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

Department of the Treasury

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepa"’gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁ{;fr;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report 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
8 X 8, INC. EMPLOYEE BENEFITS PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
05/01/2005

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) 77-0142404

8 X 8, INC.

675 CREEKSIDE WAY
CAMPBELL, CA 95008

2C Plan Sponsor’s telephone
number
408-707-9928

2d Business code (see
instructions)
517000

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. 10/07/2025 JEANETTE WINTERS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 672
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) 634
a(2) Total number of active participants at the end of the plan year ... 63_(2) 630
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 9
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 639
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 0
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 4L 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __ 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 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
8 X 8, INC. EMPLOYEE BENEFITS PLAN plan number (PN) » 501

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

8 X 8, INC.

77-0142404

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

RELIASTAR 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
41-0451140 67105 72358-4 1049 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

5085

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

EDGEWOOD PARTNERS INSURANCE CENTER

3000 EXECUTIVE PARKWAY, SUITE 325

SAN RAMON, CA 94583

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

8818

3

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

PLANSOURCE BNFTS ADMINISTRATION INC

101 SOUTH GARLAND AVENUE, SUITE 203

ORLANDO, FL 32801

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

5085 | TECHNOLOGY FEE

3

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

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X Other (specify) » ACCIDENTAL DEATH AND DISMEMBERMENT

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 481600
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE A 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 Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
8 X 8, INC. EMPLOYEE BENEFITS PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
8 X 8, INC. 77-0142404
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
VOYA FINANCIAL EMPLOYEE BENEFITS

(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
12-2345678 00000 72358-4 630 01/01/2024 12/31/2024

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

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

0 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

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

(b) Amount of sales and base Fees and other commissions paid

commissions paid (c) Amount (d) Purpose (e) Organization code

(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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) » EMPLOYEE ASSISTANCE PROGRAM

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 3348
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? ............. B Yes D No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
DID NOT PROVIDE THEIR EIN AND THE APPROXIMATE NUMBER OF PERSONS COVERED.




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
8 X 8, INC. EMPLOYEE BENEFITS PLAN plan number (PN) » 501

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

8 X 8, INC.

D Employer Identification Number (EIN)
77-0142404

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

NATIONAL UNION FIRE INSURANCE COMPANY OF PITTSBURGH, PA

(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 (g) To
policy or contract year
25-0687500 19445 MTA0009157677 630 07/01/2023 04/03/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

1441

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

AON RISK SERVICES CENTRAL, INC.

200 EAST RANDOLPH STREET
CHICAGO, IL 60601

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1441

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

m [X Other (specify) P BUSINESS TRAVEL ACCIDENT

d D Life insurance
h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 7206
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? .............

B Yes

|:|NO

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
DID NOT PROVIDE THE APPROXIMATE NUMBER OF PERSONS COVERED.




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 Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
8 X 8, INC. EMPLOYEE BENEFITS PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
8 X 8, INC. 77-0142404
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
NATIONAL UNION FIRE INSURANCE COMPANY OF PITTSBURGH, PA

(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
25-0687550 19445 MTA0009157677 630 04/04/2024 06/30/2024

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

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

0 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

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

(b) Amount of sales and base Fees and other commissions paid

commissions paid (c) Amount (d) Purpose (e) Organization code

(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

(@) 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 Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X Other (specify) P BUSINESS TRAVEL ACCIDENT

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ........ocveeieteete ettt ettt et et et et et et e e te et e et e et et et eseeasese et e et et ensessenseseetestessensessensereeseeresaetens 9d(2)
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a
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? ............. B Yes D No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
DID NOT PROVIDE THE APPROXIMATE NUMBER OF PERSONS COVERED.




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 Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
8 X 8, INC. EMPLOYEE BENEFITS PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
8 X 8, INC. 77-0142404
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
KAISER FOUNDATION HEALTH PLAN, INC.

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
94-1340523 00000 37065 220 01/01/2024 12/31/2024

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

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

0 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

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

(b) Amount of sales and base Fees and other commissions paid

commissions paid (c) Amount (d) Purpose (e) Organization code

(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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h @ 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)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 1210735
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
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m@ ). ASCENSUS Authorization to Electronically Sign and EFile
Health and Welfare Form 5500

I hereby authorize any employee of Ascensus’ Wrangle Team ("Wrangle") to electronically sign and transmit
the Health and Welfare (H&W) Form 5500 on my behalf through EFAST 2.

| further understand the following in granting this authority:

I, the Plan Administrator/Plan Sponsor and signer, have the final responsibility for the information reported in
the H&W Form 5500, and by signing below | acknowledge that | have reviewed and accepted the information
as accurate and correct.

I am providing to Wrangle a PDF copy of the first three pages of the Form 5500 with signature(s) and date.
These signed copies are required per Department of Labor (DOL) rules and will be attached to the H&W Form
5500 when transmitted.

Ascensus, LLC and the Wrangle Team are not liable for and do not have a duty to indemnify or hold the Plan
Administrator/Plan Sponsor harmless from any penalties, damages, incidental charges or consequential
damages imposed or caused as a result of the transmission of the H&W Form 5500 on my behalf. Wrangle is
merely providing an option to me that will make the filing process easier should | elect this option. Ascensus
LLC, the Wrangle Team and its employees shall not be deemed an administrator or other fiduciary with
respect to any plan. | understand that | do have the option to obtain signing credentials and to directly submit
the H&W Form 5500 to the DOL electronically.

| will also sign and keep a copy of the completed H&W Form 5500 in my files, per ERISA.

An electronic image of my signature will be included with the rest of the H&W Form 5500 posted by the
DOL on the internet for public disclosure.

By the signature below, | am acknowledging that | am the person responsible for the H&W Form 5500 for the
entity listed below and am authorizing Wrangle to submit this H&W Form 5500.

I may revoke or change authorization at any time by written notification to Wrangle.

Company/Entity Name: 8 X 8, INC.

Plan Administrator Name: | Jeanette K Winters

Please print your name clearly or type in from your computer.

DocuSigned by:

Plan Administrator Signatur@mb (Ninters

690C04CFCC794BB...

Date: 10/7/2025

Note: A copy of this authorization must be kept in your records.

Failure to follow these instructions and complete this form in its entirety, including signature, will delay
transmission of the 5500.

© 2024, Ascensus, LLC provides administrative and recordkeeping services and it not a broker-dealer or an investment advisor.
Ascensus and the Ascensus logo are trademarks of Ascensus, LLC. Copyright © 2024 Ascensus, LLC. All rights reserved. 1347914-
CORP-1347915.
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Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

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

2024

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

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

A This return/report is for:

B This return/report is:

D a multiemployer plan

D an amended return/report

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)
D the first return/report D the final return/report

C Ifthe plan is a collectively-bargained plan, check here. . ... ... .. ... .. i

D Check box if filing under:

D Form 5558 D automatic extension
D special extension (enter description)

E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. .. .......................

D a short plan year return/report (less than 12 months)

Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
8 X 8, INC. EMPLOYEE BENEFITS PLAN number (PN) » 501
1c Effective date of plan
05/01/2005
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)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

8 X 8, INC.

675 CREEKSIDE WAY
CAMPBELL, CA 95008

Number (EIN)
77-0142404

2c

Plan Sponsor’s telephone
number
408-707-9928

2d

Business code (see
instructions)
517000

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.

