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 ofgmiﬁir;i;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 04/01/2024 and ending  03/31/2025
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: 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
FOCUSED HEALTHCARE WELFARE BENEFIT PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
04/01/2024

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) 47-1978709

FOCUSED HEALTHCARE

18568 FORTY SIX PARKWAY
STE 2001
SPRING BRANCH, TX 78070

2C Plan Sponsor’s telephone
number
210-712-1990

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. 09/11/2025 DARRAN DOLLARHIDE
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 09/11/2025 DARRAN DOLLARHIDE
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 100
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) 100
a(2) Total number of active participants at the end of the plan year ... 63_(2) 114
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 114
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4B 4D 4E 4Q 4A
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 __ 5
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

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 04/01/2024 and ending  03/31/2025
A Name of plan B Three-digit
FOCUSED HEALTHCARE WELFARE BENEFIT PLAN plan number (PN) 3 501

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

FOCUSED HEALTHCARE

47-1978709

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
BLUECROSS BLUESHIELD OF TEXAS

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
36-1236610 70670 342301 38 04/01/2024 03/31/2025

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

13028

243

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

SECURANCE CORPORATION AGENCY

PO BOX 420390
HOUSTON, TX 77242

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

13028

243 | N/A

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



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 D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) 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 308299
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

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

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 04/01/2024 and ending  03/31/2025
A Name of plan B Three-digit
FOCUSED HEALTHCARE WELFARE BENEFIT PLAN plan number (PN) 3 501

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

FOCUSED HEALTHCARE

47-1978709

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
BLUECROSS BLUESHIELD OF TEXAS

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
36-1236610 70670 342266 44 04/01/2024 03/31/2025

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

14911

288

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

SECURANCE CORPORATION AGENCY

PO BOX 420390
HOUSTON, TX 77242

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

14911

288 | N/A

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




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
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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 B] Dental c D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) 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 345965
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

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

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 04/01/2024 and ending  03/31/2025
A Name of plan B Three-digit
FOCUSED HEALTHCARE WELFARE BENEFIT PLAN plan number (PN) 3 501

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

FOCUSED HEALTHCARE

47-1978709

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
BLUECROSS BLUESHIELD OF TEXAS

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
36-1236610 70670 342250 36 04/01/2024 03/31/2025

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

135

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

SECURANCE CORPORATION AGENCY

P. 0. BOX 420390
HOUSTON, TX 77242

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

6320

135 | N/A

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



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 D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) 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 154005
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

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

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 04/01/2024 and ending  03/31/2025
A Name of plan B Three-digit
FOCUSED HEALTHCARE WELFARE BENEFIT PLAN plan number (PN) 3 501

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

FOCUSED HEALTHCARE

47-1978709

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
BLUECROSS BLUESHIELD OF TEXAS

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
36-1236610 70670 342250 16 04/01/2024 03/31/2025

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

135

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

SECURANCE CORPORATION AGENCY

P. 0. BOX 420390
HOUSTON, TX 77242

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

5682

135 | N/A

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



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 D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) 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 131401
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)

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).

Department of Labor
Employee Benefits Security Administration

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

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 04/01/2024 and ending  03/31/2025
A Name of plan B Three-digit
FOCUSED HEALTHCARE WELFARE BENEFIT PLAN plan number (PN) 3 501

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

47-1978709

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 1156892 114 04/01/2024 03/31/2025

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

20121

4157

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

SECURANCE CORPORATION AGENCY

PO BOX 420390
HOUSTON, TX 77242

(b) Amount of sales and base

Fees and other commissions paid

commissions paid (c) Amount

(d) Purpose

(e) Organization code

20121

4157 | BONUS

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




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 B PPO contract

m B Other (specify) P CRITICAL ILLNESS, ACCIDENT

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 139919
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 | OME Nos. 12100110
This form is required to be filed for employee benefit plans under sections 104 ]

