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 02/01/2024 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 the final return/report
D an amended return/report B] 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
KIDZCARE PEDIATRICS PC EMPLOYEE BENEFIT PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
02/01/2021

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

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 20-0063146

KIDZCARE PEDIATRICS PC

5617 RAMSEY STREET
SUITE 102
FAYETTEVILLE, NC 28311

2C Plan Sponsor’s telephone
number
910-483-7337

2d Business code (see
instructions)
621111

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. 06/08/2025 NELSON MORRIS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 182
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) 182
a(2) Total number of active participants at the end of the plan year ... 63_(2) 218
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 218
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4B 4D 4E 4F 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __2
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 02/01/2024 and ending  12/31/2024
A Name of plan B Three-digit

KIDZCARE PEDIATRICS PC EMPLOYEE BENEFIT PLAN

plan number (PN) 4 501

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

D Employer Identification Number (EIN)
20-0063146

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
UNITEDHEALTHCARE 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
36-2739571 79413 934847/371947 218 02/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

7034 23730
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
EBENCONCEPTS COMPANY 3150 NORTH ELM
STE 201
GREENSBORO, NC 27408
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
7034 23730 | SERVICE FEE AGREEMENT 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



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 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 715009
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Insurance Information

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

» File as an attachment to Form 5500.

OMB No. 1210-0110

Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

» Insurance companies are required to provide the information

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 02/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
KIDZCARE PEDIATRICS PC EMPLOYEE BENEFIT PLAN plan number (PN) > 501

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

KIDZCARE PEDIATRICS PC

D Employer Identification Number (EIN)
20-0063146

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 435658/435659 183 02/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

3717

1734

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

EBENCONCEPTS COMPANY

3150 NORTH ELM
STE 201
GREENSBORO, NC 27408

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3717

495

ADDITIONAL COMPENSATION

3

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

THE CARSON GROUP LLC

PO BOX 11229
COLUMBIA, SC 29206

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1239

FEES

3

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) P AD&D

d [X 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 24917
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




2024 Plan Information Worksheet Stalus:

Plan Sponsor Information

Plan Sponser's Name

KIDZCARE PEDIATRICS PC

Plan Sponser's Daing Business As Name

Plan Sponsor's Care Of Name

Plan Sponsor's EIN
20-0083146

Plan Sponsor's Phone Number

(910)483-7337

Foreign |:|

Plan Sponsor's Mailling Address
5617 RAMSEY STREET

SUITE 102
Plan Sponsor's Mailing Cily, Province, State and ZIP
FAYETTEVILLE NC 28311

Foraign D

Plan Sponsor's L.ocalion Address

Plan Sponsor's Location City, Province, Slate and ZIP

Plan Administrator Information

Same as Plan Sponsor

Plan Administrator's Name Plan Administrator's Address Foreign D
Plan Admiristralor's Care Of Name Plan Administrator's City, Province, State and ZIP
Plan Adntinistraior's EIN Plar Administrator's Phone Number
Plan Information
Plan Name Business Code Filing for Plan Year: DFE Plan D
KIDZCARE PED!ATRICS PC EMPLOYEE BENEFIT PLAN 621111 2024
Plan Year MM/BDYYYY MM/DD/YYYY
Begins 02/01/2024 Ends 01/31/2025
Tax Year MM/DDIYYYY MM/DDIYYYY
Three-digit Plan Number Plan D Begins 01/01/2024 Ends 12/31/2024
501

EIN for PBGC Forms

Name Control

Effective Date of Plan
02/01/2021

Transmitter Information

Transmilter's TIN Transmilter Conirol Cade {TCC)

