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
CROSSLINK LIFE SCIENCES LLC WELFARE BENEFIT PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
01/01/2015

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) 26-4041432

CROSSLINK LIFE SCIENCES LLC

1880 BEAVER RIDGE CIRCLE
SUITE D
NORCROSS, GA 30071

2C Plan Sponsor’s telephone
number
404-320-6018

2d Business code (see
instructions)
423990

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 FRANCIS W. LUTZ, JR.
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

a Plan administrator's name and address ame as Plan Sponsor ministrator’s
3a PI dministrator’ d add S Plan Sp 3b Administrator’'s EIN
CROSSLINK LIFE SCIENCES LLC 3C Administrator's telephone
1880 BEAVER RIDGE CIRCLE number
SUITED 404-320-6018
NORCROSS, GA 30071
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 524
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) 524
a(2) Total number of active participants at the end of the plan year ... 63_(2) 489
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 489
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
COMPIEEE TNIS HEIM) ..ottt a et s bt et e sae e et e e e en e e be e s r e e teeeneenaneenne
9 lete this it 6g(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 4F 4H 4Q

9a Plan funding arrangement (check all that apply)

9b Plan benefit arrangement (check all that apply)

) Insurance 1) Insurance

2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust

4 M General assets of the sponsor 4) M General assets of the sponsor

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

a Pension Schedules
(@) D R (Retirement Plan Information)

2 D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan

actuary

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

Information) - signed by the plan actuary

4 D DCG (Individual Plan Information) — Number Attached
(5) D MEP (Multiple-Employer Retirement Plan Information)

b General Schedules

1) D H (Financial Information)

2) D | (Financial Information — Small Plan)

?3) A (Insurance Information) — Number Attached
4) D C (Service Provider Information)

(5) D D (DFE/Participating Plan Information)

(6) D G (Financial Transaction Schedules)
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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. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 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
CROSSLINK LIFE SCIENCES LLC WELFARE BENEFIT PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CROSSLINK LIFE SCIENCES LLC 26-4041432
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
BERKSHIRE HATHAWAY SPECIALTY 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
63-0202590 22276 47-MSL-000307-0 489 08/01/2024 07/31/2025

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 464140
(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) 464140
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 257423
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 257423
(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
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

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

C Plan sponsor’s name as shown on line 2a of Form 5500
CROSSLINK LIFE SCIENCES LLC

D Employer Identification Number (EIN)
26-4041432

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

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

1 Coverage Information:

(a) Name of insurance carrier
METROPOLITAN LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
13-5581829 65978 5760024 729 08/01/2024 07/31/2025

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

9482 376
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
STERLING SEACREST PARTNERS INC P O BOX 724137
ATLANTA, GA 31139
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
9482 376 | FEES PAID 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b B] 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)
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 317459
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

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

CROSSLINK LIFE SCIENCES LLC WELFARE BENEFIT PLAN

plan number (PN) 4 501

C Plan sponsor’s name as shown on line 2a of Form 5500
CROSSLINK LIFE SCIENCES LLC

D Employer Identification Number (EIN)
26-4041432

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
UNUM 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
01-0278678 62235 935359 489 08/01/2024 07/31/2025

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

11259 4666
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
STERLING SEACREST PRTICHARD INC P O BOX 724137
ATLANTA, GA 31139
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
11259 4666 | ADDITIONAL COMPENSATION PAID 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part 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 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 D PPO contract I D Indemnity contract

m [X Other (specify) » 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 243345
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

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

CROSSLINK LIFE SCIENCES LLC WELFARE BENEFIT PLAN

plan number (PN) 4 501

C Plan sponsor’s name as shown on line 2a of Form 5500
CROSSLINK LIFE SCIENCES LLC

D Employer Identification Number (EIN)
26-4041432

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
UNUM 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
01-0278678 62235 935360 127 08/01/2023 07/31/2024

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

7017 896
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
STERLING SEACREST PRITCHARD P O BOX 724137
ATLANTA, GA 31139
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
7017 896 | ADDITIONAL COMPENSATION PAID 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) P LIFESTYLE LIFE LIFESTYLE 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 50781
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