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

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2 0 2 4
e 'ﬂepa“';e"‘?{ Lgb‘” ) » Complete all entries in accordance with
i/ el the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
l Part| | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 04/01/2024 and ending 03/31/2025
A This returnireport is for: D a multiemployer plan |:| a muItipIe-.empongr pI.an (Filers checking this box rnust provide participating
employer information in accordance with the form instructions.)
@ a single-employer plan D a DFE (specify)
B This returnireport is: @ 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 here. . . .. . .. B e e e e P » D
D Check box if filing under: I:l Form 5558 |:| automatic extension D the DFVC program
D special extension (enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here. e - AXE - e - PR D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
Focused Healthcare Welfare Benefit Plan number (PN) » 501
1c Effective date of plan
04/01/2024
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) 47-1978709
Focused Healthcare 2c¢ Plan Sponsor's telephone
number
210-712-1990
18568 Forty Six Parkway 2d B”fi"et?s nge (see
instructions
Stel2001 621498
Spring Branch TX 78070 —
Caution: A penality for the late or incomplete filing of this return/report will be d unless reasonable cause is established.

Under penalties Iperjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and Attachments, as well #5 the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

; T )/ / "
SIGN W;w’w,’/ %(d/@ |09/11/2025 |DARRAN DOLLARHIDE
HERE A b el 7 1
Aigna{urp of plan aﬁmjﬁistrator,’u . Date Enter name of individual signing as plan administrator
1{ T = ]
VT 4., MU
:IE?RIE f)//’f{(‘[‘,f/ /b f/&f{ / 09/11/2025 |DARRAN DOLLARHIDE
i 97 v
./ 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 [ﬂ Same as Plan Sponsor 3b Administrator's EIN
3¢ 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 Sponsors name 4d PN
€ Plan Name
5 Total number of participants at the beginning of the plan year 5 | 100
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 ...............coooouiveeeeeeeeeee oo 63{1) 100
a(2) Total number of active participants at the €nd 0f the PIAN YEAT ........oc..ve v e 6a(2) 114
Retired or separated participants reCEIVING DENERILS ...........cocevivir et e e 6b 0
c Other retired or separated participants entitled to future benefits...... 6¢c 0
d Subtotal. Add lines 6a(2), 6b, aNd BC. ..ot | 6d 114
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .......................... | 6e
f Total. Add fINES BA AN B.. ..ottt s s et b st sse ettt ee e seen e eeee 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6a(1
g( complete this item)..........ccoooviviinininnn, et et oo ea e e be s ea e st e at s e ae e e e ene s e e e eneaes 9(1)
2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
g( ) COMPIELE TS EM) ... ettt et ettt eeen et et e ee e ee e e s e s s e eeeeeeee e 29{2]
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€55 than 100% VESIEA. ...ttt ee e see e st eeesees oo esssessesees s e e sssesessssseeeeseeseseeeseeoeees 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 Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

4B 4D 4E 4Q 4A

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

(1) D R (Retirement Plan Information) (W)
2

(2) D MB (Multiemployer Defined Benefit Plan and Certain Money @
Purchase Plan Actuarial Information) - signed by the plan 3)

actuary @

(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5)

Information) - signed by the plan actuary
(4) D DCG (Individual Plan Information) — Number Attached (6)

(5) D MEP (Multiple-Employer Retirement Plan Information)

b General Schedules

[] H (Financial Information)
|:| I (Financial Information — Small Plan) "
@ A (Insurance Information) — Number Attached >

D C (Service Provider Information)
D D (DFE/Participating Plan Information)

I:] G (Financial Transaction Schedules)



Form 5500 (2024) Page 3

[ Part Il ] Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a if the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) covvereveermsresmsssireecsceenenenn || 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.) ........... D 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 Benefil 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 04/01/2024 and ending 03/31/2025
A Name of plan B Three-digit
Focused Healthcare Welfare Benefit Plan plan number (PN) [S 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Focused Healthcare 47-1978709

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 il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

BLUECROSS BLUESHIELD OF TEXAS

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number PerEons coyered at end of (f) From (9) To
. policy or contract year
36-1236610 70670 342301 38 04/01/2024 03/31/2025

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

(a) Total amount of commissions paid (b) Total amount of fees paid
13,028 243

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

SECURANCE CORPORATION AGENCY
PO BOX 420390

HOUSTON TX 77242
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
N/A
13,028 243 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 Page 2 — | l

(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 Qrganjzation
commissions paid (c) Amount (d) Purpose code