Transmitter's Narne

Company Name

Company Mailing Address Foreign |:|

Company Cily. Province, State and ZIP

Contact Name

Contact Telephone Number

Contact E-Mail Address

Do NOT File with IRS, DOL or PBGC






Preparer Information

Preparer's Name
Preparer’s Firm Name

Preparer's Address

Preparer's City, Province, State and ZIP

Preparer's Phone Number

Foreign |:|

Trust Information

Name of Trust

Name of Trustee or Custodian

Trusl EIN

Trustee's or Custodian's Phone #

Signers, Service Providers and Inferested Individuals

[] Notify

Contacl Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Conlacl Name

Contact ID

Contact Phone Number

E-Mail Address

[] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Coentact ID

Contact Phone Number

E-Mail Address

[] notity

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Contact 1D

Conlact Phone Number

E-Mail Address

(] Notify

Contact Name

Conlact ID

Contact Phone Number

E-Mail Address

I___I Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address







i OMB Nos. 1210-0110
Form 5500 Annual Return/Report of Employee Benef t.PIan 1210-0110
This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Relirement Income Security Act of 1974 (ERISA) and
D.ﬁf:',,’ﬁ’;‘.eé‘éf,’e’,‘,’&i E’S,ifé‘e“ sections 6057(b) and 6058(a) of the Internal Revenue Code (lhe Code). 202 4
e o » Complete all entrles In accordance with
m D).':;m;;;?,'aﬁmm" ¥ the instructions to the Form 5500.
Pension Banefit Guaranly Gorparalian This Form is Open to Public
Inspection
rPart [ | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 02701/2024 and ending 12/31/2024
A This returnreport is for: |:| a multiemployer plan D a mulliple-employer plan (Filers checking this box must provide participaling
’ empleyer information in accordance with the form inslruclions.)
a single-employer plan [] a DFE (specify)
B This relurnireport is: |:| the first return/report |g| the final return/report
D an amended return/report E| a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check RIS, .. . . . ... e e » |:|
D Check box if filing under: |:| Form 5558 I:l automatic extension D the DFVC program
|:| special extension {enter description)
E Ifthis is a relroactively adopied plan permilted by SECURE Act seclion 201, check here. .. ....................... » D
Part Ii | Basic Plan Information—enter all requested information
1a Mame of plan 1b Three-digit plan
KIDZCARE PEDIATRICS PC EMPLOYEE BENEFIT PLAN number (PN) » 501
1c Effective dale of plan
02/01/2021
2a Pian sponsor's name {employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and streel, or P.O. Box) Number {EIN)
City or fown, state or %rovmce country, and ZIP or foreign postal code (if foreign, see instructions) 20-0063146
KIDZCARE PEDIAT

2¢ Plan Sponsor's telephone
number
{910)483-7337

5617 RAMSEY STREET 2d Business code (see
SUITE 102 instructions)
FAYETTEVILLE NC 28311 621111

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penallies of fgrj ry and other penallies sel forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
slatements and atath nts as we) }as the electronic version of this relurn/report, and to the best of my knowledge and belief, it is true, correct, and complete,

/ . b/ -
SIGN )/ / L,__,f_ 4 2—5 Nelson Morris
HERE
Slgnatdre of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signaturae 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 Reductlon Act Notice, see the Instructions for Form 5500, Form 5500 (2024)

v. 240311






Form 5500 (2024) Page 2

3a Plan adminisirator's name and address El Same as Plan Spansor

3b Adminisirator's EIN

3¢ Administrator's ielephone

number
4  Ifthe name andior EIN of the plan sponsor or the plan name has changed since the last returnireport filed for this plan, 4h EIN
enler the plan sponsor's name, EIN, the plan name and the plan number from the last returnfreport:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 | 182
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 8a{1}, ' o
Ba(2), 6b, 6¢c, and 6d).
a({1) Total number of aclive participants at the beginning of the plan Year ... 8a{1) 182
a(2) Total number of active parficipants at the end of the plan YEar ... e 6a(2) 218
b Retired or separated participants receiving DENefitS ... e e | GE
c Other retired or separated participants entitied to future benefits.........cco e B¢
d Subtolal. Add lines 8a(2), Bb, AN BC. ... i e ey et e a e 6d 218
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefifs. .........ccciiceciiiiiiie | B
f e I T T T, T T T OSSN 6f
1 Number of participanls wilh account balances as of the beginning of the plan year (only defined contribution plans 8 (1)
g( ) [t LT T LT3R o ) S DU 9
2 Number of paniicipanls wilh account balances as of the end of the plan year (only defined contribution plans
9(2) [oda) 4oL R A TN (= o O oS T ST TU PP Eg(Z)
h Number of participanis who terminated employment during the plan year wilh accrued benefits that were
1855 1NN 100%h VOSSO ... ovo oot ieitie s oottt eeeiecesteseesseicesseseasmesssessbssesssns s e e SeReE Lt esoe st s ment st emsns et s srmm e 6h
7 Enter the total number of empioyers obligated to contribute to the plan {only multiemployer plans complete Lhis 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:

