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 03/01/2024 and ending  02/28/2025
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
GOOD SHEPHERD COMMUNITY CARE HEALTH & WELFARE PLAN

1b Three-digit plan
number (PN) » 503

1c Effective date of plan
03/01/2021

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) 04-2655734

HOSPICE OF THE GOOD SHEPHERD, INC.

160 WELLS AVENUE
NEWTON, MA 02459

2C Plan Sponsor’s telephone
number
617-969-6130

2d Business code (see
instructions)
621498

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. 09/05/2025 MEREDITH TANSEY
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311
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3a Plan administrator's name and address 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 119
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) 118
a(2) Total number of active participants at the end of the plan year ... 63_(2) 134
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 2
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 136
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 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 __3
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




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 03/01/2024 and ending  02/28/2025
A Name of plan B Three-digit
GOOD SHEPHERD COMMUNITY CARE HEALTH & WELFARE PLAN plan number (PN) N 503

C Plan sponsor’s name as shown on line 2a of Form 5500
HOSPICE OF THE GOOD SHEPHERD, INC.

D Employer Identification Number (EIN)
04-2655734

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
HARVARD PILGRIM HEALTH CARE

(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
04-2452600 96911 C77232 85 03/01/2024 02/28/2025

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

51360 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
BROWN & BROWN INSURANCE SERVICES IN 300 N BEACH ST
DAYTONA, FL 32114
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
30760 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
BROWN & BROWN OF MASSACHUSETTS 980 WASHINGTON STREET
SUITE 325
DEDHAM, MA 02026
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
20600 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 1676836
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 03/01/2024 and ending  02/28/2025
A Name of plan B Three-digit
GOOD SHEPHERD COMMUNITY CARE HEALTH & WELFARE PLAN plan number (PN) > 503

C Plan sponsor’s name as shown on line 2a of Form 5500
HOSPICE OF THE GOOD SHEPHERD, INC.

D Employer Identification Number (EIN)
04-2655734

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
USABLE LIFE

(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
71-0505232 94358 50002092 134 03/01/2024 02/28/2025

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

16374

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

INDIGO INSURANCE SERVICES

100 FRONT STREET, 20TH FLOOR
WORCESTER, MA 01608

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

16374

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental c D Vision
e 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) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 72866
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 03/01/2024 and ending  02/28/2025
A Name of plan B Three-digit
GOOD SHEPHERD COMMUNITY CARE HEALTH & WELFARE PLAN plan number (PN) N 503

C Plan sponsor’s name as shown on line 2a of Form 5500
HOSPICE OF THE GOOD SHEPHERD, INC.

D Employer Identification Number (EIN)
04-2655734

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

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

1 Coverage Information:

(a) Name of insurance carrier
BLUE CROSS BLUE SHIELD OF MASSACHUSETTS, INC.

(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
04-0145815 53228 0206193 223 03/01/2024 02/28/2025

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

5126 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
BROWN & BROWN OF MASSACHUSETTS 980 WASHINGTON STREET
SUITE 325
DEDHAM, MA 02026
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
5126 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) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 106226
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




: : 1 Wellness Way
Harvard Pilgrim Canton, MA 02021
HealthCare 781.612.1000
harvardpilgrim.org

06/20/2025

Hospice of the Good Shepherd Inc
160 Wells Avenue
Newton, MA 02459

RE: Form 5500 Schedule A Supporting Information

Dear Employer:

Enclosed for your reference is the supporting information Harvard Pilgrim Health Plan is required by the
Employee Retirement Income Security Act of 1974 (ERISA) section 103 (a)(2) to provide you so that you can
complete your Form 5500 Schedule A filing, if applicable.

As you review the following information, please note this is applicable only to employers who are represented
by a broker:

The "Commissions Paid" to your broker during your contract year includes all monthly commissions. The
"Other Compensation Paid" may include annual bonuses (such as new business and/or retention bonuses), as
well as other items awarded to your broker that are specifically attributable to the sale and/or retention of your
business (additional compensation).