OMB Nos. 1210-0110
1210-0089

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104

Form 5500

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

Depart f the T
S ey sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024

Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

» Complete all entries in accordance with
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

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

[] a DFE (specify)
|:| the final return/report
D a short plan year return/report (less than 12 months)

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

a single-employer plan
D the first return/report
D an amended return/report

B This return/report is:

C Ifthe plan is a collectively-bargained plan, check here. .. ... . .. e > D
[] Form 5558

|:| special extension (enter description)

D Check box if filing under: D automatic extension

E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. . ........................ » I:l

Part Il | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit plan
Crosslink Life Sciences LLC Welfare Benefit Plan number (PN) » 501

1c Effective date of plan
01/01/2015

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, count%r, and ZIP or foreign postal code (if foreign, see instructions) 26-4041432
Crosslink Life Sciences LLC
2c Plan Sponsor's telephone
number
(404)320-6018
1880 Beaver Rldge Circle 2d Business code (see
Suite D instructions)
Norcross GA 30071 423990

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.

s T Nootl

SIGN T ) _J/ d4—+ -—|Francis W. Lutz, Jr.
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 pian 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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3
C

& Plan administrator's name and address D Same as Plan Sponsor
rosslink Life Sciences LLC

3b Administrator's EIN
26~4041432

3¢ Administrator's telephone
number
(404)320~-6018

1880 Beaver Ridge Circle
Suite D
Norcross GA 30071
4 Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last return/freport 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 l 524
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¢c, and 6d).
a(1) Total number of active participants at the beginning of the PIaN YEAF ..o 6a(1) 524
a(2) Total number of active participants at the end of the plan year 6a(2) 489
b Retired or separated participants receiving benefits ..............cccocecniivecinnnn 6b 0
c Other retired or separated participants entitled to future DENBMS ...........coooeriieet e 6¢c 0
d Subtotal. Add INeS BA(R), BB, AN BC. ......c..viviriieiiiieeeeet ettt ettt ettt ee e ettt ee et e et e 6d 489
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .................coooeeierrreennns, 6e
f Total. ADd INES B AN B. ........ouriceeeieieirr ittt st st e ot st ee s s s ess e oo en s erseseeeeeenese s 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
g COMPIELE TNIS HEBIM) ...ttt en et r e es ettt 2 e b e esee s e s ese s s e eseeneneeemen g
) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g COMPIBLE THES TEBIM) ...ttt et ettt st et e bbb e e et et et e e eeeme s e et nenssess st erneaseesnaeeseneaees 29(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1858 AN 100% VESBIEA . ... oot ettt s sttt sesce et ses e s er et et sec s sseatessenectenssasesseassnsees 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)....... 7

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

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

47 4B 4D 4F 4H 49Q

9

a Plan funding arrangement (check ali that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
(4) General assets of the sponsor 4) General assets of the sponsor
10 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) D MB (Multiemployer Defined Benefit Plan and Certain Money @ D I (Financial Information - Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) @ A (Insurance Information) - Number Attached __4
actuary @  [] ¢ (Service Provider Information)

4

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

{5) D D (DFE/Participating Plan Information)

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

{5) D MEP (Multiple-Employer Retirement Pian information)

Q = Accidental Death and Dismemberment



Form 5500 (2024) Page 3

l Part il | 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.) oo eeees e [] ves No

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

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

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

OMB No. 1210-0110

This schedule is required to be filed under section 104 of the 2024

Employee Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

This Form is Open to Public

» Insurance companies are required to provide the information inspection

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

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
Crosslink Life Sciences LLC Welfare Benefit Plan plan number (PN) > 501

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

Crosslink Life Sciences LLC

D Employer Identification Number (EIN)

26-4041432

Part1 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

Berkshire Hathaway Specialty Insurance Company

(¢} NAIC (d) Contract or (e} Approximate number of Palicy or contract year

b) EIN g d at end of

(b) code identification number pe;f,ﬁgi g?gg:ﬁ Y a?t 52 a ro (f) From (g) To
63-0202590 22276 47-MSL-000307-0 489 08/01/2024 07/31/2025

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

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

(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

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

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

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

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end .. 4
5 Current value of plan’s interest under this contract in separate accounts at Year eNnd.....ocoiiiiiiiiii e 5