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at vearend .........coeveviiininiine e 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 »
D Premiums PaIA 10 CAMTIET ...u.vvuriveeiieerieers e eeeees et eee s eeeet e eeeees e s e eeee s ee e eee oo ee oo 6b
C  Premiums due but unpaid at the end of the year 6¢c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, ENLEr AMOUNL. ............cccooieiiiiiiiti e
Specify nature of costs P
e Type of contract: (1) |:| individual palicies (2) D group deferred annuity
(3) [] 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: %)) |:| deposit administration ¥3] D immediate participation guarantee
(3) D guaranteed investment (4) D other b
b Balance at the end of the PreVIOUS VBT .................oooveeeseseeeeeseseeseeseeeeeseeeseeeeeseeereeeeeresseeeessesesseseessess e eoeesss oo oo | 7b
C  Additions: (1) Contributions deposited during the year ...........ccce.coeree......... 7c(1)
(2) Dividends and CreditS...........oov.veeureeeuieererireeoeeie e seesesee oo 7c(2)
(3) Interest credited dUring the YEar ............c.coeeoomioieieceeeee e 7c¢(3)
(4) Transferred from separate acCoUNt............c....cvevviecvceiercueeeeeeeee e eseene 7c(4)
(5) Other (SPECIY DEIOW) ...........oveeereeereiertieteceee e 7¢(5)

4

€ Deductions:

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

(2) Administration charge made by Carfer ............co.cooovuevvvoreeeereeeesscerereen, 7e(2)

(3) Transferred t0 separate aCCOUNt ..........o.ovooveeeeeeeoeeeoeeeeeoeeoeoeeeeeeeeeen 7e(3)

(4) Other (SPECIfY DEIOW) .........cvevceeeeeeeeeeeee e, 7e(4)

»

(5) TOtAl HEAUCHONS........oovo ettt ettt bt b et e eneee s ee s ene s 7e(5) 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 EI Health (other than dental or vision) b l)—_(| Dental c D Vision d |:| Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) j I:l HMO contract k D PPO contract 1 D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMOUNt rECEIVEM ........ccoviuimiiriiriniccrer et 9a(1)
(2) Increase (decrease) in amount due but unpaid.............ccccoeceeveerrennnnn. 9a(2)
(3) Increase (decrease) in unearmned pPremium reserve ............ccoceveueenenen. 9a(3)
() EAINEA (1) + (2) = (3] evvvveeereereeeeereeereeeeeeesesesees s sese e seeeeese s esesesssee s esesssse s seee s sessseeesesseseeseesseeresesrreee, | 9a(4) 0
b Benefit charges (1) Claims paid.............. 9b(1)
(2) Increase (decrease) in ClaIM rESEIVES .............ccccucveveverreirieeecnreerceennas 9b(2)
(3) Incurred claims (Add (1) @NA (2))..c.o.vov oottt et s et e et et e e e se e s e eae s neeras 9b(3) 0
(4) ClAIMS CAIGEA .....o.cecieeeeceere et et a sttt et bbb et aetem s s s e sn s 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....c.evvvcvcerre ettt seer st s sbeseneas 9c(1)(A)
(B) Administrative service or otherfees...........ccccccoeveemerecreeeverserreenn, 9¢(1)(B)
(C) Other specific acquisition COSLS ............c..cceeererieeerieiceee e 9¢(1)(C)
(D) OhETr EXPENSES ...vevereeeceerieneiierees e eeeeeeear e evessssesnssesasteseassseaneseens 9¢(1)(D)
(B} TEXES ..o eeeeseees s eeeeasee s eeee e e eeeesesnenasens 9¢(1)(E)
(F) Charges for risks or other contingencies. ............ovovvvvveereeeseenens 9c(1)(F)
(G) Other retention ChAIGES ........c..vv.reeeeereereeceseeeeereeeeeeseeressseeeeeseesens 9c(1)}G)
(H) Total retention 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (The 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) Claim reserves ... 9d(2)
(3) DENET TESEIVES ...c...ceeeitiiiieertete et st et saess st s st s se s s s s sse e s aesees e e et s eenaet e sat s aaeaseban s saeee et e Rt s et arees st enssteseseennrenn 9d(3)
€ Dividends or retroactive rate refunds due. (Do notinclude amount entered in line 8¢(2).) ........c..cccovvvvcnenene. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAMmier................c...co. it 10a 308,299
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount................c.......... 10b

Specify nature of costs.