BocuSigned-by:
: 10/7/2025 Jeanette K Winters

SIGN | Jeamatte Ninders
HERE 690CO4CFCCTI4BB

Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE

Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311
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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 672
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 .............c..ccccooiiiiiiiic e 6a(1) 634
a(2) Total number of active participants at the end of the plan year ... 63_(2) 630
b Retired or separated participants receiving benefits...........cooiiiiiiiiii 6b 9
C Other retired or separated participants entitled to future benefits ... 6C 0
d Subtotal. Add e BA(2), BB, NG BC...........cveeieeeeeeeeee ettt et e et ee et n s 6d 639
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .................ccocoii 6e
f Total. Add INES B BNA BE. ..........e.ieieeeceetiteteieieieiee ettt ettt ettt e s et s s s ssee e es s et e s esese bbb s s e ses s s s e s eseses 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 ) ST UPPPRRT 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 o ) PRSP UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ..eeeeieititititetet ettt ettt sttt ettt st e s sttt st et es et et st eheh et e bbbt s s e aes s bbbt es et e e cecaebesesnans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 4L 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) N 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 (Single-Employer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D ndividual Plan Information) — Number Attache inancial Transaction Schedules
CG (Individual Plan Inf i Number Attached 6 G (Fi ial T ion Schedul
(5) D MEP (Multiple-Employer Retirement Plan Information)

4Q REPRESENTS EMPLOYEE ASSISTANCE PROGRAM. FSA INCLUDED
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Form 5500 (2024) Page 3

Part IlI | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) weorvveeereeseeeeere 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
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SCHEDULE A
(Form 5500)

Department of the Treasury

Internal R

evenue Service

Department of Labor

Insurance Information

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

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

Employee Benefits Security Administration

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 01/01/2024 and ending  12/31/2024
% XNgnI]l?lC(Z)f E:\{;I“I;LOYEE BENEFITS PLAN B Three-digit
T plan number (PN) 4 501

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

8 X 8, INC.

D Employer Identification Number (EIN)
77-0142404

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

RELIASTAR LIFE INSURANCE COMPANY

(©) 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
41-0451140 67105 72358-4 1049 01/01/2024 12/31/2024

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

8818

5085

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

EDGEWOOD PARTNERS INSURANCE CENTER

3000 EXECUTIVE PARKWAY, SUITE 325

SAN RAMON, CA 94583

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

8818

3

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

PLANSOURCE BNFTS ADMINISTRATION INC

ORLANDO, FL 32801

101 SOUTH GARLAND AVENUE, SUITE 203

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

5085

TECHNOLOGY FEE

3

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

Schedule A (Form 5500) 2024
v. 240311
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Schedule A (Form 5500) 2024 Page 2 —

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

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

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

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

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

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

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

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

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

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

5 Current value of plan’s interest under this contract in separate accounts at year €nd................cccoovevevereririeenerererenennns 5

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

D Premiums PAI 10 CAMTIET ............oieiececeeictete ettt ettt a ettt bttt b ea ettt et s s 6b
C  Premiums due but unpaid at the end Of the YEar .........ccoiiiiiiiii e 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. .........coiiiiiiiiiiie i e e e e e e e e abeeee e e e e aes
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 > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: Q) D deposit administration (2) D immediate participation guarantee
©) D guaranteed investment 4) D other P
b Balance at the end 0f the PrEVIOUS YEAI ................cvvruiuiueierereeeeeeeeeeeieeeiee ettt esesses e esesen s saeaeaeaesesans | 7b
C Additions: (1) Contributions deposited during the year ...............cccccocvvneee. 7c(1)
(2) Dividends and Credits...........cccvievererererieieeeceeeee et 7c(2)
(3) Interest credited dUrNG the YEa............ccoieveeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEPArate ACCOUNL ...........cccvoveveweeeeereeeeeeeeeeeeeeeeeeeeeeeenn 7c(4)
(5) Other (SPECITY DEIOW) .........creevieieeeeeeeeeiseeieeeeeeeeses e en et 7c(5)
4
(B)TOtAl AAIIONS ...t e ettt e e e et e e n et 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ..........cveerrrrerirererereeeeeeeeeete ettt evereseseee e eenenenenes | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7e(2)
(3) Transferred to separate account . | 7e(3)
(4) Other (SPECIFY DEIOW) .......c.cvevevererereeeeceeececeeteieie et esessaeee e en e 7e(4)
4
(5) TOAl AEAUCHONS ..ottt sae e se et es et es s s et esenas e s neet s s st en s santen e s s e et eneseennenes 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from ine 7d) ..............cccoeveveveeeererireeeierererererenenn. | 7f
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Schedule A (Form 5500) 2024

Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [x| Other (specify) » ACCIDENTAL DEATH AND DISMEMBERMENT

C D Vision

g D Supplemental unemployment

k D PPO contract

d [X| Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE reCEIVEM ..........coveuieiieiiiieiiieeie e 9a(1)
(2) Increase (decrease) in amount due but unpaid ..............cccoeee.... 9a(2)
(3) Increase (decrease) in unearned premium reserve ................... 9a(3)
(8) EAMNEA (1) + (2) = (3)) errvvvveeereseeeeeeeeeeeeseeeeeeeeeeeeeeeeeeeee e eeeeee oo e s eee e eeeeessesseeeseeeeesseeees | 9a4)
b Benefit charges (1) Claims paid............cccceveverrueereerererereeeseennans 9b(1)
(2) Increase (decrease) in Claim reSEIVES.........ccccvveveeeeeveeereereeiens 9b(2)
(3) Incurred claims (AAA (1) AN (2))..ecvvevrireireieeierieeeeeeteseeteeteete st ese et e st e etesteeteseestaseaseerestsstesteteseanserestesteseestess 9h(3)
(4) ClAIMS CRAIGET. .....vieieiteieeiteiee ettt ettt s et teeteete st et e st eseeteebeetesaesbe e enseseeseeteebesbessenteseensereasenbessetens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....eevieiiiitieie sttt eeeens 9c(1)(A)
(B) Administrative service or other fees ...........cocvvvvvevvivvininns 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(C)
(D) Other EXPENSES .......voveeevreeeererereesereseeeeeesesseseseeeeeesesneneans 9c(1)(D)
(E) TAXES. oottt eeeeeeee et ee e e e e et enenen s 9c(1)(E)
(F) Charges for risks or other contingencies ..............ccococo...... 9c(1)(F)
(G) Other retention ChArgeS ..........ccov.eveveevereereeeeseeseeesesenenes 9c(1)(G)
(H) TOLAI FEEEMTION. ...ttt ettt ettt etttk b et et e e s e estebeebesee s b e b e seenteteeaeebesaeebesenseseaneesestesneean 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).......cccueenne 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 ......cuveveiviitecte ittt ettt eteete et e et et e st e st eteeteete et et e st esteseebeete et et et esseseesseteebeebessesbessensetesresbessentens 9d(2)
(B) OUNEI TESEIVES .....vcvieveetiete ettt ettt ettt et e vttt et e e te et e et et et e st eteebeete et e te s estessessebeebesbe st enbessensetearestesrentens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviiiniiciinnennn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Pait t0 CAMTIEr..........c.eeiiiiiiiriiiiie e 10a 481600
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 1V 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
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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 Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
AS\XNBanlﬁC(Z)f E:\{;I“I;LOYEE BENEFITS PLAN B Three-digit
T plan number (PN) 4 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
8X8, INC. 77-0142404
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
VOYA FINANCIAL EMPLOYEE BENEFITS

(©) 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
12-2345678 00000 72358-4 630 01/01/2024 12/31/2024

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

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

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

(b) Amount of sales and base Fees and other commissions paid

commissions paid (c) Amount (d) Purpose (e) Organization code

(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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Schedule A (Form 5500) 2024 Page 2 —

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

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

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

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

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

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

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

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

(2) 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




Docusign Envelope ID: ED645B1F-8B55-4681-AD6B-2C128ACF23E1

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

5 Current value of plan’s interest under this contract in separate accounts at year €nd................cccoovevevereririeenerererenennns 5