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

b Premiums paid to carfer..............ccccoovrecrrnnn. 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

retention of the contract or policy, ENtEF MOUNL. ........ccviiie et

Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity

@) [] other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract: (1) [] deposit administration 2 |:] immediate participation guarantee
3) D guaranteed investment (4) D other »

b Balance at the end of the PIeVIOUS YBAF .............ccvvoeerosveeeeeoeeessoeeeeeresresossassasesesetsseosenssssensenssestaseosensensnsee s | 7b
€ Additions: (1) Contributions deposited during the year 7c(1)

(2) Dividends @nd Credits...............ovrnrerreemeieeeieeierie et esnens 7c(2)

(3) Interest credited dUrng the YEaT.............ccoo.evervveeeceeeeee oo 7c(3)

(4) Transferred from separate aCCOUNt .................c.ceovvevinirreirereeeeeereans 7¢(4)

(8) Other (specify betow) 7¢(5)

>

(B)TOUAI AAUHIONS ... e eers s seree s eeeese s eesses s eeer e eeeer s 7¢(6)
d Total of balance and additions (300 HNES 78 NG TCIB)). «.vvveevvveeerer oo eeecerereeeeeeeeveseesere st eereereereersrreseos | 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) ..........coiiiiiriieiere e e s
>

(5) TOtal dBAUCHONS ....oieii ettt cb et e e sb e beasae e srseebe e

f Balance at the end of the current year (subtract line 7e(5) from line 7d)
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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 g] Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g [:] Supplemental unemployment  h [] Prescription drug
i E} Stop loss (large deductibie) i D HMO contract kD PPO contract ID indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNt rECEIVET .....cooviverriieiiieiecoeeeeeceteece e 9a(1) 464,140
(2) Increase (decrease) in amount due but unpaid ...............c.ocoooeeieene,
(3) Increase (decrease) in unearned premium reserve ...
(4) Eamned ((1) +(2) = (B)) -ovo ettt s en s 9a(4) 464,140
b Benefit charges (1) Claims PaId.......co.ov.eoeeevverrereereereeeeeeeees s 9b(1) 257,423
(2) Increase (decrease) in Claim r€SEIVES.............ccoevveveioveeeeeeeeeee s 9b(2)
(3) Incurred claims (A00 (1) @8N0 (2)) .ooooeerier ettt er et e ees st ees ettt et e et ae s eaeer e e rereeen 9b(3) 257,423
(4) Claims charged 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) ~
(A) COMMUSSIONS ..ottt 9c(1)(A)
(B) Administrative service or other fees ...........c.ooceeeevivee e, 9c(1)}(B)
(C) Other SPECfic ACQUISIION COSIS v vvvreeeeeereeeeeeseoeeoeee . 9c(1XC)
(D) OhEr BXPENSES .......ovvvivieteteie e cee e s eeeneee e 9c(1)(D)
(E) TAXES.....voieeeceeeeceeeeeereeeoee oot es st sees s ees e e een e 9c(1)}(E)
(F) Charges for risks or other contingencies .. .. | 9e(1}(F)
(G) Other retention CharGeS ..........oocoeeevvreeveeeeereeeeesseereeeessoes e 9c(1)(G)
(H) TOtE TREBNMON. ...ttt ettt et sttt e et e ee e s e e sm e s e e e 9¢{1}(H) 0
2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)........c.oeeee. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESOIVES ... ieeee ettt e s e ete e et ee et e eeeresese et eeteeeee e st e eee et e es e e e ees s et esnee e s essreness 9d(2)
(B) ORI TESBIVES .....ovvrie ettt ettt e et eet et e ae et e e ee et e e te et e es et e e s ee e s ea e sseer s enresersnes 9d(3)
€ _Dividends or retroactive rate refunds due. (Do not include amount entered inline 9¢(2).)...........c........c........ 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMIE............ccooviviiii oottt aeeee e 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ...........c..ocoeve.. 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. »




SCHEDULE A Insurance Information
{(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the 2024
internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Lab:
Employee Ber?eﬁt?SZCZrityaAg:ninistration } File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Fom;igcﬁ?:nto Public
pursuant to ERISA section 103(a)(2).
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
Crosslink Life Sciences LLC Welfare Benefit Plan plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer identification Number (EIN)
Crosslink Life Sciences LLC
26-4041432
Part i Iinformation 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 11l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Metropolitan Life Insurance Company