| Part IV | Provision of Information

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

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Depariment of Lab .
Employee B:ﬁ:ﬁlsmggcgrity A?j;ninistration b File as an attachment to Form 5500.
Pension Benefil 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 04/01/2024 and ending 03/31/2025 B
A Name of plan B Three-digit
Focused Healthcare Welfare Benefit Plan plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer identification Number (EIN)
Focused Healthcare 47-1978709

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

BLUECROSS BLUESHIELD OF TEXAS

e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or (
(b) EIN code identification number parsons covered atend of (f) From (g) To
policy or contract year
36-1236610 70670 342266 44 04/01/2024 03/31/2025

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
14,911 288

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

SECURANCE CORPORATION AGENCY
PO BOX 420390

HOUSTON T 77242
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
N/A
14,911 288 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 Page 2 — | I

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

Partll | Investment and Annuity Contract Information

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end .................occoe.vvvvervvorvevvreenes 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 ...........coovuocececeeeteets et es st es et sseeeese s ereeseeeee e ee e eeeeeseeeeeseeseseness e s s eeeseesens 6b
C  Premiums due but unpaid at the end of the year.... 6¢c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €NtEr @MOUNL. .........c..ccocuiiiiiiiiie e e e e
Specify nature of costs P
e Type of contract: (1) |:| 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 > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) l:l deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4 D other b
b Balance at the €nd Of the PreVIOUS YEA c.........c.........oeovveeeeerceeeeeeereeeeeereere s eeeseereeseeeseeseseeesesseseesseeseeeneseesenseeseees [ 7b
C  Additions: (1) Contributions deposited during the year ............c.cc.ccooveun...... 7¢(1)
(2) Dividends and Credits............cocevverreeieeieee et 7¢(2)
(3) Interest credited during the YEar .............cocc.ovvei oo 7¢(3)
(4) Transferred from SEPArate ACCOUNL.................cooveeeeeeeeeeeeeeeereereereeeeeenens 7¢(4)
(5) Other (SPECITY BIOW) ..........cvveeeeieieiieeiee et eceeeeeeeeeee e seeseeeneeeeeee 7¢(5)
>
(B)TOAl AAAIIONS ...ttt a et s e ettt b e s e s bete et nebe s b e s sbesenereneenennn

d Total of balance and additions (add INES 7 NG TE(6)). .........oeveemerereeeereeeeceeeeceere e ee e e eeeeeeeseerr s
€ Deductions:

f

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

(2) Administration charge made by Carrier ................ccvevevivcerreeeiceeeeennn 7e(2)

(3) Transferred to SEPArate aCCOUNT........o.oovvivveeeeceeeeeeeeeee e eeeeees e, 7¢(3)

(4) Other (SPECITY DEIOW) ......v.vvevreeriersiiiieeseieescesees e eneeis s 7e(4)

»

(5) TOtAl AEAUCHONS.........cvurverrieriiaiereees et sss s s s st sesas bt b st st ee e e ees e s ee e senereseesenrenen 7e(5)

Balance at the end of the current year (subtract line 7e(5) from line 7d)
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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 catrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amountreceived ...........c..ccccrrmrenccnnnnninn e 9a(1)
(2) Increase (decrease) in amount due but unpaid..........ccceeveecereicrennannnn, 9a(2)
(3) Increase (decrease) in unearned premium reserve .. 9a(3)
Ot () R P ) ) | 9a(4) 0
b Benefit charges (1) Claims Paid..........cccoceeerueriinnssienceensisenieses s, 9b(1)
(2) Increase (decrease) in claim reserves ................oooceeeeeveceeeeiveeeec 9b(2)
(3) Incurred claims (2dd (1) AN (2)).........ccerrreeirreie ettt et e eree e e eee e 9b(3) 0
(4) Claims charged 9hb(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(AY COMMISSIONS ..ottt seeneeeneeeens 9c(1)(A)
(B) Administrative service or other fees...........cccocvveveivicneciieenennn, 9¢(1)(B)
(C) Other SpPeCific ACQUISION COSES .............veeeeeereeereeeesreieereersrenes 9¢(1)(C)
(D) Other @XPENSES ..c.vevveeeeerereiceieeer et ses e eeesne e 9¢(1)(D)
(E) TAXES 1orcveeovoeeeeesoeeeeeeseeseseseeeseeoeesee s eenessem s s osseseeseeeee s seeeos 9c(1XE)
(F) Charges for risks or other contingencies.. . | 9e(1)(F)
(G) Other retention ChAIGES ..............ovvmovvreeeeeeeeeeeeeeserseeseeeeesessseeeees 9c(1)(G)
(H) TOtal FELENHON ..ot e e bttt e es e e et e naeae e 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.).................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIEIM TESEIVES ..ottt ettt s e sttt e sttt ettt ee et ereeeeseeeeenses e e see e seseneneseas 9d(2) B
(3) OHNBE TESEIVES ...ttt ettt bbb e et en bbbttt bs s tae s e eseeneenesena e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ...............ccovveenec.... 9e
10 Nonexperience-rated contracts:
@ Total premiums or subscription charges Paid t0 CAITIET ..........ccoueeiieeuier ettt eee e va e 10a 345,965
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.

