed or refused'to
instructions} "~ Service provide
Coda(s)
(a} Enter-name and EIN-or address of service provider (see {b} Nature-of | {€} Deseritia the information that the service provider failed of rafused to
instructions) Service ‘provide
. Code(s} )
{a) Enter namie 2nd EIN o address of sérvice provide {366 (DY Nature.of | (c) 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 {b} Nature of | (€} Desaribe the iformation that the service provider failed or fefused to
instructions) " Service provide
Code(s}
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g Part Il Termination Information on Accountants and Enrolled Actuaries {see instructions)
i {complete as many entries as headed) '

a4 Name: ‘b EIN:

C  Position:

d  Address: & Telephone:

Explanation:

a ﬂame: b EIN:
€ Position:

d  Address

i & Telephone:

Explanation;

a  Name: b EIN:

C  Pasition:

d Addréss: e Telephone:

Explanation;

a  Name; b En:

€ Position: . .

d Address: € Telephone:
Explanation:

a8 MName: b &N

C.  Positlion: ]

d  Address;

e Telephorie:

‘Explanation:




