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

Department of Labor
Employee Benefits Security

Pension Benefit Guaranty Corporation

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

This Form is Open to Public
Inspection

Part | | Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 01/01/2024

and ending  12/31/2024

A This return/report is for: D a multiemployer plan

a single-employer plan
B This return/report is: D the first return/report
D an amended return/report

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

D a multiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)

D a DFE (specify)
D the final return/report

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

D Check box if filing under: Form 5558 D automatic extension D the DFVC program
D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan

1b Three-digit plan

WCOG-INSTITUTE FOR ORTHOPAEDIC SURGERY GROUP INSURANCE PLAN number (PN) » 501

1c Effective date of plan
01/01/1998

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) 34-1848147

WEST CENTRAL OHIO GROUP LTD
INSTITUTE FOR ORTHOPAEDIC SURGERY

801 MEDICAL DRIVE SUITE B
LIMA, OH 45804

2C Plan Sponsor’s telephone
number
419-224-7586

2d Business code (see
instructions)
621493

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. 10/09/2025 JAIME WELSCH
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 D Same as Plan Sponsor 3b Administrator’s EIN
WEST CENTRAL OHIO GROUP LTD 3C Administrator’s telephone
801 MEDICAL DRIVE SUITE B number
LIMA, OH 45804 419-224-7586
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 123
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) 123
a(2) Total number of active participants at the end of the plan year ... 63_(2) 129
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 129
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f L= I X To I g Tot ol =T Vo TSR PRSPR 6f 129
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (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
1855 thAN 100% VESTEA. ......ouieieieieitetiteeet et et et et eetsesetstet et eesesesstesesesess s esesesesescasaseseseseseseee s oe et eteseneasasas st eteserees e aneneneseneanans 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

9a Plan funding arrangement (check all that apply)

9b Plan benefit arrangement (check all that apply)

) Insurance 1) Insurance

2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust

4 |_| General assets of the sponsor 4) |_| General assets of the sponsor

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

a Pension Schedules
(@) D R (Retirement Plan Information)

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

actuary

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

Information) - signed by the plan actuary

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

b General Schedules

1) D H (Financial Information)

2) D | (Financial Information — Small Plan)

?3) A (Insurance Information) — Number Attached
4) D C (Service Provider Information)

(5) D D (DFE/Participating Plan Information)

(6) D G (Financial Transaction Schedules)
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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 Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
WCOG-INSTITUTE FOR ORTHOPAEDIC SURGERY GROUP INSURANCE PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
WEST CENTRAL OHIO GROUP LTD

D Employer Identification Number (EIN)
34-1848147

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
UNUM LIFE INSURANCE COMPANY OF AMERICA

(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
01-0278678 62235 466672 186 01/01/2024 01/01/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

8568

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

HUSTON FINANCIAL SERVICES INC 1601 TIFFIN AVE
FINDLAY, OH 45840

(b) Amount of sales and base

Fees and other commissions paid

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

8568

3

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

Fees and other commissions paid

(b) Amount of sales and base

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

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
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 161828
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
WCOG-INSTITUTE FOR ORTHOPAEDIC SURGERY GROUP INSURANCE PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
WEST CENTRAL OHIO GROUP LTD

D Employer Identification Number (EIN)
34-1848147

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
MEDICAL MUTUAL

(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
34-0648820 29076 0084283-01 128 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

48483

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

HUSTON FINANCIAL SERVICES 1601 TIFFIN AVE
FINDLAY, OH 45840

(b) Amount of sales and base

Fees and other commissions paid

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

48483

3

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

Fees and other commissions paid

(b) Amount of sales and base

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

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h @ Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 2885348
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(4) EAMEA (1) # (2) = (3)) +ervrereeeeeeeeeeeeeeeeeeeeeeeeeseeseeseeeeeeeeeeeeeeee e e e ee s sssestesteseeseaseassessessess s ssesssesessseeseens | 9a4) 2885348
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 3179042
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 3179042
(4) ClaiMS CAIGEA ...t e et 9b(4) 3179042
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMIUSSIONS ......cveeeeivieeetceceeeeeee e teeees et s e seasnesesesenes 9c(D)(A) 48483
(B) Administrative service or other fees ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 167413
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(E) TAXES.. ettt 9c(1)(E) 974
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 216870
(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 4641
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
WCOG-INSTITUTE FOR ORTHOPAEDIC SURGERY GROUP INSURANCE PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
WEST CENTRAL OHIO GROUP LTD