] Part IV | Provision of Information

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

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Depart f Lab
Employee B:r?:ﬁt;n gg::zrityaAglr'ninistralion P File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation b 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 04/01/2024 and ending 03/31/2025 -
A Name of plan B Three-digit
Focused Healthcare Welfare Benefit Plan plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Focused Healthcare 47-1978709

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 1l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

BLUECROSS BLUESHIELD OF TEXAS

(c) NAIC (d) Contract or (e) Approximate number of Paolicy or contract year
(b) EIN . P persons covered at end of
code identification number policy or contract year (f) From (g) To
36-1236610 70670 342250 36 04/01/2024 03/31/2025

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

(a) Total amount of commissions paid (b) Total amount of fees paid
6,320 135

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

SECURANCE CORPORATION AGENCY
P. O. BOX 420390

HOUSTON TX 77242
(b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount (d) Purpose (e) Organization code
N/A
6,320 135 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 (¢) Amount - (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

B Fees and other commissions paid {e)
(b) Amount of sales and base QOrganization
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 cCurrent value of plan’s interest under this contract in the general account at year end ................cooo..ooocoovvevvrevereeen.. 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 PremiUums Paid t0 CAMTIEE ........c...veeceeess et caeeesees e seeees e es s eeseeeeeeseeeesee e e ee e eeeeeeeee e eseeseeeeeseses e 6b
€ Premiums due but unpaid at the end of the year. 6¢c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, eNter @MOUNL. ..........coieiit et
Specify nature of costs P
e Type of contract: (1) |:| individual policies (2) I:l 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 » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: &) D deposit administration 2 |:| immediate participation guarantee
3) D guaranteed investment 4) D other »
b Balance atthe end Of (e PreViOUS YEAI ...........cciiiiriiimeiiiesieeeeeeseeeeesseseees e eseeeesesee s eeseeeseeaseseeeseeesesres | 7b
C  Additions: (1) Contributions deposited during the year ...............ccocoovenn..... 7c(1)
(2) Dividends and CrETILS ..........oceerrrvrieenreneiereeseeeessees e seseseseesseesseessnesnses 7¢(2)
(3) Interest credited dUMNG the YEAF .......c.coeccvveeveeeeeeeeeeeeee e ceesteessenesns 7c(3)
(4) Transferred from SEPArate ACCOUN............c.coeveveeeeerrreerreeessesseieneeeessesens 7c(4)
(5) Other (SPECITY DEIOW) ...........cooieoeeee e 7¢(5)
>
(B)TOMAI AAAIIIONS ...ttt et et oot et et et eeneeeeeeeasaneeseseseseeasee s eenemsreses 7¢(6)
d Total of balance and additions (add iNes 7b @A 7(B)). ........vvvrvvvvveevveeeeeereeeseeeeseeeeeee e seeeseeesesersesne | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmfier .................o.oouveveceeeeeeereeeernereeseenene 7e(2)
(3) Transferred to SEPArate ACCOUNL.......c.ccvvevciiveeeeeeeeeeeeeceeeeeeeeeeerer e 7e(3)
(4) Other (SPECIfy DEIOW) .......cveveirieteteieeeiiee ettt 7e(4)
4
(5) TOAN AEAUCHONS ... oottt ee s e s s e s s et es e et e seee s eeeeeeseeeeeesseeaerensereons 7e(5)
f Balance at the end of the current year (subtract ling 7€{5) from N 7d) ..........ooveereeeeeveeeereeeeeeeeeerreereeeereen I 7f




