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 06/01/2024 and ending  05/31/2025
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
CENTRAL GEORGIA HEART CENTER, PC HEALTH AND WELFARE PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
06/01/2020

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) 58-1581693

CENTRAL GEORGIA HEART CENTER, PC

1062 FORSYTH STREET
SUITE 1B
MACON, GA 31201

2C Plan Sponsor’s telephone
number
478-741-1208

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. 09/24/2025 JOEL HOBBS
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 152
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) 152
a(2) Total number of active participants at the end of the plan year ... 63_(2) 153
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 153
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 4Q 4A 4D 4E 4F 4H
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 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 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)
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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




SCHE

(Form 5500)

Department

Internal Revenue Service

DULE A

of the Treasury

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 06/01/2024 and ending  05/31/2025
A Name of plan B Three-digit
CENTRAL GEORGIA HEART CENTER, PC HEALTH AND WELFARE PLAN plan number (PN) > 501

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

CENTRAL GEORGIA HEART CENTER, PC

58-1581693

D Employer Identification Number (EIN)

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
GREATER GEORGIA LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
58-1473042 97217 CM10000076 153 06/01/2024 05/31/2025

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

(a) Total amount of commissions paid

(b) Total amount of fees paid

262

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

SANFORD INSURANCE LLC

4468 FORSYTH RD
MACON, GA 31210

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

262

0 | N/A

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
commissions paid

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d [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 77867
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 06/01/2024 and ending  05/31/2025
A Name of plan B Three-digit
CENTRAL GEORGIA HEART CENTER, PC HEALTH AND WELFARE PLAN plan number (PN) > 501

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

CENTRAL GEORGIA HEART CENTER, PC

58-1581693

D Employer Identification Number (EIN)

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
PRINCIPAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
42-0127290 61271 1128530 147 06/01/2024 05/31/2025

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

(a) Total amount of commissions paid

(b) Total amount of fees paid

7034

5427

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

SANFORD INSURANCE LLC

4468 FORSYTH ROAD
MACON, GA 31210

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

7034

0 | N/A

3

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

THE CASON GROUP

1612 MARION STREET
COLUMBIA, SC 29201

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

5427 | OVERRIDE

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 Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X Other (specify) P AD&D, CRITICAL ILLNESS, ACCIDENT

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 117093
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE A
(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 06/01/2024 and ending  05/31/2025
A Name of plan B Three-digit
CENTRAL GEORGIA HEART CENTER, PC HEALTH AND WELFARE PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
CENTRAL GEORGIA HEART CENTER, PC

58-1581693

D Employer Identification Number (EIN)

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

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

1 Coverage Information:

(a) Name of insurance carrier
CIGNA HEALTH AND LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
59-1031071 67369 00636439 95 06/01/2024 05/31/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

7654

78182

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

SANFORD INSURANCE LLC

4468 FORSYTH ROAD
MACON, GA 31210

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

7654

53198 | BENEFIT ADVISOR FEES

3

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

THE CASON GROUP

1612 MARION STREET
COLUMBIA, SC 29201

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

24984 | SERVICE/GEN AGENT 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 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) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 707892
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(4) EAMEA (1) # (2) = (3)) +ervrereeeeeeeeeeeeeeeeeeeeeeeeeseeseeseeeeeeeeeeeeeeee e e e ee s sssestesteseeseaseassessessess s ssesssesessseeseens | 9a4) 707892
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 676224
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 2780
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 679004
(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) COMMIUSSIONS ......cveeeeivieeetceceeeeeee e teeees et s e seasnesesesenes 9c(D)(A) 0
(B) Administrative service or other fees ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 50601
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(E) TAXES.. ettt 9c(1)(E) 15928
(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) 66529
(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 ......vvvteeisii ettt ettt ettt sttt ettt s bbb s e se s bbb e b et e et es bbb e se et b e b e st es e e e s s s esenens 9d(2) 72612
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 432601
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




Form 5500 Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

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

of the
o mberplekabio b sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
Emm*gm:{;;gj ¥ » Complete all entries in accordance with
y,\.,m,,imtm the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection

I Part | | Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 06 /01/2024 andending  05/31/2025

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 returm/report is: I:] the first return/report |:| 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 Nere. . . . ... .. ... ... ... outi it

D Check box if filing under: D Form 5558 [] automatic extension
D special extension (enter description)

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

I Part Il I Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit plan
CENTRAL GEORGIA HEART CENTER, PC HEALTH AND WELFARE PLAN number (PN) » | 501
1c Effective date of plan
06/01/2020
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 58-1581693
CENTRAL GEORGIA HEART CENTER, PC 2c Plan Sponsor’s telephone
number

1062 FORSYTH STREET
SUITE 1B
MACON GA 31201

478-741-1208

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.

q , Q,q , 30&5@1 Hobbs
1
Da‘e 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 [g Same as Plan Sponsor

3b Administrator's EIN

3c Administrator’s telephone
number

4 Ifthe 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 [ 152
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢c, and 6d).
a(1) Total number of active participants at the beginning of the plan year ..o 6a(1) 152
a(2) Total number of active participants at the end of the plan year ... 6a(2) 153
b Retired or separated participanis réceiving Denefils..........c..ounu ittty immiia 6b 0
c Other retired or separated participants entitled to future benefits..................cccoooiiiiiiiiicciee e 6¢c 0
d Subtotal: Add HNES BB(2), B, AN BC. .........:uuuuuiuiscssssmuiusiunsssisiitsivnininitossusscsoiesess essse esesiaiss iesisiiiniss st sdssssivasness 6d 153
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...................cccoiiiiiinnns 6e
f TOtal. A INES B BNA BO. ..........oovoeeeeeeeeeee et ss s ene s s ssen s 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
OULD COMPIELE IS HEM) ..o ee e ee e sseeerseee s eeeeeeeee e g
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
GUL) COMPIELE NS M) ... 16g(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1ESS than 100% VESIEA ... eeesss s eseessessessssessesaesssenssesessesssessesessesseseeesesssesssesessaseeseseesseseeseesresneasssersas 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7

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

b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4B 4Q 4A 4D 4E 4F 4H

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) Insurance
2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust 3) Trust
4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) D R (Retirement Plan Information) 1) D H (Financial Information)
2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ D ) (Fencial ifornation ~ SmeN Fiam
Purchase Plan Actuarial Information) - signed by the plan (3) @ A (Insurance Information) — Number Attached _ 3
actuary @  [] c (senice Provider Information)
3 SB (Single-Employer Defined Benefit Plan rial . ;
@ (] o rin atj%n) - sign:d S linian a";uarya NG (5) [] D (OFE/Participating Plan Information)
@ [] DCG (individual Plan Information) — Number Attached ® [] G (Financial Transaction Schedules)
(5) D MEP (Multiple-Employer Retirement Plan Information)



Form 5500 (2024) Page 3

[ Partlll_ | 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.) wooovreennreeerissrennee oo || YeES 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 [] No

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

Receipt Confirmation Code,




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

P Fileas

» Insurance compan

an attachment to Form 5§500.
ies 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  06/01/2024 andending 05/31/2025
A Name of plan B Three-digit
CENTRAL GEORGIA HEART CENTER, PC HEALTH AND WELFARE plan number (PN) 501

PLAN

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

CENTRAL GEORGIA HEART CENTER, PC

D Employer Identification Number (EIN)

58-1581693

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 |l and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Greater Georgia Life Insurance Company

i) (c) NAIC (d) Contract or (e) Approxima::1 m;m:gr (;f Policy or contract year
PO s persons covered at end of
code identification number policy or contract year (f) From (g) To
58-1473042 97217 CM10000076 153 06/01/2024 05/31/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

262

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

SANFORD INSURANCE LLC
4468 FORSYTH RD

MACON GA

31210

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

262

N/A

0

(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



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) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose Sods




Schedule A (Form 5500) 2024

Page 3

Partll | Investment and Annuity Contract Information

this report.