4B 4D 4E 4F 4H 4¢

9a Plan funding arrangement (check all that apply) 9b Plan benefil arrangement {check all that apply}
m Insurance (1) Insurance
(2) Code section 412(e)(3) insurance confracts {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 indicale which schedules are attached, and, where Indicated, enter the number attached. {See instructions)
a Pension Schedules b General Schedules
{1) D R (Retirement Plan Information) (1) |:| H (Financial Inforrmation)
{2) D MB (Multiemployer Defined Benefit Plan and Cerlain Money @ |:| | (Financial Information = Small Plan)
Purchase Plan Actuarial Information) - signed by tha plan 3) E| A (Insurance Information) — Number Attached _2_._
actuary ) |:| C (Service Provider Information)
3 SB (Single-Employer Defined Benefit Plan Acluarial - .
@ (] Inforina"%n) i signgd by the plan sctuary )  [] D (OFE/Paricipating Plan Information)
{4) |:| DGG (Individual Pian Information) — Number Atiached {6} D G (Financial Transaction Schedules)
(5) |:| MEP (Multiple-Employer Retirement Plan Information)

AD&D






Form 5500 (2024) Page 3

| Part III—| 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
25204012 oooeoeeevc 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

11¢ Enter Ihe Raceipt Confirmation Code for lha 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 recenl Form M-1 that was required lo be filed under the Form M-1 filing requirements. {Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code,







SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Depariment of tha 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).
Employse g:ﬁ:r::rsnes:tcziibagggunlslrau‘nn P File as an attachment to Form 5500,
- ) This F is O Pubsl
Pension Benefil Guaranly Corporalian » Insurance companies are required to provide the information ® orr;:llss;)agie:nto ublic
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 02/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
KIDZCARE PEDIATRICS PC EMPLOYEE BENEFIT PLAN plan number (PN) 9 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (EIN)
KIDZCARE PEDIATRICS PC
20-0063146
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Informalion:

{a) Name of insurance carrier

UnitedHealthcare Insurance Company

(€) NAIC (d) Contract or {e} Appreximate number of Policy or conlract year
P d of

{b) EIN code identification number pe;zﬁgs g?‘ég;et?ag: 52”0 {f) From (g) To

36-2738571 79413 934847/371947 218 02/01/2024 12/31/2024

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

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

7,034 23,730

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

EbenConcepts Company
3150 North elm

Ste 201
Greensboro NC 27408
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d} Purpose {e) Organization code
7,034 23,730 |Service Fee Agreement 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} Amounl {d) Purpose {e) Crganization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A {Form 5500) 2024

v. 240311






Schedule A (Form 5500) 2024 Page 2 — |

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

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

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

Fees and oclher commissions paid {e)
(b)) Amount of sales and base Organizalion
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 (¢) Amounl (d) Purpose code

{a) Name and address of the agenl, broker, or ather 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 cade

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

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







Schedule A (Form 5500) 2024 Page 3

Part 1l | Investment and Annuity Contract Information
Where individual contracls are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