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

m D Other (specify) P

d D Life insurance
h D Prescription drug

| I:l Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNt received ..............ccccoiiiriieeeee e 9a(1)
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned premium reserve .............ccoevnen.... 9a(3)
(4) EAFNEA ((1) + (2) = (B))- - eeeereereereermereer ettt ess s ses e eeeees e e e es et esseeeeeeeeneseeseeseeeenereseeeeseeseesseeeeneeeee | 9a(4) 0
b Benefit charges (1) Claims Paid.......o..ov.evveoeereeeeeeeeeeeeeeeeeeeeeseeee s 9b(1)
(2) Increase (decrease) in Claim reServes ...........oeveeeeeeeeeeeeeeeeeeeeen 9b(2)
(3) Incurred claims (Add (1) @NA (2))......ooceeierieeeeeeee et ee e es s eeaeseeseaee e en e e eee e eeees 9b(3) 0
(4) Claims charged 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS .......eoveviericer ettt eee e eeeeeees 9c(1)(A)
(B) Administrative service or other fees.............occeveceeiiecciecnnn. 9¢(1)(B)
(C) Other specific aCQUISIION COSES ............ovveeeeeer e 9¢(1)(C)
(D) Other expenses | 9c(1)(D)
(E) TAXES ooreeeee et eeeee s ees st e eeeeseere s e ss s eeees 9¢(1)(E)
(F) Charges for risks or other contingencies..............c.ccoocooevivreennn. 9¢(1)(F)
(G) Other retention ChATGES ...............vveveverererereeeesseeeeeeees e seesneens 9c(1)(G)
(H) TOtAl TRLENEON ..ot ettt ettt s et ea e e e et et e ten e 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or [_—_I credited.).....c...c...... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) ClAIM FESEIVES ...ttt b bttt e et ee s s eee e eent e eeee e reseaean 9d(2)
(3) OHNEI TESBIVES.........ocoiieettrr ettt ettt eet e es ettt st ene et e e e set et e en st e e ees e e arens e esessene e 9d(3)
e _Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .......cocuu.............
10 Nonexperience-rated contracts:
a Total premiums or subscription Charges PaId 10 CAITIET ...........coeeeieieeeeeeeeeeee oo ere oo e e ee e 154,005

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
Specify nature of costs.

10b

LPan IV | Provision of Information

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

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




SCHEDULE A Insurance Information
] OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Lab
Employee B:r?eaﬁls ggczrityaAz:ninistration P 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 04/01/2024 and ending 03/31/2025
A Name of plan B Three-digit
Focused Healthcare Welfare Benefit Plan plan number (PN) » 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Focused Healthcare 47-1978709

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

BLUECROSS BLUESHIELD OF TEXAS

(€) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN Lt persons covered at end of
code identification number policy or contract year {f) From (g) To
36-1236610 70670 342250 16 04/01/2024 03/31/2025

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
5,682 135

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
SECURANCE CORPORATION AGENCY
P. O. BOX 420390

HOUSTON TX 77242
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c)} Amount (d) Purpose (e) Organization code
N/A
5,682 135 3

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

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

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

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

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 ..............c.occooeevceveeeveveerrrnnn., 4
§ 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 CAIMIET ...o...o...ooeoe ettt eeeeass et ee s ses e e ee s e aereese e e e e seeeseesees oo ees oo 6b
€ Premiums due but unpaid at the end of the year 6¢c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €NEr AMOUNL. ................ocueeiiiieieee et e e
Specify nature of costs P
@ Type of contract: (1) D individual policies 2) |:| 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 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 4} D deposit administration 2) D immediate participation guarantee
(3) D guaranteed investment 4) D other P
b Balance at the @nd Of the PrEVIOUS YEAT.................ceeeeeeeeeeeeeeereereeerseoereeeeseseeres e eseeessseeeeeses e eeseesesseesees oo ees I 7b
C  Additions: (1) Contributions deposited during the year ...........ccocovrervveenenn. 7c(1)
(2) Dividends and Credits............o.cooovemveeeereee e e es e 7¢c(2)
(3) Interest credited during the Year ...............ccoooeeeeeeeee e, 7¢(3)
(4) Transferred from separate aCCOUNL..........cceceeivreemireeeeeeeeeeeeeeeeeeeeeeeeen 7¢c(4)
(5) Other (SPECITY DEIOW) .......c.c.coimveeeeeeeeeeeeeee e eer s eeenns 7¢(5)
| 4
(B)TOAl AATIIONS .......ccv ittt ettt sttt e e e s e e e eese e e eee s ee e e s ee e e ereneneneeeeeeeeessss

d Total of balance and additions (add lines 7b and 7¢(6)). .........