D Employer Identification Number (EIN)
34-1848147

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
MEDMUTUAL LIFE

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
21-0706531 62375 209 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

811

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

HUSTON FINANCIAL SEVICES AGCY INC 1601 TIFFIN AVENUE
FINDLAY, OH 45840

(b) Amount of sales and base

Fees and other commissions paid

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

811

3

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

Fees and other commissions paid

(b) Amount of sales and base

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

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

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

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
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 6855
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




2024

Federal Filing Instructions

Client 7975 West Central Ohio Group, Ltd dba I0S Plan No. 501

Service Provider e-file Signature Authorization

West Central Ohio Group, Ltd dba IOS

Under penalties of perjury, | declare that | am the plan administrator and/or plan
sponsor and that | have examined a copy of the Corporation's 2024 electronic Annual
Return/Report of Employee Benefit Plan, Form 5500 and to the best of my knowledge
and belief, it is true, correct, and complete.

| have signed a paper copy of the return and understand that the signed copy will be

filed as an attachment with the electronic filing and that my manual signature will be

included with the rest of the annual return/report posted by the Labor Department on the
Internet for public disclosure.

| hereby authorize E. S. Evans and Company to be my service provider as signature on
my 2024 Annual Return/Report of Employee Benefit Plan, Form 5500

Jaime Welsch

Signature of Plan Administrator

Signature of Plan Sponsor
(if different from Plan Administrator)

67100 44 130

Date Signed 10/08/2025




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110
Department of the Treasury This form is required to be filed for employeé benefit plans under sections 104
Internal Revenue Service and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and 2024
Department of Labor sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).
Emploﬂem?neigﬁg‘t?o?\ecumy C lete all entries i d ith
> Complete all entries in accordance wi This Form is Open to
Pension Benefit Guaranty Corporation the instructions to the Form 5500. Public Inspection

Part Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning and ending

A This return/report is for: D a muitiemployer plan D a multiple-employer plan (Filers checking this box must provide
participating employer information in accordance with the form
instructions.)

a single-employer plan D a DFE (specify)
B This return/report is: the first return/report the final return/report
an amended return/report a short plan year return/report (Jess than 12 months)
C If the plan is a collectively-bargained plan, check here............. .. i i e > D
D Check box if filing under: Form 5558 D automatic extension D the DFVC program
I special extension (enter description)
E Iif this is a retroactively adopted plan permitted by SECURE Act section 201 , check here.............covvvnvnn > D
Basic Plan Information — enter all requested information
1@ Narmo of plen 1b Three-digit
WCOG-INSTITUTE FOR ORTHOPAEDIC SURGERY GROUP plan number (PN).... ™ 501
INSURANCE PLAN ‘T¢ Effective date of plan
01/01/1998
2 a Plan sponsor's name (employer, If for a single-employer plan) 2b Employer tdentification Number (EIN)
Mailing address (include room, apt., suite no. and sireet, or P.O. Box) .
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 34-1848147

2¢ Plan Sponsor's telephone number

419-224-7586

2d Business code (see instructions)

621493

WEST CENTRAL OHIO GROUP LTD
INSTITUTE FOR ORTHOPAEDIC SURGERY
801 MEDICAL DRIVE, SUITE B

LIMA, OH 45804

Caution: A penalty for the late or incomplete filing of this returni/report will be assessed unless reasonable cause is established.

Under penalties of perjury and olher penalties set forth in the instructions, I declare that | have examined this returnireport, including accompanying schedules, statements and attachments, as
well as the electronic version of this return/report, and to the best of my knowledge and betief, it is true, correct, and complete.