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

D Premiums PAI 10 CAMTIET ............oieiececeeictete ettt ettt a ettt bttt b ea ettt et s s 6b
C  Premiums due but unpaid at the end Of the YEar .........ccoiiiiiiiii e 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. .........coiiiiiiiiiiie i e e e e e e e e abeeee e e e e aes
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 > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: Q) D deposit administration (2) D immediate participation guarantee
©) D guaranteed investment 4) D other P
b Balance at the end 0f the PrEVIOUS YEAI ................cvvruiuiueierereeeeeeeeeeeieeeiee ettt esesses e esesen s saeaeaeaesesans | 7b
C Additions: (1) Contributions deposited during the year ...............cccccocvvneee. 7c(1)
(2) Dividends and Credits...........cccvievererererieieeeceeeee et 7c(2)
(3) Interest credited dUrNG the YEa............ccoieveeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEPArate ACCOUNL ...........cccvoveveweeeeereeeeeeeeeeeeeeeeeeeeeeeenn 7c(4)
(5) Other (SPECITY DEIOW) .........creevieieeeeeeeeeiseeieeeeeeeeses e en et 7c(5)
4
(B)TOtAl AAIIONS ...t e ettt e e e et e e n et 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ..........cveerrrrerirererereeeeeeeeeete ettt evereseseee e eenenenenes | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7e(2)
(3) Transferred to separate account . | 7e(3)
(4) Other (SPECIFY DEIOW) .......c.cvevevererereeeeceeececeeteieie et esessaeee e en e 7e(4)
4
(5) TOAl AEAUCHONS ..ottt sae e se et es et es s s et esenas e s neet s s st en s santen e s s e et eneseennenes 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from ine 7d) ..............cccoeveveveeeererireeeierererererenenn. | 7f
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Schedule A (Form 5500) 2024

Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental
e D Temporary disability (accident and sickness) D Long-term disability

i |:| Stop loss (large deductible) ] D HMO contract
m [x| Other (specify) » EMPLOYEE ASSISTANCE PROGRAM

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance
h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE reCEIVEM ..........coveuieiieiiiieiiieeie e 9a(1)
(2) Increase (decrease) in amount due but unpaid ..............cccoeee.... 9a(2)
(3) Increase (decrease) in unearned premium reserve ................... 9a(3)
(8) EAMNEA (1) + (2) = (3)) errvvvveeereseeeeeeeeeeeeseeeeeeeeeeeeeeeeeeeee e eeeeee oo e s eee e eeeeessesseeeseeeeesseeees | 9a4)
b Benefit charges (1) Claims paid............cccceveverrueereerererereeeseennans 9b(1)
(2) Increase (decrease) in Claim reSEIVES.........ccccvveveeeeeveeereereeiens 9b(2)
(3) Incurred claims (AAA (1) AN (2))..ecvvevrireireieeierieeeeeeteseeteeteete st ese et e st e etesteeteseestaseaseerestsstesteteseanserestesteseestess 9h(3)
(4) ClAIMS CRAIGET. .....vieieiteieeiteiee ettt ettt s et teeteete st et e st eseeteebeetesaesbe e enseseeseeteebesbessenteseensereasenbessetens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....eevieiiiitieie sttt eeeens 9c(1)(A)
(B) Administrative service or other fees ...........cocvvvvvevvivvininns 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(C)
(D) Other EXPENSES .......voveeevreeeererereesereseeeeeesesseseseeeeeesesneneans 9c(1)(D)
(E) TAXES. oottt eeeeeeee et ee e e e e et enenen s 9c(1)(E)
(F) Charges for risks or other contingencies ..............ccococo...... 9c(1)(F)
(G) Other retention ChArgeS ..........ccov.eveveevereereeeeseeseeesesenenes 9c(1)(G)
(H) TOLAI FEEEMTION. ...ttt ettt ettt etttk b et et e e s e estebeebesee s b e b e seenteteeaeebesaeebesenseseaneesestesneean 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).......cccueenne 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 ......cuveveiviitecte ittt ettt eteete et e et et e st e st eteeteete et et e st esteseebeete et et et esseseesseteebeebessesbessensetesresbessentens 9d(2)
(B) OUNEI TESEIVES .....vcvieveetiete ettt ettt ettt et e vttt et e e te et e et et et e st eteebeete et e te s estessessebeebesbe st enbessensetearestesrentens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviiiniiciinnennn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Pait t0 CAMTIEr..........c.eeiiiiiiiriiiiie e 10a 3348
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 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. Yes D No

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

DID NOT PROVIDE THEIR EIN AND THE APPROXIMATE NUMBER OF PERSONS COVERED.




Docusign Envelope ID: ED645B1F-8B55-4681-AD6B-2C128ACF23E1

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 Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
AS\XNBanlﬁC(Z)f E:\{;I“I;LOYEE BENEFITS PLAN B Three-digit
T plan number (PN) 4 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
8X8, INC. 77-0142404
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
NATIONAL UNION FIRE INSURANCE COMPANY OF PITTSBURGH, PA

(©) 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
25-0687500 19445 MTA0009157677 630 07/01/2023 04/03/2024

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

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

1441

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

AON RISK SERVICES CENTRAL, INC. 200 EAST RANDOLPH STREET
CHICAGO, IL 60601

(b) Amount of sales and base Fees and other commissions paid

commissions paid (c) Amount (d) Purpose (e) Organization code

1441 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

(2) 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




Docusign Envelope ID: ED645B1F-8B55-4681-AD6B-2C128ACF23E1

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

5 Current value of plan’s interest under this contract in separate accounts at year €nd................cccoovevevereririeenerererenennns 5

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

D Premiums PAI 10 CAMTIET ............oieiececeeictete ettt ettt a ettt bttt b ea ettt et s s 6b
C  Premiums due but unpaid at the end Of the YEar .........ccoiiiiiiiii e 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. .........coiiiiiiiiiiie i e e e e e e e e abeeee e e e e aes
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 > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: Q) D deposit administration (2) D immediate participation guarantee
©) D guaranteed investment 4) D other P
b Balance at the end 0f the PrEVIOUS YEAI ................cvvruiuiueierereeeeeeeeeeeieeeiee ettt esesses e esesen s saeaeaeaesesans | 7b
C Additions: (1) Contributions deposited during the year ...............cccccocvvneee. 7c(1)
(2) Dividends and Credits...........cccvievererererieieeeceeeee et 7c(2)
(3) Interest credited dUrNG the YEa............ccoieveeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEPArate ACCOUNL ...........cccvoveveweeeeereeeeeeeeeeeeeeeeeeeeeeeenn 7c(4)
(5) Other (SPECITY DEIOW) .........creevieieeeeeeeeeiseeieeeeeeeeses e en et 7c(5)
4
(B)TOtAl AAIIONS ...t e ettt e e e et e e n et 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ..........cveerrrrerirererereeeeeeeeeete ettt evereseseee e eenenenenes | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7e(2)
(3) Transferred to separate account . | 7e(3)
(4) Other (SPECIFY DEIOW) .......c.cvevevererereeeeceeececeeteieie et esessaeee e en e 7e(4)
4
(5) TOAl AEAUCHONS ..ottt sae e se et es et es s s et esenas e s neet s s st en s santen e s s e et eneseennenes 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from ine 7d) ..............cccoeveveveeeererireeeierererererenenn. | 7f