€ Deductions:

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

(2) Administration charge made by Garrier .................cococveeeoreeeseereeeeeeeeean Te(2)

(3) Transferred to Separate ACCOUNT.............c..c.vveeerr st reesse e 7e(3)

(4) Other (specify below) Te(4)

»

(5) TOAl ABAUCHONS .....coovv et bbbt sttt et ee s eee e ese e 7e(5)
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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 EI Health (other than dental or vision) b @ Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract kD PPO contract ID Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNL rECEIVEM ....ccc.o.oevieieieeeceececeeeec e 9a(1)
(2) Increase (decrease) in amount due but unpaid...............cccococeveeerernne. 9a(2)
(3) Increase (decrease) in unearned premium reserve ... . 9a(3)
O T R R T ) O | 9a(4) 0
b Benefit charges (1) Claims paid...........c..cocovuevemoorreeereeecereeeeeee s eeeseeseens 9h(1)
(2) Increase (decrease) in Claim rESEIVES ........ccccouveevevecerveeceeer v, 9b(2)
(3) Incurred claims (2dd (1) @NA (2))..-. o coerrereere et ettt e e see s ee s e e e eeeeeeeneen 9b(3) 0
(4) Claims charged 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS ....vecireeieteeeecteties et ettt eees e enes e 9¢c(1)(A)
(B) Administrative service or other fees.......ccceeeeevveceicecceecvceeen, 9c(1)(B)
(C) Other specific acquisition COSES ...........ccivrivrerierireness e 9¢(1)(C)
(D) OLhEr @XPENSES ........oocvererceeeiensreessseeeeee e eeeessees e seeeeesseseeen 9¢(1)(D)
(E) TAXES covovveeeeeeeeeeeseeeseseseeeo oo oeseeese e eesee s eseeeeee s resenre ... | 9¢(1)E)
(F) Charges for risks or other contingencies... . | Sc(1)(F)
(G) Other retention Charges.............c.coc.veeurreeeeeeeeeseersseeseeeses S 9¢(1)(G)
(H) TORAI FEIBNLON ...ttt ettt ne e ettt reaa e s bt s et s s s e 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or [I credited.).................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) ClAIM FESEIVES ..ottt e e ettt s st eba et et b s esnn s e s e s s s et re e e 9d(2)
(3) ORI TESBIVES ...ttt bbb et et b et bbb e e e see s ee s s s s s et et e ae s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)........ccccceurvene......... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAITIET ................ccovevieeeeereeee e et 10a 131,401
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..............ccceeeue.... 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 [ﬂ No

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
D of Lab
Employee B:::;utt: g:lcuritbaAg;ninistration } 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 04/01/2024 and ending 03/31/2025
A Name of plan B Three-digit
Focused Healthcare Welfare Benefit Plan plan number (PN) 4 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Focused Healthcare 47-1978709

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 IIl can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

PRINCIPAL LIFE INSURANCE COMPANY

' e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or (
(b) EIN code | identification number persons covered at end of (f) From (g) To
policy or contract year a B
42-0127290 61271 1156892 114 04/01/2024 03/31/2025

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

(a) Total amount of commissions paid (b) Total amount of fees paid
20,121 4,157

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
SECURANCE CORPORATION AGENCY
PO BOX 420390

HOUSTON X 77242
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
BONUS
20,121 4,157 3