2025-10-08 185129 UTC - 167.100 44.9337) rwsw‘mzmm 1851:34 UTC - 167.100 44.1307)
Jaime Welsch { 10/08/2025
] e ssnaesin_mossneresessosnf JR LME WELSCH
Signature of plan administrator Date Enter name of individual signing as plan administrator
Slgnature of employeriplan sponsor Date Enter name of individual signing as employer or plan sponsor
Signature of DFE Date Enler name of individual signing as DFE .
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Form 5500 (2024)

V. 240311

EBPA9401L  12/04/24




Form 5500 (2024) Page 2

3 a Plan administrator's name and address D Same as Plan Sponsor 3b  Administrator's EIN

34-1848147

WEST CENTRAL OHIO GROUP LTD
INSTITUTE FOR ORTHOPAEDIC SURGERY
801 MEDICAL DRIVE, SUITE B

LIMA, OH 45804

3¢ Administrator's telephone number

419-224-7586

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EN
this plan, 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 planyear....... ... ... .. i i i i 5 123

6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only
lines 6a(1), 6a(2), 6b, 6¢c, and 6d).

a(1) Total number of active participants at the beginning of the planyear................... ... ... ... ..... Ga(l) 123
a(2) Total number of active participants atthe end of the planyear. ......... ... ... ... .. . .. 6a(2) 129
b Retired or separated participants receiving benefits. ......... .. . 6b
¢ Other retired or separated participants entitled to future benefits............. .. ... ... . ol 6¢c
d Subtotal. Add lines 6a(2), Bb, and BC. . ... .. .. i e 6d 129
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits................. 6e
f Total. Add lines B and B .. ... it i e e e 6f 129
g(1) Number of participants with account balances as of the beginning of the plan year (only defined
contribution plans complete this item). . ... . e 6g(1)
g(2) Number of participants with account balances as of the end of the plan year (only defined contribution
plans complete this tem). . ... e 69(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were less
than 100 Vested ... i e e 6h
7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item). ............... 7

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

[ ] [ L1 [ []
[ ] L1 L] [ ]

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] 1
] ] ]

9a Plan funding arrangement (check all that apply) 9 b Plan benefit arrangement (check all that apply)
1) |X] Insurance M) [X| Insurance
(2) | _| Code section 412(e)(3) insurance contracts (@ | _| Code section 412(e)(3) insurance contracts
(3) | | Trust (3) || Trust
(@ | | General assets of the sponsor (@ | | General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
) 1 R (Retirement Plan Information) m 1 H (Financial Information)
() 1 mB (Multiemployer Defined Benefit Plan and Certain @ 1 (Financial Information — Small Plan)
- Money Purchase Plan Actuarial Information) — signed by 3 i A (Insurance Information)— Number Attached ____3_
the plan actuary @ 1 ¢ (Service Provider Information)
3 D SB (Single-Employer Defined Benefit Plan Actuarial o) 1 b (DFE/Participating Plan Information)
Information) — signed by the plan actuary ) 1 G (Financial Transaction Schedules)

(C)) D DCG (Individual Plan Information) — Number Attached
(5) D MEP (Multiple-Employer Retirement Plan Information)

EBPA 9402L 12/04/24



Form 5500 (2024) Page 3

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

T1a 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). ... ...o\ooeeeeeeeee []ves [X]No

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

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

T¢ 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

EBPA9403L.  12/04/24



SCHEDULE A Insurance Information
(Form 5500) This schedule is required to be filed under section 104 of the OMB No. 1210-0110
Dlep{artmleat of the 'greasuw Employee Retirement Income Security Act of 1974 (ERISA). 202 4
nterna evenue oservice .
Department of Labor > File as an attachment to Form 5500.

Employee Benefits Security Administration > Insurance companies are required to provide the information This Form is Open to

Pension Benefit Guaranty Corporation pursuant to ERISA section 103(a)(2). Public Inspection
For calendar plan year 2024 or fiscal plan year beginning and ending

A Name of plan B Three-digit

WCOG-INSTITUTE FOR ORTHOPAEDIC SURGERY GROUP plan number
INSURANCE PLAN

(PN) » 501

C  Plan sponsor's name as shown on fine 2a of Form 5500 Employer {dentification Number (EIN)

WEST CENTRAL OHIO GROUP LTD 34-1848147

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 1l can be
reported on a single Schedule A.