Monthly commissions are directly allocated to each employer group, either as a percentage of premiums
received or as a flat rate per subscriber. If your broker represents more than one employer group and receives
a bonus, the bonus will be prorated across the broker's entire book of business based upon percentage of
premiums received during the calendar year. The dollar equivalent of any additional compensation will be
prorated among any employer groups that contributed to the eligibility for the additional compensation.

Harvard Pilgrim Health Plan certifies that the information provided pursuant to 29 C.F.R. Section 2520.103-5 is
complete and accurate. If you have any questions, please contact the Broker/Employer Service Teams at 800-
637-4751 or via email at Myserviceteam@point32health.org with hours of operation of 8:30-5 M,T,T,F and 10-5
Wednesday.

Sincerely,

Broker Compensation Department


mailto:Myserviceteam@point32health.org

: : 1 Wellness Way
@ HarvardPilgrim Canton, MA 02021
HealthCare 781.612.1000
harvardpilgrim.org

Language Assistance Services

Espaiol (Spanish) ATEMCION: Si usted habla espafiol, servicios de asistencia linglistica, de forma gratuita,
estan a su disposicion. Llame al 1-800-208-1221 [TT¥: 711).

Portugués (Portuguese) ATEMCAD: Se vocé fala portugués, encontram-se disponiveis servigos linguisticos
gratuitos. Ligue para 1-800-208-1221 (TTy: 711).

Kreyal Ayisyen (French Creole) ATANSYON: Sinou palé Kreyol Ayisyen, gen asistans pou sévis ki disponib nan
lang nou pou gratis. Rele 1-500-208-1221 (TTY: 711).

EWH X (Traditional Chinese) (£ ¥ MREHAERT  ETLERESESEESE. #R®1-
BO0-208-1221 ( TTY - 711 ) .

Tiéng Vit (Vietnamese) CHU ¥: M&u qui vi ndi Tidng Vigt, dich vy thing dich cia ching téi s3n sang phuc vu
qui vi mién phi. Goi 8 1-800-208-1221 {TTY: 711).

Pyccumid (Russian) BHHMAHKWE: Ecny 81 rOS00HTE Ha DYCCKOM AZLIKE, TO BaM OOCTYIHE GECMASTHEE YOIYTH
nepesoaa. Iaonute 1-800-208-1221 (renetann: 711).

iy p) (Arabic)
1 -BO0-208-1221 A5 o] *Lian ol 5o i 3y Al sl s & gy gl Rl ol 134 1oy
(TTY:711)
81 (Cambodian) [origsgnfin 1igsSunwemaniss, wiibuneurrhsgusiy geinn sy sehw
FEASIET G 500 1-800-208-1221 (TTY: 711)1

Francais (French) ATTEMTIOM: Si wous parlez francais, des services d'aide linguistique vous sont proposss
gratuitement. Appelez le 1-800-208-1221 [ATS: T11).

Italiano (Halian) ATTENZIOME: In caso |a lingua parlata sia I'italiano, sono disponibili servizi di assistenza
limguistica gratuiti. Chiamare il numero 1-800-208-1221 (TTY: 711).

SR 0 (Korean) 2B T E ALESIA = A F, {0 A H MU 2B S22 0|8&bd = 2gUCh1-
&00-208-1221 [TTY: 711) H o2 HEpe FHA 2.

ExArped (Greek) MPOZOXH: Av puddre sl undpyouy otn Sudfeor oog Swpedv umnpeoies yhwoouknis
umoorpns. Kahéore 1-800-208-1221 (TTY: 711).

Polski (Polish) UWAGA: leieli mowisz po polsku, moiesz skorzystal z bezplatne] pomocy jezykowej. Zadzwon
pod numer 1-800-208-1221 (TTY: 711).

fEt (Hindi) e ST 39w g R ey § S o T s SRR AT A Iaee §
AT & Todr T . 1-800-208-1221 (TTY: 711)

apa=1ell (Gujarati) tautst wdl ;- wl AR gl elleton 1 Al wus w2 eusidla Asel deet HEel
Gucte B, @3 wildl wd fle 570 1-800-208-1221 (TTY: 711)

WO (Lao) UagL: T1dh vimuSrwesn 270, mulSmugoacBiadiuwrm, foalcsea,
ceouBuisnimmon. fns 1-800-208-1221 (TTy: 711).