lhis reporl.
4 Current value of plan's interesl under Ihis conlract in the general account at year end ..o 4
5 Currenl value of plan's interest under this conlract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a State lhe basis of premium rates P
D Premittms Paitd 10 CAITIET .. oottt oottt ettt et e bbbt =54 e e em b ae 2 eaame s sam e e e emmsenm e preennna 6b
C  Premiums due but unpaid al the end of the Year ... 6c
d  Ifthe carrier, service, or other organization incurred any specific cosls in connection with the acquisition or &d
retenlion ¢of the contrach or policy, @ntar amount. ...
Speclfy nalure of costs P
€ Type of contract: (1} |_—_| individual policies (2) D group deferred annuity
@ [] otner specify) ¥
f  If contracl purchased, in whole or in part, {o distribute benefits from a terminating plan, check here » I:l
T Contracts With Unallocated Funds {Do not include portions of these contracts maintained in separale accounts)
a Type of contract: (1) |:| deposit administration {2) D immediate participation guarantee
(3} |:| guaranteed investment (4) D other ¥
b Balance af Ihe end of INE PreViOUS YBBI .. .....o.ooie it et eerece s cemeessessebesrssess s s ass s s sersasss s ensas s coes | 7b
C  Addilions: (1) Contributions deposited during the year ................cccoovenn... 7c{1)
{2) Dividends and Gredits. ... oo 7c{2)
{3) Interest credited during the Year.............coce e e 70{3)
{4) Transferred from SEPArate @CCOUNE ...........ovorveceeseeeeve e eee s 7c(4)
{5) OLRET (SPECITY DEIOW) ._..v.vveer ettt ee ettt b st bans s 7¢(5)
> -
(BYTOMAI AATIHONS ......ooov.vvoeveociessiscs e ese s ses e s ss s b sttt 7¢(6)
d Tolal of batance and additions (add liNes 7b and T(B)). «eovervvevevvrroceeees e eeeeeee e e e _ | 7d
e Deductions: AR TR Seen
(1) Disbursed from fund to pay benefils or purchase annuilies during year 7e{1)
(2) Administration charge made by carmier...............c.ooeeeeeeeieee e Te(2)
(3) Transferred t0 SEPArate ACCOUML ...........cccoviveveeereeee ceeee e eeeeee e 7e(3)
(4} Other (SPECIRY BRIOW) ..........ooeeeesr s ese st srss s ern st st bbb esbnns 7e(4)
» AR
(53 TOLAL ARUUGTONS ©.vv. . evvoveceierenesesseessesssnsses s anes cessassoeeseemteman 488t eeoe b e anems oo eeseeseeeeesseeenemanemres soseneeseneeees 7e(5)
f Balance at lhe end of the current year {subtract ling 7€(5) from Ne 7)., .....c..cocoooisiisiciiisies s eemsnsinee 7f







Schedute A (Farm 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

If more than one contracl 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 repor.

8 Benefit and contract type (check all applicable boxes)

a E| Health (other than dental or vision) b E| Dental [H E] Vision
e D Temporary disabilily (accident and sickness) |:| Long-lerm disability g D Supplemental unempioyment
i [] stop loss (large deductible) j [} HMO contract k[] PPO contract

m |:| Other (specify) P

d D Life insurance

h |:| Prescription drug

I[] indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .....cveiviiici s 8a(1)
(2) Increase (decrease) in amount due but UNPaId .............ccooeveiemveernnn, ga(2)
(3) Increase {decrease) in unearned Premium raserve ..o 9a(3)
() EAINEA {11+ 12 = (31 ootiee ettt et e bttt ee e e b et ea e e oo b4 b2 bbb b b e e b e sn bbb bt sne | 9a(a)
b Benefit charges (1) Claims paid.............c.coooeveerr v e, | 9B(Y
(2) Increase (decrease) in claim reserves.. 9h(2)
(3) Incurred claims (AAd (1) N (2]) ...cooe e ettt en s st e e ettt eeaes 9b(3)
(4) CIAIMS CRATGEU. ........cooveesceeee ettt em et eemee s e e e et a s b a et aemsmanenan bbb s bt man st 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A COMMUSSIONS ... ceeceevc ettt et s ems st e b et be st Sc{1)(A)
(B) Administrative service or olher [ees .............ccoevveveciieecccceieene. Sc{1)}B)
{C) Other specific acquISIION COSS ... it 9c(1)(C)
(D) OUNET EXDENSES .. coovovvveveseseresses s sesessaeesssssseaes st rae s esessssaseesseans 2c(1)(D)
() THXES...ov.cvo o ove o eeeeeeseeeseeeseeas s eess e st sees eaeessesseseseneeenssnearesereen 9c(1)}(E)
{F) Charges for risks or other conliNgencies .................ccooooeeeeeuee.... 9c(1)F)
(G) OLher retention CRATGES ........cceeevv e eeeeres e eer e reesseeer e ees s e 9c{1)(G)
(HY TOUAL TREEMHON, . --- oottt e bbb s bbb R bbb s R R r bbb e deams e seae b e b e 9e{1)(H)
{2) Dividends or refroactive rate refunds. {These amounts were |:| paid in cash, or |:| credited.)......ccoooeeee. 9c(2)
d Stalus of policyholder reserves at end of year: (1) Amount held io provide benefits after retirement............... 9d{1)
(2) ClAIM TESRIVES ...ttt emeeeeae e e ee et e e e et e e eaeee e e e eeseaeesen e e e e e e eaeeeeaeeanese e mmms e eeeeeessenaennsnnssmeen 9d(2)
(3) OUIEI TEBEIVES ..co. oottt eeae e et e e sttt e st e st st e e st an s st ebe e st e sm e s sensabe e atan 8d(3)
€ Dividends or relroaclive rate refunds due. (Do not include amount entered in line 9¢{2).) .o e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier..........c.o oo e 10a 715,009
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 I, line 2 above, report amount. ......................... 10b