1 Coverage Information:
(a) Name of insurance carrier

UNUM LIFE INSURANCE COMPANY OF AMERICA

() EIN (¢) NAIC (d) Contract or (e) Approximate number of persons Policy or contract year
code identification number covered at end of policy or contract year () From (@) To

01-0278678 62235| 466672 186 | 01/01/2024 | 01/01/2025
2

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

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

8568
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

Huston Financial Services Inc
1601 Tiffin Ave
Findlay OH 45840

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

8568

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024
v, 240311

EBPA 9501L 12/06/24



Schedule A (Form 5500) 2024 Page 2 —[1

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

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

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

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

EBPA 9502 12/06/24



Schedule A (Form 5500) 2024 Page 3

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 yearend ............. 4
5 Current value of plan's interest under this contract in separate accounts at yearend............... 5
6 Contracts With Allocated Funds:
a State the basis of premium rates. ... »
b Premiums paid t0 Carmier. . ... ..o 6b
¢ Premiums due but unpaid at the end of theyear.......... .. ... . ... . . L 6¢
d If the carrier, service, or other organization incurred any specific costs in connection with the
acquisition or retention of the contract or policy, enteramount ...................... ... ... ... 6d
Specify nature of costs . ... »

e Type of contract: (1) D individual policies @ D group deferred annuity

3) D other (specify)... »
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here. . ..................... > |:|

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) H deposit administration (4] B immediate participation guarantee

3 guaranteed investment @ other »
b Balance at the end of the previous year. .......... ... .
¢ Additions: (1) Contributions deposited during the year............
(2) Dividends and credits. . ...
(3) Interest credited during the year............... ... ... ... ...
(4) Transferred from separate account............................
(5) Other (specify below) ...
>
(6) Total additions. .. ... v e
d Total of balance and additions (add lines 7b and 7¢(6))
e Deductions:
(1) Dishursed from fund to pay benefits or purchase annuities during year. . .......
(2) Administration charge made by carrier........................
(3) Transferred to separate account..............................
(8) Other (specify below) .......... .. ..o v
»
(5) Total deductions . .
f Balance at the end of the current year (subtract line 7e(5) fromline 7d)........................... [ 7t

EBPA 9503L  12/06/24



Schedule A (Form 5500) 2024 Page 4

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

m | | Other (specify) >
9 Experience-rated contracts:

a Premiums: (1) Amountreceived.................... ..ol
(2) Increase (decrease) in amount due but unpaid...............
(3) Increase (decrease) in unearned premium reserve...........
@ Earmned (M + () -(3)). ..o

b Benefit charges (1) Claims paid . ...............cooiiiiiiin,
(2) Increase (decrease) in claimreserves.......................

(3) Incurred claims (@dd (1) and (2)). . . .. ..ot 9h(3)
(@) Claims charged. . ... ... e e 9b(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMISSIONS .. ..o ov i e 9c(1XA)
(B) Administrative service or otherfees..................... 9¢(1XB)
(C) Other specific acquisitioncosts.......................... 9¢(IXC)
(D) Otherexpenses............ ..o, 9c(1XD)
(E) Taxes ... 9¢(1XE)
(F) Charges for risks or other contingencies................. 9c(1XF)
(G) Other retentioncharges. . .......................ooL. 9c(1XG)
(H) Total retention . . ... 9c(T)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.). ... . 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held fo provide benefits after retirement . ................. 9d(1)
(2) Claim TESBIVES . . o 9d(2)
(3) Other reSeIVES ...t e e 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)........ 9e
10 Nonexperience-rated contracts: .
a Total premiums or subscription charges paidtocarrier................... ... ... 10a 161828
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, reportamount . .......... ... ... ... 10b

Specify nature of costs,

Provision of Information

12 If the answer to line 11 is 'Yes,' specify the information not provided.

EBPA 9504l 12/06/24



SCHEDULE A Insurance Information
(Form 5500)

This schedule is required to be filed under section 104 of the OMB No. 1210-0110
Department of the Treasury Employee Retirement Income Security Act of 1974 (ERISA).
Internal Revenue Service > Fil ttach ttoF 5500 2024
Bepartment of Labor ile as an attachment to Form \

Employee Benefits Security Administration
Pension Benefit Guaranty Corporation

> Insurance companies are required to provide the information

This Form is Open to
pursuant to ERISA section 103(a)(2).

