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

1210-0089
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
f
Eﬁi’jﬁ!‘.‘*&éb’;ﬁi;ﬁﬁﬁéy sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024

Department of Labor
Employee Benefits Security

Pension Benefit Guaranty Corporation

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

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan D a multiple-.employgr pllan (Filers checki'ng this box !'nust pr'ovide 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. . ... ... ... ... .. i 4 |:[
D Check box if filing under: 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
ARKANSAS BLUE CROSS BLUE SHIELD HOSPITAL SURGICAL DENTAL

1b Three-digit plan
number (PN) » 503

1c Effective date of plan
02/01/1949

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) 71-0226428

USABLE MUTUAL INSURANCE COMPANY
ARKANSAS BLUE CROSS BLUE SHIELD

601 S. GAINES ST
LITTLE ROCK, AR 72201

2C Plan Sponsor’s telephone
number
501-378-2437

2d Business code (see
instructions)
524140

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. 08/06/2025 R. KEVIN NORTON, CPA
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 08/06/2025 R. KEVIN NORTON, CPA
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 3109
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) 3109
a(2) Total number of active participants at the end of the plan year ... 63_(2) 3046
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 138
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add lINES 6a(2), B0, AN BC.........cveeeeieeiete et ete et ee et ee et ete e e e eaeeteeeteeseeteeseeteeseeeteeseetesseeeesseenseereeans 6d 3184
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4D 4E
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) D 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 D A (Insurance Information) — Number Attached
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)



Form 5500 (2024) Page 3

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

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

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

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

Receipt Confirmation Code




Form 5500 Annual Return/Report of Employee Benefit Plan ONB Nos. 12100110
This form is required to be filed for employee benefit plans under sections 104
Departmart of ihe Tresey and 4065 of the Emplkyee Refirement tncome Security Act of 1974 (ERISA) and
— sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 202 4
Emmm;m“%ﬁ“‘y b Complete all entries i d ith
i omplte  enties n secordance wr — ,
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 and ending
A This retumireport 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.}
E a single-employer plan D a DFE (specify)
B This retum/report is: the first retum/report the final retumfeport
an amended retumdreport a short plan year retum/report (less than 12 months)
C If the plan is a collectively-bargained plan, check here R . - ok
D Check box if filing under: Form 5558 D automatic extension the DFVC program
special extension (enter description)
E I this is a retroactively adopled plan permitted by SECURE Act section 201, cheek here .. ... ... ... D n
{Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
ARKANSAS BLUE CROSS BLUE SHIELD HOSPITAL SURGICAL number (PN) b 503
DENTAL 1¢c Effective date of plan
02/01/1949
24 Plan sponsors name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN}
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 71-0226428
USABLE MUTUAL INSURANCE COMPANY 2C Plan Sponsors telephone
number
ARKANSAS BLUE CROSS BLUE SHIELD 501-378-2437
2d Business code (see
601 S. GAINES ST instructions)
524140
LITTLE ROCK AR 72201

Caution: A penalty for the late or ingomplete 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 retum/report, including accompanying schedules,
statements and attachments, a5 well as the electropic versiop of this retumireport, and to the best of my knowiedge and belief, it is frue, comedt, and complete

= [ 1ieQ Upind 2/ FO25 | i su
HERE

f\gnature of plan adulmstrator Date Enter name of individual signing as plan administrator
G \@l’el # }'(/-J El’tw‘ag ODELL _NICKELBERRY
HERE

Signaturercc employer!pﬂn sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
i Signature of DFE Date Enter name of individual signing as DFE
g

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



USABLE MUTUAL INSURANCE COMPANY 71-0226428
Form 5500 (2024) Page 2

3a Plan administrator's name and address E Same as Plan Sponsor

3b Administrator's EIN

3¢ Adminisirator's telephone

number
4 |f the name and/or EIN of the plan sponsor or the plan name has changed since the last retumirepon filed for this plan, 4b EIN
enter the plan spensor's name, EIN, the plan name and the plan number from the last retum/report:
@ Sponsor's name 4d PN
C_Plan Name
B Total number of participants at the beginning of the plan year 5 [ 3109
© Number of participants as of the end of the plan year unless othenwise stated (welfare plans complete only lines éaf{1),
6a{2), 6b, 6¢, and 6d).
a{1) Total number of active participants at the beginning of the planyear 6a{1) 3109
a{2) Total number of active participants at the end of the planyear 6a(2) 3046
b Relired or separaled participants receiving berefits 6b 138
[ Other refired or separated participants entitled to future benefits 6c 0
d Subtotal. Add lines 6a{2), b, and 6c. 6d 31384
e Deceased participants whose heneficiaries are receiving or are entitled {o receive benefits. be
f Total. Add lines 6d and 6e. _ S 6f
9(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans
complete this itee) 6g(1)
g{2) Number of participants with account balances as of the end of the plan year (onry defined contribution plans sa(2
complete this ifem) R S R T S S K= S v et I 9( )
h Number of participants who terminated emp[oyment during the plan year with accrued beneﬁis that were
less than 100% vested . . ... . ... ... .. 6h
7 Enter the total number of employers obligated to contribute to the plan (only mulllemployer plans complete this |tem) 7

8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characterislics 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:

42 4D 4E

9a Plan funding arangement (check all that apply} 9b Pian beneiit arrangement (check all that apply)
{1) Insurance {n Insurance
(2) Code section 412(e)(3) insurance contracts {2) Code section 412(e)(3) insurance contracts
(3) Trust {3) Trust
(4) X| Genera! assets of the sponsor {4) X General assets of the sponsor

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

a Pension Schedules b General Schedules

{1) R (Retirement Plan Information) {1) H (Financial Information)

(2) MB (Multiemployer Defined Benefit Plan and Certain Meney (2) I (Financial Information - Small Plan)
Purchase Plan Actuarial Information) - signed by the plan {3) A {Insurance Information) — Number Attached
actuary _ @ C (Service Provider Information}

{3) D 5B (Smgle—Emﬁoyer Defined Benefit Plan Actuarial 5) D (DFE/Pariicipating Plan Information)
Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)

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



USARLE MUTUAL INSURANCE COMPANY 71-0226428
Form 5500 {2024) Page 3

| Part Il | Form M-1 Compfiance 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) |:E| ves [X) 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 I_l No

111C  Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not reguired to file the 2024 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required fo be filed under the Form M-1 fling requirements. (Failure to enter a valid
Receipt Confirmation Code wil subject the Fomm 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