(e} Approximate number of Policy or contract year
b) EIN (c) NAIC ) (d) Coptract or d at end of
(®) code identification number p e;zﬁgj gfzg;etr agt ;ga ro (f) From (g) To
13-5581829 65978 5760024 729 08/01/2024 07/31/2025

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
9,482 376

3 Persons receiving commissions and fees. (Compiete 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

Sterling Seacrest Partners Inc
P O Box 724137

Atlanta GA 31139

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

Fees Paid

9,482 376 3

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

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 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 at Year end .............cccoovervveevrrvreerrnnes 4
5 Current value of plan’s interest under this cortract in separate accounts at Yearend........coooiiiiiiii s 5

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

D Premiums Pait 10 CAMTIET ...........cov.iceeiceeeeee ettt s e ee e e e ee et s et renen 6b

G  Premiums due but unpaid at the end of the Year ..ot 6¢C

d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, @nter BMOUNT. ..ot et rnn

Specify nature of costs P

e Type of contract: (1) D individual policies (2) D group deferred annuity
@) [] other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating pian, check here » 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) I:l immediate participation guarantee
{3) D guaranteed investment (4) D other »
b Balance at the end of the previous year ....................... [ 7b

€ Additions: (1) Contributions deposited during the year
(2) Dividends and creditS..........coccooiii i
(3) Interest credited during the year.............ccooceoeeve e
(4) Transferred from separate 8CCOUNL..........ccc.oeeiimviececrcece s
(5) Other (specify below)

>
(B)TOLAE AUAAIHONS ..ottt e ee e see st e e e eaeeee et et eren s ees e eees s tensseenesenass 7¢(6)
d Total of balance and additions (3Ad HNES 7B NG TCB)). ....ovvvriveereerrereeeeeeeeees e eeeeeeeeeeesa e e, i 7d

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

(2) Administration charge made bY Carfer...............cocovoeeeoreeeeeeee e 7¢(2)

(3) Transferred to separate aCCOUNt .............cccoevevvevsreeeeeereee e 7¢(3)

(4) Other (SPECIfYy DRIOW) ... ..o oo e 7Te(4)

>

(5) TOMAI GBAUCHIONS ....cvvevivicise et ettt sttt ee et ee s oo ee s en e e es et st eees e st e et errennneneens 7¢(5)

f Balance at the end of the current year (subtract line 7e(5) from line 7d)




Schedule A (Form 5500) 2024

Page 4

Part i

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)
e D Temporary disability (accident and sickness)
i D Stop loss (large deductible)
m D Other (specify) P

b g] Dental
f [] Long-term disability
i D HMO contract

¢ [X] vision

k D PPO contract

d D Life insurance
[s] D Supplemental unemployment  h D Prescription drug

I]] indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMount received .............cocoriiniiiiiee e 9a(1)
(2) Increase (decrease) in amount due but unpaid ...............ccccoeveeeeienne. 9a(2)
(3) Increase (decrease) in unearned premium reserve ... 9a(3)
(8) EBIMEA ({1) # (20 - (B)) -ovrvveereemeieeeeee oo oo e ee e es st es e s e oo et et n e et 9a(4)
b Benefit charges (1) Claims Paid.............c.ooovvree oo 9b(1)
(2) Increase (decrease) in Claim reServeS...........ooveveeveeeoieieieeeeeeeeeenns 9b(2)
(3) Incurred claims (G (1) @NG (2))...ceiioiviiieieii sttt e etr et et a b st e s et ra ettt se st 9b(3)
(4) Claims charged...........c.cccoovvvereeevennnne 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMIMISSIONS ....v.viceveeeieerie et eer et et v et ar s 9c(1)(A)
(B) Administrative service or other fees ..........ccceceeevirvivciiiecneccerene. 9c(1)(B)
(C) Other Specific ACQUISIEION COBIS .. ....ovvveeereer s eeerereeeeereeesessesseon 9c(1)(C)
(D) OLRET EXPENSES ..cevveereeeeereeeeeeees s tessees e ceosreeneereeens e s 9¢(1)(D)
(E) TAXES...oovovovreoesereeeeeseees oo ses e eseessies e ene e st sese s sese e Sc(1)(E)
(F) Charges for risks or other contingencies .. 9c(1)(F)
(G) Other retention ChATGES ............oovcooveeereer oo eeeee e ere e 9¢(1XG)
(H) TOtAE TRIENMHON. ..ottt ettt se b ss e ete et s s0essenses e b eneeasaraneens 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or[] credited.)..........occonn. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CHAIM FESBIVES ....evviviveiiiis et sttt et s et r e et e st s e e s ete e se s st ets et s e nees s eb et stear et bebe st s st ereresbsanenansstaren 9d(2)
(B) OFNEE TESBIVES .......ouitieiriiieiestree ettt ase s te e s bt ea et e st e be et et ebeeaes s abeseeaa st aaeetebsese st eaesssebenseensn s sssesnnessnseseanas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in ine 9¢(2).)........ocoooiiiniees e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges PaId 10 CAITIBI.............ooeviviieee e et 10a 317,459
b ifthe carrier, service, or ather 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.