Public Inspection
For calendar plan year 2024 or fiscal plan year beginning and ending
A Name of plan B Three-digit
WCOG-INSTITUTE FOR ORTHOPAEDIC SURGERY GROUP Fgé?\l”) number » 501
INSURANCE PLAN

C Plan sponsor's name as shown on line 2a of Form 5500 Employer Identification Number (EIN)

WEST CENTRAL OHIO GROUP LTD 34-1848147

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 i can be
reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
MEDICAL MUTUAL

(b) EIN (¢) NAIC (d) Contract or (e) Approximate number of persons Policy or contract year
code identification number covered at end of policy or contract year ) From (9) To
34-0648820 29076| 0084283-01 128 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

48483

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

Huston Financial Services
1601 Tiffin Ave
Findlay OH 45840

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code
48483 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 (e) Organization
commissions paid (c) Amount (d) Purpose 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

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

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

(b) 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 (e) Organization
commissions paid (¢) Amount (d) Purpose code

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

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

EBPA 9502l  12/06/24
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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 atyearend ............. 4
5 Current value of plan's interest under this contract in separate accounts atyearend............... 5
6 Contracts With Allocated Funds:
a State the basis of premium rates. ... »
b Premiums paid t0 Carmier. ..ot 6b
¢ Premiums due but unpaid atthe end ofthe year............... .. i i i i 6¢
d If the carrier, service, or other organization incurred any specific costs in connection with the
acquisition or retention of the contract or policy, enteramount . .................... ... ... 6d
Specify nature of costs . ... »
e Type of contract: (1) D individual policies (4] [:] group deferred annuity
3) D other (specify). .. »
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here. . ..................... > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) deposit administration (4] immediate participation guarantee
3) guaranteed investment ()] other »

b Balance at the end of the previous year. ... i
¢ Additions: (1) Contributions deposited during the year

»
(6) Total additions. . .. ...oo i 7¢(6)
d Total of balance and additions (add lines 7b and 7¢(6))
e Deductions:
(1) Dishursed from fund to pay benefits or purchase annuities duringyear. ........
(2) Administration charge made by carrier........................
(3) Transferred to separate account
(4) Other (specify below)
>
(5) Total deductions . e
f Balance at the end of the current year (subtract line 7e(5) fromline 7d)........................... | 7f

EBPA 95031 12/06/24
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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
organization(s), the information may be combined for reporting purposes if such contracts are experience-rated as a unit.
Where contracts cover individual employees, the entire group of such individual contracts with each carrier may be treated
as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

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

m | | Other (specify) »
9 Experience-rated contracts:

a Premiums: (1) Amount received..................... ... ... 9a(1) 2885348
(@) Increase (decrease) in amount due but unpaid. .............. 9a(2)
(3) Increase (decrease) in unearned premium reserve........... 9a(3)
(@) Earmned (1) 4 () = (). - oot e e ] 9a(4)
b Benefit charges (1) Claims paid................. ..ot 9h(1) 3179042
(2) Increase (decrease) in claimreserves. ...................... 9b(2)
3) Incurred claims (add (1) and (2)). .. ... vt 9b(3) 3179042
(@) Claims charged. . . ... 9b(4) 3179042
¢ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COoMMISSIONS ... .ot e 9c(1XA) 48483
(B) Administrative service or other fees..................... 9c(1XB) 167413
(C) Other specific acquisition costs.......................... 9c(1XC)
(D) Other expenses. ..., 9c(1XD)
(B) TaXeS . ottt 9c(1XE) 974
(F) Charges for risks or other contingencies................. 9c(1XF)
(G) Other retention charges. .. ...t 9c(TXG)
(H) Total retemtion . .. ... e 9c(1XH) 216870
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited). ............... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide henefits after retirement .................. 9d(1)
(2) Claim reSeIVES . . . 9d(2)
(3) OFher 1eSEIVeS . o 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)........ %e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paidto carrier......... ... .. ... . i 10a 4641
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, reportamount. ..................... 10b

Specify nature of costs.