Docusign Envelope ID: ED645B1F-8B55-4681-AD6B-2C128ACF23E1

Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [x| Other (specify) » BUSINESS TRAVEL ACCIDENT

d D Life insurance
h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........ocviuiiiiiierieieieiiec et 9a(1)
(2) Increase (decrease) in amount due but unpaid ...........cccccceveeeeiicinnnnnn.. 9a(2)
(3) Increase (decrease) in unearned premium reServe ..........ccccceeevevveeenn. 9a(3)
(8) EAMNEA (1) + (2) = (3)) errvvvveeereseeeeeeeeeeeeseeeeeeeeeeeeeeeeeeeee e eeeeee oo e s eee e eeeeessesseeeseeeeesseeees | 9a4)
b Benefit charges (1) Claims Paid...........ccceveveveeeerrieieeeeeeres e 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveeeereieeeeeeeereerieseeereans 9b(2)
(3) Incurred claims (AAA (1) AN (2))..ecvvevrireireieeierieeeeeeteseeteeteete st ese et e st e etesteeteseestaseaseerestsstesteteseanserestesteseestess 9h(3)
(4) ClAIMS CRAIGET. .....vieieiteieeiteiee ettt ettt s et teeteete st et e st eseeteebeetesaesbe e enseseeseeteebesbessenteseensereasenbessetens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt ettt ae st st eneenes 9c(1)(A)
(B) Administrative service or Oother fEeS ..........ccocvevveviieeeeriereesene 9c(1)(B)
(C) Other specific acquisition costs .. | 9¢(1)(C)
(D) OthEr EXPENSES .....o.voveeeereceeieeeeeeeeeeeeseese e ers s s enes e neesenenen 9c(1)(D)
(E) TAXES.vueeveeeeeeeeeeeeeeeeeeeeeeeeeeeeeen e e e e e et e e s e e e e eeenen e enee 9c(1)(E)
(F) Charges for risks or other contingencies .............oocveeeoveeeeenenns 9c(1)(F)
(G) Other retention ChAIGES ..........c.ovvvreeeeeeeeeeeeeeeeeeeeeeeneeneienes 9c(1)(G)
(H) TOLAI FEEEMTION. ...ttt ettt ettt etttk b et et e e s e estebeebesee s b e b e seenteteeaeebesaeebesenseseaneesestesneean 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).......cccueenne 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 ......cuveveiviitecte ittt ettt eteete et e et et e st e st eteeteete et et e st esteseebeete et et et esseseesseteebeebessesbessensetesresbessentens 9d(2)
(B) OUNEI TESEIVES .....vcvieveetiete ettt ettt ettt et e vttt et e e te et e et et et e st eteebeete et e te s estessessebeebesbe st enbessensetearestesrentens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviiiniiciinnennn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Pait t0 CAMTIEr..........c.eeiiiiiiiriiiiie e 10a 7206
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? .............

Yes

|:|NO

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
DID NOT PROVIDE THE APPROXIMATE NUMBER OF PERSONS COVERED.




Docusign Envelope ID: ED645B1F-8B55-4681-AD6B-2C128ACF23E1

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 Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
AS\XNBanlﬁC(Z)f E:\{;I“I;LOYEE BENEFITS PLAN B Three-digit
T plan number (PN) 4 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
8X8, INC. 77-0142404
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
NATIONAL UNION FIRE INSURANCE COMPANY OF PITTSBURGH, PA

(©) 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
25-0687550 19445 MTA0009157677 630 04/04/2024 06/30/2024

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

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

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

(b) Amount of sales and base Fees and other commissions paid

commissions paid (c) Amount (d) Purpose (e) Organization code

(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

(2) 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




Docusign Envelope ID: ED645B1F-8B55-4681-AD6B-2C128ACF23E1

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

5 Current value of plan’s interest under this contract in separate accounts at year €nd................cccoovevevereririeenerererenennns 5

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

D Premiums PAI 10 CAMTIET ............oieiececeeictete ettt ettt a ettt bttt b ea ettt et s s 6b
C  Premiums due but unpaid at the end Of the YEar .........ccoiiiiiiiii e 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. .........coiiiiiiiiiiie i e e e e e e e e abeeee e e e e aes
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 > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: Q) D deposit administration (2) D immediate participation guarantee
©) D guaranteed investment 4) D other P
b Balance at the end 0f the PrEVIOUS YEAI ................cvvruiuiueierereeeeeeeeeeeieeeiee ettt esesses e esesen s saeaeaeaesesans | 7b
C Additions: (1) Contributions deposited during the year ...............cccccocvvneee. 7c(1)
(2) Dividends and Credits...........cccvievererererieieeeceeeee et 7c(2)
(3) Interest credited dUrNG the YEa............ccoieveeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEPArate ACCOUNL ...........cccvoveveweeeeereeeeeeeeeeeeeeeeeeeeeeeenn 7c(4)
(5) Other (SPECITY DEIOW) .........creevieieeeeeeeeeiseeieeeeeeeeses e en et 7c(5)
4
(B)TOtAl AAIIONS ...t e ettt e e e et e e n et 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ..........cveerrrrerirererereeeeeeeeeete ettt evereseseee e eenenenenes | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7e(2)
(3) Transferred to separate account . | 7e(3)
(4) Other (SPECIFY DEIOW) .......c.cvevevererereeeeceeececeeteieie et esessaeee e en e 7e(4)
4
(5) TOAl AEAUCHONS ..ottt sae e se et es et es s s et esenas e s neet s s st en s santen e s s e et eneseennenes 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from ine 7d) ..............cccoeveveveeeererireeeierererererenenn. | 7f
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Schedule A (Form 5500) 2024 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [x| Other (specify) » BUSINESS TRAVEL ACCIDENT

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........ocviuiiiiiierieieieiiec et 9a(1)
(2) Increase (decrease) in amount due but unpaid ...........cccccceveeeeiicinnnnnn.. 9a(2)
(3) Increase (decrease) in unearned premium reServe ..........ccccceeevevveeenn. 9a(3)
(8) EAMNEA (1) + (2) = (3)) errvvvveeereseeeeeeeeeeeeseeeeeeeeeeeeeeeeeeeee e eeeeee oo e s eee e eeeeessesseeeseeeeesseeees | 9a4)
b Benefit charges (1) Claims Paid...........ccceveveveeeerrieieeeeeeres e 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveeeereieeeeeeeereerieseeereans 9b(2)
(3) Incurred claims (AAA (1) AN (2))..ecvvevrireireieeierieeeeeeteseeteeteete st ese et e st e etesteeteseestaseaseerestsstesteteseanserestesteseestess 9h(3)
(4) ClAIMS CRAIGET. .....vieieiteieeiteiee ettt ettt s et teeteete st et e st eseeteebeetesaesbe e enseseeseeteebesbessenteseensereasenbessetens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt ettt ae st st eneenes 9c(1)(A)
(B) Administrative service or Oother fEeS ..........ccocvevveviieeeeriereesene 9c(1)(B)
(C) Other specific acquisition costs .. | 9¢(1)(C)
(D) OthEr EXPENSES .....o.voveeeereceeieeeeeeeeeeeeseese e ers s s enes e neesenenen 9c(1)(D)
(E) TAXES.vueeveeeeeeeeeeeeeeeeeeeeeeeeeeeeeen e e e e e et e e s e e e e eeenen e enee 9c(1)(E)
(F) Charges for risks or other contingencies .............oocveeeoveeeeenenns 9c(1)(F)
(G) Other retention ChAIGES ..........c.ovvvreeeeeeeeeeeeeeeeeeeeeeeneeneienes 9c(1)(G)
(H) TOLAI FEEEMTION. ...ttt ettt ettt etttk b et et e e s e estebeebesee s b e b e seenteteeaeebesaeebesenseseaneesestesneean 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).......cccueenne 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 ......cuveveiviitecte ittt ettt eteete et e et et e st e st eteeteete et et e st esteseebeete et et et esseseesseteebeebessesbessensetesresbessentens 9d(2)
(B) OUNEI TESEIVES .....vcvieveetiete ettt ettt ettt et e vttt et e e te et e et et et e st eteebeete et e te s estessessebeebesbe st enbessensetearestesrentens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviiiniiciinnennn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Pait t0 CAMTIEr..........c.eeiiiiiiiriiiiie e 10a
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? ............. Yes D No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
DID NOT PROVIDE THE APPROXIMATE NUMBER OF PERSONS COVERED.