| Partlv | Provision of Information

11 Did the insurance company fail to provide any information

necessary to complete Schedule A? .............

[ Yes

@No

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the 2024
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labo
Employee Besgﬁtg‘ggczmya/\d:mnistration ) File as an attachment to Form 5500,
Pension Benefit Guaranty Corparation » Insurance companies are required to provide the information This Forr;:‘lsspgg?:nto Public
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan , A B Three-digit
Crosslink Life Sciences LLC Welfare Benefit Plan plan number (PN) » 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Crosslink Life Sciences LLC
26-4041432
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 11l can be reported on a single Schedule A.

1 Coverage information:

{a) Name of insurance carrier

Unum Life Insurance Company of America

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

b) EIN St ersons ¢ d at end of

(b) code identification number P o Oﬁ(’:y o? ::Ig:iraca:t ;egar (f From (9) To
01-0278678 62235 935359 489 08/01/2024 07/31/2025

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
11,259 4,666

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
Sterling Seacrest Prtichard Inc
P O Box 724137

Atlanta GA 31139

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

Additional Compensation Paid

11,259 4,666 3

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

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

Part il | Investment and Annuity Contract Information
Where individual coniracts 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 ............c....cocovovrerrvvceecrninninn. 4
5 Current value of plan’s interest under this contract in separate accounts at Year end............c.......ccoovecrreeervoeernrvorens, 5

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

D Premiums PaIt 10 CAMIEE ... ......ooom ot oo ee et eae s ee et et e e eee e eene e ees e en e erereeeens 6b
C  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
retention of the contract or PONCY, ENLEN BMOUNL. ..ot s e e as et eanera e
Specify nature of costs P
e Type of contract: (1) [] individual policies @ [] 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 > []
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) [] deposit administration ) D immediate participation guarantee
) I:] guaranteed investment 4) D other P
b Balance at the end of the previous year ..................... | 7b
C  Additions: (1) Contributions deposited during the year
(2) Dividends and creditS............ccoo v
(3) Interest credited during the Year............cccc oo ivecrinnn e
(4) Transferred from separate account ...............cocoeeeiiiii e
(5) Other (Specify DEIOW) .....ccoc.ovvieiieiiiicece e
4
(B)TOUAI BAGTHONS ......oceeeecsrcti ettt ettt ettt es oot ee e e e s emes e eeeene e neeeee e eeeersneneas 7¢(6)
d Total of balance and additions (2dd HNES 7B NG TCB)). «....vevrevereeeereeeeeers e e oo eeeeerereeeeeseeseeereeeeseeeerereeseeenree | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier.............cooveoeorreeeeee e 7¢e(2)
(3) Transferred t0 Separate aCCOUNE ..........c.c.oo.oevoeeieeieeeeeees e 7e(3)
{4) Other (SPECITY DRIOW) .........o..eo oo reneen 7e(4)
>
(5) TOAI ARAUCHIONS .....o.evooetieeiee ettt s s sesess b es oot st ems s amas s eeeeeaen et eneenesseeseseneesseen 7¢(5)
f Balance at the end of the current year (subtract ine 7€(5) from N 7d)..............covvovrevrvreeeecrreereeereorreeeersrereeen, {7