Provision of Information

12 If the answer to line 11 is 'Yes,' specify the information not provided. ™

EBPA 9504L 12/06/24



SCHEDULE A Insurance Information
(Form 5500) This schedule is required to be filed under section 104 of the OMS No. 1210-0110
D’e;{artmIeFr;t of the 'geasury Employee Retirement Income Security Act of 1974 (ERISA). 202 4
nternat Revenue service .
Department of Labor > File as an attachment to Form 5500,
Employee Benefits Security Administration > |nsurance companies are required to provide the information This Form is Open to
Pension Benefit Guaranty Corporation pursuant to ERISA section 103(2)(2). Public Inspection
For calendar plan year 2024 or fiscal plan year beginning and ending
A Name of plan B Three-digit

WCOG-INSTITUTE FOR ORTHOPAEDIC SURGERY GROUP f("';;\’]; number » 501

INSURANCE PLAN

C  Plan sponsor's name as shown on line 2a of Form 5500 /‘F:mployer l(;;gtif:catndn‘ Nurﬁﬁ? &E!N;
WEST CENTRAL OHIO GROUP LTD 34-1848147

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 ll and Ill can be
reported on a single Schedule A.

1 Coverage Information:
(a) Name of insurance carrier

MEDMUTUAL LIFE

(b) EIN (c) NAIC (d) Contract or (e) Approximate number of persons Policy or contract year
code identification number covered at end of policy or contract year (H From (9) To
21-0706531 62375 209 | 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

811

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

Huston Financial Sevices Agcy Inc
1601 Tiffin Avenue
Findlay OH 45840

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

(e) Organization
code

811 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 (e) Organization
commissions paid (¢) Amount (d) Purpose code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024
v. 240311

EBPA 95011 12/06/24
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(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

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

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

(b) 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 () Organization
commissions paid {c) Amount (d) Purpose code

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

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

EBPA 95021  12/06/24
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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 accountatyearend ............. 4
5 Current value of plan's interest under this contract in separate accounts atyearend............... 5
6 Contracts With Allocated Funds:
a State the basis of premium rates. ... »
b Premiums paid 10 Carrier. ... oo e 6b
¢ Premiums due but unpaid atthe endoftheyear......... ... ... o i 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the
acquisition or retention of the contract or policy, enteramount ................... ... ... . 6d

Specify nature of costs ... »
e Type of contract: (1) D individual policies 74 D group deferred annuity
3 D other (specify)... »
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here. .. ..................

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) H deposit administration (V4] immediate participation guarantee

3) guaranteed investment ) other »
b Balance at the end of the previous year. ... .. i e

¢ Additions: (1) Contributions deposited during the year............

(2) Dividends and credits.............. i

(3) Interest credited during the year................ ...l

(4) Transferred from separate account. ................... ... ...

(5) Other (specify below) ...
»
(6) Total additions. .. ...
d Total of balance and additions (add lines Zband 7¢(@)) ....................
e Deductions:
(1) Dishursed from fund to pay benefits or purchase annuities during year. . .......

(2) Administration charge made by carrier........................

(3) Transferred to separate account..............................

(8) Other (specify below) ....... ...
»

“(B) Total dedUctionS. . ...
f Balance at the end of the current year (subtract line 7e(5) from line 7d)...........................