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

4 Current value of plan’s interest under this contract in the general account at year end ...........ccccooviiiioiiciiiiciisneinias 4
5 Current value of plan’s interest under this contract in separate accounts at year end............cccouevueiiiiiorisiciicuccienies 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
RO T i T 6b
C Premiums due but unpaid at the end of the YOar. ......c..c.cavimuniiamnimss i 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter @amount. ..o
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
3) [] other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration (2) D immediate participation guarantee
3) D guaranteed investment 4) D other P
b Balance at the end Of the PreVIOUS YA ..................o..cvevvevereeseeeeeieereseessesieesessessessessssssssses et es s es e essessas 7b 0
C  Additions: (1) Contributions deposited during the year ..................cc......... 7c(1)
(2) Dividends and CrEAItS ...............co.oveveeveeeeeeeeeeeeeee e 7¢c(2)
(3) Interest credited dUring the YEar ...............cocoovwoverveeeeeeeeeeeeeeeeeeeeneees 7c¢(3)
(4) Transferred from separate aCCOUN.................o.oouvveveeeeeeeeeeeeeeeeeeeeeen, 7c(4)
(5):Other:(SPECIY DOIOW) ....c.ccivunmmmvsimsssinsssssisisssssississsiasiss 7¢(5)
>
(5] T O BCIAIIONIS oo s o445 P S RS e SRR R B AR S AR ARERHRES 7¢(6) 0
d Total of balance and additions (add iN@s 7B @nd 7C(B)). ............ccvevuermereeeeeeeeeeeeeeeeeseeseeeer st eeeeeeseeseseseseesaesees [ 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier ................cc.ccooooveevuereerereessreenn 7¢e(2)
(3) Transfdriod to Separate ACCOUNt ::.::::x. it 7e(3)
(4) Other (8PECHY DRIOW) .....ccoccuinsinmsmsmsnsmsmmnsmmmmmis 7e(4)
»
(5) T OB AOAUCHIONS: «.:.is0ss5uswusissanssmensamsssusssisssmsinmssussusassma s sasssonsvasses 0
f Balance at the end of the current year (subtract line 7¢(5) from line 7d) 0




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental c [:] Vision d @ Life insurance
e |:| Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i [] Stop loss (large deductible) j [] HMO contract k D PPO contract I D Indemnity contract
m D Other (specify) P
9 Experience-rated contracts:
a Premiums: (1) Amount reCeiVed. ...« s 9a(1)
(2) Increase (decrease) in amount due but unpaid..................c.ccocoveeee.. 9a(2)
(3) Increase (decrease) in unearned premium reserve ............................. 9a(3)
(4) EAMEA (1) + (2) = (3))vvverereereeeeeeeeeeeeeseeeeeeeeeeee e 9a(4) 0
b Benefit charges (1) Claims paid...............ccocooovereeeeererennn.
(2) Increase (decrease) in claim reserves
(3) Incurred claims (add (1) and (2)) 9b(3) 0
(4) ClAIMs CHANGET ..o s oo oo e s o s e s Heve s ssisasussss 9h(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMUBBIONS 5.civissuivssiniimsiiinme hiomist iR s 9c(1)(A)
(B) Administrative service or other fees...............cccococvevevvveeiieceernnns 9¢(1)(B)
(C) Other Specific aCQUISIION COSBLS ............ovueueemeeeceeeeisienseessonnas 9¢(1)(C)
(B R e e —— 9¢(1)(D)
(S L T — .. | 9¢(INE)
(F) Charges for risks or other contingencies............................ ... | 9¢c(1)(F)
(G) Other retention charges .. 9¢c(1)(G)
(H) TOAE FOUOION ...cuiisusinssmssmmmmmnsiessss st s ss o P e S s S s e esvvdaeta 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .................. 9c¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ... 9d(1)
(2) ClAITYTOBOINEE - usususssvssvnvives s rvessmstoss s o e Tav TSy T O SR S T T s e B T S 9d(2)
(B) OO TOBOTVEE .o svsasisavosissiosss Sosss s oo s soea s B SR A S T s e e e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .............ccccocvevene.... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMET ...............cc.coueueieiieieeiceeeeeeeeee et eee 10a 77,867
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount........................... 10b
Specify nature of costs.
| PartIV | Provision of Information
11 _Did the insurance company fail to provide any information necessary to complete Schedule A?............ D Yes @ No