Specily nature of costs.

rPartIV | Provision of Information

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

|:| Yes

No

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







SCHEDULE A Insurance Information
{Form 5500)

OMB No. 1210-0110

Depariment 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).
Oepariment of Lab N
Employee Bar?eﬁls SacurilyaAg:rrin‘\siralion }» File as an attachment to Form 5500.

This Form is Open to Publlc

Pension Benaft Guaranly Corparation .
Inspection

» Insurance companies are required to provide the information
pursuant to ERISA seclion 103{a){(2).

For calendar plan year 2024 or fiscal plan year beginning 02/01/2024 and ending 12/31/2024

A Name of plan ‘ B Three-digit
KIDZCARE PEDIATRICS PC EMPLOYEE BENEFIT PLAN plan number (PN) » 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer identification Number (EIN)
KIDZCARE PEDIATRICS PC
20-0063146
Part | Information Concerning insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracls grouped as a unitin Parts |1 and ill can be reported on a single Schedule A.

1 Coverage Information;

{a) Name of insurance carrier

Unum Life Insurance Company of America

(¢) NAIC {d) Contrac! or {e) Approximaie number of Paolicy or contract year

b) EIN . \ - covered at end of

(b) code Identification number pe;zﬁg;. orD;onlra ct year {f) From {g) To
01-0278678 62235 435658/435659 183 02/01/2024 12/31/2024

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

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

3,717 1,734

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 whorn commissions or fees were paid

EbenConcepts Company
3150 North Elm

Ste 201
Greensbhoro NC 27408
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {e} Organizalion code

3,717 495 |Additional Compensation 3

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

The Carson Group LLC
PO Box 11229

Columbia S5C 25206
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amounl {d) Purpose (e) Organizalion code
1,239 [Fees 3
For Paperwork Reductlon Act Notlce, see the Instructions for Form 5500, Schedule A (Form 5500} 2024

v. 240311






Schedule A (Form 5500) 2024 Page2—[ ]

{a) Name and address of the agent, broker, or other person lo 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 Qrganization
commissions paid {c) Amount {d) Purpose code

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

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

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

Fees and other commissions paid (@)
{b) Amount of sales and base QOrganizalion
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 pravided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

lhis report.
4 Curreni value of plan’s inlerest under this contract in the general account at year end .........coccconninininnin . 4
5 Current value of plan’s interest under this conlract in separate accounts at year end..........eecie e 5

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

D Premiums Pait t0 CAITIET .. .......o.eeeeeeeeot et ee oo eeeee oot e e e eeeeebe b et s e me et esss bbb es e et snn bbb a e en e r e eneeneen 6b

Premiums due but unpaid al the end Of the YEEI ... e e 6c

c
d  If the carrier, service, or other organization incurred any specific cosls in connection with the acquisition or