NO PREMIUMS PAID DURING POLICY PERIOD.
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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 Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
AS\XNBanlﬁC(Z)f E:\{;I“I;LOYEE BENEFITS PLAN B Three-digit
T plan number (PN) 4 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
8X8, INC. 77-0142404
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
KAISER FOUNDATION HEALTH PLAN, INC.

(©) 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
94-1340523 00000 37065 220 01/01/2024 12/31/2024

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

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

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

(b) Amount of sales and base Fees and other commissions paid

commissions paid (c) Amount (d) Purpose (e) Organization code

(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

INCLUDES 234255
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Schedule A (Form 5500) 2024 Page 2 —

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

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

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

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

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

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

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

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

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

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

5 Current value of plan’s interest under this contract in separate accounts at year €nd................cccoovevevereririeenerererenennns 5

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

D Premiums PAI 10 CAMTIET ............oieiececeeictete ettt ettt a ettt bttt b ea ettt et s s 6b
C  Premiums due but unpaid at the end Of the YEar .........ccoiiiiiiiii e 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. .........coiiiiiiiiiiie i e e e e e e e e abeeee e e e e aes
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 > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: Q) D deposit administration (2) D immediate participation guarantee
©) D guaranteed investment 4) D other P
b Balance at the end 0f the PrEVIOUS YEAI ................cvvruiuiueierereeeeeeeeeeeieeeiee ettt esesses e esesen s saeaeaeaesesans | 7b
C Additions: (1) Contributions deposited during the year ...............cccccocvvneee. 7c(1)
(2) Dividends and Credits...........cccvievererererieieeeceeeee et 7c(2)
(3) Interest credited dUrNG the YEa............ccoieveeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEPArate ACCOUNL ...........cccvoveveweeeeereeeeeeeeeeeeeeeeeeeeeeeenn 7c(4)
(5) Other (SPECITY DEIOW) .........creevieieeeeeeeeeiseeieeeeeeeeses e en et 7c(5)
4
(B)TOtAl AAIIONS ...t e ettt e e e et e e n et 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ..........cveerrrrerirererereeeeeeeeeete ettt evereseseee e eenenenenes | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7e(2)
(3) Transferred to separate account . | 7e(3)
(4) Other (SPECIFY DEIOW) .......c.cvevevererereeeeceeececeeteieie et esessaeee e en e 7e(4)
4
(5) TOAl AEAUCHONS ..ottt sae e se et es et es s s et esenas e s neet s s st en s santen e s s e et eneseennenes 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from ine 7d) ..............cccoeveveveeeererireeeierererererenenn. | 7f
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Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h x| Prescription drug
I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........ocviuiiiiiierieieieiiec et 9a(1)
(2) Increase (decrease) in amount due but unpaid ...........cccccceveeeeiicinnnnnn.. 9a(2)
(3) Increase (decrease) in unearned premium reServe ..........ccccceeevevveeenn. 9a(3)
(8) EAMNEA (1) + (2) = (3)) errvvvveeereseeeeeeeeeeeeseeeeeeeeeeeeeeeeeeeee e eeeeee oo e s eee e eeeeessesseeeseeeeesseeees | 9a4) 0
b Benefit charges (1) Claims Paid...........ccceveveveeeerrieieeeeeeres e 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveeeereieeeeeeeereerieseeereans 9b(2)
(3) Incurred claims (AAA (1) AN (2))..ecvvevrireireieeierieeeeeeteseeteeteete st ese et e st e etesteeteseestaseaseerestsstesteteseanserestesteseestess 9h(3)
(4) ClAIMS CRAIGET. .....vieieiteieeiteiee ettt ettt s et teeteete st et e st eseeteebeetesaesbe e enseseeseeteebesbessenteseensereasenbessetens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt ettt ae st st eneenes 9c(1)(A)
(B) Administrative service or Oother fEeS ..........ccocvevveviieeeeriereesene 9c(1)(B)
(C) Other specific acquisition costs .. | 9¢(1)(C)
(D) OthEr EXPENSES .....o.voveeeereceeieeeeeeeeeeeeseese e ers s s enes e neesenenen 9c(1)(D)
(E) TAXES.vueeveeeeeeeeeeeeeeeeeeeeeeeeeeeeeen e e e e e et e e s e e e e eeenen e enee 9c(1)(E)
(F) Charges for risks or other contingencies .............oocveeeoveeeeenenns 9c(1)(F)
(G) Other retention ChAIGES ..........c.ovvvreeeeeeeeeeeeeeeeeeeeeeeneeneienes 9c(1)(G)
(H) TOLAI FEEEMTION. ...ttt ettt ettt etttk b et et e e s e estebeebesee s b e b e seenteteeaeebesaeebesenseseaneesestesneean 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).......cccueenne 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 ......cuveveiviitecte ittt ettt eteete et e et et e st e st eteeteete et et e st esteseebeete et et et esseseesseteebeebessesbessensetesresbessentens 9d(2)
(B) OUNEI TESEIVES .....vcvieveetiete ettt ettt ettt et e vttt et e e te et e et et et e st eteebeete et e te s estessessebeebesbe st enbessensetearestesrentens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviiiniiciinnennn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Pait t0 CAMTIEr..........c.eeiiiiiiiriiiiie e 10a 1210735
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

No

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

Ds

J | have reviewed the Carrier Schedules.

The following document(s) are the Schedules from the Carrier(s) of the
Plan Sponsor’s ERISA Plan.

These documents represent a snap shot taken on the last day of the
policy period per the Carriers’ systems. The data was copied and
placed into the Plan Sponsor’s 5500 report.

Please note: If the data was altered in any way, the liability of the data
will no longer rest on the Carrier; instead, it would rest upon the Plan
Sponsor/Plan Administrator.

Disclaimer: Wrangle, LLC as well as its employees and affiliates do not offer legal and accounting consultation and services. Information relayed through Wrangle-produced
materials serves to provide general information only; whether expressed or implied it is not intended to constitute legal or other advice or opinions on any specific matters
and is not intended to replace the advice of a qualified attorney, accountant, or other professional advisor. Wrangle applies its best effort to provide accurate and complete
results and provides its service in accordance with the ERISA rules that govern Form 5500 completion. This email may contain information that is confidential. Any use,
disclosure, distribution, or duplication by anyone other than an intended recipient is prohibited. This email may include the use of links to a third-party’s website, and the
use of these links is done at your own discretion and risk.
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&% KAISER PERMANENTE.

INSURANCE INFORMATION
Insurance companies are required to provide the following information pursuant to section 103 (a)(2) of the
Employee Income Securities Act of 1974 (ERISA) to assist you in completing the Schedule A of your Form 5500.

Part I: Information Concerning Insurance Coverage, Fees, and Commissions

Name of Insurance Carrier: Kaiser Foundation Health Plan, Inc.
Plan Sponsor’'s Name: 8X8, INC.

Information Concerning Insurance Contract Coverage

Kaiser Foundation Health Plan Region: CA

Insurance Carrier: Kaiser Foundation Health Plan, Inc.