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




SCHEDULE A Insurance Information O —

(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
f Labor
Employee mf?t’:gnetczn:y Administration P File as an attachment to Form 5500.
Panalan et Qoncanty Crpomao » 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  06/01/2024 andending  05/31/2025
A Name of plan B Three-digit
CENTRAL GEORGIA HEART CENTER, PC HEALTH AND WELFARE plan number (PN) > 501
PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CENTRAL GEORGIA HEART CENTER, PC 58-15816393

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 |l and |Il can be reported on a single Schedule A.

1 _Coverage Information:

(a) Name of insurance carrier

Principal Life Insurance Company

i Policy or contract year
NAIC d (e) Approximate number of
(b) EIN (C)code ide(nt)iﬁgaou!gfr\arﬁjgber persans coverad M erd of (f) From (g9) To
policy or contract year
42-0127290 61271 1128530 147 06/01/2024 05/31/2025

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

(a) Total amount of commissions paid (b) Total amount of fees paid
7,034 5,427

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

Sanford Insurance LLC
4468 Forsyth Road

Macon GA 31210

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

7,034 0 3

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

The Cason Group
1612 Marion Street

Columbia SC 29201
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
override
0 5,427 3
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) 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 o

(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 per

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end ................cc.cccooovorvirorrerreennns. 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Promiiins Daldilo CamIe ..o s mun i i s hindsossensessems henmssssinib isar b her St sniie cha bbb Tie 50 6b
C Premiums due but unpaid at the end of the YEar. ..o e enee 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention:of e CONract:or: POlCY; OIMBE BITIOUIR. .......cusscnsssusssssssranissssnsississsssesssasnisosnsnsnssasisssonssssisnssssonssinioissos
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
@) [] other (specify) »
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a 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 Of the PreVIOUS YA ..................ovvveeeeeeeeeeeeeeeeeseeeeesseseeeeeseesseesssssesssesseesessesessssssessesseees [ 7b 0
C  Additions: (1) Contributions deposited during the year ................................ 7c(1)
(2) DiVIdaITas and CIEORE: .. o s 7¢(2)
(3) Interest credited dUNNG the YEAr ..............co.oovuevveeeeeeeeeeeeeeeeee e, 7c¢(3)
(4) Transferred from separate account .. | Tc(4)
(5) Othes (SDECHY DBIOWY :x:coximerssosminmmsssissions o i S Shs 7¢(5)
14
(8) TOMAN AIONE icvvcavscosscsasmsaavusmnsses v sy S T SRS 7¢(6) 0
d Total of balance and additions (add iNES 7B AN 7€(B)). ..............ccccccccocrrerrrerree e ceessseseeeeeessessssseeseeeeeee | 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmer ..................coooovmoveeeeeeeeeeeeen. 7e(2)
(3) Transferred to separate aCCOUN...............co..ooeoveoveeeeeeeeeeeeeeeeeeee e 7e(3)
(4) Other (SPECIfy DEIOW) .............ovveeeeeeeeeeeeeeeeeeeeeee e 7e(4)
>
() T OMA  AOUUCHONS..cucnsuasansvamiasssswisvsssssuimsstostas s oS T S SEe  e waeaR T B 7¢(5) 0
f Balance at the end of the current year (subtract line 7€(5) from liN€ 7d) ...................ooooovmvvevvovecreereeemererereeeerennn. ] 7f 0




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)
a [ ] Health (other than dental or vision) b [] pental ¢ ] vision

i [] stop loss (large deductible) j [] HMO contract k[ ] PPO contract

m@ Other (specify) PAD&D, Critical illness, accident

d @ Life insurance

e Temporary disability (accident and sickness) Long-term disabili Supplemental unemployment  h | | Prescription drug
g ty g