ATTENTION: If you speak a language other than English, language assistance services, free of charge, are
available to you. Call 1-800-208-1221 (TTY: 711

@ Harvard Pilgrim Health Care includes Harvard Pilgrim Health Care, Harvard Pilgrim Health Care of New England
and HPHC Insurance Comgany.
{(Continued)



1 P 1 Wellness Way
@ Harvard Pilgrim Canton, MA 02021
HealthCare 781.612.1000

harvardpilgrim.org

General Notice About Nondiscrimination and Accessibility Requirements

Harvard Pigrm Health Care and its affiliates as noted below ("HPHC”) comply with appbcabie faderal exvil rights laws and
does not discriminate on the bagis of race, color, national origin, age, disability, saw. sesual orientation, or gendar idantity.
HPHC doas not excluds people of reat them differantly becadse of race, cokr, national origin, age, disabity, sex, saxual
orientation. or gender identity.
HPHG:

+ Prowides frea aids and senvices to paople with disabilites to communicate afsctively with us, such as quakfied sgn

fanguage interpreters and written information in ather formats (large print, audio, other formats)

+ Provides free language servicas to people whose primary kanduage is not English, such as qualifisd intenpratars.

If you need thess sanaces, contact sur Chil Rights Compliance Officar.

If you balieve that HPHC has fadad 1o provide thesa sensces of discimmabed in anothar way on the basis of race, color,
nabonal origin, age. disability, sex, sexual onentation, or gender identity, you can file a grievance with: Civil Rights
Complance Oficer, 1 Wallness Way, Canton, MA 020211166, (866) 750-2074, TTY sandce: 711, Fax: (617) 509-3085,
Ermail: cvil_nightsi@point 32health.ong. You can file a grievance in parsan or by mai, fax or emad. If you need help fing a
grievance, the Civil Rights Complianca Officer is avalabla to help you. You can also e a civll rights complaint with the ULS.
Department of Health and Human Senvices, Office for Civll Rights, electrorscally through the Offica for Civil Rights
Complaint Portal, available a hitps:locrportal hhe. goviser/portallobby jsf. or by mail or phone at:
U.S. Deparimant of Health and Human Servicas
200 Independence Avenue, SW
Room 509F, HHH Busiding
Washinglon, D.C. 20201
(800) 368-1019, (300) 537-T647 (TTY)
Compiaint fiorns ara avalable at hitp:\waw.hhs.goviecriofficaffileindes. him.

Harvard Pilgrim Health Care includes Harvard Pilgrim Health Care, Harvard Pilgrim Health Care of Mew England
and HPHC Insurance Comgany.



\ \ 1 Wellness Way
HanrardPﬂgrlm Canton, MA 02021

HealthCare 781.612.1000
harvardpilgrim.org

From 5500 Schedule A Supporting Information
This information is provided pursuant to ERISA Section 103(a)(2)

Issue Date: 06/20/2025

Customer Number: C77232

Group Name: Hospice of the GS HMO BB 1500

Contract Year: 03/01/2024 - 02/28/2025

Name of Insurance Carrier: HARVARD PILGRIM HEALTH CARE

Carrier NAIC Number: 96911 Carrier EIN Number: 04-2452600
Type of Benefit: HEALTH

Approximate Number of Members at End of Contract Year: 85

Total Premiums Received by Carrier in Contract Year: $724,203.47

Broker Compensation:

Other Total
Commissions Compensations Compensations
Broker Name Broker Address Paid Paid Paid
BROWN & BROWN INSURANCE 300 N Beach Street,Daytona
SERVICES INC Beach,FL,32114 $13,792.67 $0.00 $13,792.67
MASSACHUSETTS, LLC,980
BROWN & BROWN OF WASHINGTON
MASSACHUSETTS LLC STREET,DEDHAM,MA,02026 $9,236.96 $0.00 $9,236.96
Total $23,029.63 $0.00 $23,029.63