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 ail applicable boxes)

a [ ] Health (other than dental or vision) b[] Dental ¢ [] vision d[] Life insurance
e @ Temporary disability (accident and sickness)  f @ Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract kD PPO contract ID Indemnity contract

mEﬂ Other (specifyy PAccidental Death and Dismemberment

9 Experience-rated contracts:

@ Premiums: (1) AMOUNt FECEIVET ..ot 9a(1)
(2) Increase (decrease) in amount due but UnPaid .........c...ooeeeeerrrivinennn 9a(2)
(3) Increase (decrease) in unearned Premium reserve ...............cceecueeeee. 9a(3)
(8) EAMEG (1) (2 = (B)) ovveveoeeeeeeeee e eeeeee oo e tes et ee e e ee s et et e e er et en et s serene | sa(4)
b Benefit charges (1) Claims paid................. 9b(1)
(2) Increase (decrease) in CIaiM rESEIVES..........coceuveceeriecee e 9b(2)
(3) Incurred claims (A (1) BN {(2)) ...ioceoreer it r ettt e sttt s et st st s s e e s e ns et eneate e eben 9b(3)
(4) ClAIMS ChAIGEA ..o evtir et et cte ettt et bt ea st seae st et e s eaesseetabe et eas et es s be s sansnesbensetessasetesessnarers 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMIMISSIONS .....e.vevierirerieiecsc et st eb e se b es et e 9c(1)(A)
(B) Administrative service or other fees 9c(1)}(B)
(C) Other specific acquisition COSIS ... 9¢(1)(C)
(D) ONET BXDENSES ...t eesee e ees e reessnes e erras 9c(1)(D)
(E) TBXES.vcoeeereeereeeer e es oot e tes e e e e ee e eesses s s eseeaee e ens s rese e 9c(1)(E)
(F) Charges for risks or 0ther CONtINGENCIES ..........oc..veveverrcesrcerereren, 9c(1)(F)
(G) Other retention CAIGES ...........co.ovoverreeeerreersesressesenereonseseenens 9c(1)(G)
(H) Total retention 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.) 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM TESEIVES .......oivceeteeietceieeecteeeetaesessess et tr s sessessesesestets s stessesessese s et aresssanssaress e tensessesesvnsensasseserennan 9d(2)
(B) OIRET TESEIVES ...c.iiiviiiieioii ettt et et et e et e e te e bt e et s s ta e ks e eeeesrr b s ee e eabesateaneeets sermaasse et aessneenbaetessneans 9d(3)
© Dividends or retroactive rate refunds due. (Do not include amount entered infin@ 8¢(2).) ..o oooveicricnnne e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CaITIEN.........coviieiie it 10a 243,345
b if the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ...........c....ccocveee. 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. »




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the 2024
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Lab
Employee Beeﬁzms gr;cgritya/‘-\g;ninistration } File as an attachment to Form 5500.
” ] i Publi
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Forrlt:‘;spgc;i?:nto ublic
pursuant to ERISA section 103(a)(2).
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
Crosslink Life Sciences LLC Welfare Benefit Plan plan number (PN) > 501
C Plan sponsors name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Crosslink Life Sciences LLC
26-4041432

Part1 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 1l can be reported on a single Schedule A.

1 Coverage information:

{a) Name of insurance carrier

Unum Life Insurance Company of America

(e) Approximate number of Policy or contract year
b) EIN {c) NAIC ) (d) Coptract or d of
®) code identification number pe;ﬁ;\; ;?Zg::?ag: ;a:aro (H From (g) To
01-0278678 62235 935360 127 08/01/2023 07/31/2024

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
7,017 896

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
Sterling Seacrest Pritchard
P O Box 724137

Atlanta GA 31139

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

commissions paid {c) Amount {d) Purpose {e) Organization code
Additional Compensation Paid