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

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

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

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid () Amount (d) Purpose code
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Part I | 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 @nd .................ooocovevevvevveeerverrvnnn.. 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 0 CAMHET .......vveieeieceeeeeeeees et et eee et ee s et ne et et aeeeaneea s seees oo 6b
C  Premiums due but unpaid at the end of the year 6¢c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, @Nter @MOUNL. ..........ccoiriiieiciccee et s er e s
Specify nature of costs P
e Type of contract: (1) |:| individual policies (2) [] 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 [ 2 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 @nd of the PrEVIOUS VEAM...............oo..oo.oooeoeeeeeeeeeee s oeeeeeeeeeeeeenereeeseeseeseereeseeeeeeeeeeseesesseesees e seoes [ 7b
€ Additions: (1) Contributions deposited during the year ............c.ccccceeeevuunine. 7c(1)
(2) Dividends and CreditS............ccvovueiieieecieieeeeiseeeeeteeceerese e sener s eeeeeens 7¢(2)
(3) Interest credited during the year ... .. | Te(3)
(4) Transferred from separate aCCOUNt................cccooovmireieeeecee e 7c(4)
(5) Other (SPECITY BEIOW) ..........cveeeeeeeeeeeecc e 7¢(5)
>
(B)TORI BAGIIONS ... ... oot ee e ee e ee e ee et eeeeeee s eeeseeree et eeeseestssserans e ses e meeeee e ee oo 7c(6)
d Total of balance and additions (add liNES 7B aN0 7C{6)). .........ovrvmrveerereeeeeeereeeereeee s eeeeeeeeeeseeeeeeeeeeeeeeeseeeeeseoons | 7d
@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CarFer ...........cccooveievceeeee e seresa 7e(2)
(3) Transferred 10 SEPArate @CCOUNL...............c..cocvvvriviveressreseesee e eeseon 7e(3)
(4) Other (SPECITY DBIOW) .......ov.vevieetieeeeeeeeceeeeeeeeeee e e 7e(4)
>
(5) TOAI DRAUCHONS ...ttt bt s st et s st s et es e sene s e eeneens 7¢(5)
f__ Balance at the end of the current year (subtract line 7€(5) from M€ Td) .........ooovveeeeeoeeeeeereeeeeeereeeereee, | 7f
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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 @ Dental c @ Vision d E] Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i I:l Stop loss (large deductible) i D HMO contract k EI PPO contract | D Indemnity contract

m [X] Other (specify) PCRITICAL ILLNESS, ACCIDENT

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEM .......c.oveveuirereceeeeereeieeeeeeeeee e 9a(1)
(2) Increase (decrease) in amount due but unpaid...............cccocoeveeveenen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve .. 9a(3)
(8) QMU ((1) + (2) = (3)).-vvvrroeeeeemmoeeeeseseeseeeesssesessesessesseseesessesses s eeeesseeseseseeeseeeseseseeneseesseeeeeeeneeeseeseeeeeses o | 9a(4) 0
b Benefit charges (1) Claims Paid...........coo.ooeevveeveeererereeeroseeeseeeeeresseeseeenees 9b(1)
(2) Increase (decrease) in ClaiMm FESEIVES ...........cocooeeevveveeeeiererereveneneene 9b(2)
(3) Incurred claims (dd (1) NG (2))....c.ceeiieeete ettt et et ere et se e se s seseseeesneesesaeaeees 9b(3) 0
(4) Claims charged 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......ccovvrrmrrrnrrrrerieiannans 9¢(1)(A)
(B) Administrative service or other fees 9¢(1)(B)
(C) Other specific acquiSition COStS ...........ccovvveemviereeeeee e 9¢(1)(C)
(D) OhET @XDENSES ... eeeeeeeerereeeeeess s seess s se e s oo 9¢(1)(D)
(E) TAXES cvvvnceence e teeesessesssesssssees s sssessens e ss s esee s senesnenees 9¢(1)(E)
(F) Charges for risks or other contingencies.. .. | 9c(1)(F)
(G) Other retention ChArges................c..oveeevurieerveereeeseseseossreseseseneanes 9c(1)(G)
(H) TOAl FEIENION ...t et e st e bttt es et ee e eee et eneeees e snes s 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.}.................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) ClAIM FESBIVES .....cooicaii ittt s st e e et s st en ettt ee st tss e e e ratseeeseeeeneneesesa s 9d(2)
(3) ONEI TESEIVES. ...ttt ettt ettt ettt ss ettt et eeeereneseseeeneensseneneeeeeneeaeseseseseme s 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....ocvevevevveveenn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription Charges paid t0 CATTIET...............oveeieeeeeee oo e oot e e e seeeeeeeees s 10a 139,919
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...........coee......... 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. »