ID Indemnity contract

9 Experience-rated contracts:
a Premiums; (1) AMOount 18CeiVE........ i 9a(1)
(2) Increase (decrease) in amount due but unpaid..................ccccoceueunenee 9a(2)
(3) Increase (decrease) in unearned premium reserve 9a(3)
(8) EAMEA (1) + (2) = (3))-vvvveeeeeeeeeeeeeee oo eeeeese e s e sese e eeeeeeeeseee e eseeseeseeeseneeeeseeeseseseenes | 9a(4) 0
b Benefit charges (1) Claims Paid.................cooeoveiveeeeeeeeeeeeeeeeesceeeese e, 9b(1)
(2) Increase (decrease) in Claim rESEIVES ..............cccocevveeeevesesseerennns 9b(2)
(3) Incumed cIaIMS (Add (1) BN (2))::ccauicsmmisamiammssrsmimess e B B s S S s TS e e ettt 9b(3) 0
LI Ly T g T T 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A): COMMIBRIONS: ...ccciiunmummmivssisismts s 9c(1)(A)
(B) Administrative service or otherfees................cococoevevveveevceeennn. 9c(1)(B)
(C) Other specific acquisition costs ... .. | 9¢(1)(C)
(D) OUVOr CXPONSES i vssvversswwsemmiresemisssssre s mr e ST TR R 9c(1)(D)
(E) TONOE sosuvsvssusssssmusvassonsssvssmmssisas oy e o s 9c(1)(E)
(F) Charges for risks or other CONtingenCies.................oo..ovvvevrererenn.. 9c(1)(F)
(G) Other retention Charges...............o..veveeeeeeeeeeeeeeeeeeseeereeseeeeeseeeeeeeen 9c(1)(G)
(H) TOALPOUBNHON .o..ocismmmmimssmmsss o e o S TS S s e o 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) ClAIM TBBOIVES . i svovsnanusseasisssousssessass s oSSV SE O BSOS e S s A R s S b S ST TS 9d(2)
) O VO TSIV . mosimssssessvsiniesosias sevs 5 5 w3 2 PGS SRS A ST e s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .............c.ccoco....... e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAIMIET ...................coeeururieueueeeieeceeeeeeeeeteeesesaeee s eeesesesaseeaeenas 10a 117,093
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount........................... 10b
Specify nature of costs.

| PartIV | Provision of Information

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

D Yes @ No

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




SCHEDULE A i
Insurance Information N —
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemnal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor
Employee Benefits Security Administration P File as an attachment to Form 5500.
PGS ERE Dusing Cxronen » 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  06/01/2024 andending 05/31/2025
A Name of plan B Three-digit
CENTRAL GEORGIA HEART CENTER, PC HEALTH AND WELFARE plannumber ®N) D 501
PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CENTRAL GEORGIA HEART CENTER, PC 58-1581693

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 |l and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Cigna Health and Life Insurance Company

(€) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN s PO persons covered at end of
code identification number policy or contract year (f) From (g) To
59-1031071 67369 00636439 95 06/01/2024 05/31/2025

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.
(a) Total amount of commissions paid (b) Total amount of fees paid
7,654 78,182

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

Sanford Insurance LLC
4468 Forsyth Road

Macon GA 31210
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
benefit advisor fees
7,654 53,198 3