7,017 896 3

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

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

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

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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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 at year end 4
5 Current value of plan’s interest under this contract in separate accounts at year end..........o...ooooveeeiiiriinsiieriiee s 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates »
b Premiums paid to carmier .........c.ccocoveevceevironnn.n, 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
retention of the contract or policy, enter amMOoUNt. ... e
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
@) [] other (specify) P
f  1f contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: ) D deposit administration (2) D immediate participation guarantee
(3) [] guaranteed investment @ [] other »
b Balance at the end 0f the PIEVIOUS YT ... oo ees e essesseseessssesaeessesseeenseseeseseressseseonens | 7b
€ Additions: (1) Contributions deposited during the year 7c(1)
(2) Dividends and Credits..............co.oveveieeieieeiieis oo 7c(2)
(3) Interest credited during the Year.............c..oocooivvneeiee oo 7¢(3)
(4) Transferred from Separate CCOUNE ..........c.o.ooivivvoieeee oo 7c(4)
(5) Other (specify below) 7¢(5)
»
(B)TOMAI @ATIIONS .........ovverre vttt et b s st sttt es et oottt st en s e ens 7¢c(6)

d Total of balance and additions (Add iNES 70 AN TC(B)). ... ovovveverreeeeeeeee oo eeeeeeeeeerceseroeeeereeseereeerees | 7d

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

(2) Administration charge made by Carmier.............cccovoveveiveeeros e, 7e(2)

(3) Transferred t0 separate aCCOUNL .................c..ocovevevevreeeceeees e 7e(3)

(4) Other (SPECHY DEIOW) ..........iov e oo 7e(4)

»

(5) Total deductions .. _1e(5)

f Balance at the end of the current year (subtract line 7e(5) from line 7d)
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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 D Health (other than dental or vision) b D Dental C I___] Vision d @ Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract kD PPO contract lD Indemnity contract

mEl Other (specify) PLifestyle LIfe
Lifestyle Accidental Death and Dismemberment

9 Experience-rated contracts:
a Premiums: (1) AMOUNt FECEIVET ..o 9a(t)
(2) Increase (decrease) in amount due but unpaid ..........c...c.ooveieveeenennn, 9a(2)
(3) Increase (decrease) in unearned premium reserve ... . 9a(3)
(4) Earned (1) *+ (2) - (3)) veerorroereeeeeee e ettt ettt 2ot ete et tnseserane | 9a(4)
b Benefit charges (1) Claims Paid............cocovoooreeeeceeresesee s eeeeneees 9b(1)
(2) Increase (decrease) in ciaim reserves 9b(2)
(3) Incurred claims (Add (1) AN (2)) . o..oeciie oottt rerr e ettt e st ab et st sens e 9b(3)
(A) ClAIMS ChANGEU .....coice ettt et ee ettt ee s s es e st e e es e st e et eee e e eee e er et snearereane 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMUSSIONS .......vovieeiiriie oottt cn e ettt 9c(1)(A)
(B) Administrative service or other fees ..........cco.cccoooveer e, Sc(1)(B)
(C) Other SPecific aCQUISIION COSES......vvvveveeeeeeeeeee oo 9c(1)(C)
(D) ONEE BXPENSES ........eocvreeeeeeerrereeeeeeressereeeeeeesseesseeeeeessesseessesn 9c(1)(D)
(E) TAXES o iovoomerreoesseressens s eseseeeeeea e sver oo e 9c(1)}E)
(F) Charges for risks or other CONtiNGENCIES ..............ccorreeeveevrernennn. 9c(1)(F)
(G) Other retention ChArgeS .............vcooveveerereeesrenrs e eeesreesenesresenes 9c(1)(G)
(H) TOtAE FREEIHION. .....coeeireiet et ettt ettt ettt oo es ta e e e eee et ree e neeneeaen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).......cooeurnns 9¢c(2)
d  Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM TESEIVES ....covviieiieeiitieceeee et e ie e e et e erestes e ettabeeaesaeeeee s ss s e eseaat et e se e s easeeaeeseaeseeeatseeeeenaeesesentameeresaestn 9d(2)
(B) OFNEI TESEIVES .....oviieeiticriit ettt ettt e ee et e ee et e ettt e et et et et eh s e e et e e e st e et e re et erennereeenenes 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).................ocooee....... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAMET............oocoviveceieeeeiieeeeeecreet ettt eraeaeeraens 10a 50,781
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. ...........c............. 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