retention of the contract or policy, enfer amounl. ... e 6d
Specify nature of costs P
€ Type of conlract: (1) |:| 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 ) |:|
7 Contracts With Unallocated Funds {Do nolinclude portions of these contracts maintained in separate accounts)
a Type of contract: 4] D deposit administration @ D immediate participation guaranlee
(3) D guaranieed investment 4 |:| other P
b  Balance at the @nd 0F the PIEVIOUS YA ...........coooeeooee oottt e eeae oo tse et sets b cke b s s s es st s nast et ace | 7b
C  Additions: (1) Contributions deposited during (he YEar ...........co.oeeciviviiinine 7c(1)
(2) Dividends and credits..................coooi e 7c(2)
(3) Interest credited duriNg the YEar..............cooooeoioeees oo 7¢(3)
(4} Transferred from Separate ACCOUME ..........o.eveeeeeeeeeeeee s eeeeens 7c(4)
(5) Olher (SPecify DBIOW) ...ttt ettt eeerea et 7c(5)
N )
(BITOEAL BUAIMOMS ... o.ooe\1cveresvt st eeee st ceseeseeeeemaeemres eeeeeeseesee s eeeeeetesessseeeaessessanssssessaneassassssenssssessansmmms s s ennes 7c(6)
d Total of balance and additions {add lines 7b and 7¢(6)). .. 7d
& Deduclions: -
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made BY CAMTIET........cc.ivoievriiieeee e ssveeas 7e(2)
(3) Transferred to 5eparate ACCOUNL..........o..oooeeeeeresits s sster s 7e(3)
(4} Other (SPECIfY DEIOW) ... oo eeeeeeeeeeeee e eesseeenene e | TE{4)
) -
(5) TOMAI ABAUCHONS .......... ceovoeeeectivess eteee sttt eeae e et ettt cee et s e e s s s e s s en st ene s e eeasseaes s antsanss s e enneseeserans 7e(b)
f Balance at the end of the curreni, year {subtract line 7o{5) from Bne 7d) .........cooooomooeoeee e | i
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Partlll | Welfare Benefit Contract Information

If more 1han one conlract covers the same group of employees of the same employer(s) or members of the same employae 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 ireated as a unit for purposes of this report.

8 Benefit and contract type {check all applicable boxes)

a [ ] Health (other than dental or vision) b[] pental ¢ ] vision d [{] Life insurance
e E Temporary disability {(accident and sickness) f El Long-term disabilily g D Supplemental unemployment  h D Prescription drug
i [ ] Stop loss (large deductible) i [] HMO contract k[] PPO contract 1] ] indemnity contract

m E] Other (specify) PAD&D

9 Experience rated confracts:
a Premiums: (1) Amount received ... 9a(1)
{2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned Premium reSETVE ..........ccoviiniiieee. 9a(3)
{4) BEAmEd (1) + (21 - (3 oo e e e e Sa(4)
b Benefit charges (1) Claims paid.............cc.ovoeeieeurirs o eeesceieneece s 9b(1)
(2) Increase (decrease) in claim reserves.. 9b(2)
(3) Incuired claims (8dd (1) NG (1) oo oo e et e en et 9h(3)
(4) Claims charged 9b{4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS ....ocveceeems ettt srare s b smam e s e s 9c{1}(A)
(B) Administrative service ar other fees ..., Sc(1}B)
(C) Olher specific aCqUISIION COSES .....c..ovvervveceeeece e et 9¢(1)(C)
(D) OLRET BXPEMSES 11vcvuvevveriserscsissarirmarsssesassiesesesseseas ossesensensesnsesens 9c(1)D)
(E) TAXES ot i et et iere et ses s ses st es bt as e eesns s enseeans s s menaeneas b ia 9c(1)(E}
{F) Charges for risks or other contingencies v | SS(IHF)
(G) Cther retention GRATGES ......oeeeeereeeeeeeeeeeeeeeeeeeeee e eeeeeaeeaerasse o, 8¢(1)(G) .
{HY TOBE FERLEIHION. .- - veeavee ot sa e s eeeme e am s b aeeeseeseaeereee e smeeesee s e eeaesnene s anmreee b eeee e hmt b b 3¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounis were D paid in cash, orD credited.)...vieeeieienns 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits afler retirement............... 9d(1)
(2) ClAITI TEE@IVES ...t cveietitat ettt et e eae st ee e st et st s s e esesee s et es e s emeaseeeeae s eseassessdtabes s smbab et e b ek e n b e e s b e be s e bt e eneas 9d(2)
(3) OUET TEBEIVES ... eeeeee et st e e b et ee e bt b eba s b e b e b ee 4 bbb R e s oS e o £E e e 1 e cemenae st s aeheebesh b cemt b nanb ad(3)
@ Dividends or retroactive rate refunds due. (Do notinclude amount entered in ling 9¢{2).}....oovimeeee e S9e
10 Nonexperience-rated contracts:
a Total premiums or subscriplion charges paid (0 CAMIET..............ooiiin s 10a 24,917
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the conlract or policy, other than reported in Part |, line 2 above, report amount. ....................... 10b
Specify nature of costs.
| Partiv | Provision of Information
11 Did the insurance company fail to provide any informalion necessary to complete Schedule A? ............. D Yes EI No

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