Insurance Carrier Employer Identification Number: 94-1340523

Insurance Carrier NAIC Code: 00000

Plan Sponsor Contract or Identification Number: 37065

Approximate number of persons covered at end of policy contract year: 189
Contract Year from 01/2024 - 12/2024

Information Concerning Insurance Contract Fees and Commissions

Total Amount of Commissions Paid: $0.00
Total Amount of Fees Paid: $0.00

1) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

2) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None
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3) Name and address of the agent, broker, or other person to whom commissions or fees were paid:

None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

4) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

5) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

6) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

7) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

Part lI: Investment and Annuity Contract Information

Kaiser Foundation Health Plan, Inc. is not offering you an investment or annuity contract.
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Part Ill: Welfare Benefit Contract Information

Premium applied by Kaiser Foundation Health Plan, Inc. during your plan’s contract year: $1,058,634.68
Part IV: Provision of Information

Kaiser Foundation Health Plan, Inc. hereby certifies that the foregoing statement furnished pursuant to 29
US Code of Federal Regulations 2520.103(c) is complete and accurate.

Laura Sokolowski

Vice President, Commercial Membership Administration
Kaiser Foundation Health Plan, Inc

February 3, 2025
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GROUP INSURANCE INFORMATION REPORT

(For Administrator's use in completing Annual Report Form 5500 Schedule A
under Employee Retirement Income Security Act of 1974)

EXPLANATION: The information on this data report is captioned and numbered to refer to the exact form 5500A caption and number requiring
such information. Only information items necessitating computation by the insurance company or which are more readily obtainable from
insurance company records are included in this data report. Where possible, the administrator should verify the information given in this report
before transfer to the annual 5500A report.

Name of Policyholder (or Employer): Policies covered by this report:
8x8, Inc. 72358-4
| PART |

Name of Insurance Carrier:

(a) RELIASTAR LIFE INSURANCE COMPANY (b) EIN: 41-0451140 (c) NAIC Code: 67105
1. Coverage:

Approximate number of persons at end of

policy or contract year: Policy/Contract Year:

Active Retired
(d) Contract number or identification (e) Empl. (e) Dep. (e) Empl. (e) Dep. (f) From (9) To
ADD 630 418 01/01/2024 12/31/2024
LIFE 630 419 01/01/2024 12/31/2024
LTD 630 01/01/2024 12/31/2024

2. Insurance fees and commissions paid to general agents, brokers or other persons:

TOTALS: Total amount of commissions paid: $8,817.73 Total Fees paid: $5,085.26

(a) Name and Address of the agents,

Contract Number brokers, or other persons to whom (b) Amount (c) Amount (d) Purpose for (e) Organization
or Identification commissions or fees were paid Comm Paid Fees Paid Which Paid Code (3)
ADD Plansource Benefits Administration, Inc. 571.95 Technology Fee 3

LIFE 101 S Garland Ave Ste 203 3,087.33 Technology Fee 3

LTD Orlando, FL 32801-3277 1,425.98 Technology Fee 3

ADD Edgewood Partners Insurance Center 1,055.12 Supp Compensation 3

LIFE 3000 Executive Pkwy Ste 325 5,463.87 Supp Compensation 3

LTD San Ramon, CA 94583-4335 2,298.74

Page 1 of 2 March 28, 2025
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8x8, Inc. 72358-4
7. Contract Number List Gross Premium
or Identification Type of Benefit for Each Contract Premium Rate or Subscription Charge
ADD Accidental Death & Dismemberment 44,713.43 See Premium Rate Notification
ADD Supplemental AD&D 13,036.29 " "
LIFE Life Basic Employee 193,758.32 " "
LIFE Life Supplemental Employee 80,210.00 " "
LIFE Life Supplemental Dependent 23,378.44 " "
LTD Long Term Disability 126,503.93 " "

9. Experience rated contracts:
(a) Premiums:

(1) Amount received

(2) Increase (decrease) in amount due but unpaid..

(3) Increase (decrease) in unearned premium reserve

(4) Premiums earned, (1) plus (2), MiNUS (3).....ccccevereerveenn

(b) Benefit charges:
(1) ClAIMS PAIA......eeiiiiiieiieiiieeee e sr e nne earennens
(2) Increase (decrease) in claim reserves
(3) Incurred claims (1) plus (2)..
(4) Claims charged.........cccooevviuenenne

(c) Remainder of premium:

(1) Retention charges (on an accrual basis)
(A) COMMUSSIONS. ...ttt ettt e e e s e s e s e e s e s e e eneane sarennens
(B) Administrative service or other fees
(C) Other specific acquisition costs..
(D) Other expenses
(E) Taxes....
(F) Charges for risks or contingencies
(G) Other retention charges.
(H) Total retention .

(2) Dividend or retroactive rate refund (such amounts were __ paid in cash, or

Included in (D)

(d) Status of policyholder reserves at end of year:
(1) Amount held to provide benefits after retirement.
(2) Claim reserves
(3) Other reserves ....

(e) Dividends or retroactive rate refunds due (do not include amount entered in (C)(2))... .. couererreriees ceriererieeieeeeeeeeeeeeens

10. Non experience rated contracts:
(a) Total premiums or subscription Charges Paid 0 CAIMIET..........ciciiiiiiiiiiiii e e 481,600.41
(b) If the carrier, service or other organization incurred any specific costs in connection with the acquisition or retention
of the contract or policy, other than reported in Part I, item 2 above, report amount
Specify nature of costs

Premiums due and unpaid at end of the plan year $ 0.00 on Contract Number 72358-4

CERTIFICATION: We hereby certify that the separate experience information set forth above is, based on our records, true and correct to the
best of our knowledge and belief.
ReliaStar Life Insurance Company
250 Marquette Avenue, Suite 900
Minneapolis, MN 55401

EIN: 41-0451140 NAIC: 67105

Page 2 of 2 By: m %—/ March 28, 2025
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Self-Insured Benefit

Dental

A Schedule A will not be included in the 5500 as the benefit
was self-insured. A Schedule A is only to report fully insured
benefits.

We did include the appropriate benefit code for the benefit
and checked general assets for funding.

Disclaimer: Wrangle, an Ascensus® company, as well as its employees and affiliates do not offer legal or accounting consultation or services and does not assist with
plan design or implementation. Information provided by Wrangle is for informational purposes only and is not intended to constitute legal or other advice or opinions on
any specific matters. The client should always seek the advice of an independent qualified attorney, accountant, or other professional advisor. Wrangle applies its best
effort to provide accurate and complete information and provides its service in accordance with ERISA and based on the information provided by the client-. This document
contains information that is confidential and any use, disclosure, distribution, or duplication by anyone other than an intended recipient is prohibited. Ascensus is not a
broker, consultant, or fiduciary, as defined by ERISA. Ascensus® and the Ascensus logo are registered trademarks of Ascensus, LLC. Copyright© 2024 Wrangle, an
Ascensus® company. All rights reserved.
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o \
f \J V

,FINANCIAL

Employee Benefits, a division of Reliastar Life Insurance Company

March 28, 2025

Summary of Employee Assistance Program
8x8, Inc.
Group Policy Number 72358-4

For the Period Beginning January 1, 2024 and Ending December 31, 2024

EAP Expense Charges Paid $3,347.98
Service Fees Paid $0.00
Commission Paid $0.00
Supp Compensation Paid $0.00
Overwrite Fees Paid $0.00
20 Washington Avenue South ReliaStar Life Insurance Company

Minneapolis, MN 55401 is a member of the Voya family of companies
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vSPp. Schedule A Form (5500) Insurance Information
visiON Ccare

If Schedule A information is required to file a complete Form 5500 or Form 5500 C/R, information from this form must be transcribed
onto IRS Schedule A (Form 5500) Insurance Information form (Cat. No. 13505I) as required by federal regulation.

IF YOU HAVE QUESTIONS REGARDING THE TRANSPOSITION OF INFORMATION CONTAINED IN THIS REPORT, CONTACT YOUR
INTERNAL COMPLIANCE OFFICE.

8X8, INC.