Group and Customer Account numbers covered under this form: 178823 1788230000



\ \ 1 Wellness Way
HanrardPﬂgrlm Canton, MA 02021

HealthCare 781.612.1000
harvardpilgrim.org

From 5500 Schedule A Supporting Information
This information is provided pursuant to ERISA Section 103(a)(2)

Issue Date: 06/20/2025

Customer Number: C77232

Group Name: Hospice of the GS HMO BB 2000

Contract Year: 03/01/2024 - 02/28/2025

Name of Insurance Carrier: HARVARD PILGRIM HEALTH CARE

Carrier NAIC Number: 96911 Carrier EIN Number: 04-2452600
Type of Benefit: HEALTH

Approximate Number of Members at End of Contract Year: 66

Total Premiums Received by Carrier in Contract Year: $500,647.63

Broker Compensation:

Other Total
Commissions Compensations Compensations
Broker Name Broker Address Paid Paid Paid
BROWN & BROWN INSURANCE 300 N Beach Street,Daytona
SERVICES INC Beach,FL,32114 $9,012.68 $0.00 $9,012.68
MASSACHUSETTS, LLC,980
BROWN & BROWN OF WASHINGTON
MASSACHUSETTS LLC STREET,DEDHAM,MA,02026 $6,035.80 $0.00 $6,035.80
Total $15,048.48 $0.00 $15,048.48

Group and Customer Account numbers covered under this form: 178824 1788240000



\ \ 1 Wellness Way
HanrardPﬂgrlm Canton, MA 02021

HealthCare 781.612.1000
harvardpilgrim.org

From 5500 Schedule A Supporting Information
This information is provided pursuant to ERISA Section 103(a)(2)

Issue Date: 06/20/2025

Customer Number: C77232

Group Name: Hospice of the GS PPO BB 2000

Contract Year: 03/01/2024 - 02/28/2025

Name of Insurance Carrier: HARVARD PILGRIM HEALTH CARE

Carrier NAIC Number: 96911 Carrier EIN Number: 04-2452600
Type of Benefit: HEALTH

Approximate Number of Members at End of Contract Year: 57

Total Premiums Received by Carrier in Contract Year: $442,814.34

Broker Compensation:

Other Total
Commissions Compensations Compensations
Broker Name Broker Address Paid Paid Paid
BROWN & BROWN INSURANCE 300 N Beach Street,Daytona
SERVICES INC Beach,FL,32114 $7,918.08 $0.00 $7,918.08
MASSACHUSETTS, LLC,980
BROWN & BROWN OF WASHINGTON
MASSACHUSETTS LLC STREET,DEDHAM,MA,02026 $5,302.74 $0.00 $5,302.74
Total $13,220.82 $0.00 $13,220.82

Group and Customer Account numbers covered under this form: 178825 1788250000



\ \ 1 Wellness Way
HanrardPﬂgrlm Canton, MA 02021

HealthCare 781.612.1000
harvardpilgrim.org

From 5500 Schedule A Supporting Information
This information is provided pursuant to ERISA Section 103(a)(2)

Issue Date: 06/20/2025

Customer Number: C77232

Group Name: Hospice of the GS PPO BB 2000/COB

Contract Year: 03/01/2024 - 02/28/2025

Name of Insurance Carrier: HARVARD PILGRIM HEALTH CARE

Carrier NAIC Number: 96911 Carrier EIN Number: 04-2452600
Type of Benefit: HEALTH

Approximate Number of Members at End of Contract Year:

Total Premiums Received by Carrier in Contract Year: $9,170.29

Broker Compensation:

Other Total
Commissions Compensations Compensations
Broker Name Broker Address Paid Paid Paid
BROWN & BROWN INSURANCE 300 N Beach Street,Daytona
SERVICES INC Beach,FL,32114 $36.57 $0.00 $36.57
MASSACHUSETTS, LLC,980
BROWN & BROWN OF WASHINGTON
MASSACHUSETTS LLC STREET,DEDHAM,MA,02026 $24.49 $0.00 $24.49
Total $61.06 $0.00 $61.06

Group and Customer Account numbers covered under this form: 178825 1788250001



Blue Cross Blue Shield of Massachusetts, Inc.