EBPA 9503L. 12/06/24



Schedule A (Form 5500) 2024 Page 4

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
organization(s), the information may be combined for reporting purposes if such contracts are experience-rated as a unit.
Where contracts cover individual employees, the entire group of such individual contracts with each carrier may be treated
as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a Health (other than dental or vision) b Dental c Vision d Life insurance
e Temporary disability (accident and sickness) f Long-term disability ¢ Supplemental unemployment h l Prescription drug
i Stop loss (large deductible) j HMO contract k PPO contract 1 l Indemnity contract

m Other (specify) ™
9 Experience-rated contracts:

aPremiums: (1) Amountreceived. ... 9a(1)
(2) Increase (decrease) in amount due but unpaid. .............. 9a(2)
3) Increase (decrease) in unearned premium reserve........... 9a(3)
@) Eamed (1) F () - (B)). . oot |
b Benefit charges (1) Claims paid.......................oocoil, 9b(1)
(2) Increase (decrease) in claimreserves. ...................... 9h(2)
(3) Incurred claims (@dd (1) and (). ... ..o ot 9b(3)
@) Claims Charged. . . ...t e 9b(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) Commissions . ... 9c(TXA)
(B) Administrative service or otherfees..................... 9c(1XB)
(C) Other specific acquisition costs. ..............c.coviit 9c(1XC)
(D) Other expenses. ... ... e 9c(TXD)
(B) TaXes . e 9c(1XE)
(F) Charges for risks or other contingencies................. 9c(1XF)
(G) Other retentioncharges. . ................ ...l 9c(1XG)
(H) Total retention . . ... oo 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.). ... 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement . ................. 9d(1)
(2) Claim reSeIVES ... . e 9d(2)
(B) Other reserVeS .. oo 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)........ %e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paidto carrier................... ... ... 10a 6855
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, reportamount. ..................... 10b

Specify nature of costs.

Provision of Information

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

EBPA 9504L 12/06/24



West Central Ohio Group Ltd
801 Medical Drive, Suite B
Lima, OH 45804

Summary Annual Report for
WCOG-INSTITUTE FOR ORTHOPAEDIC SURGERY GROUP
INSURANCE PLAN

This is a summary of the annual report for WCOG-Institute for Orthopaedic Surgery Group
Insurance Plan, EIN 34-1848147, Plan Number 501, for the period January 1, 2024 to December
31, 2024. The annual report has been filed with the Department of Labor, as required under the
Employee Retirement Income Security Act of 1974 (ERISA).

Insurance Information

The plan has (a) contract(s) with Unum Life Insurance Company of America, Medical Mutual,
and MedMutual Life to pay the following types of claims incurred under the terms of the plan:

The total premiums paid for the plan year ending December 31, 2024 were $3,058,672.

Because (it is a) (they are) so called "experience-rated" contract(s), the premium costs are
affected by, among other things, the number and size of claims. Of the total insurance premiums
paid for the plan year ending December 31, 2024, the premiums paid under such experience-rated
contract(s) were $2,885,348 and the total of all benefit claims paid under the(se)
experiences-rated contract(s) during the plan year was $3,179,042.

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:

- Financial information and information on payments to service providers

- Insurance information including sales commissions paid by insurance carriers

- Information regarding any common or collective trusts, pooled separate accounts, master trusts,
or 103-12 investment entities in which the plan participates

To obtain a copy of the full annual report, or any part thereof, write or call the office of:
West Central Ohio Group Ltd

801 Medical Drive, Suite B

Lima, OH 45804

419-224-7586

The report is furnished without charge.




You also have the right to receive from the plan administrator, on request and at no charge, a
statement of the assets and liabilities of the plan and accompanying notes, or a statement of
income and expenses of the plan and accompanying notes, or both. If you request a copy of the
full annual report from the plan administrator, these two statements and accompanying notes will
be included as part of that report. The charge to cover copying costs given above does not include
a charge for the copying of these portions of the report because these portions are furnished
without charge.

You also have the legally protected right to examine the annual report at the main office of the
plan:

West Central Ohio Group Ltd
801 Medical Drive, Suite B
Lima, OH 45804

and at the U.S. Department of Labor in Washington, DC, 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 N-1513

Employee Benefits Security Administration
U.S. Department of Labor

200 Constitution Avenue, N.W,
Washington, DC 20210