LINDSEY FORBES Group ID: 30106506

675 CREEKSIDE WAY Insurance Carrier: Vision Service Plan
CAMPBELL CA 95008-0000 Insurance Carrier NAIC Code: N/A

Insurance Carrier FEIN: 941632821

Benefit Type: Vision Care

Policy or Contract Year: 01/01/2024 - 12/31/2024
Group Legal Name and Address:

8X8, INC.
675 CREEKSIDE WAY
CAMPBELL CA 95008-0000

Approximate Number of Persons Covered at the End of Policy or Contract Year: 536
Payments:

Total Administrative Fees Paid to Carrier: $13,184.82

Total Payments Made to Carrier: $119,300.30

Total Claims Paid by Carrier: $ 106,115.48

Vision Service Plan hereby certifies that this statement furnished pursuant to 29 CFR 2520.103-5(c) is
complete and accurate as of 05/13/2025 .

EXDM5500/ U-3909 / 30106506 / 1 / 20250513
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Self-Insured Benefit
Medical

A Schedule A will not be included in the 5500 as the benefit
was self-insured. A Schedule A is only to report fully insured
benefits.

We did include the appropriate benefit code for the benefit
and checked general assets for funding.

Disclaimer: Wrangle, an Ascensus® company, as well as its employees and affiliates do not offer legal or accounting consultation or services and does not assist with
plan design or implementation. Information provided by Wrangle is for informational purposes only and is not intended to constitute legal or other advice or opinions on
any specific matters. The client should always seek the advice of an independent qualified attorney, accountant, or other professional advisor. Wrangle applies its best
effort to provide accurate and complete information and provides its service in accordance with ERISA and based on the information provided by the client-. This document
contains information that is confidential and any use, disclosure, distribution, or duplication by anyone other than an intended recipient is prohibited. Ascensus is not a
broker, consultant, or fiduciary, as defined by ERISA. Ascensus® and the Ascensus logo are registered trademarks of Ascensus, LLC. Copyright© 2024 Wrangle, an
Ascensus® company. All rights reserved.
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Self-Insured Benefit
FSA

A Schedule A will not be included in the 5500 as the FSA
benefit is self-insured. A Schedule A is only to report fully
insured benefits.

We did include the appropriate benefit code (4A) for the
benefit and checked general assets for funding.

Disclaimer: Wrangle, an Ascensus® company, as well as its employees and affiliates do not offer legal or accounting consultation or services and does not assist with
plan design or implementation. Information provided by Wrangle is for informational purposes only and is not intended to constitute legal or other advice or opinions on
any specific matters. The client should always seek the advice of an independent qualified attorney, accountant, or other professional advisor. Wrangle applies its best
effort to provide accurate and complete information and provides its service in accordance with ERISA and based on the information provided by the client-. This document
contains information that is confidential and any use, disclosure, distribution, or duplication by anyone other than an intended recipient is prohibited. Ascensus is not a
broker, consultant, or fiduciary, as defined by ERISA. Ascensus® and the Ascensus logo are registered trademarks of Ascensus, LLC. Copyright© 2024 Wrangle, an
Ascensus® company. All rights reserved.
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Self-Insured Benefit
RX

A Schedule A will not be included in the 5500 as the benefits
were self-insured. A Schedule A is only to report fully insured
benefits.

We did include the appropriate benefit code for the benefit
and checked general assets for funding.

Disclaimer: Wrangle, an Ascensus® company, as well as its employees and affiliates do not offer legal or accounting consultation or services and does not assist with
plan design or implementation. Information provided by Wrangle is for informational purposes only and is not intended to constitute legal or other advice or opinions on
any specific matters. The client should always seek the advice of an independent qualified attorney, accountant, or other professional advisor. Wrangle applies its best
effort to provide accurate and complete information and provides its service in accordance with ERISA and based on the information provided by the client-. This document
contains information that is confidential and any use, disclosure, distribution, or duplication by anyone other than an intended recipient is prohibited. Ascensus is not a
broker, consultant, or fiduciary, as defined by ERISA. Ascensus® and the Ascensus logo are registered trademarks of Ascensus, LLC. Copyright© 2024 Wrangle, an
Ascensus® company. All rights reserved.
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Self-Insured Benefit
STD

A Schedule A will not be included in the 5500 as the
benefits were self-insured. A Schedule Ais only to
report fully insured benefits.

We did include the appropriate benefit code for the
benefit and checked general assets for funding.

Disclaimer: Wrangle, an Ascensus® company, as well as its employees and affiliates do not offer legal or accounting consultation or services and does not assist with
plan design or implementation. Information provided by Wrangle is for informational purposes only and is not intended to constitute legal or other advice or opinions on
any specific matters. The client should always seek the advice of an independent qualified attorney, accountant, or other professional advisor. Wrangle applies its best
effort to provide accurate and complete information and provides its service in accordance with ERISA and based on the information provided by the client-. This document
contains information that is confidential and any use, disclosure, distribution, or duplication by anyone other than an intended recipient is prohibited. Ascensus is not a
broker, consultant, or fiduciary, as defined by ERISA. Ascensus® and the Ascensus logo are registered trademarks of Ascensus, LLC. Copyright© 2024 Wrangle, an
Ascensus® company. All rights reserved.
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&% KAISER PERMANENTE.

INSURANCE INFORMATION
Insurance companies are required to provide the following information pursuant to section 103 (a)(2) of the
Employee Income Securities Act of 1974 (ERISA) to assist you in completing the Schedule A of your Form 5500.

Part I: Information Concerning Insurance Coverage, Fees, and Commissions

Name of Insurance Carrier: Kaiser Foundation Health Plan, Inc.
Plan Sponsor’'s Name: 8X8, INC. SCR

Information Concerning Insurance Contract Coverage

Kaiser Foundation Health Plan Region: CA

Insurance Carrier: Kaiser Foundation Health Plan, Inc.

Insurance Carrier Employer Identification Number: 94-1340523

Insurance Carrier NAIC Code: 00000

Plan Sponsor Contract or Identification Number: 234255

Approximate number of persons covered at end of policy contract year: 31
Contract Year from 01/2024 - 12/2024

Information Concerning Insurance Contract Fees and Commissions

Total Amount of Commissions Paid: $0.00
Total Amount of Fees Paid: $0.00

1) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

2) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None
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3) Name and address of the agent, broker, or other person to whom commissions or fees were paid:

None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

4) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

5) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

6) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

7) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

Part lI: Investment and Annuity Contract Information

Kaiser Foundation Health Plan, Inc. is not offering you an investment or annuity contract.
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Part Ill: Welfare Benefit Contract Information

Premium applied by Kaiser Foundation Health Plan, Inc. during your plan’s contract year: $152,100.13
Part IV: Provision of Information

Kaiser Foundation Health Plan, Inc. hereby certifies that the foregoing statement furnished pursuant to 29
US Code of Federal Regulations 2520.103(c) is complete and accurate.

Laura Sokolowski

Vice President, Commercial Membership Administration
Kaiser Foundation Health Plan, Inc

February 3, 2025
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AlG

INFORMATION NECESSARY TO COMPLETE
SCHEDULE A (FORM 5500)
WELFARE PLAN

The information contained herein should be transferred to the appropriate items numbered (as indicated herein) of
Schedule A (Form 5500).
2(a) This information is provided by:  AIG Property Casualty, U.S.