FULLY INSURED #5500A WORKSHEET
MASSACHUSETTS

ACCOUNT NAME: Good Shepherd Community Care
ACCOUNT #: 0206193
PERIOD: 03/01/2024 - 02/28/2025 @ 04/30/2025
NAIC CODE: 53228
EIN CODE: 04-1045815

MEDICAL DENTAL SENIOR VISION
LAST MONTH OF PERIOD ENROLLMENT
Employees 0 119 0 90
Employee & Dependents 0 223 0 153

Total Premium $0 $97,016 $0 $9,210 $106,226

BENEFIT CHARGES

Incurred Claims $0 $78,152 $0 $5,133
Incurred But Not Reported $0 $1,172 $0 $41
Claims Charged $0 $79,325 $0 $5,174

RETENTION ALLOCATION

Base Commission $0 $4,205 $0 $921
Taxes $0 $0 $0 $0
Other Retention Charges $0 $13,486 $0 $3,115

Copies: 1 - Sales Executive, 1 - File Copy, 1 - Group

The above information is intended to help you complete the Form 5500, Schedule A. If you require additional information
please contact your representative at BCBSMA.



COMMISSIONS AND BONUS BREAKDOWN

MASSACHUSETTS

ACCOUNT NAME: Good Shepherd Community Care
ACCOUNT #: 0206193
PERIOD: 03/01/2024 - 02/28/2025 @ 04/30/2025
NAIC CODE: 53228
EIN CODE: 04-1045815

MEDICAL DENTAL SENIOR VISION
COMMISSION BREAKDOWN
BROWN & BROWN OF MA LLC $0.00 $978.95 $0.00 $128.92
Brown & Brown Insurance Services, Inc $0.00 $3,226.35 $0.00 $792.04
$4,205.30 $920.96 $5,126.26

Copies: 1 - Sales Executive, 1 - File Copy, 1 - Group

The above information is intended to help you complete the Form 5500, Schedule A and C. If you require additional information
information please contact your representative at BCBSMA.



Statement of Insurance Data for Schedule A (Form 5500)

Name of Plan:

Name of Insurance Carrier:

Carrier Employer Identification Number
(EIN):

NAIC Code:
Contract or Identification Number:

Approximate number of persons covered
at end of policy or current year:

Policy or Contract Year:

Benefit and Contract Type:

Total Amount of Commissions and Fees
Paid:

Premiums Paid to Carrier:

Premiums Due but Unpaid at End of Year:

Persons Receiving Commissions:

HOSPICE OF THE GOOD SHEPHERD DBA GOOD SHEPHERD

COMMUNITY CARE
USAble Life

71-0505232

94358
50002092
134

3/1/2024 - 2/28/2025

Group Term Life

Accidental Death & Dismemberment

$7,367.98

$36,839.99

Name and Address of the
agent, broker, or other

person to whom
commissions or fees were
paid:

INDIGO INSURANCE SERVICES

100 FRONT STREET 20TH FLOOR
WORCESTER, MA 01608

Total Total Fees
amount of Paid/Additional
Commission Compensation
s Paid

$7,367.98

This statement contains the data necessary for completion of your Schedule A (Form 5500) .This is not a representation of the
actual Schedule A form. Please contact either a financial advisor or internal Tax Department for assistance.

Page 1 of 5



USAble Life Statement of Insurance Data for Schedule A (Form 5500)

Name of Plan:

Name of Insurance Carrier:

Carrier Employer Identification Number
(EIN):

NAIC Code:
Contract or Identification Number:

Approximate number of persons covered
at end of policy or current year:

Policy or Contract Year:
Benefit and Contract Type:

Total Amount of Commissions and Fees
Paid:

Premiums Paid to Carrier:

Premiums Due but Unpaid at End of Year:

Persons Receiving Commissions:

HOSPICE OF THE GOOD SHEPHERD DBA GOOD SHEPHERD

COMMUNITY CARE
USAble Life

71-0505232

94358
50002092
51

3/1/2024 - 2/28/2025

Voluntary Accidental Death & Dismemberment

$231.34

$925.40

Name and Address of the
agent, broker, or other

person to whom
commissions or fees were
paid:

INDIGO INSURANCE SERVICES

100 FRONT STREET 20TH FLOOR
WORCESTER, MA 01608

Total Total Fees
amount of Paid/Additional
Commission Compensation
s Paid

$231.34

This statement contains the data necessary for completion of your Schedule A (Form 5500) .This is not a representation of the
actual Schedule A form. Please contact either a financial advisor or internal Tax Department for assistance.