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

The Cason Group
1612 Marion Street

Columbia SC 29201

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
service/gen agent fees

0 24,984 3

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

commissions paid (c) Amount (d) Purpose




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at D L= T — 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid 10 CAITIET ..................ooeoeeeeeeeeeeeeeee oot e oo e e e e e e e e se e e s ee s e ee oo 6b
C Premiums due but unpaid atthe ond of the Year. .........cnummmnnssmamsnsamasssminmam st 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €nter @aMOUNL. .................cooiiiiiiiieeeeee e
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
@) [] other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: §)) |:| deposit administration (2 I:] immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end Of the PreVIOUS Y& ..............oo..oveooeeeeoeeeeeoeeeeeeeeeeeeeeeoeee oo eeeeesreeeeeseeeeeseeeneeeee [ 7b 0
C  Additions: (1) Contributions deposited during the year .................c..c........... 7c(1) :
(2) Dividends and Credits..................ovwurvriomieeneereeneee e 7c(2)
(3) Interest credited dUMNG the YEAT .............oo..oveoeeeeeeeeeeeeeeeeeeeee e 7¢(3)
(4) Transferred from separate aCCOUNt...................oovvveeverveeeeeeeeeeeeeereeeeeees 7c(4)
(5) Other (SPECITY DRIOW) ............oevveeeeeeeeeeeeeeeeeeeee e 7¢(5)
>
(B)TOMAI AUAIIONS ...ttt se et ee e eee s s 7¢(6) 0
d Total of balance and additions (add lines 7b and 7~ [ )) O —— 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmer ...............co.cocovuevveeeeeeeeeeeeeeen. 7e(2)
(3) Transferred to separate aCCOUNt .................coovvovmoveeeeeeeeeeeeeeeeeeeeeeenn. 7¢(3)
(4) Other (SPECIfY DEIOW) ...............veeeeeeeeeeeeeeeeeeeeee e e eereseesseeseeses s es s 7e(4)
>
(5) Total dedUCHIONS ........ccovuiitiieieieeieeceeee e 0
f Balance at the end of the current year (subtract line 7e(5) from line 7d) 0




Schedule A (Form 5500) 2024 Page 4

Part lll

Welfare Benefit Contract Information
If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual

employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNt F€CEIVEM .............co.overeeeeeeeeeeeeeeeeeeeeeeeeee e 9a(1) 707,892
(2) Increase (decrease) in amount due but unpaid....................c.c.cooee..... 9a(2)
(3) Increase (decrease) in unearned premium reserve ............................. 9a(3)
L R e ) ) N | 9a(4) 707,892
b Benefit charges (1) Claims Paid..............oo.oooeovveovoeeeeeeeeeeceseeeeeeeeee 9b(1) 676,224
(2) Increase (decrease) in Claim reSEIVeS ...............cccceoveeeveveveeeeersreseennnns 9b(2) 2,780
(3) Incurred claims (8dd (1): 800 (2)).:::susmsammarms i e R e s 9b(3) 679,004
T L T T T a———— 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMISEIONS cxviuussnisnsssssmsmss s isisss s st 9c(1)(A) 0
(B) Administrative service or other fees................ccccoeoevevevevevevennnnne. 9c(1)(B) 50,601
(C) Other Specific ACQUISItION COSS ...............ovveeeeereeeeee s 9¢(1)(C)
UB)JL0, o o e 9c(1)(D)
) L 9c(1)(E) 15,928
(F) Charges for risks or other COntingencies...................coovvovvveerenne.. 9c(1)(F)
(G) Othor retonbion ChaNges ...t 9c(1)(G)
() TR TEUBIVION wu:.vusssuusvsvmmsssavsssvesavssnanssesasoss ouav iy i v Ao ST s VRO LW S e S s STt vinsaus 9c(1)(H) 66,529
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) ClATTETOBOIVES <.cvusivivuvnsssiwsvis vt st st TS S e F SRS TS S ST S RO VS o sv et 9d(2) 72,612
(B) OIBE TBBBIVIEE o5 5suwvsussvmsissassssnssssssss s saa eSS SRS s v oa USSR oSS ovovsevs 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .......c.ocoveviviinnnnnn. 9e
10 Nonexperience-rated contracts:
@ Total premiums or subscription charges Paid t0 CAIMIET .................c.ccueuevurieuerrieieeseieieieeae s eeessesene e sesesaeaa 10a 432,601
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount........................... 10b
Specify nature of costs.
| PartlV | Provision of Information
11 _Did the insurance company fail to provide any information necessary to complete Schedule A?............ D Yes @ No

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