Insurance Company: National Union Fire Ins. Co. of Pittsburgh, PA, EIN 25-0687550, NAIC 012-19445

Name of Plan: Group Insurance Trust (Delaware) — 8x8, Inc.
PART | BENEFITS AND COVERAGES PROVIDED
2(b) 3(a) 4&8(a) Approximate No. of persons covered at the end of the policy or contract year*

Contract Number or Identification | 2(c)
MTA 0009157677

*Obtain from Policyholder

POLICY/CONTRACT

YEAR
(2d) From- (2e) To-
07/01/2023 4/03/2024

To be provided only if information is not available in the Plan Administrator’s records*

Insurance Fees or Commissions Paid to General Agents or Brokers

3(b) Name and Address of each 3(c) Amount of 3(d) Amount of 3(d) Purpose for
recipient Commissions Paid Fees Paid which fees paid
Aon Risk Services Central Inc $1,441.20

200 E Randolph St
Chicago, IL 60601

4. Premium due and unpaid at the end of the plan year: NONE unless otherwise indicated here $

Part Il INSURED WELFARE PLAN
8(b) Type of Benefit 8(c) & 10(a) Gross Premium | 8(d) Premium Rate or Subscription Charge
for Each Contract
Accidental Death & Dismemberment $7 206.00 The premium for the policy is the amount determined by actuarial and
underwriting judgment to be sufficient for the risk based on nature of the
hazards and the amount of exposures to the hazards

10(b) The amount of Specific cost incurred by the insurance carrier in connection with acquisition or retention
(other than reported in 3 above). $
Nature of Cost

I hereby certify that to the best of my knowledge and belief the insurance data reported on this form is true and
correct.

Prepared By: Jeneah Meneses Underwriter: Christina Montali Date: June 13, 2025



Docusign Envelope ID: ED645B1F-8B55-4681-AD6B-2C128ACF23E1

AlG

INFORMATION NECESSARY TO COMPLETE
SCHEDULE A (FORM 5500)
WELFARE PLAN

The information contained herein should be transferred to the appropriate items numbered (as indicated herein) of
Schedule A (Form 5500).
2(a) This information is provided by:  AIG Property Casualty, U.S.

Insurance Company: National Union Fire Ins. Co. of Pittsburgh, PA, EIN 25-0687550, NAIC 012-19445

Name of Plan: Group Insurance Trust (Delaware) — 8x8, Inc.
PART | BENEFITS AND COVERAGES PROVIDED
2(b) 3(a) 4&8(a) Approximate No. of persons covered at the end of the policy or contract year*

Contract Number or Identification | 2(c)
MTA 0009157677

*Obtain from Policyholder

POLICY/CONTRACT

YEAR
(2d) From- (2e) To-
4/4/2024 6/30/2024

To be provided only if information is not available in the Plan Administrator’s records*

Insurance Fees or Commissions Paid to General Agents or Brokers

3(b) Name and Address of each 3(c) Amount of 3(d) Amount of 3(d) Purpose for
recipient Commissions Paid Fees Paid which fees paid
Lockton Companies LLC $0.00

444 W 47th St Ste 900
Kansas City, MO 64112

4. Premium due and unpaid at the end of the plan year: NONE unless otherwise indicated here $

Part Il INSURED WELFARE PLAN
8(b) Type of Benefit 8(c) & 10(a) Gross Premium | 8(d) Premium Rate or Subscription Charge
for Each Contract
Accidental Death & Dismemberment $000 The premium for the policy is the amount determined by actuarial and
underwriting judgment to be sufficient for the risk based on nature of the
hazards and the amount of exposures to the hazards

10(b) The amount of Specific cost incurred by the insurance carrier in connection with acquisition or retention
(other than reported in 3 above). $
Nature of Cost

I hereby certify that to the best of my knowledge and belief the insurance data reported on this form is true and
correct.

Prepared By: Jeneah Meneses Underwriter: Christina Montali Date: June 13, 2025
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The Summary Annual Report...SAR

J | have reviewed the SAR.

The Summary Annual Report, also known by its acronym, the SAR, is,
generally speaking, a one-page summary of the ERISA Plan’s Form
5500 report. ERISA mandates for the SAR to be distributed to Plan
Participants within two months from the Form 5500's due date (the SAR
is not required to be issued if the plan is 100% self-funded such as a
Health FSA plan).

The SAR’s purpose is to inform the Plan Participants of the carriers and
the policies included within the Form 5500 report. Additionally, funding
is noted as well as the financials including the total premium spent and
the claim total, if applicable.

Disclaimer: Wrangle, LLC as well as its employees and affiliates do not offer legal and accounting consultation and services. Information relayed through Wrangle-produced
materials serves to provide general information only; whether expressed or implied it is not intended to constitute legal or other advice or opinions on any specific matters
and is not intended to replace the advice of a qualified attorney, accountant, or other professional advisor. Wrangle applies its best effort to provide accurate and complete
results and provides its service in accordance with the ERISA rules that govern Form 5500 completion. This email may contain information that is confidential. Any use,
disclosure, distribution, or duplication by anyone other than an intended recipient is prohibited. This email may include the use of links to a third-party’s website, and the
use of these links is done at your own discretion and risk.
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SUMMARY ANNUAL REPORT

For 8 X 8, Inc. Employee Benefits Plan

This is a summary of the annual report of the 8 X 8, Inc. Employee Benefits Plan, EIN 77-
0142404, Plan No. 501, for period 01/01/2024 through 12/31/2024. The annual report has been
filed with the Employee Benefits Security Administration, U.S. Department of Labor, as
required under the Employee Retirement Income Security Act of 1974 (ERISA).

8 X 8, Inc. has committed itself to pay certain self-insured Medical, Dental, Vision, and Short-
term Disability claims incurred under the terms of the plan.

Insurance Information

The plan has contracts with Reliastar Life Insurance Company, Voya Financial Employee
Benefits, National Union Fire Insurance Company of Pittsburgh, PA, and Kaiser Foundation
Health Plan, Inc. to pay Medical, Life Insurance, Long-term Disability, Accidental Death and
Dismemberment, Employee Assistance Program, and Business Travel Accident claims incurred
under the terms of the plan. The total premiums paid for the plan year ending 12/31/2024 were
$1,702,889.

Your Rights To Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on request.
The items listed below are included in that report:

e insurance information, including sales commissions paid by insurance carriers;

To obtain a copy of the full annual report, or any part thereof, write or call the office of 8 X 8§,
Inc. at 675 Creekside Way, Campbell, CA, 95008 or by telephone at 408-707-9928.

You also have the legally protected right to examine the annual report at the main office of the
plan (8 X 8, Inc., 675 Creekside Way, Campbell, CA, 95008) and at the U.S. Department of
Labor in Washington, D.C., or to obtain a copy from the U.S. Department of Labor upon
payment of copying costs. Requests to the Department should be addressed to: Public
Disclosure Room, Room N1513, Employee Benefits Security Administration, U.S. Department
of Labor, 200 Constitution Avenue, N.W., Washington, D.C. 20210. Or you may access a copy
on the DOL's web site www.efast.dol.gov.

Paperwork Reduction Act Statement
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According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are
required to respond to a collection of information unless such collection displays a valid Office
of Management and Budget (OMB) control number. The Department notes that a Federal
agency cannot conduct or sponsor a collection of information unless it is approved by OMB
under the PRA, and displays a currently valid OMB control number, and the public is not
required to respond to a collection of information unless it displays a currently valid OMB
control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no
person shall be subject to penalty for failing to comply with a collection of information if the
collection of information does not display a currently valid OMB control number. See 44 U.S.C.
3512.

The public reporting burden for this collection of information is estimated to average less than
one minute per notice (approximately 3 hours and 11 minutes per plan). Interested parties are
encouraged to send comments regarding the burden estimate or any other aspect of this
collection of information, including suggestions for reducing this burden, to the U.S.
Department of Labor, Office of the Chief Information Officer, Attention: Departmental
Clearance Officer, 200 Constitution Avenue, N.W., Room N-1301, Washington, DC 20210 or
email DOL_PRA_PUBLIC@dol.gov and reference the OMB Control Number 1210-0040.

OMB Control Number 1210-0040 (expires 03/31/2026)