Page 2 of 5



Statement of Insurance Data for Schedule A (Form 5500)

Name of Plan:

Name of Insurance Carrier:

Carrier Employer Identification Number
(EIN):

NAIC Code:
Contract or Identification Number:

Approximate number of persons covered
at end of policy or current year:

Policy or Contract Year:
Benefit and Contract Type:

Total Amount of Commissions and Fees
Paid:

Premiums Paid to Carrier:

Premiums Due but Unpaid at End of Year:

Persons Receiving Commissions:

HOSPICE OF THE GOOD SHEPHERD DBA GOOD SHEPHERD

COMMUNITY CARE
USAble Life

71-0505232

94358
50002092
51

3/1/2024 - 2/28/2025
Voluntary Group Term Life

$2,510.96

$10,043.80

Name and Address of the
agent, broker, or other
person to whom

commissions or fees were
paid:
INDIGO INSURANCE SERVICES

100 FRONT STREET 20TH FLOOR
WORCESTER, MA 01608

Total Total Fees
amount of Paid/Additional
Commission Compensation
s Paid

This statement contains the data necessary for completion of your Schedule A (Form 5500) .This is not a representation of the
actual Schedule A form. Please contact either a financial advisor or internal Tax Department for assistance.
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Statement of Insurance Data for Schedule A (Form 5500)

Name of Plan:

Name of Insurance Carrier:

Carrier Employer Identification Number
(EIN):

NAIC Code:
Contract or Identification Number:

Approximate number of persons covered
at end of policy or current year:

Policy or Contract Year:
Benefit and Contract Type:

Total Amount of Commissions and Fees
Paid:

Premiums Paid to Carrier:

Premiums Due but Unpaid at End of Year:

Persons Receiving Commissions:

HOSPICE OF THE GOOD SHEPHERD DBA GOOD SHEPHERD

COMMUNITY CARE
USAble Life

71-0505232

94358
50002092
39

3/1/2024 - 2/28/2025
Voluntary Long Term Disability
$4,569.15

$18,276.53

Name and Address of the
agent, broker, or other

person to whom
commissions or fees were
paid:

INDIGO INSURANCE SERVICES

100 FRONT STREET 20TH FLOOR
WORCESTER, MA 01608

Total Total Fees
amount of Paid/Additional
Commission Compensation
s Paid

$4,569.15

This statement contains the data necessary for completion of your Schedule A (Form 5500) .This is not a representation of the
actual Schedule A form. Please contact either a financial advisor or internal Tax Department for assistance.

Page 4 of 5



Statement of Insurance Data for Schedule A (Form 5500)

Name of Plan:

Name of Insurance Carrier:

Carrier Employer Identification Number
(EIN):

NAIC Code:
Contract or Identification Number:

Approximate number of persons covered
at end of policy or current year:

Policy or Contract Year:
Benefit and Contract Type:

Total Amount of Commissions and Fees
Paid:

Premiums Paid to Carrier:

Premiums Due but Unpaid at End of Year:

Persons Receiving Commissions:

HOSPICE OF THE GOOD SHEPHERD DBA GOOD SHEPHERD

COMMUNITY CARE
USAble Life

71-0505232

94358
50002092
42

3/1/2024 - 2/28/2025
Voluntary Short Term Disability
$1,695.00

$6,779.94

Name and Address of the
agent, broker, or other
person to whom

commissions or fees were
paid:
INDIGO INSURANCE SERVICES

100 FRONT STREET 20TH FLOOR
WORCESTER, MA 01608

Total Total Fees
amount of Paid/Additional
Commission Compensation
s Paid

This statement contains the data necessary for completion of your Schedule A (Form 5500) .This is not a representation of the
actual Schedule A form. Please contact either a financial advisor or internal Tax Department for assistance.
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